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SYNOPSIS

‘Othering’ is a process of attributing negative characteristics to individuals or groups

who are thought off as different from the self. This is central to the formation of identity

and one of the ways by which people create their own identities is by comparing them-

selves with ‘other’ groups. This concept goes beyond simple creation of attitudes and

stereotypes. Instead, it examines the process rooted in history and positions in social hi-

erarchy. There are many examples of ‘othering’, the common ones being race, caste and

gender bias. Men construct the identities of women in relation to them and are treated

as inferior. Those who are ‘othered’ face marginalization, disempowerment and social

exclusion through the process of discrimination. ‘Othering’ is central to discrimination

and the consequences of it manifest through the pathways of discrimination. There is no

standard definition of discrimination, but it is used to represent injustices meted out to

individuals or groups based on their group membership, who are treated badly putting

them at a disadvantage. Thus, ‘othering’ represents what is done by dominant groups

to put marginalized groups down and discrimination is one of the ways through which

it is achieved. Discrimination can have adverse consequences across different spheres

of life but in the domain of health it manifests directly as adverse mental and physi-

cal health outcomes and indirectly by restricting access for those seeking health care.

This results in poor utilisation and reduced compliance with treatment among those dis-

criminated against. The concept of discrimination highlights the group structure and

the relative deprivations built around this structure wrongly by humans to one another.

Therefore, discrimination becomes a tool for representing these serious wrongs that are

group linked. In this background, measurement of discrimination by the health system

becomes important from a Public Health policy perspective. There are different mea-

sures that have examined discrimination by the health system and most of them have

originated from developed countries where racism is prevalent axis of discrimination.

These measures may not apply in the Indian context where casteism is prevalent and it
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is more complex than racism as it is across caste groups and within them too. Context

specific measures are required to study the discrimination experienced in the health care

system, from the view of those who experience it and also those who perpetuate it.

In India, health status and morbidity indicators for Scheduled Castes (SC) and Sched-

uled Tribes (ST) are relatively worse off than other groups with similar standards of

living pointing towards experiences of ‘othering’ and discrimination across different

spheres. The health systems in which these communities live are also likely to engage

in the same kind of practices, thus reinforcing or exacerbating the discrimination. This

plays out in multiple ways through interactions between the people and personnel in the

health system in the community or clinical set-up. The larger context where these inter-

actions take place is influenced by structural factors such as accessibility, acceptability

and affordability and discrimination therefore can occur in multiple ways. Studying dis-

crimination in health and healthcare will help in understanding the pathways by which it

adversely affects vulnerable populations. This is useful for steering actions and policies

targeting vulnerable groups. There are very limited studies in India that have looked at

the outcome of discrimination in health care contexts, the ways by which the health sys-

tem discriminates and the processes by which it operates. Experience of discrimination

varies across contexts and regions and has adverse consequences on health and health

care access of populations and subgroups already marginalised.

The Banjaras are one such group who are found in different parts of India and cur-

rently classified under different social groups across states and in Karnataka classified as

Scheduled Caste group. They are most commonly found in northern parts of Karnataka

and Gadag is one of the regions where they form a majority among the Scheduled Caste

groups. They stay in settlements called tanda, which is located outside the village or at a

distance of few kilometers from the village. Administratively tandas are part of the vil-

lage but are a separate settlement. Banjaras are marginalized historically and have been

excluded from the development process and face multiple disadvantages and health and

health care access is one of them. There is a need to understand the context of Banjaras

and how discrimination is operationalized. As mentioned earlier, ‘othering’ is signifi-

cant to discrimination, and it is important to understand the process of ‘othering’ and
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discrimination experienced by Banjaras in the community and health system in Gadag

district. The present study aims to understand how the Banjaras are constructed as the

‘other’ in the community and the health system and the consequences for their health

and health care access.

The objectives of the study were:

• To examine discrimination experienced by Banjaras in health care setting

• To study the process of ‘othering’ by the health care system

• To evaluate the impact of possible discrimination experienced by Banjaras on their
health, health care access and utilisation

The study used a sequential mixed methods design conducted in two phases between

January 2018 to October 2019 in Gadag district, Karnataka. In the first phase an ethno-

graphic study was conducted to understand the discrimination experienced by the Ban-

jaras in the community and the health care system. This was conducted in the settle-

ment of Vanapura and Chara tanda in Gadag district. The ethnography helped in under-

standing the lives of Banjaras, disadvantages experienced by them for livelihood, types

of morbidity, care seeking for health and the structural discrimination experienced by

them. Findings from the ethnography were used to develop an interview schedule and a

listing schedule for mapping the infrastructure in the tandas and villages for the second

phase of the study. The second phase was done in two stages. In the first stage thirty

tandas were selected from a list of tandas in Gadag district. To enable comparison, a

matched village, of which administratively the tanda was a part, or in case it was not;

the nearest village were selected. Distance to the Primary Health Centre (PHC) from the

tanda was used to classify all listed tandas into four groups of 0-3 km, 3-6 km, 6-9 km

and >=9 km. The tandas were selected proportionately to each distance category and

within each category; selection was done using Probability Proportionate to Size (PPS).

The selection of villages was done as mentioned earlier. Thus, 30 tandas and their as-

sociated villages were selected. In the second stage, 300 individuals each from tanda

and village were recruited for the study, resulting in a total sample size of 600. Ten

eligible respondents from each selected tanda and village selected through systematic
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sampling were interviewed using an interview schedule developed from ethnography.

The study for both the phases were approved by the Technical Advisory Committee

(TAC) and Institute Ethics Committee (IEC) of Sree Chitra Tirunal Institute for Medi-

cal Sciences and Technology (SCTIMST). Permissions were also obtained from District

Health Officer (DHO) for conducting ethnography in the Primary Health Centres (PHC)

and interviewing ASHAs for infrastructure mapping. Phase 1 and 2 was cleared by IEC

vide SCT/IEC/1141/DECEMBER-2017 and SCT/IEC/1328/JANUARY-2019.

Gadag district, the larger context where Banjara tandas are located is among the back-

ward districts in Karnataka, ranking 25 among 30 districts in Multidimensional Poverty

Index (MPI). The district comes under the Northern dry zone which is characterised by

high vulnerability to drought. This has severe consequences in a region where around 78

percent of agricultural land depends on rainfall and close to 70 percent of the population

depend on agriculture for livelihood. In this context land holding becomes important and

the Scheduled Caste groups in Gadag are disadvantaged as the average land holding is

poor when compared to other caste groups including Scheduled Tribes. The disadvan-

tage experienced by Scheduled Castes extends to other areas of deprivation in housing

conditions, health in the form of increased morbidities and access to health care. It is

in this context that the Banjara tandas are located. Banjaras form about 29 percent of

the Scheduled Caste population and are spread across 79 tandas in the district. They

are underprivileged in many ways and there is a need to understand the socio-economic

realities and the discrimination experienced by them.

Banjaras are commonly found in different parts of India and are known by different

names such as Banjara, Vanjari, Lambani, Lamani, Lambada and Sugali. The different

names are connected to their trading occupation. In Karnataka they are known by the

name Lamani or Lambhani. History of the Banjaras can be broadly divided into pre-

colonial and post-colonial. In pre-colonial times, called as pack-bullock carriers, they

provided fearless and reliable transport services through difficult terrains across different

parts of the country. Being a nomadic tribe and constantly on the move in groups, these

units were called tanda. With the ceasing of wars, development of roads, transport and

introduction of mechanised transport by the British government, the Banjaras were no
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longer in demand and had to settle down in forests and places close to the forest and

depend on them for their livelihood. It was during this time the Banjaras were seen as a

threat because of their mobile nature and always viewed with suspicion. This led them to

be branded as ‘Criminal castes and tribes’ and also contributed to their sedenterisation.

They were brought under the purview of the Criminal Tribes Act in 1896 and this gave

powers to the police to adopt strict measures to end their ‘criminal activities’ which

involved notification, registration, restriction and internment in settlements. The Act

was repealed in 1952 but stigma attached to the name, viewing of these tribes as being

involved in criminal activities continues till date. There is no clear account of how

the Banjaras settled in Gadag district. In Karnataka, they come under Scheduled Caste

group. Banjara tandas or settlements mirror the caste based residential segregation that

exists in villages and the difference being the tandas located at a distance of a few

meters to kilometres from village. This segregation is stark and visible. The selected

tandas are located among dissected structural hills where the forest is of scrub variety.

The ground water potential around the settlements is classified as moderate to poor.

These geographical features have implications for their livelihood and health in a district

already disadvantaged by its ecological features. Less than 40 percent of the households

in both the tandas which comprised mainly of marginal landowners and landless, were

involved in agriculture. Those without land go for daily wage work or graze animals in

the nearby forest land. More than 50 percent of the households had short term migrants.

There are unique characteristics of the Banjaras that makes them distinct from the people

in the village. Banjaras are a closely-knit community with members related to each other

through some or the other way and there is some degree of homogeneity within the

tandas. Every tanda has a leadership structure consisting of Naika, Kharbari and Davu

to oversee the functioning of the tanda and to exercise social control but their influence

has waned over time. The clothing of women is very colourful, and their garments are

adorned with embroidery made of metal pieces and they stand out in a crowd. Structure

of houses are different in terms of the door frame carvings and wall hangings crafted by

them. In terms of other settlement level features, both the tandas are well connected by

roads but the frequency of bus services is poor.
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Health system catering to the tandas comprises of the subcentre, Primary Health Cen-

tre (PHC) and private providers are Rural Medical Practitioners, who are generally not

qualified in any system of medicine and ayurvedic doctors. The nearest subcentre for

Vanapura and Chara tanda is located about three kilometres away but the building is

non-functional. Even if the tandas have the required population for subcentres, the

building is always located in the village, indicating the underlying structural discrim-

ination. Both the PHCs are located in the nearby villages at a distance of 8km from

Vanapura and 10km from Chara tanda. The PHCs have a problem of human resources

resulting in multitasking by the staff, often leading to interpersonal conflicts and this

affects their functioning. Structural discrimination is also noticed with the location of

the PHC catering to Chara tanda. This was initially planned to be set up in a nearby

tanda but was shifted to a village with smaller population due to local politics.

‘Othering’ influenced the practices of providers in different ways. Banjara tandas were

called as ‘slum areas’, ‘dirty and unclean’ and places of ‘outbreaks’ which resulted in

providers using extra probing questions to Banjaras to identify potential sources for

‘outbreaks’ and prescribing antibiotics believing their diseases to be infectious in na-

ture. The private health system is dominated by RMPs, who operate their clinics from

nearby villages and also visit tandas regularly and in times of emergency. There are

also ayurvedic Bishaks and qualified ayurvedic doctors who are located in the village

but less likely to visit the tandas. These providers are available throughout the day since

they reside in the village and often provide services on credit basis. Most of the RMPs

train under qualified doctors in the cities and start their practice in the villages. Some

are second generation RMPs who have learnt the skills from their fathers. They provide

basic services similar to the PHCs that are distant, and are more accessible and accepted

by the local community.

Structural discrimination in the form of residential segregation caused the Banjaras to

set up their tandas in areas close to the forests. The disadvantages imposed by this in

terms of the geographical features of the region, access to healthcare and transportation

resulted in them being a subaltern society. Leading subaltern lives resulted in limited op-

tions for livelihood around their tandas and in Gadag district, causing people to migrate
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to other districts and states for livelihood. The migration is of short-term duration and

common among educated and uneducated and is the outcome of the structural discrim-

ination experienced by Banjaras. This also impacts the families as the children are left

behind with the elders who rely on other relatives in the tanda for support. Subalternity

also reduced them to the ‘other’ and vice versa and impacted their health and health-

care access through different direct and indirect processes. House listing done during

ethnography revealed common ailments associated with poor drinking water and mus-

culoskeletal pain which is the outcome of having to toil on difficult, unproductive lands

for livelihood. Most of them sought care from RMPs from the neighbouring village or

when they visited the tandas as these facilities were more accessible. The prevalence

of different ailments and care seeking for it cannot be attributed to characteristics of

individuals and their health behaviours alone but also the various historical injustices

that produce and reproduce socio economic inequities that manifest as illness and the

ability to recover from it. The health outcomes and consequences for care seeking as an

end result of discrimination are rarely recognised by the Banjaras and so the resistance

to it does not develop. The ‘Othering’ process ensures that the existing structures are

maintained and continue to perpetuate the discrimination that is historic in origin.

Mapping of all the tandas in Gadag, revealed three types of tandas; mixed settlements,

standalone tandas and tandas with corresponding village. Mixed settlements are those

which have people from different castes which are outcome of housing schemes by the

government. Standalone tandas are segregated tandas who are not associated with the

village but have their own name for the settlement e.gVanapura. Tandas with corre-

sponding village are administratively attached to it and take the name of the village for

the tanda e.g Chara tanda. Similar type of segregation exists among Scheduled Caste

groups within villages; unlike the tanda these settlements are usually at the periphery

of the village.The villages have better physical infrastructure like paved roads, multiple

sources of water supply, better drains and amenities like community water filter, ration

shop, veterinary centre, milk society, banks and post office when compared to tandas.

Presence of bus stops and frequency of public buses were better in the villages. Pri-

mary schools are found in almost all the tandas and villages but beyond middle school

xxiii



 

all educational facilities are located in the villages. A similar pattern is observed in

health infrastructure with almost all tandas and villages having ASHAs but the subcen-

tre, PHC, Ayurvedic dispensary, BAMS and RMP clinic were more likely to be located

in the villages. Discriminant analysis was done to identify the infrastructural variables

that differentiates between tandas and villages. The social infrastructural indicators

of health and education (Discriminant function coefficient -0.8689) followed by trans-

portation (Discriminant function coefficient -0.3576) and water supply (Discriminant

function coefficient -0.2939) are the greatest discriminating factors between tanda and

village.

A survey among 600 individuals, 300 from tanda sand 300 from villages close to the

selected tandas was done to understand the household characteristics, morbidity pat-

tern and care seeking, which is an end result of discrimination. Using a matched vil-

lage where other contextual factors were more or less similar enabled comparisons that

emerge out of being from the tanda to be rendered distinct. Household infrastructure

available in the tandas and villages indicates that tandas are less endowed in terms of

water supply and sanitation. On an average, households in the villages own more assets,

owned greater quantum of land and possessed agricultural equipments than do house-

holds in the tandas. Households in the village were more likely to cultivate cash crops

on land owned using ground water resources when compared to those from the tandas

whose crops are rainfed. When it comes to livestock, more households in the tanda

owned goats, sheep and chicken and those in the village more frequently had cows.

Households in the village had less migrants than tandas and were more likely to be

employed in the organised sector with a steady source of income while those from the

tandas were in the unorganised sector. The dominant income source for those in the

tandas, as they were less likely to own land was agricultural and non-agriculture wage

labour and for the village households, it was through cultivation. Health care workers

did visit households in the tandas and villages more or less equally but when they did

visit households in the tandas, it was more likely to be to spray DDT or check water

storage. People living in the tandas were more likely to experience more morbidities

and common among them being musculoskeletal disorders and infections. The extent of
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care seeking for acute ailments across tandas and villages was more or less similar but

for chronic ailments, those from the tanda were less likely to seek care when compared

to those from the villages. For acute ailments the care seeking pattern varied across

tandas and villages with those in the tanda dominantly depending on RMPs and those

in the villages depending on secondary and tertiary government hospitals. As this was

the pattern, the most frequently used mode of transport to reach the health facility was

‘none’ for those in the tanda (as the RMP came home). That the villages had better

resources by way of transport is reiterated by the fact that more households there used

a car to reach the health facility for chronic ailments.Even with these limited resources,

the households from tandas spent on an average slightly more than did households from

the village for acute ailments. But for chronic ailments which require continuity of care,

households from the village spent significantly more than did those from the tanda. The

sources of funding for care seeking demonstrates that households in the villages could

use household income and savings to do so than did those in the tandas. For acute ail-

ments, tanda households resorted to borrowing more often than did those in the villages.

On an average the spending on health care for acute ailments was equal or higher across

all types of providers for those in the tanda but for chronic ailments, those in the village

spent more in general.

What the findings in terms of available assets, infrastructure and health care seeking

indicate is that those living in the tandas are more disadvantaged on the whole, when

compared to those living in the villages. The pathways through which this systematic

structural discrimination experienced by those living in the tandas affects their experi-

ence of morbidity and health care seeking was tested using Structural Equation Mod-

elling (SEM). This model was constructed based on findings from ethnography. The

mechanisms by which the structural discrimination operates in the tandas and villages

is very different. Socio-economic status which is influenced by the structural discrimi-

nation components of land and migration has a direct impact on the facility from where

care is sought only in the tandas (direct effect of SES on facilities used 0.1 in tanda vs

0.05 in village). The pathways of individual discrimination (a marker of the morbidity

experience) on transportation and facility from where care was sought is similar across
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tandas and villages, but the magnitude is stronger in the tandas (direct effect of trans-

port on facilities used 0.65 in tandas and 0.61 in villages). This means that, absence of

public transport to reach an appropriate facility for seeking care for ailments is charac-

teristic of both tandas and villages, but this results in more people from tandas not using

appropriate care. This inadequate use of care by people from tandas is in part due to

their poor SES that affects their options to use better facilities, but also due to the very

nature of the ailments they experience and the means of financing care for them.

Using the notion of ‘othering’ by Gayatri Spivak, I have examined Banjaras being desig-

nated as the ‘other’ in Gadag district. Historical archives refer to the Banjaras as being

“athletic, hardy and brave” but later accounts calls them “cruel robbers on the high-

way”, “addicted to crime”, “dirty”, “untidy” and “pay little attention to cleanliness”.

Ethnographic accounts in 1961 mention the tandas as being neat and clean but the im-

age of uncleanliness is what prevails and continue till date in the community and the

health system. ‘Othering’ at the local level by the health system is by imprinting pa-

tronage and power. Health system views the tandas as places that need to be constantly

monitored for infectious diseases. On one side health workers don’t visit the tandas fre-

quently and even if they do it is for activities related to infectious diseases. This reflects

the view that Banjaras have weakened ability to act for their own welfare due to lack

of knowledge or understanding.The other type of ‘othering’ is through the collective by

diminishing their moral worth and creating negative stereotypes. Historical discourse

and injustices have created labels of ‘other’ in the community. The health system goes

a step further and attributes diseases to these created labels. These are based on inaccu-

rate stereotypes, and this perpetuates and reinforces the notion of ‘othering’. The third

component of othering involves withholding means of livelihood and diminishing their

material worth in the development process, thus maintaining their ‘othering’. In spite

of the tandas belonging to the same region and sharing similar geographical charac-

teristics as the village they are underdeveloped resulting in large scale migration. The

Karnataka Thanda Development Corporation (KTDC) is a board formed towards de-

veloping the tandas but its functions have been restricted to building roads, community

halls and organise cultural events within the tandas. Even though the objective of the
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board is towards skill development, generating employment and promoting embroidery

and handicraft, these are lacking in implementation. This has actually contributed to the

process of ‘othering’ through its restricted functioning.

The process of ‘othering’ results in structural discrimination and has adverse conse-

quence at the tanda and individual level. Geographical location of the tandas indicate

caste-based segregation and the practice of untouchability in the past confirms this. Dif-

ferential access to land and resources renders the Banjaras vulnerable and the tandas

are deprived in all aspects of physical, transport and social infrastructure an outcome of

the ‘othering’ process. The villages are also disadvantaged when compared to tandas

but have better mechanisms to withstand that. At the individual level ‘othering’ and

structural discrimination shapes the differential morbidity experiences and the health

care sought. The experience of Banjaras is applicable to different castes and tribes who

live in segregated settlements. The disadvantage experienced by them is similar, but

the magnitude could differ. These inequities that poses public health challenges need

the focus of attention from a development perspective and health systems reforms as

maintaining health is not the function of the health system alone.
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CHAPTER 1

INTRODUCTION

The aim of this chapter is to introduce the concept of othering and discrimination and

explain why studying them in the context of health systems is important for Public

Health. I begin by defining ‘othering’ and discrimination and its consequences for health

and health care access. I would be examining why this is an important Public Health

issue in the Indian context and identifying gaps from literature. I will then go on to the

objectives and conclude with the organisation of the thesis.

1.1 Discrimination and ‘Othering’
My mother here (pointing to the elderly lady sitting inside, dressed in the
traditional Banjara attire) accompanied my pregnant wife and two-year-old
son for an ultrasound scanning appointment in a private hospital. While
they were waiting for their turn, the young child passed urine on the floor
and my mother took off his shorts and started wiping the floor. Seeing
my mother do this, the nurse who was standing there started shouting and
behaved rudely with her. My mother shouted back, but the nurse didn’t
stop and told her that "you people (referring to caste) are always like this,
not clean but dirty". My mother felt insulted and people around her said
nothing. She was crying when she called me up and I told her to take my
wife to another scanning centre. I left from home immediately and ensured
we got the scanning done from a different centre even if it was expensive
and came home. I have decided that even if I die, will never go to that place
again

– Mahadevappa, 30 years, Guddadpur tanda

The above experience of Mahadevappa was narrated to me back in 2015 when he was

asked about difficulties in accessing health care. This incident raises important questions

about why the elderly woman was treated badly and the resulting outcome of it. The

elderly woman was stigmatised by the nurse because she was aware of her identity,

evident from the clothes worn by her. The traditional Banjara attire in this context

becomes a mark or a characteristic to devalue the person. By attributing uncleanliness

and being dirty to the larger group that the elderly woman is part of, the nurse identifies

herself as different from her through the process of ’othering’. The outcome of this is



 

that the family was discriminated and they sought care from another place which ended

up costing them more.

The Encyclopedia of Critical Psychology defines ‘Othering’ as the process where in-

dividuals or groups of people attribute negative characteristics to other individuals or

groups of people that set them apart as representing that which is opposite to them

(Rohleder, 2014). ‘Othering’ is more about the way negative attributes and character-

istics are constructed rather than the differences in itself. Imbalances in power among

relationships is central to ‘othering’ (Staszak, 2009). The dominant group wielding

power defines the group or groups different from them as deviant. It involves defin-

ing groups into “us” and “them” or “in-group” and “out-group” (Grove & Zwi, 2006).

These labels, stereotypes and definition of the ’other’ become the basis for discriminat-

ing and excluding them from different spheres of life through dominance and oppression

(Krieger, 2014; Marshall, 1996). ‘Othering’ as a concept is not as simple as the creation

of attitudes and stereotypes by individuals or groups but goes beyond that in examining

the process rooted in history and positions in the social hierarchy (Akbulut & Razum,

2021). History reveals the process of constructing individuals or groups as ’other’, and

the social hierarchy throws light on how they continue to be ‘othered’ in the present

context, dimensions of power being central to both. Studies on ‘othering’ have focussed

on the social and psychological domain of creating identities, studies in post-colonial

context and in the context of migration (Akbulut & Razum, 2021; Rohleder, 2014; Spi-

vak, 1985). ‘Othering’ is central to discrimination, and it is important to examine what

discrimination is and how it impacts health and healthcare access. Although ‘othering’

is undesirable, not all ‘othering’ results in discrimination. People can harbour nega-

tive stereotypes in their mind about individuals or groups but not necessarily translating

thoughts to discrimination.

The word ‘discriminate’ originated from the Latin word ‘discriminare’, which means

"to divide, separate, distinguish" (Merriam-Webster, 2021). Discrimination is defined

as “the process by which a member, or members, of a socially defined group is, or

are, treated differently (especially unfairly) because of his/her/their membership of that

group” (Krieger, 1999). There are many definitions for discrimination, but all of them
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ascribe a negative connotation, rather than merely distinguishing between individuals

or groups based on group membership. In legal terms, there are no specific definitions

for discrimination. The International Covenant on Civil and Political Rights and the

Indian constitution does not define discrimination but only mentions that there would

be no discrimination based on caste, creed etc. Reflecting on the meaning of the word

‘discriminaire’, it would be wrong to conclude that discrimination is unfair. It can be

argued that populations can be divided or separated for targeting interventions, or poli-

cies can distinguish between population subgroups for planning effective interventions.

In such a scenario, these acts of dividing, separating and distinguishing do not amount

to unfair treatment. The word ‘discriminaire’ in its original use is neutral but has been

used to denote unfair treatment. Unlike other apparent morally wrong acts like lying,

manipulating or hurting, discrimination against a person or group does not occur unless

there are individuals or groups who are treated better (Altman, 2020).

There is no universally accepted definition of discrimination; however, most of the def-

initions contain the following three characteristics:

• Individual/Group

• Treatment of individuals/groups (prejudicial, worse way, unfair, differently)

• Membership

1.2 Consequences of ‘Othering’ and Discrimination on health

The consequences of ’othering’ on health is manifested through the pathway of discrim-

ination. The health effects of discrimination can be direct or indirect. It does so directly

through outcomes and indirectly by restricting access for those seeking health care, poor

utilisation and also reducing their compliance with treatment.

1.2.1 Discrimination and Health

Discrimination at different levels can impact health in many ways. Inequities in ac-

cess to social, economic and material resources have an impact on health status. There

are many studies that have examined the experience of discrimination having negative

consequences for health (Williams, Lawrence, & Davis, 2019). Health effects of dis-

crimination can have adverse consequences for individuals, manifesting as morbidity or
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as a cumulative effect on the group as group inequalities. The direct effect of discrimi-

nation is explained by the physiological pathways, which manifest as disease.

Pathways

The effect of perceived discrimination on health is through psychological and physio-

logic processes (McKenzie, 2003). The pathways are common to psychosocial stres-

sors. Psychosocial stressors cause changes in neuroendocrine, autonomic and immune

systems (Brondolo et al., 2009). The neuroendocrine response includes activating the

sympathetic nervous system and hypothalamic pituitary adrenocortic axis with the con-

stant secretion of catecholamine and cortisol. These changes affect behaviour and psy-

chology which manifests as health outcomes. The concept of "allostatic load" refers

to the cumulative wear and tear that the body experiences on these multiple regulatory

systems as a result of repeated cycles of allostasis as well as the inefficient regulation

of these cycles. Allostatic load is also influenced by genetic factors, behaviours such as

substance use and diet and developmental experiences. High allostatic load is associated

with the metabolic syndrome which predicts mortality (Gee et al., 2007), cardiovascular

disease incidence, and decline in cognitive and physical function. Stress also plays a

role in the onset, progression, and severity of chronic pain syndromes (Ahmed et al.,

2007).

Consequence on mental and physical health

Mental health status is the most frequently assessed indicator to measure discrimination.

Studies have examined a broad range of mental health outcomes and psychological well-

being to establish the link between self-reported experiences of discrimination and men-

tal health. Various studies have shown that discrimination is positively associated with

indicators of mental health such as mood, stress, general anxiety disorder, substance

use disorders, social anxiety disorder, depression, lifetime anxiety, psychotic experi-

ences, eating disorder and Post Traumatic Stress Disorder (Lewis et al., 2015; Williams,

Lawrence, Davis, & Vu, 2019). Other studies have also found a link between the ex-
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perience of discrimination and physical health outcomes such as hypertension, breast

cancer, asthma, coronary artery calcification and visceral fat (Paradies, 2006; Williams,

Lawrence, Davis, & Vu, 2019). There is a strong relationship of discrimination with

mental health when compared to physical health, and most of the studies have looked

into mental health effects. The physical responses could manifest late since the effect

is mediated by stress. Those who face discrimination often engage in risky behaviour

like smoking, drug and alcohol abuse and these, in turn, have an adverse effect on their

health status.

1.2.2 Discrimination and Health care access

Discrimination impacts health indirectly by restricting access to healthcare, and it also

has an impact on utilisation. Perceived discrimination by individuals can lead to lower

utilisation of healthcare, delays in seeking care and non-adherence to medical care needs

(Casagrande et al., 2007). Discrimination can also manifest as over or under provision-

ing of health care services for marginalised populations (Abramson et al., 2015; Ak-

bulut & Razum, 2021; Kilbourne et al., 2006; White et al., 2012). Over provisioning

of services could be based on constructed vulnerability of a marginalised population

to control diseases and preventing its spread to the dominant population. Discrimina-

tion could also take the form of differences in treatment regimens for different groups,

inadequate spending on health care for the marginalised, compared to the mainstream

population and not addressing the cultural barriers for these marginalised groups (Henry

et al., 2004). Access to information is an area where certain social groups do not receive

information required by them in a form comprehended by them to make choices regard-

ing their health (Thorat & Sadana, 2009).

1.3 Rationale

Most of the literature on discrimination and its linkages with health and healthcare ac-

cess is in the context of racism in developed countries. Racism is very different from

casteism, which is relevant in the Indian context. Both have common outcomes of op-

pression, discrimination and exclusion but differ in many ways. The fundamental differ-

ence among a host of others is based on physical characteristics and ideology. Racism
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is based on physical characteristics that are visible, whereas, in casteism, the physical

characteristics do not play a significant role. Casteism is based on the values groups

hold about each other (Oommen, 2002). In the Indian caste system, there are upper

castes who are at the top of the social hierarchy, the lower castes at the bottom and other

castes in between them. Casteism is about maintaining the social hierarchy through var-

ious means and varies across contexts and groups. The Scheduled Caste (SC) groups

are considered to be at the bottom of this hierarchy, having their own ranks within them.

Casteism plays out within the different castes categorised as Scheduled castes making

the caste system more complex than racism. Discrimination plays out in different ways

in this complex system.

In India, health status and morbidity indicators for Scheduled Castes (SC) and Sched-

uled Tribes (ST) are relatively worse off than other groups. Even for individuals with a

similar standard of living and education, the health status of SC and ST populations are

lower than the general population. This is indicative of the unequal access to public ser-

vices related to their caste and experiences of ‘othering’ and discrimination (Raghaven-

dra, R H, 2020; Thorat & Sadana, 2009). People belonging to marginalised groups

experience some form of discrimination or exclusion within the communities in which

they live. The health systems in which these communities live are also likely to engage

in the same kind of practices, thus reinforcing or exacerbating the discrimination. This

plays out in multiple ways through interactions between the people and personnel in

the health system in the community or clinical setup. In a clinical interaction, an indi-

vidual presents with healthcare needs, preferences and expectations, some of which are

socio-culturally determined. Providers also possess beliefs that are shaped by their pro-

fessional training, clinical experiences, social experiences and the larger societal norms

and practices. The larger context where these interactions take place is influenced by

factors such as accessibility, acceptability and affordability, and discrimination can oc-

cur in multiple ways (Institute of Medicine, 2003).

Discrimination in the Indian context by the health system could be broadly opera-

tionalised at two levels, i.e. structural and individual level. Structural could be in the

form of limiting access by not allocating resources to certain geographical locations or
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segments of the population for political-economic reasons. Inequalities in the distribu-

tion of health providers or facilities is a characteristic of the Indian health system with

variations by states, intra state, inter and intra districts and between rural and urban ar-

eas (Baru et al., 2010). The discrimination by the health care system could be in the

form of denial of services to marginalised groups or using them to achieve government

targets, a form of "discriminatory targeting". This can be seen in the high incidence of

women from marginalised communities undergoing hysterectomy in private hospitals

in Karnataka, most of it being unnecessary. There was discriminatory targeting by pri-

vate providers for financial gains, targeted towards a community that is very unlikely to

question them (Xavier et al., 2017). Denial of family planning services to Particularly

Vulnerable Tribal Groups (PVTG) in Madhya Pradesh/Chhattisgarh by the government

in order to increase the birth rate of these groups is a form of discriminatory targeting.

Services were denied even to those who wanted it, which resulted in some women from

the community getting sterilised under false name or caste (Nandi et al., 2012). Denial

of service can also be in the form of health care workers refusing to visit or enter lower

caste households (Mishra et al., 2016).

Discrimination at another level in the health system targets specific individuals. Indi-

viduals experience discrimination because of their own identity or specific attributes of

the group that they belong to by the larger community or the health care system. A

study in Gujarat and Rajasthan found that most of the children belonging to the Sched-

uled Caste group faced discrimination in the health care setting if the provider was

of another caste group. The discrimination was in the form of refusal to touch, mak-

ing them sit separately, long waiting time and spending less time during house visits

by health workers (Acharya, 2010). Religion-based discrimination has been reported

from Mumbai. The forms of discrimination experienced by Muslim women were rude

language, abuse in the labour ward, health care provider speaking in a language they

don’t understand, derogatory comments targeted towards the community and stereotyp-

ical behaviour by the health care providers (Khanday, 2017). Individual experience of

discrimination varies across context and regions, as evident from the studies above. Dis-

crimination is wrong and has adverse consequences on the health and healthcare access
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of populations and subgroups already marginalised. Studying discrimination in health

and healthcare will help in understanding the pathways by which it adversely affects

vulnerable populations and useful for steering actions and policies. There are very lim-

ited studies in India that have looked at the outcome of discrimination in the health care

context, the ways by which the health system discriminates and the processes by which

it operates.

Banjaras as a group are found in different parts of India and currently classified under

different social groups across states. In the past, Banjaras were nomadic tribes who

were involved in trade across the country and lost their traditional calling with the ad-

vent of the East India Company in India. They were made to settle down in selected

sites. The colonial regime was suspicious of their activities and brought them under the

purview of the Criminal Tribes Act. Post the repeal of the Act, they continue to face

the stigma of criminal tribes. In Karnataka, they belong to the Scheduled Caste group

and are marginalised. Their population is mainly concentrated in the Northern parts

of Karnataka, especially in the Hyderabad-Karnataka region. Gadag district located in

Northern Karnataka is a drought-prone district and has the third largest proportion of

Banjaras calculated as a percentage of the total Scheduled Caste group across districts.

This region was chosen for the study because of my prior engagement with this group

as a part of my master’s dissertation, and I wanted to further explore the discrimina-

tion experienced by this community. For the master’s dissertation, I used an existing

questionnaire that was designed to capture caste-based discrimination. However, it was

unable to capture it because people reported class-based discrimination. This was also a

reflection of the limited understanding of discrimination and how it operates in the con-

text of Banjaras. Discrimination varies across context and there is a need to understand

the context where discrimination is experienced. As mentioned at the beginning of this

chapter, ’othering’ is significant to discrimination, and it is important to understand the

process of ‘othering’ and discrimination experienced by Banjaras in Gadag district in

Karnataka.

1.4 Research questions

The thesis is guided by the broad research question of:
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How are the Banjaras constructed as the ’other’ in the community and the health system,

and what are its consequences for their health and health care access?

Specific research questions

1. How does ‘othering’ occur in the context of Banjaras in Gadag district? What are the
processes that contribute to them being constructed as the ’other’?

2. How does the ‘othering’ process of Banjaras in Gadag district lead to discrimination
in the community and health system?

3. What are the ways by which the discrimination experienced affect the health and
health care access of Banjaras in Gadag district?

1.5 Objectives
1. Examine discrimination experienced by Banjaras in health care setting

2. To study the process of ‘othering’ by the healthcare system

3. To evaluate the impact of possible discrimination experienced by Banjaras on their
health, health care access and utilisation

1.6 Organisation of thesis

There are ten chapters in this thesis. In this chapter, I introduced the concept of ‘other-

ing’ and discrimination and why it is an important Public Health issue. In the second

chapter, which is the review of literature, I have described the philosophical under-

pinning of discrimination, concepts similar to discrimination and the measurement of

discrimination by the health care system. Chapter three explains the detailed method-

ologies employed in the two phases of the work undertaken for the study. Results of

the study are split across seven chapters, from chapters four to ten. In chapter four, I

situate the context of Gadag in relation to the development discourse of Karnataka us-

ing various indicators. Chapters five to seven describe the findings of the ethnography

that constitutes phase 1 of the work. Chapter five details the context of the Banjara

tanda and the life there, whereas chapter 6 describes the health systems catering to the

tandas. Chapter seven examines the different structures and everyday discrimination ex-

perienced by Banjaras. Chapter 8 compares the infrastructure in the tandas and villages

and concludes with discriminant analysis which identifies variables that differentiate
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between tandas and villages. The potential variables included in the analysis were iden-

tified through the ethnography. In the ninth chapter, the findings of quantitative survey

examining households’ attributes, morbidity profile and care seeking for ailments are

described. The findings from the ethnography were also used to construct a structural

equation model to understand the pathways from structural discrimination to morbidity

and care seeking separately for tandas and villages. In chapter ten, I discuss the overall

findings of the PhD work in the context of othering as described by Gayatri Spivak and

its implications for Public Health practice.
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CHAPTER 2

LITERATURE REVIEW

The objective of this chapter is to describe the philosophical understanding of discrim-

ination, terminologies and concepts similar to the concept of discrimination and how

it has been measured in relation to health and healthcare. This chapter is very differ-

ent from a traditional literature review which usually provides a justification for the

study. I have already discussed the concept of ‘othering’ and discrimination and its

consequences on health and health care access in Chapter one (section1.2). Reviewing

historical documents to understand the context of the Banjaras forms an essential part of

ethnographic research and has been mentioned separately in Chapter five. Similarly, the

review of documents to situate Gadag district in the development discourse is described

in Chapter four. These do not form a part of the literature review in order to avoid repeti-

tion of information. This chapter, therefore, will dwell on the concept of discrimination,

other similar conceptualisations, their distinctions and the manner in which it has been

measured by others. This description is presented in three sections. The first section

describes the philosophical underpinning of discrimination and the terminology related

to it. The second section will deal with the conceptual differences and similarities be-

tween stigma, discrimination, ‘othering’ and social exclusion and its consequences for

measuring health and healthcare access. The final section describes the different mea-

sures for capturing discrimination by the health care system and its applicability across

various contexts.

2.1 Philosophical underpinning of discrimination

As individuals and as researchers, we come across situations and circumstances of dif-

ferential treatment in everyday life. A question arises as to what this differential treat-

ment is, does it harm the individual or the group against whom it is targeted? Who are

these individuals or groups meting out differential treatment and are they justified in be-

having in such a manner? Let us consider a scenario of a well-meaning medical doctor



 

on his/her daily rounds in the female general wards where the patients share the same

space. It is a regular practice by this doctor to ask questions on alcohol use to women

belonging to a particular social group, identified by their family name to aid in diagnosis

and treatment. Alcohol drinking is a taboo in the current context in general and women

are looked down if they are known to consume alcohol. However, it is an acceptable

practice among the women in this group in question. Is the doctor wrong in questioning

specific women on alcohol use? If so, then what makes it wrong? Does he/she treat them

differently when compared to other women in the ward? What makes the doctor pose

this question to specific women? Can this be labelled as ‘discrimination’? If yes, then

on what basis can it be called discrimination? To answer these questions, it is important

to look at the philosophical underpinning of discrimination. The following paragraphs

summarises the article by Altman (2020) published in Stanford Encyclopaedia of Phi-

losophy.

To refer to the action/consequence observed by the individual or researcher as discrim-

ination would be on the basis of what is conceived of as ‘discrimination’, and what

makes it wrong. When do people feel discriminated against and when do they not?

What does it mean to discriminate against a person or group of persons? When is it

tolerated and when is it not and why so? The answers to these questions highlight

the moral dimensions of it. Discrimination should be viewed in terms of the actions,

practices and policies that cause various social groups to be discriminated (as perceived

by the social group that is discriminated against). These groups must be critical to

the structure of social interactions across different contexts, i.e. they must have social

salience (Lippert-Rasmussen, 2014). This means that any groups based on sex, race,

caste, colour, religion, gender are socially salient and likely to experience discrimina-

tion. However, groups based on arts or music or food preferences are generally not

considered socially salient. The discrimination experienced has to cause harm or dis-

advantage to the person or group to whom it is directed and relative to an appropriate

comparison group. The relevant group here could belong to the same society or under

the same political jurisdiction or defined geographical parameters.

Discrimination has at times been talked off as ‘differential treatment’. Consider an ex-
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ample where the Scheduled Caste (SC) groups have restricted access to resources com-

pared to a dominant group. We say there is ‘differential treatment’ of SC groups com-

pared to dominant groups. It can also be argued that the dominant groups are treated dif-

ferently from the SC groups, wherein they have access to resources. By using the word

differential, the harm of discrimination is missed or left out or not captured. The disad-

vantage that the SC groups are subjected to is not captured when we call it differential

treatment. Discrimination refers to differential treatment that results in a disadvantage

for those treated with the specific ‘differential treatment’.

Discrimination by itself is not morally wrong. It may not be morally wrong always,

since an individual can be discriminated in favour of as well as against. Sometimes a

discriminator may treat people differently, but it will not result in people being worse

off than they would have been had they not been discriminated against. For example,

having separate restrooms for men and women; here, it discriminates between men and

women but not against either of them. On the other hand, even while the need for male

and female restroom facilities is treated as distinct, we may be discriminating against

transgender groups by not having separate facilities for them. In this context, catering to

the needs of transgender groups calls for special provisioning for toilets. Should we not

do so, the discrimination would leave transgender groups worse off than if we ignored

their specific needs. Whether discrimination is morally wrong or not depends on what

makes it wrong. In most political, legal or academic discourse, the word is used in a

moralised sense (i.e. to view it as some wrongful act). In this context, it is important to

investigate the morality of the concept of discrimination.

2.1.1 Moralised and non-moralised concept of discrimination

Moralised concept of discrimination refers to actions, practices or policies that wrong-

fully impose a relative disadvantage based on group membership, whereas the non-

moralised concept does not identify it as wrongful. The distinction between moralised

and non- moralised is in designating the acts, policies or practices as wrongful. The Kar-

nataka Motor Vehicles Rules, Government of Karnataka (1989) specifies that the driver

of a transport vehicle “shall not cause or allow to enter into or to be placed or carried

in the vehicle, persons whom he knows or has reason to believe to be suffering from any
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infectious or contagious disease or the corpse of any person whom he knows or has rea-

son to believe to had been suffering from any such disease’ (Government of Karnataka,

1989). It can be said that this rule imposes a disadvantage against those suffering from

infectious diseases and it would be a way of describing it in the non- moralised sense.

We can go a step further and say that if it wrongfully imposes a disadvantage, then we

are describing it in the moralised sense.

Moralised concept is applied to acts, policies or practices on two conditions:

• wrongfully imposing relative disadvantage on people based on group membership

• wrongfulness is also because part of the disadvantage imposed is because they are
members of that particular group

2.1.2 Types of discrimination

Discrimination operates at multiple levels starting from the individual to structural level.

There are different categories and types of discrimination. Still, broadly, it can be cate-

gorised as direct and indirect which operates at a micro level and structural and institu-

tional at a macro level. These classifications are not independent and are best described

using the metaphor of iceberg. The tip of the iceberg is the individual discrimination

which is seen and mediated in different ways. The underlying part is the structural

discrimination which is complex and challenging to eliminate (Gee & Ford, 2011).

Direct and In-direct form of discrimination

Direct discrimination applies when an agent performs with the aim of imposing a dis-

advantage on persons for being members of some salient social group. Direct discrim-

ination can be intentional or unintentional or an unconscious prejudice. Example for

intentional would-be paying women less than men for the same job. Specifying weight

as minimum recruitment criteria (no rational justification) can be discriminatory. It can

exclude a disproportionate number of women as they generally weigh less than men and

is an example of unintentional discrimination. Unconscious prejudice is when people

with progressive values and attitudes harbour negative associations with people based

on some characteristic they possess, for example, ‘beautiful looking people are not in-

telligent’. Another example, which is closer to the social contexts we live, is when there
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is a theft in the neighbourhood. The police or the community tend to suspect people

belonging to certain social groups because they were classified as criminal groups by

the British, historically.

Any act that imposes a disproportionate disadvantage on members of a certain group

even when the agent has no intention/indifference/bias to discriminate is indirect dis-

crimination.

A policy or act is indirectly discriminatory if:

• it reflects no bias on the part of the discriminator against members on account of
their group membership

• it relevantly disadvantages, i.e. on average most members belonging to socially
salient groups are disadvantaged compared to another salient group

• the discriminated group is socially salient

• the discrimination in question would not have occurred in the absence of present
or past direct discrimination

Structural and Institutional discrimination

Structural and Institutional discrimination have often been used interchangeably, while

some authors have treated them as separate concepts (Z. D. Bailey et al., 2017; Williams,

Lawrence, & Davis, 2019). Structural discrimination is defined as the totality of ways

in which societies foster discrimination through mutually reinforcing systems which in

turn reinforce beliefs, values and distribution of resources. This is reflected in history,

culture and interconnected institutions. In this context Institutional discrimination refers

to policies and discriminatory practices carried out by state and non-state actors based

on group membership (Z. D. Bailey et al., 2017). Although Z. D. Bailey et al. (2017)

define this in the context of racism in the United States, it has universal applicability.

Most common example of structural discrimination is residential segregation which is

an outcome of government policies and societies that function to keep certain groups

away from the mainstream. Segregation causes reduced access to public and private in-

stitutions and affects the overall development of groups that experience this (Williams,
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Lawrence, & Davis, 2019). Conceptually structural discrimination is thought of differ-

ently from a direct form of discrimination and can be called an indirect form of discrim-

ination. The fact that policies or the reasons for how structural discrimination came to

exist and continues to operate in society points towards the argument of it being a direct

form of discrimination (Altman, 2020).

2.1.3 The wrongs of discrimination

The question here is what makes discrimination morally worse than non-discrimination.

Discrimination in the moralised sense is wrongful and this relates to the group-based

character. Therefore, it is essential to examine why it is wrongful. There are multiple

views for and against why discrimination is wrong.

Wrongs of direct ‘discrimination’

The commonly held views of why direct discrimination is wrong is mentioned below

a. Immutable traits- The discriminator treats persons on the basis of traits that are not
under the control of the individual. For example, race, caste, sex are immutable
traits. This does not apply to all; a blind person denied a driving licence is not
morally wrong and aspects like religion are not immutable traits. Discrimination that
targets unchosen characteristics is more harmful than those that are target chosen
characteristics (e.g., A smoker may stop smoking to not face discrimination, but
one cannot opt-out of race/ colour), but this may not apply to a chosen trait such as
religion.

b. Inaccurate stereotypes- Discriminators have stereotypes about people which are in-
accurate and generalised.

c. Arbitrary or irrational- Discrimination imposes a disadvantage on socially salient
groups merely because of group identity for which there is no rational justification for
the discrimination imposed on them by the discriminators. Not many agree with this
view. This is because it merely examines the arbitrariness in behaviours towards the
discriminated group and ignores the context in which it happens. The context is one
in which discriminators hold attitudes toward these socially salient groups viewing
them as morally inferior resulting in discrimination, is not necessarily arbitrary.

d. Meritocratic - Discrimination violates the meritocratic norm in which the best qual-
ified ought to receive the benefit at issue. This discourse is commonly seen in aca-
demic or job settings. This has been seen as more to do with efficiency than fairness.

e. Denial of equal entitlement- Discrimination increases inequality of opportunity.
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f. Social exclusion- Discrimination is wrong because it involves the exclusion of those
discriminated against. The problem with this argument is that discrimination is
wrong even when it does not lead to exclusion.

g. Treating people as morally inferior – discrimination is wrong because it demeans
and denigrates those against whom it is directed, thereby treating people as morally
inferior.

h. Prejudice – having an attitude that regards members of a salient group, qua members,
as not entitled to as much respect or concern as members of other salient groups.

The most acceptable and consistent view is that direct discrimination is wrong because

it violates the equal moral status of persons by treating the victims in ways that would

be appropriate only for individuals having a diminished or degraded moral status.

Wrongs of in-direct ‘discrimination’

The two major wrongs of indirect discrimination are the imposition of wrong by the

major institutions of society without adequate justification and placing members of dif-

ferent social groups in a position of vulnerability.

The wrongs of indirect discrimination are process-based rather than outcome-based.

The wrongs of direct discrimination are similar to that of indirect discrimination and

are so due to the linkage between group membership that explains the disproportion-

ate disadvantage experienced and the persistence of social processes that work to turn

differences that are visible and irrelevant morally into systematic disadvantages. Such

social processes are morally wrong since they treat some socially salient groups as hav-

ing a degraded or diminished moral status. This makes the wrongs of direct and indirect

discrimination as different versions of the same moral wrong.

2.1.4 The need for the concept of Discrimination

The concept of discrimination identifies a moral wrong where salient group members

are treated as individuals having a degraded or diminished moral state on account of

their group membership or because they belong to the group and the relative disadvan-

tages that they suffer makes them vulnerable to being dominated and suppressed. His-

torically large-scale injustices were based on group structure and the dominant group
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members imposed various disadvantages on the oppressed group by material depriva-

tion and imposing restrictions on them. The concept of discrimination highlights the

group structure and the relative deprivations built around this structure by humans to

one another. This is not to point that the group is wronged by injustices but the wrong

done to the individuals who make up the group. The concept of discrimination is a tool

for representing these serious wrongs.

2.2 Concepts of Stigma, Discrimination, ‘Othering’ and Social exclusion

While reviewing literature on discrimination, interrelated concepts like stigma, ‘other-

ing’ and social exclusion are often used. Each of these different concepts is closely

linked to each other and there is a need to identify the commonalities and distinctions.

Stigma is often used specific to any disease or ailment. For example, when we talk about

stigma of Human Immunodeficiency Virus (HIV) infection, the attention shifts towards

the perception and self-image of individuals. These individuals or groups experience

unfair treatment which puts them at a disadvantage. The use of the word stigma here

renders the unfair treatment invisible (Sayce, 1998). Take, for example, the statement,

“Individuals are excluded from certain aspects of society because they are viewed as

having or possessing some mark which causes them to be stigmatised”. The concepts

of stigma, discrimination, social exclusion and ‘othering’ can be used to describe the

underlying processes in the above phrase. Treating persons differently because they

possess some mark or attribute that puts them at a disadvantage indicates discriminatory

practice. The signifying attributes are stigmatising and the underlying social processes

which define one group against the other that result in alienation is the process of ‘oth-

ering’. This process of ‘othering’ along with stigmas and discrimination will result in

groups or individuals to experience social exclusion. In this context, the following sec-

tion will briefly discuss the meaning of these concepts, the issues addressed by each,

and the commonalities across these concepts.

2.2.1 Stigma

Goffman (2009) defines stigma as an attribute that is deeply discrediting and that re-

duces the bearer from a whole and usual person to a taint and discounted one. Most
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of the dictionary definitions view it as a mark of disgrace that evokes a strong feeling

of disapproval. Stigma is, however, a complex process that extends beyond individual

experiences. It involves interactions between those marginalised and those who are not

and the broader socio-political context where they are situated. These include practices,

community relations or policies (Stuber et al., 2008). Goffman’s focus is on how indi-

viduals are stigmatised, their psychological state and their responses in different social

encounters. It is more individual-focused as it views those who are stigmatised as pos-

sessing something wrong or defective, although it emphasises that stigma should be seen

as the language of relationships and the perspective of others, not as merely possessing

an attribute. Psychologists and sociologists have built upon Goffman’s work to describe

two types of stigma, i.e. felt stigma and enacted stigma. Felt stigma, also known as

internalised stigma or self- stigmatisation is a feeling of shame and expectation of un-

fair treatment that prevents people from talking about their experiences or seeking care.

They view themselves as discreditable. Enacted stigma refers to the behaviours and at-

titude of others towards those perceived to be possessing the stigmatised attribute. An

example of this is not shaking hands or avoiding people due to possessing the attribute.

Both these types may overlap (Goffman, 2009; Gray, 2002). Researchers from different

disciplinary orientations have developed various theories, which in turn affect the way

stigma is conceptualised. Some of the criticism of the concept of stigma is that it is too

focussed on individuals, perspectives of those stigmatised and the stigmatiser and the

influences it has on micro-level interactions. Link and Phelan (2001), who have concep-

tualised stigma from a sociological perspective, see it as an attribute and stereotype with

a component of discrimination. Stigma results when there is a convergence of the in-

terrelated components of differentiating and labelling differences, associating negative

attributes to human differences, separating “us” from “them” and status loss and dis-

crimination. Once people are labelled and assigned stereotypes, it becomes a rationale

to devalue, reject and exclude them, leading them to experience discrimination (Link &

Phelan, 2001). Most definitions or concepts of stigma do not include the component of

discrimination but continue to focus on individual attributes or are specific to disease.

19



 

2.2.2 ‘Othering’

Concept of the ‘other’ has been used by De Beauvior in describing a woman as the

‘other’. Edward Said uses the concept of the ‘other’ to explain western ways of subordi-

nating people and constructing superior identities (Joffe, 2011). ‘Othering’ as a concept

was first used by Spivak in the essay “The Rani of Sirmur” (Spivak, 1985). She points to

the limitations of using archival materials which have been created with a specific per-

spective that excludes or locate narrators in positions of power vis a vis person whose

stories are being told. Such processes may serve to reiterate the voice of the narrator.

She defines this as the process of ‘othering’ (Spivak, 1985). ‘Othering’ is defined as

the process which serves to mark and name those thought to be different from oneself

(Weis, 1995). ‘Othering’ is central to the formation of identity. The ‘other’ includes

groups lacking in power within a particular society, identified out-groups and foreign-

ers. One of the ways people create their identities is not only associating themselves

with categories such as ethnicity or gender but also a comparing them with other groups

(Joffe, 2011). ‘Othering’ serves to reinforce notions of own normality and distinguishes

the other as one who deviates from this. Those who face ‘othering’ experience marginal-

isation, disempowerment and social exclusion (Grove & Zwi, 2006) . The concept of

‘othering’ as identified from the literature has implications for studying groups or com-

munities labelled as ‘other’, which causes them to be subordinated. It also enables us to

recognise how historians and researchers have created or co-created the ‘others’ in their

discourses.

‘Othering’ in literature has often been described as a negative exclusionary process with

consequences and rarely has it been discussed as an inclusive or positive process. It is

conceptualised into two categories, i.e. Exclusionary ‘othering’ and Inclusionary ‘oth-

ering’ (Canales, 2000) . Exclusionary ‘othering’ is when persons are labelled according

to perceived differences. Once labelled they are stigmatised, and this stigmatisation

constructs their identity as the other. These stereotypes then form the basis for inter-

actions. Inclusionary ‘othering’ is when differences are not causes for exclusion but

are recognised, valued and included. ‘Othering’ as a process can also lead to inclusion.

The difference between Exclusionary ‘othering’ and Inclusionary ‘othering’ is related to
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how power is used, by whom and consequences thereof. Consequences of inclusionary

‘othering’ are consciousness raising, sense of community, shared power and inclusion

(Canales, 2000). Although inclusionary ‘othering’ sounds good, in reality, it is hardly

practised.

Practices of ‘othering’ can also occur in the doctor-patient relationships where gener-

alised explanations related to health are made related to communities and their practice

(Johnson et al. 2004a). Three forms of ‘othering’ discourses that existed were essential-

ising explanations, culturalist explanations and racialising explanations. Essentialising

explanations involve making over generalisations about things such as culture, race, lo-

cation, social background and health care practices. An example of this is a Kerala state

minister in 2013 making a statement that infant deaths in a tribal belt were due to alco-

holism among mothers, making an over generalisation that mothers in these tribal belts

are alcoholics. Culturalist explanations involve attributing behaviours to culture which

reflect stereotypical and over- generalised views, e.g. shyness, passivity of women at-

tributed to culture was given as an explanation for women not participating in cervical

cancer screening programs.

Racialising explanations are usually subtle in reference to culture, ethnicity and per-

sonal characteristics. This is usually noticed in the western context. In India, where

caste plays a significant role, it has been reported that health care professionals indulge

in practices like untouchability, spending less time and not visiting the households of

Dalits. This behaviour, as explained by the Dalits, is because of their social identity that

causes them to experience differential treatment (Acharya, 2010).

2.2.3 Social Exclusion

The usage of the term social exclusion has its roots in Europe, first used by Rene Lenoir

to refer to those who are physically disabled, mentally disabled and socially malad-

justed and the need to strengthen social cohesion for those whom the economy was

leaving behind (Evans et al., 2000). This term has been very often used in unemploy-

ment or salary relationships but mostly centred on writings on deprivation and poverty.

Such discourses are used to provide insights into the nature, causes and consequences of
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poverty, deprivation, inequality and discrimination. Some have also criticised the con-

cept of Social Exclusion as it is less stigmatising than the term poverty and acceptable

to public opinion (Mathieson et al., 2008).

There are multiple definitions for social exclusion; varying by political, institutional,

historical and geographical contexts. The discourse of social exclusion in the Euro-

pean Union is centered on the labour market and welfare provisions. In the South East

Asian regions and Sub-Saharan regions it is defined in terms of poverty, capability and

resource enhancement and in the South American region on health, social protection

and strategies promoting social inclusion (Popay et al., 2008). Most of the definitions

emphasise on (Mathieson et al., 2008):

• Groups that are at the risk of being excluded. e.g., mentally and physically hand-
icapped, poor households etc.

• Domains that they are excluded from like livelihood, permanent employment,
education, health care, citizenship, equality before the law, etc.

• Problems associated with this exclusion, i.e., unemployment, poor skills, low in-
come, poor housing, poor health and family breakdowns

• Processes that drive these and the levels at which they operate i.e., politics, society,
place, person, groups and

• Agents and actors involved.

Social exclusion can be active or passive; active is when deprivations come about by

deliberately excluding groups. An example of this could be refugees or migrants who

are not given political status in most countries. Passive social exclusion is when there is

no deliberative attempt to exclude. An example is, poverty is worsened when the econ-

omy is down (Sen, 2001). According to Sen, if poverty is seen as income deprivation,

then the notion of social exclusion would help to broaden the scope of poverty anal-

ysis. However, if poverty is viewed as capability deprivation, social exclusion serves

as a pointer for investigation. The use of relational features in social exclusion can in-

crease understanding of the nature and causes of deprivation, poverty and inequality and

develop effective ways of addressing them (Sen, 2001).
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2.2.4 Discrimination, Stigma, ‘Othering’ and Social Exclusion: Same concept or
different lens?

The four concepts of discrimination, stigma, ‘othering’ and social exclusion are not sep-

arate and should not be viewed in isolation. Summarising the concepts in figure 2.1,

stigma is seen as more of an attribute or something in a person that is different or deviant

from the normal, whereas discrimination is the act of excluding such people. ‘Othering’

involves naming and shaming people who are different from the ‘self’, which is similar

to the three components of labelling, negative attributes and separation in (Link & Phe-

lan, 2001) conceptualisation of stigma. The fourth component of discrimination leads to

exclusion and has consequences for health. Similarities across all these concepts in the

context of health are that they have a bearing on health care access and health outcomes.

All have dimensions of power in perpetuating inequities. The difference between them

is the level at which they operate and the dimensions of power at different levels. Stigma

and ‘othering’ are conceptualised at an individual level, discrimination at both individ-

ual and group level and social exclusion at the group level. The concept of ‘othering’

also has methodological implications wherein just using textual materials privileges the

voice of the one who speaks, not of those who are silent. A process of research should

render these voices heard by moving beyond the archives or literature of what is known

by giving voice to those who are silenced in the literature.
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Figure 2.1: Concepts of discrimination, stigma, ‘othering’ and social exclusion

2.3 Measuring discrimination by the health care system

Discrimination affects health and this is evident from the literature which has been dis-

cussed in the previous section. Discrimination and its interrelated components of stigma

and ‘othering’ can occur in multiple spheres of life, the health system being one among

them. Discrimination in the health care system can occur in many ways. It could be

in the form of distribution of resources or allocation of funds leading to differential ac-

cess and utilisation. It can also occur in the provider-patient interactions in the form

of lack of adequate or inappropriate care, rude behaviour or refusal to provide care.

It is important to distinguish the relationship between discrimination and health from

discrimination by the health care system. Discrimination experienced in a health care

system is by actions of the health systems and its personnel which can lead to reduced

adherence to care, under-utilisation of services and seeking inappropriate care which in

turn affects health and leads to health disparities. Whereas discrimination experienced in

the community or different domains of life, including health care, affects health through

physiological and psychological pathways linked to stress manifesting as adverse health

outcomes. Krieger (2014) suggested three main epidemiological approaches to study
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discrimination which has been applied to discrimination experienced by the health care

system. The three main epidemiological approaches are indirect at individual level, di-

rect at individual level and institutional at population level. Indirect approaches involve

comparing health outcomes between dominant and subordinate groups without data on

exposure to discrimination and if any residual differences persist even after accounting

for risk factors it may be assumed that discrimination is the reason for these differ-

ences. The direct approach involves measuring the discrimination experienced through

scales and associating it with a specific health outcome. The institutional level involves

measuring exposures at a population level which mainly includes looking at residen-

tial segregation, distribution of facilities and other amenities which is then studied in

relation to population rates of morbidity and mortality. It is important to study how dis-

crimination is operationalised in the health care system and the way it is measured. The

objective of the review is to examine the different measures for discrimination, stigma

and ‘othering’ by the health system.

2.3.1 Methods for literature search

A computer based search was carried out in PubMed and Web of Knowledge from the

earliest record in these databases till March 2021. Plethora of literature in social sciences

and scales for measuring discrimination, stigma and ‘othering’ were found in Scopus

and Psychinfo. Searches were not conducted in these databases due to non-access and

is the limitation of this review. Searches were performed using keywords that covered

different terms related to discrimination, stigma and ‘othering’ by the health system

and its measures. The databases searches, number of articles returned and reviewed are

described in figure 2.2. Database search results were exported to Zotero referencing

software. The title and if necessary, the abstract was reviewed to include articles in

the review. Additionally, references from selected articles and systematic reviews were

scanned for documents that did not feature in the database search and were added. Ar-

ticles included were those that measured discrimination by the health system including

the personnel and development of scales or index to measure these. In the case of scales

and index the article where it was first mentioned was also included. If the scale or in-

dex did not have any psychometric evaluation, separate searches were conducted for any
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additional information and these were also included in the review. Different measures

were also examined for the use of an explicit theoretical framework in its development,

validity, reliability and the context in which it was used.

Figure 2.2: Selection of articles for review

2.3.2 Summary of identified measures of stigma, discrimination and ‘othering’

The review identified 36 measures of discrimination, stigma and ‘othering’. Although

‘othering’ is not explicitly stated in any of the measures, the notions of ‘othering’ were

identified from few measures. More than 70 percent of the measures were developed

in the United States where racism is a major issue. The measures were grouped into

five categories i.e. questions in large scale surveys, Implicit Association Test (IAT),

scales, indices and ecological analysis. To make a distinction, the five categories were
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analysed by studies which used discrimination as process and discrimination as an out-

come. Discrimination as a process refers to those studies which have used measures of

discrimination to study an outcome related to health and healthcare. Studies that have

examined discrimination as an outcome have looked into various factors that influence

the discrimination experienced and enacted. A table on countries where the study was

done, and the population studied is shown in appendix A1.

a. Questions in large scale surveys

Measures of racial discrimination, Socio-economic status (SES) discrimination and dis-

crimination due to HIV/AIDS were commonly used in large scale surveys. Out of

the 10 large scale surveys only one measured discrimination specific to a disease i.e.

HIV/AIDS, one related to SES (Schuster et al., 2005) and the remaining eight captured

discrimination based on race (Bleser et al., 2016; Hausmann et al., 2010; Johnson et al.,

2004; Lauderdale et al., 2006; Ren et al., 1999; Rivenbark & Ichou, 2020; Ryan et al.,

2006; Stepanikova & Oates, 2016; Trivedi & Ayanian, 2006; Van Houtven et al., 2005).

Most of the surveys were conducted in the United States and one in France. Questions

in these surveys ranged from one or two items to six items in the case of Health Care and

Quality Survey (HCQS). The questions asked were related to experiences and frequency

of discrimination, disrespect, physician and health system bias. Seven papers analysed

discrimination as a process where these measures were used as a predictor for various

indicators like physical and mental health symptoms, perception of patient-provider re-

lationship, utilisation of preventive health services, quality of care and treatment delays.

Papers which analysed discrimination at the health care system as an outcome were ex-

amined with predictors like race, SES, gender, income, education, health care coverage,

religion, region and access to care. Internal consistency reliability was tested only for

one measure i.e. National Survey of Functional Health and the rest were not checked for

reliability and validity. Authors who have used these measures have argued that a single

measure of discrimination is as good as a scale for measuring discrimination. However,

studies have compared the performance of scales, indexes and single measures and have

reported single item measures to be inadequate to capture discrimination (Hausmann
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et al., 2010; Krieger et al., 2005).

b. Implicit Association Test (IAT)

Implicit Association Test measures implicit social cognition for describing cognitive

processes related to constructs of attitudes, stereotypes and self-concept (Greenwald &

Banaji, 1995). Greenwald and Banaji (1995) defined implicit cognition as introspec-

tively unidentified (or inaccurately identified) traces of past experience that mediate

favorable or unfavorable feeling, thought or action towards social objects. IAT tries to

capture information from the thought process where the information is unknown to the

self or known but restrained. IAT assesses the association between target-concept dis-

crimination and attribute dimension and is computer based. IAT starts with introduction

of target- concept discrimination (Greenwald et al., 1998). Considering the two target

concepts as forward caste and backward caste, the first step in IAT involves distinguish-

ing first names that are identified with these groups. As the task starts the person is

asked to sort the words in the appropriate category by pressing certain keys on the com-

puter. The second step is similar to the first but with the introduction of attributes in two

categories. The task here is to assign words into categories of good (joy, love, peace,

wonderful, pleasure, glorious, laughter, happy) and bad (agony, terrible, horrible, nasty,

evil, awful, failure, hurt). In the third step the target-concept and attribute dimension

are superimposed, and the participants are asked to assign words. In the fourth step the

target-concept is reversed and in the fifth step attribute dimension is superimposed with

this reversed target-concept. If the participant found one combined task difficult than

the other, then the measure of this difficulty difference is the measure of implicit cogni-

tive difference between target categories. Studies that used IAT have examined bias or

attitudes as both, a process and an outcome.

Studies using IAT were conducted among health care providers on the attitudes or bias

that they might have towards different groups based on race or sexual orientation. All

these studies were done in the United States. In studying outcomes, the researchers

were interested in examining the bias or attitudes of providers towards different racial

groups and homosexual people (Blair, Havranek, et al., 2013; Sabin et al., 2015). IAT
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was used as a process to look into the relationship between physicians’ bias and the

patient’s perception of care in clinical encounters (Blair, Steiner, et al., 2013). IAT

is useful in assessing the stereotypes or bias that providers may have towards certain

groups. Although this measure is useful to understand the concept of ‘othering’, it is

impractical to use in a context with low literacy and poor penetration of technology.

c. Scales

About 19 scales were identified from the analysis. Eighty five percent of the scales

were used in developed countries. About two thirds of the scales were developed and

used in the United States alone. Eleven scales measured discrimination or stigma by

the health care system or its personnel (Facione & Facione, 2007; Feyissa et al., 2012;

Haywood Jr. et al., 2014; Modgill et al., 2014; Peek et al., 2011; Rutledge et al., 2011;

Srithanaviboonchai et al., 2017; Thompson et al., 2004; Uys et al., 2009; Vu et al.,

2016; Yelland et al., 2012) and in the remaining scales, discrimination in health care

was one of the domains or one-two item in the scale (Attanasio & Kozhimannil, 2015;

Clark, 2003; Evans-Lacko et al., 2015; Green, 1995; Landrine & Klonoff, 1996; Perez

et al., 2009; Uys et al., 2009; Weech-Maldonado et al., 2012). Nine scales measured

discrimination or stigma specific to a condition like HIV, mental illness and sickle cell

disease. Six out of these measured the stigma towards HIV and mental illness by the

providers. All scales in general, measured racist thoughts, actions, frequency of racist

events, perceived discrimination, religious discrimination, suspicion of the health care

system, stigma towards a particular condition and attitude of providers towards Persons

Living with HIV(PLHIV). The items in the scale asked about a combination of gen-

eralised and personal experiences or practices and its attributes. All the scales were

further checked for the process in the development of the scale. Eight measures had ex-

plicitly stated a theoretical or conceptual framework to guide in scale development. The

theoretical or conceptual frameworks used were Bethell et al’s concept of health care

quality, generic stress model, 3D model of culturally congruent care, Link and Phe-

lan’s conceptualisation of stigma, Process model of stigma, Harell’s model of racism

and Earnshaw and Chaudoirs HIV stigma framework. Items were developed from re-

view of literature, adaptation of items from different scales, consultation with experts
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and formative research with the providers and users of health care. Detroit Area Study

(DAS) discrimination scale was not subjected to test of validity and reliability (Perez et

al., 2009). Almost all the scales were examined for internal consistency except Detroit

Area Study discrimination Scale (DAS) and Measure of Indigenous Racism (MIRE)

(Perez et al., 2009; Yelland et al., 2012). The common tests of validity done were con-

struct validity which involved convergent and divergent validity followed by content and

concurrent validation. Convergent validity was established by means of correlations be-

tween scores on the scale and other variables like trust in health care, rating of providers

and other measures of discrimination. Divergent validity was measured by the relation-

ship between the scales and measures of social desirability and gender. Measures of

stress and associated symptoms like smoking were used to establish concurrent validity.

Construct validity was established by opinion of experts and by cognitive debriefing.

d. Index

Four index measures were identified out of which two were developed and used in India

and the others in the United States. Indices measured the experience of discrimina-

tion and stigma by health care providers in the context of race, caste and stigma re-

lated to PLHIV. The Experience of Discrimination (EOD) measure was validated with

other measures of discrimination (Krieger et al., 2005). The Index of Discrimination

(Acharya, 2010) was not tested for reliability or validity. A theoretical or conceptual

framework was used in all the indices except EOD. Stigma index developed for Indian

health care setting utilised a formative research to identify the dimensions of stigma

and discrimination in the construction of the index. This index was the only one which

measured the stigma at the level of the providers (Mahendra et al., 2007).

e. Ecological analysis

Measures of discrimination are done at a population level. Only one study was identi-

fied from the review which probed the association between residential segregation and

distribution of primary care physicians. It involved classifying residential zone and link-

ing them to the distribution of health care providers using secondary data sources. The

study used the fundamental cause theory to understand the mechanisms of structural
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inequality (Gaskin, Dinwiddie, Chan, & McCleary, 2012; Gaskin, Dinwiddie, Chan, &

McCleary, 2012) (Gaskin et al. 2012a; Gaskin et al. 2012b).

2.3.3 Discussion

All measures reviewed help in understanding the ways to capture discrimination and

stigma and the levels to measure them. Most of these measures are used in developed

countries like the United States, Australia and Sweden, all of them focusing on racism

or discrimination and stigma related to one medical condition. Analysis of secondary

data for discrimination was done in the United States because of the inclusion of items

in these surveys that captured discrimination. This may not be possible in many other

countries as their Demographic and Health surveys are not designed to capture discrim-

ination. In such situations it becomes necessary to rely on adapting existing scales and

indexes or developing them from scratch. Adapting an existing scale in an Indian con-

text where casteism dominates racism is likely to fail. Even within states and districts,

the forms of discrimination and stigma vary. Context becomes very crucial in under-

standing and measuring discrimination. A tool developed to measure caste-based dis-

crimination will not be able to capture class-based discrimination and vice versa. Scale

and index development is guided by theory and conceptual frameworks with items be-

ing developed by experts and by reviewing existing literature. In this process, very often

the voices of those who matter and on whom the measure is applied is not heard. They

come into focus when the questionnaire needs to be pre tested or applied. Very few

studies develop a scale or index based on the lived experiences of these people. Existing

scales and indices have examined discrimination from the view of those who experi-

enced it and less often from the perpetuator. Although few existing scales and indices

do address this, it is restricted to a specific disease or illness.

Reviewing existing measures helps in understanding the ways to approach measures of

discrimination, stigma, prejudice and stereotypes including its psychometric properties

and the context in which it was used. Context specific measures are required to study

the discrimination and stigma experienced in the health care system from the view of

those who experience it and also those who perpetuate it.
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CHAPTER 3

MATERIALS AND METHODS

The study design adopts an Exploratory sequential mixed method approach conducted

in two phases between January 2018 to October 2019 in Gadag district, Karnataka. In

the first phase, an ethnographic study was done to understand the discrimination experi-

enced by the Banjaras in the community and the health care system. The second phase

involved infrastructural mapping of all the tandas and the associated villages and mea-

suring the extent of discrimination using an interview schedule. Infrastructure mapping

using a checklist helped develop the sampling strategy and enabled listing the features

that differentiate the tandas from villages.

3.1 Phase 1

The objectives of this phase was to identify the various forms and types of discrimination

and consequent othering experienced by the Banjaras in the community and health care

setting. The study was conducted between January 2018 - April 2018.

3.1.1 Study design

The component of the study used an ethnographic approach with participant observation

and interviews of key informants and stakeholders. Ethnography is a design of inquiry

within sociology and anthropology which involves studying a cultural group in natural

settings over a prolonged time period. The ethnographic approach allows one to obtain a

holistic picture of the subject of study wherein the emphasis is on portraying the every-

day experiences of individuals by observing them, interviewing them and others who

are relevant (Creswell & Plano Clark, 2018). Data collection is done mainly through

participant observations and interviews.

3.1.2 Study setting

The ethnography was conducted in two tandas, namely Vanapura and Chara tanda,

in Gadag district. The tandas were selected based on the development profile of the



 

talukas in the district. Vanapura is located in Gadag taluka, which is relatively developed

among all the talukas and Chara tanda in Mundargi taluka, which lags in development.

Ethnography was also conducted among the public and private health care providers

that cater to these tandas. Public providers were the Sub-centre and Primary Health

Center (PHC) that cater to the tandas. Private providers included the providers trained

in AYUSH and those without any formal training in any system of medicine called

locally as Rural Medical Practitioner (RMP).

3.1.3 Ethical considerations

The study was conducted after receiving approval (SCT/IEC/1141/DECEMBER-2017)

from the Technical Advisory Committee (TAC) and Institutional Ethics Committee

(IEC) of Sree Chitra Tirunal Institute for Medical Sciences and Technology (SCTIMST).

A copy of the approval is attached as Annexure 2 to this dissertation. The purpose and

nature of the study were explained to the Nayaka and the panchayat representatives.

Then permission was obtained to visit the tanda and observe the daily life there. For-

mal interviews among people in the tanda was done after obtaining informed consent.

Approval was obtained from the District Health Officer (DHO) in Gadag district for

observations in the public health facilities and to interview the providers. Informed con-

sent was obtained from individual health care providers in public facilities, Bachelor of

Ayurveda, Medicine and Surgery (BAMS) and RMP providers to observe their func-

tioning and interview them. All participants were explained the purpose of the study

and their participation was entirely voluntary without any compulsion. Consent was

also obtained for the audio recording of the interviews and participants were given the

option to withdraw at any point in the study. The identity of the informants has been

kept confidential, with only the Principal Investigator and the guide having access to the

transcripts of interviews and field notes.

3.1.4 Data collection

Data collection began with a house listing exercise involving identifying the number of

individuals in each household, experience of any morbidity in the past one month and

the consequent care seeking adopted by these households. This served as a traditional

33



 

entry point into the community for the ethnography. House listing helped familiarise the

researcher with the people in the tanda and understand the prevailing types of morbidity

among them. Data was collected through observation and interviews. The information

sheet, interview guidelines, house listing schedule and observation guidelines are at-

tached as annexures (see Table A4 - Table A19). The observation tool used in the tanda

informed on the life of Banjaras, their daily life, daily activities in the tanda and health

care practices. Observations made in the health system provided insights into their func-

tioning and the interaction pattern of the Banjaras with the health care providers. The

interviews were conducted through formal and informal lines of inquiry, informal being

conversations in the tea shop, gatherings in the tanda or during the course of work in

different health care settings. This enabled the participants to express themselves freely.

Interviews were done in Kannada, the language spoken there. Thirty formal interviews

were conducted among village head, panchayat representatives, those who had difficul-

ties accessing healthcare and those who accessed it with ease, health care providers in

the government and private sector. Informal conversations and interviews were docu-

mented in the field notes. Observations were jotted in a small notebook wherever possi-

ble in the field. At the end of the day, a detailed description of the observed reality with

depiction of the scenes and dialogues in the course of the observations were typed. This

process enabled further probing or developing a hypothesis regarding specific incidents

or conversations, which was noted for further clarification. The insights and questions

based on each day’s observation led to guide and focus on collecting new information.

The interviews were translated from Kannada and transcribed using transcribe wreally

(Studios, 2019) software. This program enabled the researcher to listen to the interviews

and transcribe them through dictation by means of voice-to-text conversion.

3.1.5 Analysis

Unlike other qualitative research methods in ethnography, the analysis begins as soon as

the researcher enters the field and reflects on what has been observed and experienced.

Writing the field notes enhances this analytical process and for a deeper understanding

of what has been observed (Emerson et al., 2011). Ethnographic data was analysed in

two ways to answer the objectives. One was analysing the field notes and interviews
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to understand ‘othering’ and discrimination of Banjaras. Secondly, it enabled interview

schedule development to gauge the extent of discrimination experienced by the Ban-

jaras in Gadag district. Historical information and documents from multiple sources

were examined to document the type and form of discrimination experienced by the

Banjaras. The following section describes the two ways in which the ethnographic data

was analysed.

Ethnographic Analysis

The analytical process during fieldwork helped in obtaining clarity on varying concepts

that prompted further questioning. Once the fieldwork was completed, the detailed notes

and the transcribed interviews were sorted and arranged sequentially. This was then read

multiple times to get a broad overview of the complete documentation. This helped

in recognizing the different patterns and make comparisons within and across the two

tandas. Multiple reading was followed by open coding of large blocks of data. Coding

was done at the margins of the printed notes rather than using a software program,

as this helped to go back and forth during coding. In this process, coding was not

restricted to events or processes related to health or health care access alone but to

various other themes. This was useful later on in the analytical process in telling a

coherent story. Insights during the coding process were documented as memos. Open

coding generated many themes and themes related to health and health care access were

elaborated upon. The data was reread and focussed coding was done keeping with the

selected themes categorising into subcategories. The codes generated were transferred

to a word program, printed and cut into piles. These were arranged and rearranged with

the help of memos and linkages were made to tell a coherent story.

Ethnography for interview schedule construction

Analysis from the ethnography offer insights into the experience of discrimination, oth-

ering and its impact in different spheres of life at community, household and individual

level. With the changing nature of discrimination across contexts, individuals are less

likely to respond to direct questions on discrimination experienced or its form of man-

ifestation, which was the case in the two tandas. The discrimination in this context
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would be the outcome of it rather than the process and ways of being discriminated. A

framework was developed based on the analysis of ethnographic data, which identified

the outcome of discrimination at levels of the community, household and the individual

(see Figure 3.1).

Figure 3.1: Conceptual framework for interview schedule development

Conceptual framework for interview schedule development

Historical accounts revealed the discrimination experienced by the Banjaras through

the people in the community and the colonisers. Division of the society on caste lines

was prevalent in the pre-colonial era and the Britishers, by classifying nomadic tribes

as criminal tribes, deepened the division. Nomadic communities were perceived to be

criminals and the British passed the Criminal Tribes Act. This law allowed for unique
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settlements to be created where the members could be monitored and reformed (Rad-

hakrishna, 2000). The Banjaras being a nomadic tribe, were brought under this Act. In

addition to this, Banjaras belong to a lower caste and were never allowed to settle within

the village but at its peripheries. The existing caste system and the labelling as crim-

inal tribes by the Act helped maintain the status quo. This prompted them to look for

places of settlement to carry on with their lives and settle down in spaces away from the

mainstream village, a form of residential segregation. The outcome of discrimination

in this context due to historical injustices and caste hierarchy is conceptualised at the

community, household and individual levels.

3.1.6 Development of the Interview schedule

Based on the conceptual framework, variables were identified that would capture the

underlying concepts. The variables were operationally defined and the level of mea-

surement was identified. The operationalised variable and the level of measurement are

listed in table 3.1. Two different interview schedules were created; one was the sched-

ule for capturing infrastructure at the tanda and village level, administered to all the

tandas and identified villages (see Table A21 in annexures). The other was the house-

hold and individual interview schedule administered to selected tandas and villages (see

Table A25 and A26 in annexures). Tanda and village level schedule had a list of ques-

tions ranging from transport infrastructure, public amenities and public institutions in

the settlements. This form was uploaded to KoboCollect for data collection. For the

household and individual interview schedule, variables were identified and the possible

list of questions were generated for measurement. These questions were generated by

the researcher and from existing survey instruments used in large scale surveys. The

wording of the interview schedule was modified to suit the local language and dialect

from the ethnography. The questions were then grouped in an appropriate manner with

information on the household first, followed by individual attributes, morbidity profile

and care seeking. The interview schedule was then pilot tested among participants in

the tanda to get the correct sequencing. Questions that were difficult to understand were

modified and repetitive questions were dropped. The finalised interview schedule was

translated into Kannada by a person in Gadag district to ensure cultural appropriateness.
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Table 3.1: Development of interview schedule from ethnography and the levels of mea-
surement

Level Domain Variable name Questionnaire

Community Livelihood vulnerability Access to land domain from household aggregated
at settlement level

Transport infrastructure Availability of bus shelter Infrastructure
Availability of public buses Infrastructure
Frequency of public buses Infrastructure

Othering
Othering is difficult to measure quantitatively due
to the changing nature of discrimination. This
limitation is overcome with ethnographic details.

Not applicable

Access to Public Institutions Location of bank Infrastructure
Location of Post office Infrastructure
Location of Public health facilities Infrastructure
Location of panchayat office Infrastructure
Location of schools and colleges Infrastructure
Location of amenities like ration shop,
veterinary centre and milk society Infrastructure

Number of ASHAs Infrastructure
Number of Anganwadis Infrastructure

Household Migration Household with migrants Household and Individual
Occupation at the place of migration Household and Individual
Remittances by the migrants Household and Individual

Living arrangement Family members of migrants who stay back Household and Individual
Purpose for staying back Household and Individual

Access to land Land ownership Household and Individual
Type of land Household and Individual
Quantum of land owned Household and Individual
Land productivity Household and Individual
Source of water for irrigation Household and Individual
Ownership of farm equipment’s Household and Individual

Economic status Asset ownership Household and Individual
Individual Morbidity Acute or chronic ailments in the past three months Household and Individual

Health care sought Facility from where care was sought Household and Individual
Transportation to the facility Household and Individual
Health expenditure Household and Individual
Behaviour of the provider Household and Individual

This translated version was uploaded to the KoboCollect platform for data collection.

3.2 Phase 2

The objectives of this phase was to evaluate the impact of discrimination experienced

by Banjaras on their health, health care access and utilisation. This phase involved two

stages: the location and infrastructure of all the tandas and the villages mapped in the

initial stage, followed by a Quantitative survey to measure the extent of discrimination

experienced by the Banjaras and comparing it with the village. This stage had to be

envisaged as a comparison of the tanda and the village to which it belongs or one in

its immediate neighbourhood. This was because the discrimination experienced is not

noticed or even labelled as such by the Banjaras living in tandas. Therefore, only by

comparing their experiences with others whose contexts are similar can we explicate
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the differences across groups. When the contexts remain the same (geographically and

physically), variations in lived experiences can be appropriately attributed to individual

or household characteristics or to the generic context of the settlement itself. For this

reason, this phase was envisaged as a comparative analysis across tandas and matched

villages.

3.2.1 Stage 1- Infrastructure mapping of tandas and villages

The Karnataka Thanda Development Corporation (KTDC) of the Government of Kar-

nataka maintains a list of all the tandas in the state. It was necessary to locate all the

tandas mentioned in the list and the villages they were a part of as there remains a

mismatch between the data provided by the district administration and KTDC. The in-

frastructure mapping helped in figuring out the disadvantage of the tanda vis-a-vis the

village in terms of infrastructure. This also served towards the development of a sam-

pling strategy for the quantitative survey. The analysis of the ethnography facilitated

the identification of the infrastructural variables that needed to be mapped. The other

information collected were the numbers of households, population, the type of settle-

ment in case of the tandas and geographic coordinates of the tanda and village. Due

permissions were obtained from the District Health Officer (DHO), Gadag, to approach

the Accredited Social Health Activist (ASHA) to get information about the tanda and

village. Anganwadi teachers were contacted in case the ASHAs were not available (see

Annexure A20). The mapping exercise was carried out between February 2019 to March

2019.

3.2.2 Stage 2- Cross-sectional survey

The objective of this survey was to measure the extent of discrimination and its impact

on health and health care access between tandas and villages in Gadag district. This

was done using an interview schedule that was developed based on findings from the

ethnography. The individuals from the selected tandas were compared with individuals

from matched villages where other contextual factors were more or less similar.

39



 

3.2.3 Sample Size calculation

The sample size for this survey was estimated using OpenEpi 3.0.1 (Dean et al., 2013).

Data from Study on Global AGEing and adult health (SAGE), wave was used for this es-

timation. According to SAGE, 59 percent of the adults aged 50 and above in Karnataka

reported some or the other kind of morbidity. Assuming a prevalence of morbidity of

59 percent with precision of 7 percent and design effect of 1.5, the sample size was esti-

mated to be 285, rounded to 300. Since the aim was to enable comparisons between the

tanda and village, 300 was selected from each group, making it a total of 600 people.

3.2.4 Inclusion criteria

House listing exercise and the ethnography revealed that older adults had a high preva-

lence of morbidity and difficulty in seeking care. Therefore, it was decided to survey

adults above 50 years of age with experience of acute or chronic morbidity who could

understand Kannada or English.

3.2.5 Sample selection

The organisation of the tanda in relation to the village has been explained in detail

in Chapter 5. Still, it is important to briefly mention this here for understanding the

sampling of tandas and villages.

Figure 3.2: Map showing organisation of tanda and village in Gadag district (source-
Google Earth,2020)

Tandas are a distinct settlement located away from the village but administratively a
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part of it and share the same name. For example, the tanda located near Chara village

is called Chara tanda. This distance varies across tandas, with settlements situated at

a distance of about one to three kilometres from the villages as evident from the first

picture. In few places, they are separated by a road, as shown in the second picture

(see Figure 3.2). There are a few standalone tandas that are not attached to any village

and have a distinct name and settlement. In the context of sampling, tandas are se-

lected based on a pre-determined set of rules mentioned below. To enable comparison, a

matched village, of which administratively the tanda is a part, or in case it was not like

in standalone tandas; the nearest villages were selected.

Distance to the health care facility from the tanda is the factor that enables utilisation.

Therefore, this variable was considered for stratification of the tandas ensuring variation

across all other parameters as well. The distance was calculated using google maps

and coordinates for the nearest public health facility obtained from Karnataka GIS’s

online portal (KSRSAC). The shortest distance from the tanda to the health facility

was taken and this method was uniformly applied across all tandas. There may be

alternative routes that are likely to be shorter, but only the one shown by google maps

was considered uniformly. In some cases, the Primary Health Centre (PHC) that serves a

tanda was located far off than another PHC or a CHC which is more proximate. In such

a scenario, the distance to the closest PHC/CHC was considered. Certain tandas are

officially classified as big or small tandas or with the suffix 1 or 2 with the same name

and the distance between them was negligible. For sampling purposes, it was considered

as a single unit and if it was selected, then the tandas within the unit was randomly

selected. Based on the distance from the PHC, tandas were classified into four groups

of 0-3 km, 3-6 km, 6-9 km and >=9 km. It was decided to select 30 tandas in order to

qualify the conditions of the central limit theorem. The theorem states that as the sample

size gets large enough, the sampling distribution becomes almost normal regardless of

the distributional shape of the population. The sampling distribution becomes normal

as the sample size approaches 30 and above. The number of tandas to be sampled from

each group was based on the group representation in the overall collective of tandas

in the district. Tandas with PHC/CHC located at a distance of 0-3 kilometres formed
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about 10.2 percent of the total tandas and this proportion was multiplied by 30 for the

numbers of tandas to be selected within that group. A similar exercise was repeated to

obtain a count for other groups. (See Table 3.2 and Figure 3.3)

Figure 3.3: Sample Selection procedure at settlement level

Within each group, the tandas were organised in ascending order of their population

size and selected using Probability Proportional to Size (PPS). The Sampling Interval

(SI) was calculated by dividing the total number of tandas in the group (N) by the

number that needed to be selected (d). Tanda in the first SI position was sampled and

the following series chose subsequent tandas: SI+SI; SI+2SI;. . . . . . SI+(d-1)*SI. The
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Table 3.2: Selection of tandas stratified by distance from the Public health facility

Categories
(Kmts)

N
(%)

Number of tandas
to be selected

(d)

0 - 3 5 (10.2) 3
3 - 6 17 (34.7) 11
6 - 9 9 (18.4) 5
>= 9 18 (36.7) 11
Total 49 (100) 30

corresponding village to which the tanda belong was also selected for comparison. In

the case of a standalone tanda, i.e. without a corresponding village, the nearest village

to the tanda belonging to the same panchayat was selected. This village was to be

geographically close to the tanda and not selected previously.

3.2.6 Selection of household and respondents

Ten eligible respondents were interviewed from each selected tanda and village. The

selection of these ten was based on the principle of systematic sampling. In tandas and

villages with a large population, the area served by the ASHA workers were selected

randomly and the survey was conducted. The interval for selecting households was de-

cided based on the numbers of households in the tanda and village or segments in large

settlements. Since ten is required from each village or tanda, the total number of house-

holds was divided by ten, which would form the interval (I). The first household was

selected by a random number between 1-10 using a mobile android application (Apps,

2016) upon entering the tanda or village. Subsequent households were enrolled by

adding the interval to the random number. For example, if there are ‘N’ households in a

tanda or village with ‘n’ to be interviewed, the interval is N/n=I and a random number

‘r’ was generated. Starting with the ‘r’th household, the rest of the household were se-

lected in the following series: r; r+I; r+2I;. . . . . . ;r+(n-1)*I. In the selected household, if

there were no eligible participants or the eligible participant refused to participate or was

not available, the replacement was done according to pre-determined rules. A sequence

was followed wherein the next household was approached. Even if that household is not

eligible, the previous one was selected; this continued until an eligible participant was
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found. For example, if the 10th household is not eligible/not willing to participate/not

available, then the 11th would be approached and even if that is not eligible, then the

9th household would be approached. If there are multiple eligible respondents in the

household, then one would be selected using KISH, numbered in ascending order by

age.

3.2.7 Ethical considerations

This part of the study was conducted after receiving approval from the IEC, SCTIMST

(SCT/IEC/1328/JANUARY-2019) (see Annexure A3). Respondents were informed about

the purpose of the study, the nature of the questions and the time for the entire survey.

They were given the option of withdrawing at any point and not forced into participat-

ing in the survey (see A22 and A23 in annexures). Interviews were conducted after

obtaining informed consent. Data collected through a tablet device was stored in a

server hosted by SCTIMST. Access to the server was password protected and only the

researcher had access to it, ensuring confidentiality of the respondents and the informa-

tion shared.

3.2.8 Data collection

Data was collected using the KoBoToolbox platform using an android tablet. KoBoTool-

box is an online open-source platform designed to collect data through online and offline

mode. It has two major components; one is the form builder for creating the interview

schedule and KoBoCollect to collect data on android devices. The data collected would

be sent to a cloud server from where it can be downloaded in Microsoft Excel format.

Access to the platform and server, which was password-protected, was provided by

the computer division of SCTIMST. The translated interview schedule was uploaded to

form builder and the data was collected through the android tablet. The interview sched-

ule contained questions on household characteristics of water, sanitation, assets, access

to land, source of income, migration and visit by health workers. Information on indi-

viduals included the type of morbidity experienced, kind of care sought, transportation

to the health facility, expenditure incurred, type of treatment received and their experi-

ence at a health care facility. Geographic coordinates of the study participants were also
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captured.

3.2.9 Analysis

Results were to be presented by tanda and village to facilitate comparison between

them.

Analysis of tanda and village infrastructure

Data was analysed using STATA software, release 15 (StataCorp, 2018). A cross-

sectional comparison of various infrastructural variables were done to understand the

deprivation in the tandas. Discriminant analysis was done to identify the infrastructural

variables that classify sampled tandas and villages. This form of analysis allows to dis-

criminate/classify between groups based on specified characteristics, the magnitude of

classification and the variables that best explain the classification. These differentiat-

ing variables are called discriminating variables. The requirement for the discriminant

analysis is as follows (Klecka, 1980).

• Data must belong to members of two or more groups- In this case, tanda and
village

• Sample size should be at least two cases per group- The sample size is 30 in the
tandas and 28 in the villages

• Discriminating variables should be less than the sample size minus two- Five
discriminating variables were used for the analysis

• Discriminating variables must be measured at the ratio or interval scale- Scores
were assigned for each component in the measured variable and combined through
statistical methods for the final analysis

• Discriminating variables should not be a linear combination of other discrimi-
nating variables- Discriminating variables were computed keeping this in mind.
However, this requirement had to be ignored for one component that was concep-
tually relevant as the relationship among infrastructural variables is expected.

• Homogeneity of covariance matrices- This was established using correlation ma-
trix and the findings used for construction of the discriminating variables

• Group is drawn from a population with normal distribution of discriminating
variables- Assumption of normality was made as sample size calculation was done
keeping in mind the central limit theorem.
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Discriminant analysis, description of the discriminating variables and prediction of

group membership is included in Chapter 8.

Analysis of quantitative survey

Data was analysed using STATA software (StataCorp, 2018) and R software (Team,

2019) . Descriptive analysis of household-level variables, individual attributes, type

of morbidity and care seeking for illness were analysed by tanda and village. Asset

ownership was computed differently from other variables. The assets were ranked in

decreasing order of their possession proportion in the overall sample. An asset that was

least likely to be owned was given the last rank. The score for the individual asset was

computed by multiplying the assigned rank with the proportion of those who do not

own the asset. These scores were assigned to households and the total score for the

household was calculated.

The pathways by which structural discrimination leads to health care access as emerging

from the ethnography is tested using Structural Equation Modelling (SEM) using path

diagrams. Since SEM is an iterative process, its application has been discussed in detail

in Chapter 9
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CHAPTER 4

PROFILE OF GADAG DISTRICT

The aim of this chapter is to situate Gadag district in the development discourse of

Karnataka and the broad context where Banjaras are located. It is divided into seven

sections. In the first section, I describe the overall development profile of Gadag district

in relation to other districts in Karnataka. In the second section, I examine the natural

resources of soil, land use and climate as these have implications for livelihood. This

is followed by an examination of land holdings and distribution across different caste

groups in the district. In the fourth section, I examine the infrastructure and basic ameni-

ties across households in the district using NFHS-4 data. The fifth section outlines the

demographic and socio-economic profile of the district. The distribution of health in-

frastructure and a brief outline of the morbidity profile and health care use is described

in the sixth section. I conclude the chapter by discussing the demography of Banjaras

in Gadag and their physical distribution across the district.

4.1 Introduction

Gadag, located in Northern Karnataka, was a renowned seat of learning in historical

times. There are several sites of historical importance located in the district. During the

British regime, this region was under the Bombay-Karnataka Presidency and currently

comes under the Belgaum division for administrative purposes. Post census 2001, the

district was carved out of Dharwad district through a government notification in 1997.

The district shares its borders with Dharwad in the west, Haveri in the south, Bagalkot in

the north, Koppal in the east, Bellary in the South-east and Belgaum in the North-west

(Registrar General, 2011). Originally there were five talukas, namely Gadag, Mundargi,

Shirahatti, Nargund and Ron. Two new talukas, namely Laxmeshwar and Gajendragad,

were carved out of Shirahatti and Ron in 2017. There are nine towns and 337 villages in

Gadag district and out of these, 15 villages are uninhabited and the district headquarters

is located in Gadag taluka. There are 122 Grama Panchayats (GP) for these villages,



 

one city municipal council, five town municipal councils and three town Panchayats. In

terms of geographic spread, Ron taluka is the largest, followed by Gadag, Shirahatti,

Mundargi and Nargund (Government of Karnataka, 2019). Gadag District has four

assembly constituencies; Nargund taluka comes under Bagalkot and the other talukas

are under Haveri Parliament constituencies.

4.2 Situating Gadag district in Karnataka state development profile

Karnataka state was formed on 1st November 1956 by merging districts belonging to

erstwhile Bombay Presidency, Hyderabad-Karnataka, Kodagu and old Madras Presi-

dency. Regional imbalance has been a persistent feature in the state since its formation,

with varying levels of development and a disproportionate share of natural resources

across the geography of the state. Developmental disparity is not limited to regions

but across districts and even within districts. The erstwhile Mysore state was relatively

well developed with modernisation across sectors by the Dewans and the Maharajas,

while the rest of the regions merged during the formation of the state had poor socio-

economic conditions (Nanjundappa et al., 2002). The north-south divide in development

in the state has been a perennial subject of debate, with different state governments con-

stituting committees to study the reasons for the same. In the year 2000, the govern-

ment constituted a high-power committee of experts headed by Dr DM Nanjundappa,

the former deputy chairman of the State Planning board, to study regional imbalances

and suggest remedial measures. The committee decided to study the disparities disag-

gregated at the taluka level rather than at the district level and computed an index to

identify different levels of development. This was done for 175 talukas in 27 districts

(Districts of Ramanagar, Chikballapur and Yadgir were formed in 2007). The commit-

tee finalised 35 indicators representing five sectors of Agriculture, Industry, Economic

infrastructure, Social infrastructure and population characteristics to come up with a

Comprehensive Composite Development Index (CCDI). The talukas were then classi-

fied as ‘Relatively Developed’ taluka and ‘Backward’ taluka. The ’Backward’ classifi-

cation was further classified into “Backward, "More Backward" and "Most Backward"

talukas. Overall 22.3 percent (39) were identified as "Most backward", 23.4 percent

(41) and 20 percent (35) as "Backward" and "More Backward", respectively. In Gadag
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District, Gadag taluka and Nargund taluka are relatively developed, while Ron and Shi-

rahatti are “Backward” and Mundargi is classified as "More Backward". None of the

talukas of Gadag was in the "Most Backward" category. Researchers have critically

analysed this report in terms of the indicators used and the computation of the index

and have recomputed it by addressing the lacunae they identified. The re-computation

shows that the regional disparity is more than what was estimated in the original report.

The categorisation for other talukas in Gadag remains the same except Shirahatti, which

is classified as “More backward” within the “Backward” category as computed by The

Nanjundappa committee. CCDI was not computed at the district level and researchers

have attempted to comprehend the stage of development using the same indicators at

the district level. Dakshina Karnataka ranks at the top among districts, with Gulbarga

at the bottom wherein Gadag District occupies the 14th rank among 29 districts in 2001

(Hanagodimath & Aziz, 2012).

An alternative assessment of development disparity is made in the domain of human

development which is considered more robust, given its bearing on the quality of life.

The aspect of human development using indicators of health, education and standard

of living is also examined across districts. With regards to human development too,

the manifestation of regional disparities in the state places the Gulbarga region at the

bottom of the ranks as against the districts in the Mysore region, topping the ranks. In

the midst of this, Gadag District, which belongs to the Belgaum division, has a Human

Development Index (HDI) score of 0.571 (Karnataka score is .6111) and is ranked 20

among 30 districts. Further, Gadag District is ranked 27th in the Gender Inequality index

with a score of 0.4889, meaning 49 percent loss in achievement across the dimensions of

reproductive health, empowerment and labour market. It is also one of the districts with

very high gender inequality (Government of Karnataka, 2018). Assessment of human

development in the state of Karnataka has been disaggregated to the Grama Panchayat

(GP) level with a Grama Panchayat Human Development Index (GPHDI). This index

comprises of 11 indicators across three dimensions of health, education and standard

of living. In this assessment too, Gadag performs poorly with most of the GPs (92%)

with values below the average figures for the state. Taluka wise, only 8 GPs (29.8%)
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in Gadag taluka and 1 (3.6%) in Shirahatti taluka are above the state average. None of

the GPs in Ron, Mundargi and Nargund are above the state average (Shivashankar &

Prasad, 2015).

In addition to reading disparity in development and human development, the most recent

Multidimensional Poverty Index (MPI) conveys deprivation in health, education and

standard of living based on ten indicators. According to the MPI, 13.01 percent of

the population in Gadag are multidimensionally poor and is ranked 25, with Yadgir

ranked 30 being the most multidimensionally poor district in Karnataka. Almost 33

percent of the population in Gadag did not have access to 1/3rd of the indicators in MPI

(Government of Karnataka, 2020).

On the whole, Gadag district qualifies to be a deprived region of the state as indicated

by CCDI, HDI, GPHDI and MPI.

4.3 Natural endowments: The Soil, Land use and Climate

Disparity in development could either be man-made or owing to a genuine lack of nat-

ural endowments. It is often the geography that endows natural advantages to induce

development. Karnataka is divided into ten Agro-Climatic Zones and is categorised as

dry zones, transition zones and hill and coastal zones (KSNDMC, 2017). Ron, Nargund,

Gadag and Mundargi come under the Northern Dry zone (Zone 3) and Shirahatti under

the Northern transition Zone (Zone 8). Throughout the district, black soil is common

and, in some areas, inter-spread with red and lateritic soils. Red soil is predominantly

noted in Shirahatti taluka, southern parts of Mundargi and Gadag taluka. Red soil has

constraints due to high gravel content, low moisture retention, soil erosion and low nu-

trient content. These soils are able to support various crops provided the soil, water

and nutrient are effectively managed. Common crops grown under these soils are ragi,

sorghum, millets, tobacco, cotton and oilseeds. Black soil, on the other hand, is very

fertile and used mainly for growing cotton, millet, groundnut, maise, wheat, chillies and

sugarcane where irrigation is available. These soils are poor in organic matter, nitrogen

and phosphorus (KSNDMC, 2017). The Karnataka State Natural Disaster Monitoring

Centre has come up with a multi-dimensional composite drought vulnerability index
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that incorporated components of climate, crop cover, soil and livelihood. This index

was computed at the taluka level and they categorised the talukas into very slightly vul-

nerable, slightly vulnerable, moderately vulnerable, highly vulnerable and very highly

vulnerable. As per this classification, all the talukas in Gadag are very highly vulnerable

to drought. A similar index was computed to assess the resilience to drought and all the

talukas in Gadag except Nargund are moderately resilient, whereas Nargund is the least

resilient to drought (KSNDMC, 2017).

Gadag District is spread over a geographical area of 4,65,715 hectares with a net sown

area of about 80 percent. About 7 percent of the total geographical area is covered by

forest, most of these being spread out over Mundargi and Shirahatti talukas. In terms of

the geographic spread, Ron taluka is the largest and forms about 27.7 percent of the total

land area, followed by Gadag (23.6%), Shirahatti (20.4), Mundargi (19%) and Nargund

(9.4%). About 6.8 percent of the total land is fallow land which refers to land available

for cultivation but has not been cultivated for about a year or more. There is variation

in fallow land across the talukas with a greater proportion in Mundargi (14.1%), Ron

(13.8%) and Gadag (9.8%) talukas. Nargund and Shirahatti talukas have around one

percent or less of fallow land. The net sown area refers to a particular area sown in

the reference year, varying across talukas. The percentage of net sown area to the total

geographic area is higher in the districts of Gulbarga and Gadag in Karnataka (Raju

et al., 2017). Variations are seen across the talukas, with Mundargi having the lowest

net sown area. Cropping intensity is the area that is being cultivated more than once a

year and is an indicator of higher yield (Raju et al., 2017). The cropping intensity for

Gadag district is 135%, and the lowest intensity is observed in Nargund taluka (120.1%).

Agricultural yield is dependent on the availability of different sources for irrigation.

Karnataka features among the states with less irrigated area in the country, with only

31 percent of the total area for all crops under irrigation against the national average

of 49 percent (Government of India, 2020). The net irrigated area to the net sown area

is around 21 percent for the entire district, with variations observed across the talukas;

Gadag and Ron having the least area irrigated (Government of Karnataka, 2019). Out of

the total irrigated area by source of water, tube well accounts for 47.1 percent and canals
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Table 4.1: Agricultural Indicators in Gadag District, 2018-19

Taluka Gadag Mundargi Nargund Ron Shirahatti Total

Geographical area (Hectares) 109751 88398 43562 129091 94913 465715
Fallow land (Hectares) 10801 12458 6030 1682 618 31589
Area sown (Hectares) 93513 53438 34874 118889 73528 374242
Area Sown (More than once) 41844 16404 7029 38774 27548 131599
Net sown area/Total geographical area (%) 85.2 60.5 80.1 92.1 77.5 80.4
Cropping Intensity (%) 144.7 130.7 120.1 132.6 137.5 135.2
Net irrigated area to Net Area Sown (%) 3.0 42.7 95.0 7.0 17.4 21.3
Annual Normal Rainfall (1951-2000) 669 553 578 691 714 641
Table reproduced from Gadag District at a glance 2018-19

about 33.7 percent. Canal irrigation was exclusive to Nargund taluka, while the other

talukas are dependent on tube wells for irrigation. Around 78 percent of the net sown

area in the district is rainfed for agriculture (Government of Karnataka, 2019). In terms

of the annual normal rainfall, Mundargi and Nargund taluka receives the least rainfall

in the district. Most of the rain is received during the south-west monsoons between the

months of June to September that sustains a major portion of agriculture (Department

of Agriculture, 2016). (See Table 4.1)

Malaprabha in the northern part of the district and Tungabhadra in the Southern part are

the two main rivers in the district. Malaprabha flows from west to east direction, while

Tungabhadra from north-east direction. Besides the physical specificities of the dis-

trict, the disadvantage with respect to rainfall and agricultural land quality make Gadag

deprived due to the natural endowment.

4.4 Land Holding in Gadag district

Given the dependence on agriculture, land holding pattern assumes significance for

the means and sustenance of livelihood. Agricultural land holding has been classified

into Marginal (below 1 Hectare), Small (1-2 Hectares), Semi-medium (2-4 Hectares),

Medium (4-10 Hectares) and Large (more than 10 Hectares). Marginal agricultural

landowners form about 26 percent of total agricultural landowners in Gadag, and this is

one among the lowest in the state (54.9%). Gadag District has the highest proportion

of small, semi medium (23.6), medium (10.8) and large (1.4%) agricultural landholders

among the districts in Karnataka (Government of Karnataka, 2019). About 38 percent

who are small agricultural landowners in Gadag form the highest such group in the state
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Table 4.2: Proportion of different size holdings to the total land, Gadag district, 2018-19

Agricultural land holding Gadag Mundargi Nargund Ron Shirahatti Total

Marginal Land
Owners (%) 24.7 23.7 27.8 26.4 27.0 25.8
Area (%) 6.4 6.9 7.8 7.6 7.8 7.3
Small agricultural land
Owners (%) 38.1 40.2 35.1 37.8 39.0 38.2
Area (%) 23.8 26.6 22.8 25.8 27.5 25.5
Semi-medium agricultural land
Owners (%) 23.5 23.7 23.0 24.0 23.5 23.6
Area (%) 27.8 30.0 28.7 30.6 30.6 29.6
Medium land
Owners (%) 11.8 11.1 12.8 10.6 9.2 10.9
Area (%) 30.1 29.0 33.3 28.3 25.9 28.9
Large land
Owners (%) 1.9 1.2 1.3 1.3 1.3 1.4
Area (%) 11.9 7.5 7.4 7.8 8.2 8.8
Source: Gadag district at a glance, 2018-19

(25.3%) (See table 4.2).

Examining the land holding in the talukas, it is seen that Mundargi has the highest

proportion of small agricultural landowners. Gadag taluka has a greater proportion of

large agricultural landowners. Across the talukas, it is seen that owners of semi-medium,

medium and large land holders constitute a large share in terms of the agricultural land

area.

Scheduled caste group hold about 8 percent of the total agricultural land in Gadag,

which is lower than the state average. Agency matters in terms of a greater proportion

of agricultural land ownership where the population of SC is high. The Scheduled Tribes

(ST) are better off across districts in terms of agricultural land holding viz a viz their

share in the population which does not vary much when compared to the SC. While

examining the average size of holdings, it is seen that apart from the district of Raichur,

the SC in others districts have a lower average size of land holdings when compared to

the ST and other caste groups. In Gadag District, the other caste groups have a higher

average land holding of about 2.3 hectares per person when compared to 1.9 among ST

and the lowest being 1.5 among SC. While commenting on the agricultural land holding

by different caste groups, it is important to also look at their share in the population.
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Table 4.3: Landholding among SC, ST and other caste groups, Gadag district 2018-19

Characteristics Gadag Mundargi Nargund Ron Shirahatti Total

Scheduled Caste
Population (%) 14.2 22.0 9.8 15.4 21.2 16.4
Land ownership (%) 6.8 13.3 4.8 6.0 10.6 8.2
Area owned (%) 4.8 9.5 2.4 3.9 8.0 5.7
Average land holding 1.6 1.5 1.2 1.4 1.6 1.5
Scheduled Tribe

Population (%) 4.8 8.0 4.6 5.9 6.7 5.8
Land ownership (%) 4.0 6.7 3.9 4.1 8.0 5.3
Area owned (%) 3.7 5.9 2.8 3.1 7.9 4.6
Average land holding 2.1 1.9 1.6 1.7 2.0 1.9
Other Castes
Population (%) 81.0 70.0 85.6 78.7 72.1 77.8
Land ownership (%) 88.8 79.9 91.3 89.9 81.1 86.4
Area owned (%) 90.8 84.4 94.5 92.9 83.7 89.4
Average land holding 2.4 2.3 2.3 2.2 2.1 2.3
Source: Gadag district at a glance, 2018-19

The pattern is similar to what is seen across the districts in the state, with the SC group

being at a disadvantage in terms of their agricultural land holding. Even the average

agricultural land holding among the SC is lower than ST and the other caste group (see

Table 4.3).

4.5 Infrastructure and basic amenities in households

Reading development disparity with structure and composition of population and re-

sources is often reflected in the household experiences of the population. Hence, the

access to basic amenities and infrastructure indicates a feature of adversity as well. In

this regard, the most updated information on access to basic infrastructure and ameni-

ties among households in the district is contrasted against the state average to infer the

relative positioning of the district. This has been examined at the district level using

the fourth round of National Family and Health Survey-4 (NFHS-4), for which data is

currently available. Based on this survey, the distribution of housing quality in three cat-

egories Kutcha, Semi-pucca and Pucca, reflects ten percent of households having kutcha

houses as against a majority with pucca and semi-pucca houses in the district. However,

this pattern, when verified across caste groups, indicates a clear disadvantage for ST

households having a larger share in kutcha households. Further, the district’s adversity

with regards to housing, contrasts against the state average, which is apparent because
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the district has five times more kutcha housing than that of the state.

Besides housing condition, the other two parameters considered for comparison are the

fuel used for cooking and the means of transport used by the house. With regards to fuel

for cooking, while clean fuel use is more than fifty percent of the households in the state,

the district average amounts to a quarter of the households. This is necessarily indicative

of some disadvantage, having a clear implication on health. The extent of clean fuel

use is further adverse among the SC and ST households compared with households

belonging to the other social groups. The means of transport is evaluated based on

the ownership by the household. This parameter, too, reflects a disadvantage for the

district, with the state average of motorcycle ownership in households being about 45

percent against the same being 30 percent in the district. In this regard, too, the SC/ST

households are less likely to own motorcycle as a means of conveyance.

The proportion of households having agricultural land in Gadag is higher than the state

average. This is understandable given that more than 60 percent of the population is

involved in agriculture, according to census 2011. The scheduled caste population is

disadvantaged since approximately one-fourth of them have ownership of agricultural

land. The OBC groups have a lower proportion of farm animals when compared to the

other groups. Access to improved sanitation and improved water supply is important

for the health and well-being of the households. Nearly two-thirds of the households

in Gadag do not have access to improved sanitation, this being worse than the state

average. The scheduled caste groups are also disadvantaged as four-fifths of the popu-

lation do not have access to improved sanitation. In terms of having access to improved

drinking water, around 85 percent of the households in Gadag have access to improved

water source, while the ST households have a better situation, with 96 percent of their

households having such access.

Safe water is defined as households having access to an improved source of drinking

water and treating the water before drinking (Vijayan & Mishra, 2020). Gadag District

performs poorly in this regard when compared to the state as only 31 percent of the

households treat the water against 40 percent in the state, and within Gadag, the SC

55



 

groups are further disadvantaged. Hand washing facility is defined as having access to

soap and piped connection in the house as proxy for hand hygiene, and the Scheduled

Caste groups perform poorly as they have the lowest proportion of households with

handwashing facility. Gadag district performs better than the state average in areas of

agriculture and its allied areas since a greater proportion of the district is dependent on

agriculture. However, in the other indicators of basic infrastructure, the district lags

behind the state while the Scheduled Caste groups in the district are disadvantaged in

every aspect of infrastructure required for basic living (See Table 4.4).

Table 4.4: Access to Basic Infrastructure in households, Gadag district, NFHS-4, 2014-
15

Characteristics Gadag Karnataka

SC ST OBC Others Total

Type of house
Kachha 7.1 26.6 3.5 14.9 10.3 2.7
Semi-pucca 42.4 37.8 47.8 43.1 44.5 34.1
Pucca 50.5 35.6 48.7 42 45.3 63.2
Fuel for cooking
Clean Fuel 15.8 12.5 31.9 25.0 24.8 54.7
Solid fuel 83.6 87.5 67.3 74.2 74.5 43.4
Means of transport
Bicycle 24.7 32.8 37.4 26.6 31.9 37.0
Motorcycle/Scooter 17.9 19.1 34.5 34.9 30.0 45.3
Car 0.5 1.0 3.2 4.8 3.0 7.1
Agricultural land 26.7 47.5 43.8 50.0 43.3 36.0
Farm animals 35.8 35.0 26.6 39.5 32.8 31.3
Improved Sanitation 20.3 33.4 30.0 35.0 30.2 57.8
Access to improved water 81.6 96.3 86.5 81.0 85.5 89.3
Safe water 24.2 40.2 32.5 28.9 31.1 40.2
Hand washing Facility 22.6 53.3 33.9 33.8 34.7 56.5

4.6 Demographic and socio-economic profile

Gadag is the fourth-least populous district in the state, with a population density of

around 229 per square kilometre. About 35 percent of the total population live in Gadag

taluka, followed by 24.8 percent in Ron taluka. In terms of population density, Gadag

taluka has the highest population density at 336 per sq. km. as against the Mundargi
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Table 4.5: Taluk wise distribution of the population in Gadag district, Census 2011

Characteristics Gadag Mundargi Nargund Rona Shirahatti Total

Total population (%) 34.5 12.4 9.5 24.8 18.8 100
Population - within SC (%) 29.9 16.6 5.7 23.3 24.4 100
Population - within ST (%) 28.6 17.0 7.4 25.1 21.8 100
Population in Rural areas (%) 47.9 81.1 63.9 72.6 72.9 64.4
SC population to total population 14.2 22.0 9.8 15.4 21.2 16.4
ST population to total population 4.8 8.0 4.6 5.9 6.7 5.8

taluka with the least density of 148 per sq. km. According to census 2011, Gadag

district has about 2.2 lakh households and accounts for about 1.7 % of the state’s pop-

ulation. The inhabitation of the district is largely in Gadag taluka, which includes both

SC and ST groups in absolute numbers. The majority of the population (64.4%) live

in rural areas, with the only exception of Gadag taluka, where less than 50 percent re-

side in rural areas. The share of the SC population in the state is 17 percent and Gadag

district too matches this share with about 16.4 percent of SC population. However, this

population is largely concentrated in 11.1 percent of the villages in the district with a

dominant SC population. Similarly, the state has a 7 percent share of ST population,

while Gadag district has a far lower share of tribal population, amounting to 5.8 per-

cent (see Table 4.5). The Scheduled Tribes in Gadag constitute about 1.5 percent of

the total ST population in Karnataka. Banjaras or Lamanis form about 12.1 percent of

the scheduled caste population in Karnataka. The majority of the Scheduled Tribes in

Gadag belong to the Valmiki community (87.6%). Besides the social group composition

of the population, the age-sex structure of the population in the district is represented

in a pyramid. The age-sex pyramid is the widest in age (15-19), depicting a reasonable

share of young population in the district. The broad age structure depicts a share of 27.4

percent below age 14 and 9.5 percent above the age of sixty years. This resembles the

state’s population structure (see figure 4.1) (Census, 2011).

The overall sex ratio in Gadag District is 982 per 1000 males and is less in rural areas

when compared to urban areas (971 vs 1001). The overall sex ratios of Scheduled Caste

(SC) and the Scheduled Tribe (ST) is higher than the district average when compared

to the other groups. The sex ratio at birth is higher among SC and ST in Gadag when
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Figure 4.1: Population pyramid for Gadag district, Census 2011

compared to any other group.

In terms of economic activity, about 39.8 percent of the population are categorised as

main workers and 6.8 percent of them as marginal workers in Gadag district. About

66.1 percent of the entire workforce is involved in agriculture either as cultivators or

agricultural labourers. Among the Scheduled Caste groups, 40.4 percent are involved in

main work and eight percent in marginal work. Among them, 72.9 percent are involved

in agriculture. In the Scheduled Tribe group, 42.7 percent are involved in main work,

7.9 percent as marginal workers and 77.6 percent are involved in agriculture related

activities (Census, 2011).

Census estimates literacy by calculating the proportion of the population aged seven and

above who can read and write. The total literacy rate in Gadag district is 75.1 percent

and is similar to state figures. However, there are differences in the literacy rate for

males and females. In Gadag, the percentage of males who are literate is 84.7 percent

which is higher than Karnataka (82.5%). The literacy rate for women in Gadag district

(65.4%) is less than the state average (68.1%). Variations are also seen across different
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caste groups, with ’other caste groups’ having a better literacy rate than the district

average (Total- 78%, Male-87.2% and Female-68.7%). The literacy rate of Scheduled

Caste (Total- 62.9%, Male-73.9% and Female-51.8%) and the Scheduled Tribe groups

(Total- 69.4%, Male-80% and Female-58.7%) are lower than the district average, while

the Scheduled Caste groups being the most disadvantaged. Females have the lowest

literacy rate and the Scheduled Castes are further disadvantaged among them.

4.7 Health and Health care in the District

4.7.1 Health infrastructure

A comparative view of the district of Gadag to the state in terms of its profile does

convey its disadvantage in many ways. Despite the fact that the district’s overall profile

is no different from that of the state, the concentration of backwardness as indicated by

the relative indices of development clearly marks the district as one that is adversely

placed. Such adversity may well be a derivative of various infrastructural bottlenecks

in general, and when it comes to human development, this is particularly with regard

to health and education. With regard to health, the state has been emphasising and

striving towards achieving universal coverage, but there are disparities across districts

in terms of access to care and provisioning of health care services. Gadag, like many

other districts, is predominantly served by private health care facilities and a majority

of doctors are concentrated in Gadag taluka which is the district headquarters. Private

sector provisioning of health care across the district constitutes around 50 percent of the

private hospitals/clinics/nursing homes located in Gadag taluka alone, followed by Ron

(21%) and Shirahatti (13.5%). Mundargi and Nargund have the least with six percent

and seven percent of the total number of private hospitals. Private providers include

doctors with training in Allopathy and Indian system of medicine. There are many

unqualified providers offering services in many villages, although their count remains

unofficial (Kumar, 2015; Vijayan, 2020).

In the Government sector, there are 187 Sub-centres, 43 Primary Health Centres (PHCs),

2 CHCs (Community Health Centres), 4 Sub Divisional Hospitals (SDH) and one med-

ical college catering to the entire district (Government of Karnataka, 2020). There are
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four Sub-centres for one PHC in Gadag, and this is similar to the state average. Nar-

gund (8) and Shirahatti (6) have a greater number of Sub-centres per PHC, and each

sub-centre, on an average, caters to less than 3000 population in Nargund. The average

population served by one SC across talukas is less than the state average. One PHC in

Gadag district, on average, serves around 17000 population that is slightly better than

the state average. This varies across talukas, with PHCs in Nargund and Shirahatti cater-

ing to a larger population size. Gadag district has one doctor for about 1600 population,

which is better than the state average. Across talukas, Gadag taluka has the lowest doc-

tor population ratio, and it is the highest in Mundargi. Government hospital beds ratio is

better in Gadag taluka as it has many PHCs, one sub-divisional hospital and the Medical

college (see Table 4.6).

Table 4.6: Distribution of health infrastructure in Gadag district,2018-19

Characteristics Gadag Mundargi Nargund Ron Shirahatti Total Karnataka

No of Sub-centres 45 28 23 52 39 187 9758
No of PHCs 15 7 3 11 7 43 2127

Average Population served by one Sub-centre1 4149 4055 2970 3914 3983 3890 4527
Average Population served by one PHC1 12447 16221 22768 18504 22190 16917 18639
Average population served by 1 doctor1 1026 3052 2026 2182 2674 1644 1860

Hospital Beds per 1000 population1 1.9 1.1 1.2 0.8 0.9 1.3 1
Source :Gadag district at glance 2018-19, Karnataka state at glance 2018-19

1 Calculated using projected population for 2018 (Directorate of Economics and Statistics)

4.7.2 Morbidity Profile

Moving from infrastructure to outcomes, some evidence concerning morbidity preva-

lence in the district is discussed in this section. The two information sources, NFHS-4

as well as DLHS-4, offer some clues regarding the health outcomes and health care

seeking patterns at the district level. We describe the morbidity profile of the pop-

ulation along with the patterns in care-seeking in the district as well as across caste

groups. DLHS-4 was conducted between December 2012-April 2013 and interviewed

1574 households in Gadag District. DLHS-4 asked questions relating to acute ailments

in the past 15 days and chronic ailments in the past one year. Acute ailments included

fever, diarrhoea, acute respiratory infection, fever, rashes and reproductive tract infec-

tion. Chronic diseases were asked in relation to diseases affecting various systems like

the respiratory, cardiovascular, central nervous system, gastrointestinal system, skin dis-

eases and any other ailments. Prevalence of acute illness with a 15 days reference period
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Table 4.7: Prevalence of acute and chronic illnesses and care seeking for illnesses in
Gadag district, DLHS-4, 2012-13

Characteristics Gadag Karnataka

SC ST OBC Others Total

Acute illness 4.8 8.0 7.0 6.9 6.7 5.3
Acute care seeking
Gov 16.4 15.2 11.9 8.2 12.4 31.6
Private 77.8 76.5 77.6 80.9 78.0 60.6
Home/Did not go 5.8 8.3 10.5 10.9 9.6 7.8
Chronic illness 1.8 2.6 2.4 5.2 2.7 6.0
Chronic care seeking
Government 20.6 48.3 19.7 21.4 23 27.5
Private 79.4 51.7 76.6 78.6 75.3 69.8
Home/Did not go 0.0 0.0 3.7 0.0 1.7 2.7

was highest among the population above 50 years of age (9.2 %) and lowest in the 15-29

age group (4.3%). The overall prevalence was 6.7 percent and this was higher than the

state average. Prevalence of acute illness was lowest among the Scheduled caste groups.

In terms of care-seeking, private providers were the preferred choice for treatment and

the percentages seeking such care was much higher when compared to the state. Across

caste groups, SC and ST were more likely to visit government providers when compared

to other groups. The prevalence of reported chronic disease is low when compared to

Karnataka and lowest among SC groups in Gadag. Private providers continued to be

the preferred choice for chronic ailments also while a greater proportion of ST groups

sought care from government hospital (see Table 4.7 ).

4.8 Banjaras in Gadag

In Gadag, there are 46 different caste groups under the Scheduled Caste category. The

majority of the population belonging to the Scheduled Caste groups are those belonging

to the Madar group (30.1) and Banjaras (29.1). Banjaras are also known as Lambanis,

Lambada, Lamani, Sugali or Sukali; however, in Gadag, they are commonly referred

to as Lamanis. Historically the Banjaras were a nomadic tribe and later started settling

down in small settlements at a distance from the village. These settlements are called
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Tandas. The Census 2011 reports the sex ratio among Banjaras to be 959 per 1000

males; this being lesser than the district average and sex ratio among the Scheduled

Caste group. The majority of the tandas in Karnataka are located in the Hyderabad-

Karnataka region, called now as Kalyana Karnataka comprising of Bidar, Kalaburgi,

Yadgir, Raichur, Koppal and Bellary districts. There are 79 tandas in Gadag district and

most of them are concentrated in Shirahatti and Ron talukas. The official records of

the government of Karnataka list the residential areas where Banjaras reside as a tanda.

This could include a few families living in a village to an isolated settlement where

all are Banjaras. It is important to observe the distribution of the Banjara population

across talukas wherein the Shirahatti and Mundargi talukas have the highest proportion

of Banjaras, followed by Ron and Gadag taluka. These are the talukas that have a greater

forest area in the district which, is relevant considering the history of the settlement of

the Banjaras. In historical times the Banjaras were a nomadic tribe and always on the

move; transporting goods across the country. With the advent of East India Company,

the ceasing of wars, mechanisation of transport and better transportation infrastructure,

they lost their traditional calling and had to settle down for means of livelihood. Most

of the Banjaras throughout the country set up their dwelling in the forest or in close

proximity and earned their livelihood with forest dependence (Burman, 2010; Obeng,

2009). There is no official record on agricultural land holdings by the Banjaras, but

since they belong to the Scheduled Caste category and, as observed earlier, the situation

is unlikely to be better among them. Being forest dwellers or being in proximity to

the forest with no water body for irrigation makes their agricultural land dependent on

rain. With Gadag being a drought-prone area and with limited access to agricultural

land among Schedule Caste groups, the Banjaras are likely to migrate to other districts

within the state or to other states to earn their livelihood. Migrations is a common

feature among Banjaras, with estimates of about 75%-80% of the residents in the tandas

migrating seasonally in Northern Karnataka (Halli et al., 2007) . Large scale seasonal

migration has been reported among Banjaras in Maharashtra and more among landless

and marginal farmers (Burman, 2010). Banjaras of North Karnataka seasonally migrate

to Goa, Maharashtra and also within Karnataka. The Banjaras and Madars belonging to

the Scheduled Caste group form the major share of the migrants from Karnataka in Goa
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(A. Bailey, 2008). The reasons for migration are lack of opportunities in the place of

residence, drought-prone regions and poor agricultural yield. The Banjaras leave behind

the elders and the children in the tanda and migrate seasonally (Madar & Mohan, 2016).

There are very few studies that have documented the health of the Banjaras. They are

classified under the Scheduled Caste group in Karnataka and face the same disadvantage

in terms of access to basic standards of living similar to other Scheduled Caste groups.

Being migration prone, it also brings its own vulnerabilities in terms of housing, nu-

tritional status, hygiene, sanitation and prevalence of infectious diseases in the places

where they migrate (Chatterjee, 2006). This is likely to manifest as health problems in

the place of their origin and at the destination as well. Studies have established differ-

ences in the prevalence of dental problems and childhood ailments between the Ban-

jaras and the village and have attributed it to the quality and hardness of water (Jyothi

& Reddy, 2011; Kumar, 2015) . The Banjaras as a group have experienced discrimina-

tion in terms of residential segregation, access to resources for livelihood to aid in their

overall development, including health.

4.9 Discussion

This district profile undoubtedly places the district of Gadag in an adverse position.

This has its own implication for the health profile of the district. The information pre-

sented in describing the district profile bears ample testimony to this effect. In fact, the

specificities of the district in terms of its physical and socio-economic features involve

two crucial dimensions that are of interest for exploration with regard to understanding

discrimination. These two dimensions are the presence of a special community called

Banjaras (typical resident of tandas) and their health adversity arising out of differential

access to health services owing to their identity on the one hand and predominance of

private and unqualified providers on the other. While discrimination cannot simply be

understood by assessment of disadvantage and its associated attributes, its recognition

in relation to an identity that is underprivileged in many ways is worth exploring in

an otherwise deprived setting that is evidenced in terms of profiling the district by its

positioning in development, caste characteristics and scenario of health infrastructure.

Studying the morbidity and access to health care cannot ignore the socio-economic re-
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alities and the discrimination experienced by them.
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CHAPTER 5

Ethnography of Banjaras in tandas

5.1 Introduction

‘Who are the Bunjarees?’ wrote Lieutenant-colonel William Henry Sykes reporting on

the affairs of the East India company in 1832 (House of Commons, 1832). I did not

delve into this question until I started working on my Masters’ thesis in 2015. The first

time I encountered Banjaras was in 2009 while working as a physiotherapist in a mission

hospital in the small town of Gadag, in Karnataka state. Working there was altogether

a different experience for me as I had spent most of my life in cities. The town was a

place in transition with its old-world charm, moving towards urbanisation. It gives an

impression of being in a rural area for a city-bred person like me. The people, their

clothing, food, culture and language was very different. Even though I knew Kannada,

the accent spoken in Gadag is different and sounds harsh to a first-time listener from

South and Central Karnataka. Their language is interspersed with words that people

take offence to in the southern parts of the state. In Bangalore, the word sule (bastard) is

frowned upon and usually ends in fights, whereas in North Karnataka, it is a part of the

normal conversation across age groups and gender. The language might sound harsh,

but the people are very warm and kind-hearted, which made my stay memorable in the

five years I worked there. The town square and markets are filled with people from

all regions across the district identified by their dressing. The young and middle-aged

men preferred pants and shirt when compared to the elderly, who preferred white dothi,

long kurta with the Gandhi cap. A similar pattern was noticed among women, with

the young preferring churidars and saree and the older women wearing Ilkal sarees,

which is famous in that region. Apart from these, it was a common sight to notice a

few women with colourful dresses, usually blue and red. They always stand out from

the crowd because of their dressing, the ornaments that adorn them and the head cloth

covered with elaborate embroidery. Not having gone out of the town in the years that



 

I worked in Gadag, there was very little I knew about them. My limited knowledge of

them was that they stayed in settlements called tanda and were well off because they

always went to Goa and that they were locally called ‘Lambanigalu’. My interest in

studying this community came from a single experience of treating an elderly Banjara

person in 2009. Hanumanthappa was diagnosed with nerve injury, which needed daily

rehabilitation sessions. He was always late and irregular and the only instance when he

came on time was when his son dropped him by bike after being shouted at for coming

late. Frustrated by this, I decided to speak to him and find out what the problem was.

He stayed in a hamlet called tanda at a distance of 10 kilometres from Gadag and had

limited public transport to reach the city. To add to this, the therapy time given to him did

not match with the bus timings. We finally worked around this and changed the therapy

timings so that it was convenient for him to travel and we were able to complete the

rehabilitation schedule. This incident left me with more questions than answers. By the

end of 2013, I left Gadag to pursue a Masters’ in Public Health course in Trivandrum.

As a part of the course, I was required to submit a thesis on issues of Public Health

relevance in the community. While deciding on the topic to explore for my Masters’

dissertation, I chose to answer the questions in my mind regarding Hanumanthappa

and decided to study the access to healthcare for Banjaras. I visited 16 tandas and the

villages close to them as a part of that research exercise. I got an idea about the life

of the Banjaras and their relationship with the neighbouring villages. The knowledge

gained was very limited and adequate to complete Masters’ thesis. Building on this,

I decided to study the Banjara community further for my PhD work. This required

me to go beyond my limited knowledge and started looking for documentation on the

origin and history of Banjaras. The search was complicated by the different name for

Banjaras across states and documents. The colonial texts referred to them as Bunjarees

or Bunjaras, Lambadi and Sukali in Andhra Pradesh, Lamani in Karnataka and Banjaras

in Maharashtra and Madhya Pradesh. There are very few documented works on the

history and origin of Banjaras by scholars from the same community. Those that exist

cite historical documents from the 16th century and accounts during the time of British

India. Thanks to digital archives, I retrieved many of the documents that mentioned the

history of Banjaras. While going through these historical documents, I was reminded
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that this information could be an object of knowledge constructed in the process of

creating British India in the 19th century (Spivak, 1985). Archival information was read

while keeping this in mind. This section deals with the historical background of the

Banjaras culled from this archival literature, description of the two tandas that I chose

to explore, the people and the life there.

5.2 ‘Who am I’- Position and perspective- emerging from identity and
experience in the field

In the community, I was an outsider observing the everyday happenings and talking to

people. It was not possible to be an insider as, first and foremost, I was not a Banjara

and my physical characteristics, mannerisms and language was very different. My view

of discrimination and expectations at the beginning of the fieldwork was that the dis-

crimination would be interpersonal and that I was only trying to find out the forms it

exists in. This led me to try and find out if people from the tanda had faced any kind of

injustice or behaviour that could be termed unfair while seeking health care. This view

was too narrow and did not allow me to see discrimination in the larger context of their

lives. It took some time to understand the structural forms of discrimination that exist.

There are many incidents that questioned my position in the process of the ethnographic

study in the tandas. In one such incident in Vanapura, I observed a Rural Medical Prac-

titioner (RMP) treating an older man who was bedridden for scalp injuries. He applied

stitches to the scalp without any local anaesthesia or taking recourse to aseptic needs.

Usage of the word "aseptic" comes from my biomedical perspective. My initial reaction

was a pity for the older man and his family as he had to go through so much pain and

deserved much better treatment. I documented the entire event the way I saw it hap-

pen. The discomfort that this evoked prompted me to talk to the relatives to find out

why they preferred such treatment when they could have taken him to the PHC or the

District hospital. This thinking led to the questioning because my immediate reaction to

this event was that it was wrong. Even with this kind of questioning, at the back of my

mind, I was trying to suggest that they take him to the nearest PHC or district hospital

indirectly, but I was careful enough not to interfere with their decision.

Writing the field notes of this entire incident prompted me to think from the point of
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view of the people of the tanda. In the absence of a formal health care system, the

tanda depends on RMPs who provide service at their doorstep. The government system

also provides services at the doorstep, but these are mainly preventive like vaccinations,

antenatal care, and prevention of outbreaks and targets for health programs. No form of

curative health care is locally available apart from a few medicines given to the ASHA

worker for the community. The RMP is more accessible to the community as they are

available 24/7 and all the community has to do is make a call. The procedure adopted

by the RMP may be questioned from a clinical point of view, but the RMP is physically

available when the formal system is not so easily available. My evolving perspective on

this is influenced by the public health training that I underwent, which made me think

about the population, i.e. the tanda as a whole and the absence/presence of the public

health system.

My position within the community was one of a researcher/observer with a strong

biomedical orientation arising out of five years of clinical experience in Gadag. How-

ever, over the course of the research, the dominant focus of mine was largely public

health – informed by a strong rights framework. I gradually began to recognise the rela-

tive nature of locational and transport advantages/disadvantages, the environment of the

tanda (in terms of its terrain and slope). This brings in both a political-economic and

also an ecological focus.

The ethnography started with a premise of understanding discrimination by the health

system that might affect health care access and utilisation by people of the tandas. In

so far as that is a valid research question, the perspective is also partly determined by

that. The worldview that discrimination is bad does not emerge from an ideological

vacuum. Starting from a strong biomedical orientation, subsequent training ingrained

a public health identity over almost another four years, wherein the population became

the focus of attention instead of the individual. That is not to say that the biomedical

focus is totally eschewed in my thoughts or actions in the field. It is this mixed identity

that confronted the community in the tandas of Gadag. Given this, I would say that my

perspective towards research was not informed apriori, but it gradually emerged as part

of my fieldwork experience. It is informed by a rights-based framework for the people
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of the tanda. The understandings that come from ethnography enabled recognition of

the various disadvantages, going from physical location to individual situation. This

meant that the perspective from which I analyse my data would be a critical applied

medical anthropological one.

5.3 ‘May I come in’ - Gaining access to the tandas

I chose Vanapura and Chara tanda for ethnographic work based on their geographic

location, settlement pattern and development perspective. Vanapura, a standalone tanda

and Chara tanda being a part of the village, helped me to examine the structures within

them. Based on my communication with laypersons in Gadag, I learned that Vanapura

is relatively better off compared to other tandas. This also gave me an opportunity to

examine a relatively well-developed tanda with an underdeveloped one. The structure of

the tanda and its functioning described here are similar to other tandas that I observed

during the subsequent phase of PhD work.

Before starting the fieldwork, I approached the leader of the tanda called Naika and

the elected representatives. They had no problem allowing me to be there and were

happy that I was taking an interest in their community. The daughter of the elected

representative in Vanapura was doing post-graduate studies in Dharwad and hence was

able to understand the nature of research work. Leaders in Chara tanda are familiar with

researchers travelling and staying in their tanda to study the medicinal plants located

in proximity. They had no inhibitions about allowing me into the tanda and study their

lives. After getting access to the tanda, the next question was how to go about observing

and talking to people. To help me familiarise myself with the people, I used an age-old

tradition of entry for ethnographers. I started listing households enquiring about health

issues in the last three months and the health care options used for the health problem.

This was not an elaborate survey but a simple half-page interview schedule with the dual

purpose of familiarising myself with the community, gaining entry and also enabling me

to develop insights into the prevailing health problems. Details of the health problems

are described in chapter 7. The people were warm and hospitable and allowed me access

to their homes and lives. Most of the conversations happened in the house, accompanied

by snacks with tea or in the tea shop, which helped me to have conversations with many
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people at a time. Gopal1in Vanapura and Rani1 in Chara tanda were my key informants

and helped me connect with other key persons in the tanda.

5.4 From Wanderers to forest dwellers - Historical background of the
Banjaras

Banjaras are commonly found in different parts of India and known by various names.

It is difficult to estimate their present population in India because they are classified

under different social groups across states. Information on their population in states

classified as Scheduled Tribe or Scheduled Caste is available from the census. Banjaras

believe that they belong to common Rajput ancestry and are spread across India’s cen-

tral and southern parts (Burman, 2010; Halbar, 1986). According to the census of 1891,

greater concentration of Banjaras were found in the Haidarabad region (300,248), Berar

(110,008) and Bombay presidency (137,295) and retained their customs, manners and

dialect in these regions compared to other regions (Grierson, 1907). This indicates that

they are likely to be more concentrated in the erstwhile Andhra Pradesh, Karnataka and

Maharashtra regions unless large scale migrations have taken place, which would have

altered the demographics, which seems unlikely. They are known by different names

such as Banjara, Vanjari, Lambani, Lamani, Lambada and Sugali (Enthoven, 1922).

There is ambiguity in the origin of the word Banjaras which has been attributed to dif-

ferent Sanskrit words. The word “Vanijya” means to trade or the word “VanaChara”,

which means wanders in the jungle. The word Lambani is derived from the word la-

vana, meaning salt and these tribes were believed to be traders of salt (Halbar, 1986;

Nanjundayya, 1912). Similarly, the name Sugali is believed to be originated from the

word “supari”, meaning betel nut, as they traded in that in historical times (Reddy et

al., 1961). Lamani or Lambani, Sugali and Charans are believed to be a subgroup of

Banjaras and scholars and people from the community agree that the word Banjara or

Lamani or Lambani or Sugali are the same. The different names are connected to their

trading occupation (Nanjundayya, 1912; Reddy et al., 1961). In Karnataka, they are

known by the name Lamani or Lambhani. There are different accounts of the origins

of the Banjaras and for most of it, the origin is not clear. Some believe they are of
1Names changed
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Rajput ancestry. Many documents mention their origin from the Marwar region of In-

dia, although it has also been noted that many nomadic communities attempt to link

themselves through myths and folklore, a process of Kshatriyaization (Halbar, 1986;

Nanjundayya, 1912). There is no clarity of how the Banjaras came and settled in the

Deccan region but it is possible that they accompanied the Mughal invaders in the 14th

century (Nanjundayya, 1912). The earliest reference to Banjaras in Deccan is found in

the works of Mohammad Kasim Ferishta, written in the year 1612. The mention re-

lates to the seizure of Banjara bullocks during the attempt on the throne of Gulbarga,

the Deccan capital, in the year 1417. Ferishta refers to them as grain merchants who

travel from Deccan to other parts (Briggs, 1819). Called pack-bullock carriers, they

provided fearless and reliable transport services to the Mughals, supplying food grains.

They transported goods through difficult terrains earning the goodwill of the emperors

and because of this, they were accorded many privileges. Scholars believe that they

existed even prior to this and practised the vocation of carrying grains in the 6th century,

although they are not mentioned by their group names (Grierson, 1907; Halbar, 1986;

Russell, 1916).Some of the Banjaras stayed back in different parts of the Deccan by the

end of the 17th century as the Moghuls conquered South India. Later in the 18th century

they served the Maratha rulers, Peshwas of Poona, Nizams of Hyderabad and British in

the Mysore wars (Halbar, 1986). The Banjaras were neutral in times of war and were

not concerned with who purchased their goods (Thurston, 1909). They were not only

involved in being commissariats to the armies but also transported cotton, salt, betelnut

and major commodities and sold them across village fairs and markets. Banjaras were

also involved in the cattle trade and were the communication link between the plains and

the forests (Satya, 1997). Being a nomadic tribe and constantly moving in groups, these

units were called tanda (Deogaonkar & Deogaonkar, 1992). Each tanda had a headman

called a Naika and communicated with the local societies wherever they moved. Most of

the tandas’ were named after the headman (Thurston, 1909). In the pre-colonial times

they were on the move and encamped outside the village during the monsoon season.

Their entire social life was organised around the context of their migratory nature (Satya,

1997). With the ceasing of wars, development of roads, transport and introduction of

mechanised transport by the British government, the Banjaras were greatly affected.
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They were no longer in demand and had to settle down in forests and places close to the

forest and depend on them for their livelihood (Burman, 2010; Halbar, 1986; Varady,

1979). It is reported that with the loss of livelihood from their traditional occupation,

they settled down to farming on a small scale, working as labourers, the poor collecting

firewood, grass and forest produce and some to dacoity (Bombay (Presidency) Police

Department, 1908; Satya, 1997). During the colonial regime, the Banjaras were seen as

a threat because of their mobile nature and always viewed with suspicion. This led them

to be branded as ‘Criminal castes and tribes’ and contributed to their sedenterisation

(Satya, 1997). The Banjaras were brought under the purview of the Criminal Tribes Act

in 1896, which gave powers to the police to adopt strict measures to end their ‘crim-

inal activities’. These measures involved searching the tanda first when crimes were

reported elsewhere or the enquiry for a crime starting from the tanda if it was located

nearby and detaining Banjaras without any prior intimation (Bombay (Presidency) Po-

lice Department, 1908). When Banjaras travelled, they had to take passes from the

police and those labelled as suspicious persons were required to register and report to

the station every day (Satya, 1997). The act described four main stages: notification,

registration, restriction, and internment in settlements (Ayyangar, 1951). In Dharwad

district, two Criminal tribes settlements was established, one in Hubli and the other at

Gadag (Government of Bombay, 1959). The Criminal Tribes Act in the Bombay state,

which included the Banjaras/Lamanis of Bijapur, Belgaum and Dharwad, was repealed

in 1949 and throughout the entire country in 1952. The Government replaced it with

the Habitual Offenders Act, which further stigmatised the tribes that were previously

labelled as Criminal Tribes. Post repealing of the act, different communities have been

classified as SC, ST or OBC across states. In Andhra Pradesh and Telangana, Banjaras

are categorised as ST, OBC in Maharashtra and SC in Karnataka. Even after repealing

the act, the stigma attached to the name, viewing these tribes as being involved in crim-

inal activities, continues to date. The criminal tribes’ settlement camp in Gadag is still

being referred to as the “Settlement area” by the local people and viewed with suspicion

even if the area has an alternative official name like any other place.

There is no clear account of how the Banjaras settled in Gadag district, which was
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part of Dharwad district earlier. However, it is believed that the Banjaras had settled

down in the forests of Malnad region and once they lost their traditional occupation,

they moved towards the plains in Dharwad district (Halbar, 1986). The government

of Karnataka set up the Karnataka Thanda Development Corporation (KTDC) in 2009

under the Companies Act of 1956. The functioning of this board is under the social

welfare department headed by Member of the Legislative Assembly (MLA) belonging

to the community. The board’s main purpose is to develop and improve the socio-

economic infrastructure of the tandas and converting them to revenue villages.

5.4.1 Settlers in Gadag- History of Vanapura and Chara tanda

People in the two tandas of Vanapura and Chara tanda are not aware of their past wan-

dering history and how they came to settle in that locality as it has not been documented

anywhere. Vanapura is located in Gadag taluka and is closer to the district headquarters

while Chara tanda is located in Mundargi taluka. The history of the past hundred years

is known to the people in Vanapura. Few families belonging to Guddadpur tanda2 in

Gadag taluka set their dwellings near the agricultural land owned by them, which was

located at a distance of about 2-3 kilometres. They named their settlement Vanapura.

A group of families that formed this tanda had a major conflict in the family about a

hundred years ago and this led to the split of the tanda. Seven families went away from

the main tanda of which it was a part of. Since their agricultural fields were far off and it

was difficult to travel from the new place, they relocated to another area close to the hills

at a distance of 4 kilometres from the current settlement and called it Vanapura. Over a

period of time, families started moving away from the initial Vanapura and few moved

into the new tanda. Currently, there are 94 households in the tanda and the person who

narrated the history of the settlement was a young child when the families relocated to

the new place.

Little is known about the history of Chara tanda and the people there only remember

that the current location was the third settlement on the move, and they decided to finally

settle. They had first settled outside the village nearby in temporary sheds. With limited

livelihood opportunities, they left that place and camped further towards the forest. In
2Name changed
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this new location, many in the tanda started falling sick and dying due to cholera. During

this time, the elders sought the advice of a sage who was passing by and he advised them

to shift their location and suggested another place. They move to the new location at

a distance of about one kilometre and started building concrete houses over a period

of time. It has been approximately 60-70 years since they settled in the current place.

Usually, tandas are named after the naiks or the closest village to the settlement. The

naming of Vanapura does not follow this pattern and has a separate name without a

tanda suffix. Chara tanda takes the name of the village that the community had settled

in the first time.

5.5 Segregation of tandas – Mirror of village organisation

While looking into the organisation of the tanda, it is important to examine the resi-

dential pattern of villages and situate the tanda in relation to it. The works of Spate

and Learmonth (1954) on the spatial organisation of Amminabhavi village in Dhar-

wad showed the influence of caste and community on the layout of the dwelling. The

dwelling of the lower caste groups was at the periphery of the village, whereas the

dominant castes occupied the central portions. This reflects caste-based segregation of

the households in the village sphere. This is also true of Gadag district, which was a

part of Dharwad district previously. Caste-based segregation is reflected in the nam-

ing of streets, areas of houses in the village and labelling of people dwelling within

these locally defined spaces and the use of these terminologies in regular conversations.

Labelling of dwellings within villages also serve to uphold and reinforce caste-based

segregation.

Within a village, there are several ’onis’, ‘plot area’ and ‘kere’ area. Oni refers to a small

cluster of households belonging to the same caste with or without a defined boundary.

The term oni is suffixed with the caste name to indicate the dwellers in that area e.g. Ku-

rubaruoni, Kumbaroni, Lingayatoni or the name of the diety or God specific to the caste.

The Kere area is the Scheduled caste or the lower caste groups and is at the village’s pe-

riphery. When it comes to kere area, there is a visible boundary in the form of a road

or street separating the dwelling from the rest of the villages. There are interconnect-

ing lanes across different ’onis’ within the village but not in ’kere’ settlement. Access
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to the village is through the main road or street. The plot area in the village is a de-

marcated area by the government for providing housing. Here the houses are organised

in a row in a linear manner and this has a mixture of people belonging to other castes

but rarely the dominant caste of the village. This area is usually outside the village or

at a distance because of the availability of land. In some villages where the tanda is

found along with a village, demarcation is similar to the ’kere’ area, separated by a road

or a boundary wall. Most of the tandas are located at distance from the main village,

some name their tanda after the nearest village and some as standalone with separate

names. Historical accounts of Banjaras mention that they preferred to stay as a group

and away from the main village. However, these accounts fail to discuss the role of the

village in keeping them away from their place of dwelling. In the case of Vanapura

and Chara tanda, there is no documented history about their dwelling, but the nature

of their settling in the current area points towards the residential segregation that kept

their dwelling separate. Guddadpur tanda, from which Vanapura settlement originated,

is located at a distance of about 200 meters along with the main village with residential

segregation similar to other villages in Gadag. The ’kere’ area of the scheduled caste

groups is located at the periphery of the main village. The plot area is located in between

the tanda and village and is more recent. A similar pattern is seen with Chara tanda,

which first developed outside Chara village in a manner very similar to the scheduled

caste groups there. They came there searching for livelihood and subsequently moved

away from there and camped further into the forest. Discriminatory practices in the past

similar to those the scheduled caste groups are routinely subject to have been experi-

enced by the older people in Chara tanda. In the past, they worked in the fields and

households of the agricultural landowner caste in Chara village and were not allowed

to enter the houses. Even for drinking water, they had to bend down and the landlord

would pour water from a height and they had to drink using the palm of their hands.

These discriminatory practices and the labelling of Banjaras as criminal tribes indicate

that the residential segregation of the Banjaras is discriminatory in nature. In this con-

text of residential segregation, I discuss the organisation of the tanda, public services

infrastructure, social life, geography and impacts on livelihood and well-being.

75



 

5.6 In the wilderness-Geography features of the tanda

Moderately dissected hills are found on the eastern part of Vanapura, whereas Chara

tanda is surrounded on all the sides by these hills. The forest area in both the tandas

belong to the scrub variety (southern thorn forest). Large areas around Vanapura are

denotified forest areas except for the hills on the eastern side. Areas north and south of

Chara tanda are restricted forest area. The average elevation of Vanapura is 750 m, with

the southern part (754m) of the tanda at a higher elevation compared to the northern end

(745m). Chara tanda is located at an elevation of 680 m, with the northern part (687

m) at a higher elevation than the southern part (674 m). This is higher than the average

elevation of Gadag district, which is 656 meters.

Groundwater is crucial in the absence of other means of irrigation. According to data

from Karnataka Geographic Information Systems (KGIS), the groundwater potential for

Vanapura is classified as moderate in the settlement area and area south of it, good in

the north, moderate to poor in the west and poor on the eastern side. In Chara tanda, the

groundwater potential is moderate to poor at the settlement areas, good on the eastern

part and moderate in other regions surrounding it.

Total cultivable area for Vanapura is 116.1 acres and 508.7 acres for Chara tanda. The

cropping pattern is better in Chara tanda as 40 percent of the land is sown twice com-

pared to 8.7 percent in Vanapura. In terms of irrigation, only 15-20 percent of the land

is irrigated (Ministry of Rural Development, Government of India, 2020). The Source

of irrigation in both these places is through groundwater.

Gadag district is already disadvantaged in terms of its ecological features and the tandas

within it are further disadvantaged as they have to make use of these difficult to cultivate

lands for livelihood.

5.7 ‘Jeevana’- Land and Economy

Quality of land is reflected in the means of livelihood and is important to the economy

of Vanapura and Chara tanda. About 37 percent of households in Vanapura and 41

percent in Chara tanda are primarily involved in farming activities (Ministry of Rural

Development, Government of India, 2020). Banjaras being an immigrant to the region,
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have access to limited and poor quality of land. Landless and marginal farmers make up

the majority in the tanda and the landholding pattern is similar to that seen in villages.

The type of ownership commonly seen are landowners who are cultivators, landowners

who have leased out their land, cultivation in partnership and cultivation in forest land.

Cultivating in forest land is characteristic of Banjaras due to location of the tanda in

forest area and depending on forest for livelihood in the past. The transfer of forest

land for those who have been cultivating in the past has been a controversial issue in

Karnataka and is ongoing. In both the tandas, few households have got the forest land

transferred to them by the government. Due to poor yield and returns from the land,

many in the tanda migrate to other places for work. Migration is also observed among

landholders with no means of irrigation. Rainfall plays an important role in the absence

of irrigation. In both the tandas, many are agricultural wage labourers who go for

work in the field of people in the tanda and the village. Although most of the landless

are involved in this activity, few landholders also go for daily wages due to little or

no returns from their land. Agricultural activity occurs between June-July and lasts

till the end of February. Those with irrigation facilities cultivate throughout the year.

Loan facility for agricultural activities is availed through banks as well as private money

lenders. Those who own forest land cannot borrow money from banks as there is no

documentation of ownership and end up borrowing from money lenders. The rate of

interest ranges from 3-5 percent. Jamalappa, aged 62 years, resides in Chara tanda and

owns 3 acres of agricultural land. He has no access to any form of irrigation and is

dependent on rain, due to which the land has been lying barren for the past three years.

He goes for daily wages work in the land owned by village people and earns rupees

150 per day. During the rainy season or harvest, the wages go upto 200-250 rupees and

he also gets old-age pension from the government, which is 1000 rupees. His children

stay in Goa and send him money during off-season when there is no agricultural work

in the tanda. Gender differences exist in wage differences as women get paid Rs. 100

Rs and men Rs.150 for a day’s work. Many households own land but this land is not

cultivable due to lack of irrigation. Those without land take up rearing of livestock and

dairy farming which is an important contribution to the economy in Vanapura due to

the presence of a milk collection centre. This is not of much importance in Chara tanda
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as ownership of cows and buffaloes is primarily for household and local consumption.

Few of them also raise livestock such as goats and sheep as the land around is helpful

for grazing. The other minor activities of economic returns are the petty shops run by

people in the tanda.

Common agricultural crops grown are maize, millet, red gram, green gram, groundnut

and black-eyed beans. Those with irrigation facilities grow onion, sugarcane, tomato

and other vegetables.

5.8 Spatial organisation of tandas

5.8.1 Organisation of Vanapura

Vanapura is located in Gadag taluka and is in close proximity to Mundargi and Shirahatti

taluka. Parts of Gadag taluka, significant parts of Mundargi and Shirahatti talukas have

hilly terrain and Vanapura is located close to the hills. It is located at a distance of

about 18 kilometres from Gadag city and unlike other tandas, it is a standalone tanda.

There are five other tandas within a radius of five kilometres with different patterns of

settlement. Vanapura is accessible by road and the nearest asphalted road is about 600

meters which connects to the state highway. The tanda being at a higher elevation is

visible from the tarred road with pucca houses with tiled roofs. At the outset, it looks

like a well off tanda with concrete houses but the poverty and inequality within these

dwellings is invisible. As I drove along the tarred road from Gadag towards Vanapura

a concrete board in yellow with the logo of a large corporate welcomed me. I took a

right turn and entered the road that leads to the tanda. The path from the road to tanda is

paved with concrete which looks relatively new and ends in front of the primary school.

There are six streets paved with concrete which are almost perpendicular to the main

street on one side. All the streets with dwellings are paved with concrete except the

western boundary of the tanda with unpaved roads (see Figure 5.1). These streets paved

with concrete have open pucca drains which are not covered and the waste from these

drain into the western end of the tanda by the side of the unpaved roads. There are

no other caste people residing in the tanda and hence no stratification of the dwellings

common in other villages. Most of the dwellings are concentrated in the central and
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Figure 5.1: Map of the layout of Vanapura

northern part of the tanda. The dwellings are less dense in the southern part and are

relatively newly constructed houses, most of them which are locked or with elderly

residing in them. I drove from Gadag every day and would reach the tanda by 10 am

and it would wear a deserted look, barring children from the school and Anganwadi.

Later I realised that many people go for agricultural work by 10 am and few travel to

Gadag town by bus at 9.30 am. So, I started visiting the tanda early in the morning by

7 am and noticed that it is buzzing with activities when contrasted with the forenoon.

The scene resembles a festive atmosphere, but the only difference is the women washing

clothes and children helping in filling water in barrels, taking a bath and getting ready

for school. This is the scene every day when water is supplied between 8 am to 9 am. By

9.30 am people gather near the school, the majority of who are college and high school

students and older adults visiting the town for purchasing or seeking health care. The

bus enters the tanda from the main road and takes a reverse near the school, stopping

there for 5 minutes and return through the same way it came in.

There are 94 houses in the tanda and out of which 29 (31%) are locked. These are

79



 

houses with migrants, some short term and some left in the care of their parents which

is common in many tandas. Vanapura has a primary school up to the fifth standard and

an anganwadi located behind the primary school. Except for the cook employed at both

these places, the rest of the staff are from outside the tanda. The school playground

is located at the entrance of the tanda and is hardly used by the children and used as

temporary shelter for cattle. Diagonally opposite to the school is a milk collection centre

which also hosts the equipments for solar lighting of the tanda. The solar panels are

installed above this building. All the streets in Vanapura have a solar-powered streetlight

installed using MP funds. I was told that the condition for installing solar lights was that

all the households in the tanda should construct toilets. Public gatherings, meetings and

cultural activities takes place at the Sevalal temple, which is located in the fourth street

near the school. There are two tea shops located on either side of the school which serves

tea along with snacks and breakfast items. These shops also sell tobacco, cigarette,

beedis, packaged snacks for children, small stationery items and cool drinks. The tea

shops appear to be places for refreshments for people taking a break from activities, but

continuing engagement with the community reveals the divisions within the tanda on

political lines.

Gopal, the owner of one of the tea shops, resented the elected representative in the tanda.

For many years, individuals from a particular family had represented the tanda in the

panchayat. A small group was opposed to this and stood against them in the elections

and lost. Gopal headed this group and this rivalry continued to other spheres of commu-

nity life. The other tea shop was run by the family of the elected representative. Gopal’s

tea shop is located opposite to the milk dairy and usually, young people gather here

while older people frequently visit the other one. The current representative is a female

who is a wife of the previous member. I got to know about this only after a week as I

was corresponding with her husband, thinking him to be the member-other members of

the tanda called him ‘member’. It was Gopal who told me that the wife of the ‘member’

is the elected representative. The ‘member’ who was the past representative is currently

a proxy for his wife.

There are two sources of water in the tanda, one of which is from the main tank located
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at a higher altitude on the south-eastern part of the tanda. The other is a Reverse Osmo-

sis (RO) water unit located on the main street between second and third streets. The RO

water unit is also called ‘Shuddha Neeru” (meaning pure water), which is an initiative

of the K H Patil foundation for providing drinking water in Gadag district. These units

are installed in villages and tandas and implemented and maintained at the local level.

Both are maintained by a trained operator residing in the tanda. Water from the main

tank is supplied through pipes that are placed parallel to the concrete roads near the open

drains. Taps are installed perpendicular to these pipes and each covers 2-3 households.

Washing of clothes and vessels takes place around the tap and when water is supplied.

Most of them collect water from here and store them in cement drums, barrels and pots.

Few households have drawn water connection directly to their dwelling. The RO water,

operated twice a day, is used for drinking and is charged per pot of water drawn. The

first point of contact of the tanda with the health system is through the ASHA who has

been working since 2016. Before her appointment, the ASHA from the neighbouring

tanda used to visit for maternal and child health requirements.

5.8.2 Organisation of Chara tanda

Chara tanda is located in Mundargi taluka, bordering Shirahatti and Gadag talukas.

Chara tanda, unlike Vanapura, takes its name from the nearby village. The government

changed the name after converting the tanda to a revenue village, but it is still referred

by its old name. This tanda is located at a distance of about 5 kilometres from the village

from which it draws its name. Until 2016 it was under the panchayat of Chara village,

and later it was shifted to another panchayat located at a village at a distance of about

10 kilometres from the tanda. Chara tanda can be reached through three access roads

from Gadag town. It is connected to Vanapura by a road that is poorly maintained and

ridden with potholes. The road connecting to Chara village is well maintained and it

further connects to the highway from the villages. Buses ply in these two routes. There

is a road in the northern part that passes through the structural hills with a beautiful view

of dry and barren land in summer and lush green during rains. Structural hills, a type

of landform, is characterised by poor groundwater prospects as the water runs off the

surface. There is no public transportation on this route, and it is used only by private
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vehicles. This road leads to a bigger tanda called Rayan tanda and further connects to

the highway. I preferred taking this route as it was the shortest distance from Gadag

and I enjoyed the warm breeze, free of pollution. The roads from Chara village and

the northern part of tanda connect to the highway between Gadag and Mundargi taluka.

The road in the south leads to a restricted forest area known for having many plants with

medicinal value (see Figure 5.2). The dwellings, like Vanapura, are located at an altitude

from the main road leading to the tanda and within it, residential segments located at

various planes are different. The overall dwelling pattern in this tanda can be divided

into three segments. The segment on the right to the North Road is where the settlement

first came up and slowly expanded. The houses in this area are not well organised and

haphazard in certain parts. The segment on the left is located at a higher plane and has

two parallel roads with houses on either side. The third segment located on the North-

Eastern part of the tanda is locally called the ’Plot area’ with houses arranged in the form

of a layout and relatively new dwelling area. Unlike Vanapura, there are few families

of other caste people who reside in the tanda and live among the Banjaras. These other

caste people residing here belong to the Other Backward Caste (OBC), Scheduled Caste

(SC), Scheduled Tribe (ST) and General category. The OBC family in the past owned

land near the tanda and settled there for their livelihood. Families belonging to the SC

category are involved in tailoring, tyre repair and barber services to the tanda. The

household belonging to OBC and involved in tailoring and tyre repair shops stay in the

second segment of the tanda. The households belonging to the ST and General category

stayed in the forest close to the tanda and were allotted plots to construct houses by the

government. These households, along with the household of the barber are in the ‘plot

area’. There are other houses belonging to the Banjaras in the ‘plot area’ but these were

locked.

During the house listing, I met the anganwadi teacher for the tanda, who is from Chara

tanda but married into another tanda nearby. I got to know from her that there are

around 400 families with ration cards. I was surprised as, according to my listing, there

were only 271 families. I understood this later as I met Raghu, an educated youth who

told me his life story. The reason for this is that post-marriage of a young male in
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Figure 5.2: Map of the layout of Chara tanda
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the household, he along with his wife and children apply for separate ration card and

this is common among Banjaras to gain benefits. Raghu, currently aged 32 years, was

supported by his brothers till marriage and post marriage; they divided the family land

and gave him his share in order to be able to provide for his family. As a result, the

brothers are no longer liable to support him financially except in times of emergency.

The primary school with upper primary is located at the southernmost part of the tanda

and has an attached playground. There are two anganwadis, one near the main road

next to ‘Shuddha Neeru’ filter and the other on the way to the ’plot area’. There are

four members representing Chara tanda at the panchayat and one of them is the vice

president of the panchayat. Unlike Vanapura, politics here is restricted to elections

and post elections, the divisions are papered over and they worked together. There

are multiple petty shops, some of which also serve tea and snacks and are located on

the main road that separates the old and new dwellings of the tanda. Different petty

shops cater to various needs of the tanda. The tea shop near the school and five on

the main road serve snacks and tea and one can find people reading newspaper and

discussing politics. These were areas like in Vanapura for me to strike conversations

and know more about the life of the people there. They also sell tobacco and beedis,

which is commonly used by the people. Petty shop in the street perpendicular to the

main road serves egg rice and also stacks alcohol and snacks. Apart from these, there

is a barbershop and a shop for repairing tyres located adjacent to each other on the

main road. Petty shop at the beginning of the main road also sells common drugs for

ailments. I noticed a young girl asking the shopkeeper for medicine for her mother, who

was having a severe headache; she mentioned the symptoms and bought medicines for

it. There are three temples in the tanda; Sevalal temple, family temple and temple for

the Lingayat saint Basavanna. Sevalal temple is the largest and is located in the middle

of the old dwelling and behind it is the family deity of a subgroup of Banjaras. The

Lingayat temple was established by the mutt located in Gadag town and was involved in

activities with the aim of reforming the lives of Banjaras in Chara tanda and is located

at the end of the side street. The Karnataka Thanda Development Corporation (KTDC)

has also constructed a community hall at the northernmost part of the tanda and this is
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hardly used. Water supply to the tanda is through a central tank installed at the north

western part of the settlement. Water from this is supplied through pipes that are laid on

the sides of the roads. In addition to this, there is also a pond near the school from where

water used to be drawn for drinking and other purposes. Currently, it is being used only

for cattle. The Shuddha neeru water filter unit supplies drinking water at subsidised cost

to the entire tanda. This is maintained by a young person in the tanda and paid by the

NGO who installed it. Only the main road and the road perpendicular to it are asphalted,

streets in the new part of the settlement are paved with concrete and streets in the older

part are a mix of concrete and unpaved roads. Streets and the road leading to the ‘plot

area’ are unpaved. Collection, storage of water and washing activities are similar to

that noticed in Vanapura. There is a significant difference in the concrete roads when

compared to Vanapura. The roads have a depression in the middle along its length for

water to drain. There are no drains on the sides of the road like Vanapura because of

the elevation and the limited space between the houses. Therefore, the roads here dip

towards the centre to enable the water from the various taps to drain down the slope

easily.

5.9 Goarmati-Social Organisation of tanda

5.9.1 Leadership

Every tanda has a leadership structure consisting of Naika, Kharbari and Davu to over-

see the functioning of the tanda and to exercise social control. This system has its roots

since the nomadic days when each camp was on the move and led by a leader called

the Naika. This leadership, along with panchayat representatives and elders, preside

over the various activities related to the well-being of the tanda. The job of Naika is

to preside over important functions in the tanda and head the council in settling dis-

putes among members of the tanda. Kharbari assists the Naika in all matters and his

responsibility is akin to the secretary and maintains financial accounts relating to events

or temple matters. The Davu’s responsibility is to announce the meeting of the tanda

council by beating the drum in the tanda. This leadership structure is unique to Banjaras

and their main role is settling matters related to crimes, land dispute and any other mat-

ter that needs their intervention. The case is heard and a fine is levied, which goes into
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the temple fund. If any party is unhappy with the resolution, then the case can be put

forth to a higher council of 16 Naikas of different tandas to deliberate upon the issue.

If it does not get resolved even at the higher council, they are free to approach the po-

lice. Naikas in both the tandas mentioned that if there are any dispute in the tanda and

the members directly approached the police without informing the Naika they would be

sent back to the council. Currently, the fines range from 100-200 rupees. Over time this

system is weakened and now people directly approach the police without approaching

the council and the policemen make it a point to enquire with the Naika on the dispute.

These three posts are hereditary in nature and their sons take up the role post their death.

The influence of the leadership has waned over time post the establishment of the pan-

chayat system with elected representatives from the tanda. These representatives wield

more power in terms of getting government paperwork done or getting the benefit of

schemes to the residents.

5.9.2 Kinship

Banjaras are a closely-knit community with members related to each other in some way

or the other. It is difficult to find a household in the tanda that does not have even a

single relative in the tanda. Vanapura started with 2-3 families and currently, there are

94 households, all of them related to each other. Those families who have migrated

from the tanda to other districts or states make it a point to return for important festivals

and celebrations. There is a sense of security in the tanda with members being aware

of those entering and exiting. Most of those who have migrated for jobs leave their

elderly behind with the assurance that they would be taken care off by the neighbours

and relatives in the tanda. Most of them who have migrated still retain their house, their

social security numbers and their voting rights in the tanda. Festivals of Holi, Dusshera

and Ganesh Chaturthi reveal the vibrant nature of tanda with households celebrating and

feasting together. There are different subgroups among the Banjaras, which they call

as Pangada. Common among them are Chavan, Rathod, Lamani, Vadtya and Bhanot.

Hierarchy among these groups have been described in earlier literature, but in both

these tandas, the importance was ascribed to forming relationships. These groups do

not marry within their Panagada but between Pangadas.
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5.9.3 Clothing

Banjara women are distinct from others in term of their clothing which is very colour-

ful. Many older women continue to wear their traditional dress while the young have

abandoned it to wear sarees or churidars. The traditional dressing consists of three main

pieces of clothing; the blouse, skirt and veil for covering the head. The colours are

usually red and blue and the veil is adorned with coins at the borders. The garments

have lots of embroidery work and metal pieces on them and the women love to adorn

themselves with ornaments which is another distinct feature of Banjara women. The

embroidery, along with the metal piece, takes a long time and to stitch one set of dress

takes around 5-6 months. The women also plait their hair and adorn it with silver or-

naments. The plaiting of hair and ornaments needs the assistance of another woman

and is time-consuming and is one of the reasons for the younger women to abandon the

traditional dressing. Thukaram and his wife migrated to Goa in the 80s and his wife

found it difficult to continue wearing the traditional dress as there was no one at home

to help her. So he encouraged her to give up the traditional dressing and change to saree

and she continues to wear saree till date even after returning to Gadag and settling in the

tanda. All have not abandoned the traditional dress of the Banjaras but wear them only

during holi festival and Sevalal Jayanthi or any other festive occasion. The older women

continue to wear the traditional dress on a daily basis. Tattoos on the chin, forearm and

leg are common among them. The traditional dressing and ornaments make the Ban-

jaras woman stand out in a crowd. The clothing of men is similar to those in the village.

They wear dhoti, pyjama and shirt with a white Gandhi cap, while the younger gener-

ation prefers pants and shirts. Therefore, while the women in their traditional Banjara

clothing are distinct in a crowd, the men are not.

5.9.4 Housing

Most of the houses are built next to each other with the walls sticking together. Four

types of houses are commonly seen in the tandas. Most observed houses are the tradi-

tional ones with a front porch called katti with a raised platform, space for cattle inside

the house and a raised platform at level or higher than katti with separate rooms for

cooking and sleeping around this platform. The katti is the space for storing agricultural
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produce, drying grains, and holding conversations among known people in the tanda. It

is also used as a place of rest for the elderly with restricted mobility in the tanda. This

was also a place for me to sit and talk to people in their houses and they usually put

a mat or a bedsheet for me to sit on. Noticing that I am from the city, I was offered

plastic chairs to sit on because they perceived that I would not be able to sit with my

legs crossed. Behind the katti is a large space at the level of the floor, which is usually

covered with stones is used for cattle which includes cows, bulls, buffaloes, goats and

sheep, with space for fodder. Drums and pots of water are also kept in this area. The

raised platform inside the house is a place for rest, recreation with a separate room for

cooking. The entire structure is supported by wooden pillars and the roof is covered with

tiles. Similar structures are seen among the traditional households and in some cases,

the absence of a katti outside could be due to constraints of space. Affluent households

have retained the overall structure, including the katti but have flattened the raised plat-

form inside the house to use it only for dwelling and have shifted the cattle to separate

sheds behind or adjoining the house. Walls are plastered, wooden pillars replaced with

concrete and the floor is laid with marble or granite.

The other common type of house is the pucca house with 1-2 rooms with or without

a katti. The roof is usually a sheet made of asbestos or aluminium or fibre and the

floor is plastered with cement, although some houses have granite or marble floorings.

These types of houses are constructed with grants from the government and also taking

personal loans. The elderly residing in these dwelling mentioned that their children

were migrating for short term work to pay off the loans taken for construction. There

are pucca houses which are relatively new with more than 3-4 rooms and these similar

to the concrete houses in cities. These houses have a compound wall with space for

parking of vehicles. Few houses are a combination of kutcha and pucca type with the

walls made of peeling concrete where ageing is evident, mud floor coated with cow

dung with a thatched roof. People living in these households are those who do not have

the means or the ability to procure loans to build houses. Few people live in temporary

thatched houses during the construction of their new homes.
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5.9.5 Sanitation
All the houses here have a toilet and even I have one built with the help of
the government, but we (family) don’t use it, we all go outside in the open

– Elderly person in Vanapura

This is a common response from most of them in both the tandas. The toilet location

is similar to those in the villages and rarely is a toilet constructed inside the house.

Households with toilets in Vanapura are almost universal and they are located outside

the house. The reasons for the universal presence of toilets is because that was a pre-

condition to install solar-powered street lights in the tanda. The usual location of the

toilet is either behind the house or in front and some cases portion of the katti have

been converted to a bathroom. Construction of most of the toilets have been done with

government aid and these are two separate structures with asbestos roof, located side

by side and separate doors. One is the toilet and the other the bathroom and, in some

places, the toilet was used as extra storage space. Toilet coverage in Chara tanda is

not universal and many still defecate in the open fields nearby. Rani, the mother of two

teenaged girls and boys in Chara tanda, understands the importance of sanitation and

its importance for women and the family as a whole. Pointing towards the toilet she had

constructed inside her house, she rued her decision due to lack of regular water supply.

She had to construct the toilet inside due to lack of space. Irregular supply of water and

lack of piped water in the house makes it difficult to maintain the toilet and flush after

use. Although Rani continues to use the toilet in spite of the difficulties, not many show

a similar keenness to use it. They prefer to defecate in the open as the water requirement

is one ‘cherige’3 for washing and cleaning hands. There are few households that are not

able to construct toilets because of the rocky nature of the land where the house is built

on. Ramappa showed me at the space in front of his house, partially dug and abandoned

as it was rocky ground. Funds were sanctioned, but he was unable to find an alternate

place due to space constraints.

Barrels, drums, pots and buckets for water storage is kept in the front of the house as

the water pipelines and taps are located on the roads. Huge blue barrels are a common

sight in the tanda, used for purposes of storing water. Water for drinking purposes is
3Copper or brass or steel pot for carrying water. Plastic variants also exist and in south Karnataka

called as Lotha

89



 

stored in steel drums or plastic dispensers inside the kitchen. Washing of clothes and

bathing of young children takes place in front of the house when water is supplied.

Affluent households in the tanda have overhead tanks and a piped connection into their

household.

5.9.6 Migration

One of the common characteristics of the Banjara community is the large-scale mi-

gration from the tandas. Unequal land distribution, uncertain returns from agriculture,

unpredictable rains, dry and difficult terrain and absence of other means of livelihood

cause many families to migrate in search of livelihood. Migration from Vanapura to

Goa in search of livelihood started around 50 to 60 years ago. Tukaram, currently aged

68, recalls the time when he was in the third standard and was unable to continue studies

due to poverty during those times. His mother sent him to his uncle to work as a ‘jitha’4

for ten years and after that, he worked in the agricultural fields. Since the return and

yield was not much, he went to Goa through his relative there, who was his uncle’s son,

working as a contractor for buildings. He worked under him on construction sites as

a labourer and later started his own business of selling Banjara dresses to foreigners.

He travelled to tandas in Karnataka, Maharashtra, Tamilnadu and Andhra Pradesh and

purchased the dresses from Banajras and sold them in Goa. He stayed in Goa for almost

45 years and returned to Vanapura after the death of his mother and now he takes care of

the agricultural fields and the house. His children continue to run the business of selling

clothes in Goa. Most of the migrants from Vanapura to Goa run business and very few

who work as construction and daily wage labourers. Migration in Chara tanda started

much later when compared to Vanapura and people have started to go to other places

for livelihood. There is only one family that runs business in Goa and the rest are daily

wage labourers at the place of migration. Unlike Vanapura, people in Chara tanda go

to Goa, Kasaragod, Mangalore, Dharwad and Davangere.

Different patterns of migration are seen i.e. seasonal, short and long-term/duration.

Common among these are seasonal migration followed by short term migration. There

are very few long-term migrants among the first generation of migrants as the Banjaras
4Bonded labourer

90



 

retain their connection and identity with the tanda. Many second-generation migrants in

Vanapura have settled in Goa, carrying on the business started by their parents who have

returned to Vanapura. Two families from Chara tanda have settled in Switzerland but

still retain their house in the tanda. Seasonal migration is both intrastate as well as inter-

state. Reasons for intrastate migration is for sugarcane harvesting in Mangaluru and

Dindal plant, which are usually found in Davangere and Harihar. Interstate migration is

common to Goa and work there in hotels, beaches during the tourist season and return at

the onset of monsoon. Those who migrated in the short term go to Goa, where they are

involved in construction work, selling fish, drivers and other daily wage work. Those

who go to Kasaragod are primarily involved in construction work. They usually stay for

6-9 months and then return to the tanda for three months during the raining season. In

this period, if the rains are good, then farming is taken up in the land owned by them

and they return post-harvest. There are many reasons for migrating and primary among

them is crop failure and the need to pay off the loans taken for agriculture, construction

of house and conducting weddings. Once the loans are paid back, the migrants return

to the tanda and continue to cultivate or work as daily wage agricultural labourers and

again migrate short term when they are caught in the web of loans. Migration is also

common among those who have a college degree and are unable to secure employment

in the government or private enterprises in Gadag district. Raghu, whom I mentioned

earlier, is the only degree holder in his family, having studied Bachelor of Arts in Gadag.

He wanted to get into the army but was rejected because he had a flat foot. He is

well versed in computers and tried securing employment in and around Gadag in both

government as well as the private sector but was unsuccessful. He owns land with no

means of irrigation, and he tried to secure funds for starting a data entry centre from

the government, which was stuck in red tape. He was firm on not going to Goa for

work leaving behind his mother, wife and children. Two months later, he applied for

jobs outside Gadag but within Karnataka and was unsuccessful. Finally, he went to Goa

to search for a job as his relative was working there so that he could pay off his loans

taken for agriculture. There are young people like Raghu who are educated and want

to stay back within Gadag so that they could be close to home. Some are able to get

employment in the police force, clerical jobs or as teachers and others migrate to Goa
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for short term employment. There are also families in Chara tanda who have sent their

children to Dharwad or Hubli to prepare for competitive exam for government services.

Vanapura emphasizes the education of children in the tanda and has sent many of them

to study outside Gadag for higher education.

5.10 Foundation and the mutt- Infrastructure and services

5.10.1 Transport infrastructure

Both the tandas are connected to Gadag city by road. The main mode of transport is

buses, share autos and private vehicles. Vanapura is closer to Gadag city than Chara

tanda but has a smaller number of buses. In a day there are three buses to Gadag city

at 9.30 am, 2.30 pm and 6.30 pm. The evening bus is an interstate express service that

travels to tandas in Gadag taluka for people to travel to Goa. Share autos do not enter the

habitation area of Vanapura but ply on the main road. Public transport is not a problem

in Chara tanda as it lies in the route between two talukas. There are 7-8 bus services in

a day and no share autos here due to better public transport.

5.10.2 Health Infrastructure in the tandas

People in both the tandas have to go to the nearby tanda or village to access public

and private health care. The first point of contact for Vanapura with the public health

system is the Sub-centre located at a distance of 4 km in the nearby tanda. There

is no functioning Sub-centre as the building for it is ready but yet to be inaugurated.

The Auxiliary Nurse Mid-wife (ANM) visits the tanda for health-related activities and

coordinates with the ASHA worker. Similar is the case with Chara tanda with the Sub-

centre building located in Chara village where there is a physical building, but that is

non-functional. Primary Health Centres (PHCs) catering to both the areas are located

in the villages along the state highways. The location of PHC is closer to Vanapura

(8km) than Chara tanda (12km), but in terms of access Chara tanda is better as it has

good connectivity through public transport to PHC. The major providers of health care

services in both these areas are the private providers who comprise of providers trained

in the alternate system of medicine, ayurvedic bishaks and unqualified providers called

RMPs. The clinics run by them are located in the villages nearby. There are two RMPs

92



 

and two providers with BAMS in the village near Vanapura and three RMPs and an

ayurvedic bishak near Chara tanda. RMPs in both these villages visit the tanda for

providing treatment for ailments on a regular basis and in times of emergency when

called.

5.10.3 NGO’s in the tanda

Two organisations with different objectives were involved with the tanda. In Vanapura,

a corporate organisation was involved in the overall development of the tanda. Their

presence in the tanda is visible by means of a stone containing an engraving of the organ-

isation and the year of the project installed at the entrance of the tanda. This organisation

was actively involved in providing seeds, fertilisers, agricultural equipment, imparting

knowledge on best agriculture practices, clearing land, recharging borewells and educat-

ing farmers for those who owned agricultural land. They provided cows, buffaloes, goats

and sheep for the landless. The organisation also arranged for weekly health camps for

the tanda through an ayurvedic doctor from Gadag city. Their work was mainly related

to the overall development of the tanda. This was different in Chara tanda, where a

Lingayat mutt had adopted the tanda and had built a small shrine there. They were

mainly involved in conducting social gathers and imparting knowledge through talks.

The talks centred on common beliefs, the importance of education, superstitious beliefs

and issues related to moral nature. Both tandas were given the tag of ‘adopted’ village

but for different purposes. The involvement of these organisations led to discontentment

among the people in the tanda and a permanent schism in the case of Vanapura. The

marginal farmers and landless in Vanapura felt that the work of the organisation ben-

efitted the medium and large landholders. Conflicts arose when the foundation started

building a new water tank in the tanda and one among the marginal farmer took some

bricks and sand meant for building the tank to complete the construction of his house.

This led to a huge physical fight and that led to serious injuries and hospitalisations.

This conflict created a division in the tanda and permeated to other spheres of social

and community life. The two tea shops in Vanapura are a reflection of the conflict.

The organisation wound up their activities post the conflict, but the consequence was a

permanent divide among the people. People had a good opinion about the reformation
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works of the mutt and unlike the corporate organisation, and the mutt was not involved

in development works. People were proud of the fact that the mutt head had called them

his adopted village. However, a few felt that the mutt was not true to the adopted tag

conferred on their tanda. Rani’s understanding of the adopted village tag is that there

has to be some tangible benefits for the inhabitants. Her teenage daughter was studying

in one of the educational institutions run by the mutt and she was unable to pay the full

fees upfront. She wanted to know if she would get a special concession for the fess by

virtue of being a resident of an adopted village. The management refused to offer any

concession and she had to pay the full fees. She believed the mutt head should have

sponsored the education of a few children or provided jobs to some and that would have

been beneficial rather than teaching moral principles. Both these incidents indicate that

the organisations working among people need to be upfront on their objectives and take

into considerations the needs of the people.
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CHAPTER 6

Health systems for Tandas

The objective of this chapter is to describe the health care systems available to the Ban-

jaras in both the tandas. The health care system here refers to the public and the private

systems providing curative services in the villages and tandas. Public providers included

the ASHA, the Sub-centre and the PHC. Private providers are those with a degree in al-

ternate medicine and unqualified providers called Rural Medical Practitioners (RMP),

who are conventionally not considered as part of the system. I will describe the physical

structures, the location, key players and the day to day functioning of each component

of the system. In the private system, I was an outsider observing the happenings and

interviewing providers. I could never be an insider because the providers always viewed

me with suspicion as a person being part of the government system. In the Public health

system, I was both an outsider as well as an insider. Outsider, because I was a student

from an institution in Kerala, conducting research with permission from a higher offi-

cial. Gradually, during the course of the fieldwork, I became an insider and the people

in the system started viewing me as one among them. They were able to be a bit free

and transparent in their conversations.

6.1 Public Health System functioning in the tandas

The key player in the public health care system functioning in the tandas is the ASHA

worker. The public system comprises the Sub-centre, Primary Health Centre (PHC) and

the District Hospital (DH).

6.1.1 Accredited Social Health Activist (ASHA)

Accredited Social Health Activist (ASHA) is the first point of contact of the tanda with

the health system. In both Vanapura and Chara tanda, the ASHA worker is from the

same community. The ASHA in Vanapura was appointed in 2016, whereas Chara tanda

has one since 2010. People in Vanapura had written a letter to the health authorities



 

in 2013 to appoint an ASHA worker and it was fulfilled in 2015. People in the tanda

largely view them as those who are concerned with the health of pregnant women and

children. This perception is shaped largely because of their involvement in maternal

and child health and to the extent of not administering injections or ‘botli’1. I will

discuss the injections and ‘botli’ later as it is an important determinant of care-seeking.

ASHAs in both the tandas work on a wide range of public health issues like maternal

and child health, infectious disease related to Tuberculosis and Malaria, hygiene and

sanitation and more recently, non-communicable diseases. The workload for the ASHAs

have been increasing with new programs added regularly. The fieldwork was happening

at the time when the state was gearing up for assembly elections and the Panchayat

Development Officer (PDO) had asked all the ASHAs to help in increasing awareness on

voting. Enraged by this, the ASHAs in Rampur PHC complained to the Taluka Health

Officer (THO), who shouted at the PDO for involving ASHAs without any formal letter

from the government. In addition to all the formal and informal workload, the ASHAs

are paid 3500 rupees per month and they earn 5000 rupees on an average after including

incentives. The work done by the ASHAs regarding maternal, child health and other

health programs are similar across the tandas. Being from the same community, they

don’t face problems in their work, but in Vanapura, the local politics interfered with the

functioning of the ASHA. Being the wife of the person who opposed the leadership,

many in the tanda were not receptive of her. In the beginning, she was faced with taunts

of the people in the community who questioned the need for her to be doing this kind of

work. Gradually the people warmed up to her and respond to her for health programs.

When I spoke to people and the leadership in the tanda, they always mentioned the

ASHA workers as ayahs. This is the name given to anganwadi helpers and the skill and

functioning of ASHAs are viewed to be similar to them.

6.1.2 Sub Centre

The Sub-centre for Vanapura is located in Guddadpur tanda, which is at a distance of

about 4 kilometres. I went looking for the sub-centre in the tanda and people directed

me to the Sevalal temple. Construction for a community hall was going on opposite to
1botli is the word for saline drips
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the temple and I looked for the Sub-centre and I couldn’t find it. I asked an old lady

who stays nearby, who pointed to a small room adjoining the building under construc-

tion. The room looked smaller than the houses nearby and was shut because of the

construction work that was happening. I called the number of the health worker which

I got from the ASHA and she asked me to meet her at the Anganwadi. I went to the

anganwadi, which was located at the premises of the high school in the tanda. I entered

the anganwadi and waited as the health worker who appeared to be in her late 40s was

conversing in Gor-boli2 with the ASHA worker who was in her uniform. She was ad-

ministering deworming tablets to children with the help of the ASHA and instructing

her on the same as it was a National Deworming Day. She even made me administer a

tablet to a child and clicked a picture telling me that she has to upload it by WhatsApp

as evidence of her activity. I got to know from her that the government has constructed

a new Sub-centre at a distance from the tanda, behind the school using funds from Kar-

nataka Health System Development and Reform Project (KHSDRP) and the building

was ready in 2018 but not functional. I visited this Sub-centre a year later and it was

still locked, waiting to be inaugurated. There are two Sub-centres in this area labelled

A and B at a distance of 200 meters. Sub-centre A caters to Guddadpur village and

Hallapur tanda nearby. Sub-centre B caters to the tandas in the area, namely Guddad-

pur tanda, Vanapura and Bettadpura. Sub-centre A has its own building, but the female

health worker does not reside there. The female health worker at Sub-centre B belongs

to the Banjara community. Both the female workers stay in Gadag town and commute

to work daily.

Sub-centre for Chara tanda is located in the village, next to the panchayat office. When

I went there, I found that it was an old building with cracks on the wall. The door and

window were shut with grass growing on the window sill and it didn’t look like it was in

use. I spoke to the panchayat development officer, who told me that nobody stays there,

and the health worker travels from the PHC to carry out her work. In both the tandas,

the Sub-centre exits on paper with staff but is non-functional. Work related to screening

for non-communicable diseases takes place in common spaces either in the anganwadi
2Language spoken by the Banjaras
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or the temple premises. In Sub-centre A these activities take place in the centre itself.

The Sub-centre catering to Vanapura comes under the jurisdiction of Hallapur PHC and

Chara tanda under Rampur PHC. There are four Sub-centres under Hallapur PHC when

compared to two under Rampur PHC. There is no shortage of staff in Sub-centre in

Hallapur PHC but Sub-centres under Rampur PHC are understaffed and the number of

sub-centres are not adequate for the population size. There are two Sub-centres, out of

which one is very near to PHC and is used as quarters by class IV staff and the other

Sub-centre, which is non-functional, is in Chara village.

6.1.3 Primary Health Centre (PHC)

Location and organisation of Hallapur PHC

Hallapur PHC is located along the state highway and is at a very short distance (rela-

tively) to the district hospital. The district hospital is located on the outskirts of Gadag;

it is a fairly new building and also houses the only allopathic medical college in Gadag.

As I crossed the district hospital and drove a few meters along the highway, I reached an

intersection from where I took a left turn. I continued to drive for about two kilometres

and from a distance, I noticed a building that had the typical features of a government

health centre. It is a pale-yellow coloured building that has not been painted for a long

time and borders in red, with a boundary wall around the building. Previously this PHC

was located in the centre of Hallapur village next to the panchayat building and had

shifted to the present location in 2008. The old PHC building currently functions as a

Sub-centre.

The PHC is located on the base of the hill, which is elevated from the highway. There

is a small katti near a huge tree at the entrance to the concrete road leading to the PHC.

Buses stop at this point for those visiting the PHC and from here, they walk uphill for

about 100 meters to reach the PHC. The path, which is laid with concrete, is narrow

enough for autorickshaws and cars to drive through. The PHC is surrounded by high

walls in front and on the eastern side with no gate guarding it. The other entrance to the

PHC is through an uneven road on the western side which leads to the village nearby. In

the morning, when I go around, 8.00 am there is hardly anybody in the PHC, as indicated
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by the absence of vehicles outside. The class IV worker is sweeping the area in front and

the night shift nurse is waiting for her reliever. A car being parked outside indicates the

presence of a Medical Officer (MO). Bikes are parked in the area to the left of the main

entrance, where there is a shed commonly used by staff. To enter the PHC building,

one has to take a right at the main entrance, which is a continuation of the concrete road

which ends at the ramp and stairs. This extension is used by the medical officer to park

his car under the shade of the tree. Those visiting the PHC by two-wheelers also park

their vehicles in this space but in a haphazard manner (see Figure 6.1).

Figure 6.1: Floor map of Hallapur PHC (not to scale), Gadag

PHC is a one-storied building with a ramp and stairs leading to the main door, which

opens into a lobby. On the right side of the lobby is a small counter which doubles up

as a registration counter and pharmacy. All those visiting the PHC walk to this area

and register themselves before proceeding for consultation. When I first went to the

PHC, the pharmacist mistook me for an official from the District Health Office and was

in the process of adjusting her white coat. The main road and the path leading to the

PHC is visible from this counter and she had probably seen my entry from a distance.
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During my subsequent visits, she didn’t wear one and only wore it when an official

was visiting. The left of the lobby is the consultation room, but the entrance is from

the corridor in front of it. Directly opposite the main door is a meeting hall which

is used for the meeting of the ASHAs and gathering of pregnant women along with

ASHA workers for antenatal care. This room is also used for training PHC staff. Upon

entering the lobby, I faced a large corridor to my right and left. The corridor on the

right had rooms of different sizes on either side with toilets for men and women at the

end. The corridor on the left leads to the consultation room, in-patient ward, delivery

room and documentation cum office room. Behind the pharmacy and the registration

room is the nurse’s room with two beds, used by the nurse on night duty. Since this

PHC is a 24-hour PHC, there is always a nurse and class IV staff on duty assisting in

normal deliveries. The room next to this is used as a dressing room for cleaning up

wounds and bandaging. The laboratory is located at the end of the corridor just before

the toilet. On the opposite side is the storeroom, office room for the medical officer

and the cold chain room with inverter back up. I interviewed the medical officer in his

office room. The room is spacious with a table, chair and two large cupboards. In the

medical officer’s absence, this room is used by the clerical staff for documentation work.

Drug supplies, bedsheets and cleaning accessories are kept locked in the storeroom and

the keys are with the pharmacist. The corridor on the left side of the lobby is where

much of the activity takes place. Opposite the registration counter and pharmacy is the

consultation room with an entrance from the corridor. The consultation room is divided

into two parts, one being the consultation chamber for the medical officer and the other

an injection room with an attached toilet, next to it. These two rooms are separated by

a wall and the entry and exit to the injection room is through the consultant’s chamber.

The walls of the chamber are filled with information about health and statistics of the

PHC. A large table is located at the end towards the window overlooking the main road

with a comfortable chair. Next to it is a revolving stool for the patients to sit. An

examination plinth is kept at the entrance away from the door and rarely used by the

medical officer. The adjoining injection room has a small table with BP apparatus and

register and chair for the staff nurse to sit. Here too, there is an examination plinth with

curtains for privacy but largely used for administering injections. The in-patient ward
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and the delivery room are right next to the injection room. In between these two rooms

is a small room for sterilising equipment and sheets. The in-patient ward has six beds,

with two on the right for males and four beds for females. There is a movable partition

with a cloth curtain to indicate the separation between both the wards. Opposite the

consultant’s room, on the other side of the large corridor adjacent to the labour room are

two rooms, one for storing unused equipment, discarded furniture and mattresses. Next

to this is the office room which is a large hall with five cupboards containing numerous

documents relating to the PHC and a huge table in the middle. This office is used by

the Senior Health Assistant (SHA) and by the staff during lunchtime. Hallapur PHC has

four Sub-centres and caters to three villages and five tandas. The areas covered by the

PHC are Jalalpur village, Kallapur tanda, Hallapur village, Hallapur tanda, Guddadpur

village, Guddadpur tanda, Vanapura (tanda) and Bettadpura (tanda).

Transportation to Hallapur PHC

Hallapur PHC is located outside the main village and there is a small unpaved path suit-

able for walking, connecting it to the village. I have seen few people take this path,

although the majority access it through the concrete road in front of the PHC. Private

transportation seems to be the preferred mode of travelling to the PHC. I observed fam-

ilies travelling by bike to the PHC at times with four people. This indicated the lack of

transportation or a very economical means of travelling, saving on bus or auto charges.

I rarely noticed people travelling by car to the PHC except one family from Vanapura.

Relatives had bought an old woman with a past stroke who was bedridden in an omni

van for Blood Pressure medication. They did not want to take her to the District hos-

pital located in proximity as it would take almost an entire day for consultation. The

other common modes of transport are the tumtums which are shaped like an auto but

bigger and can accommodate more than five people at a time. These are the more com-

mon type of shared transportation like buses in Gadag district. They are also available

on hire and commonly used by the elderly or those who are weak and unable to walk.

They travel by tumtum, which waits till they receive treatment and return to their tanda

or village. The shared tumtums, like the buses, stop at the katti at the entrance, where

people get down and walk to the PHC. On request, they drop people in front of the PHC
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for some extra money. I travelled every day by two-wheeler and I didn’t understand the

difficulty in walking to the PHC until one day I observer an old man walking from the

road. Shanthaiah, in his late 60s, a frail looking person was walking towards the PHC

with the help of a walking stick that was made from a branch of a tree. From a distance,

I noticed that his knees were bow-shaped, a common feature of osteoarthritis in both

legs, which made his walking slower. He took almost half an hour to reach the PHC

to get an injection for pain in his knees. He stayed in Hallapur village and had to walk

from the main road because the unpaved roads were uneven, and he had no one to bring

him to the PHC. As he walked back, travelling downhill, I couldn’t help but think of

the effect the injection would have on his pain as this travel would end up aggravating

the pain. Even though the PHC is located at a distance of 8 kilometres from Vanapura,

public transport is not convenient.

Every month we have to take high-risk pregnant women to the PHC. While
going from here there is bus in the morning at 9, but for return we have to
wait till 3 pm (laughs). We take the morning bus and get down at Guddadpur
tanda crossing, from there we have to walk for 10 minutes, past the village
to the bus stop located on the highway. From there we take another bus or
tumtum to the PHC

– ASHA worker,Vanapura

Households that don’t own vehicles depend on public transportation to the PHC and

going to the PHC would lead to loss of wages for the entire day. Many elderly men

and women from Vanapura who travel to the PHC for their monthly follow-up for NCD

care or joint pain expressed similar difficulties in travelling to the PHC. This was not

the case for those households which owned a car or two-wheeler. Men either drove by

themselves or dependent on their children. Women were further disadvantaged as they

didn’t know how to drive and were always dependent. In some cases, they pay their

neighbour or close relative money for fuel to take them to the health facility. I have

observed many walking back to Vanapura after getting down at the bus stop near the

highway. There have been many instances when men and women have stopped me on

the road, requesting to drop them on the way. This was not new to me because in 2015,

when I travelled to the tandas for fieldwork I had entertained many such requests. At

that point of time, the fact that these areas had limited means of transportation didn’t

strike me. I saw it as an opportunity to help people as well as get to know about their
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tanda and aspects of their lives.

Location and organisation of Rampur PHC

Rampur PHC, like the previous one, is located on the outskirts of the village and not

visible from the highway. Driving along the highway towards Rampur, a green board

mentioning “Rampur” and a signboard with hospital bed icon caught my attention. A

major portion of the village was located to my right and few households to the left,

which indicated the direction of growth of the village. I asked an elderly gentleman

who was waiting in the bus stop for directions to the PHC. He paused for a while and

pointed towards a building on the highway; as I was about to drive there, he stopped

me and asked me if I wanted directions to the new or the old dawakane (hospital).

Before I could respond, he pointed towards the road leading from the highway to the

left portion of the village and told me that it is opposite to the panchayat office. I took

the turn and I could see a small building at a distance on the left located near the road.

As I approached closer, a larger building on the right which was covered by a series of

houses from the road, became visible and had a huge board: “Primary Health Centre-

Rampur” written in Kannada. Small letters below this mention the name of the family

who donated the land for building the PHC. Unlike the panchayat office on the left side

of the road, this building is located away from the road and there is no road leading to

the PHC, although the path is at the level of the road. Located on agricultural land, the

nearest house is about 200 meters away.

The layout of the PHC is similar to Hallapur PHC, but space is organised differently. No

boundary wall surrounds the PHC; entry and exit are through the main door facing the

road. The front porch of the building has four pillars with a roof and most of the two-

wheelers are parked in this space. Stairs and ramp are present at the entrance to the PHC

(see Figure 6.2). The main entrance opens into a large lobby which is primarily used

as a waiting area for people visiting. To the left is the meeting hall, which is spacious,

well-lit and ventilated and activities similar to Hallapur PHC take place here. Next to it

and directly facing the main entrance is the consultation room. In addition to the table,

chairs and examination plinth, there is also a TV with a recording device installed on the
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wall. This enables the medical officer to monitor the activities of the PHC, including the

main entrance, the waiting areas and the corridors. The main lobby leads to a corridor

in front and to the right. The corridor on the right has the Pharmacy cum registration

counter, storeroom and laboratory on one side and injection and dressing room and cold

chain room on the other side.

Toilets are located at both ends. The Corridor in front of the main entrance leads to

separate male and female wards, which are situated opposite to each other. There are

four beds in the female ward as opposed to two in the male ward and both the wards have

attached toilets. Two beds in the female ward and one bed in the male ward have built-in

stand for Intravenous (IV) fluid or saline drips. The corridor ends at the surgical wing

guarded by two doors fabricated with aluminium and covered with frosted glass that is

a characteristic of hospitals. Restroom for the doctor with attached toilet and operation

theatre for minor surgeries are on the left side of the surgical wing. Operation theatre

has not been used till date and is a storage room for lights, trolleys and beds. Directly

opposite to the fabricated door is a small office room with a computer for documentation.

This room is used as a lunchroom by the male staff. On the right side is the labour room

with all the required equipment but not in use and all the equipment are new and the

room has been unused. This is because the PHC does not conduct any deliveries. The

restroom in the complex is exclusively used by the medical officer and occasionally

by the female health worker. The PHC has two Sub-centres and caters to five villages

and four tandas. Villages and tandas covered by the PHC are Lingpur village, Lingpur

tanda, Sevalalnagar (tanda), Rayan tanda, Rayan village, Chara village, Chara tanda,

Kallapur village and Paraspur village. I found out that the old dawakane on the highway

was functioning as a PHC till they moved to the new building in 2013. Currently, it is

designated as a Sub-centre and the class IV worker resides with her family. Being in

proximity to the PHC, all the work of the Sub-centre is carried out there. Even though

there are two Sub-centres under the PHC, they are non-functional. The PHC building

was supposed to have been built in Rayan tanda which is nearby and one of the largest

Banjara settlements in the area. The medical officer who is working in the PHC for the

past two years mentioned that the reason for shifting the PHC was because people were
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Figure 6.2: Floor map of Rampur PHC (not to scale), Gadag
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not willing to donate land in the tanda. However, Raju, a resident of Rayan tanda, had

a different take on it.

Interviewer: How do you travel to the PHC?
Raju: I come by bus or tumtum. Do you know that this PHC was supposed
to be in our tanda?
Interviewer: Yes, I heard about it. . . . . . I think, because of land disputed it
was shifted to Rampur because a family from here came forward to donate
the land
Raju: What dispute?..(using his hand he hits his forehead with an exasper-
ated sigh).....That’s what they tell. If it would have been located in our tanda
it would have benefitted us so much. People played politics and prevented
it from being built there and our elected members didn’t push enough for it.
There is so much land around our tanda. You have been there. . . have you?
(I nodded). . . .. and still they tell we didn’t give land.

Transportation to Rampur PHC

Rampur PHC, being located on the outskirts of Rampur village, is accessible by bus and

tumtums as the village is located on the highway. Only one bus stops in front of the

PHC as it has to cross the PHC to go to Paraspur village. Otherwise, the nearest bus

stop is about five minutes from the PHC and I observed many of them walking from

the bus stop towards the PHC. The mode of transportation used by people is similar to

Hallapur PHC. Unlike Vanapura, there are many buses from Chara tanda which pass

through Chara village and stop at Rampur for people to travel to the PHC. Rayan tanda

is located close to the PHC compared to Chara tanda, but the bus services are poor.

Most of them rely on tumtums or lift on the bike to travel to PHC. It is common to find

many two-wheelers and tumtums parked outside the PHC when compared to Hallapur

and it indicated the increased reliance on private transport to access the PHC.

6.1.4 Human Resources in the PHC

Health care personnel formed the backbone for the effective functioning of the PHC.

Medical Officer (MO) oversees the PHC and is responsible for its smooth functioning.

Hallapur and Rampur PHC have similar human resources, but the difference is in the

number of staff in different cadres (see Table 6.1). This is because Hallapur is a 24-hour

PHC providing delivery and newborn care and Rampur PHC is not, even though it has

the necessary infrastructure.

The MO in Hallapur is administrative in charge of three other PHCs in addition to Hal-
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Table 6.1: Human resources in Hallapur and Rampur PHC, Gadag

Human Resource Hallapur PHC Rampur PHC

Medical Officer (MO) 1 1
Pharmacist 1 1
Staff Nurse 3 -
Health worker (F)/ANM - -
Health Assistant (M) 1 -
Health Assistant (F)/LHV 1 -
UDC 1 1
LDC 1 1
Laboratory Technician 1 1
Class IV 2 1

lapur, where he also takes care of the outpatient work. As a result of this, he is rarely

seen in the OPD and the patients are seen by the staff nurse in his absence. The MO in

Rampur works full time and has health problems3 that prevent him from administering

injections or saline drips. Hallapur PHC has more staff nurses and additional class IV

workers because of it being a 24/7 PHC. During my fieldwork, one of the staff nurse

was on maternity leave and two nurses were sharing the workload and there was no

replacement for the one on leave. One of them was due to go on maternity leave in a

month’s time and all three are contractual staff. The staff nurse in Rampur PHC took a

transfer to the district hospital one year back and the post has been lying vacant. The

MO requested the higher officials to fill up the vacant staff nurse post and received this

response in return: “illiidhave one odithavu, chelokelasamadisiri” (translated: The ex-

isting staff here is chasing mosquitoes and don’t have much work to do. Make sure you

get them to work properly). Class IV workers in Hallapur take turns for day and night

duty.

I met Beeresh, a young boy in his early 20s, cleaning the area around the PHC in Rampur

as I started my fieldwork. Over the course of the observation, I saw him doing the job of

cleaning the PHC, assisting in dressing the wound and bringing tea and snacks for the

MO during break time. He was present in the PHC the whole day but was not wearing

a white uniform like those in Hallapur PHC. Most of the time, he was being supervised
3The ailment has been masked to maintain confidentiality
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by Maramma, instructing on things to do in the PHC. Maramma is an older woman,

short and walks with her a slight limp. Every time she speaks, she winces, indirectly

trying to communicate that she is in pain. I assumed they are the class IV workers

in the PHC, but I got to know that Beeresh is Maramma’s son and he is a stand-in for

his mother. Maramma has been having knee joint pain and she requested the Taluka

Health Officer (THO) to allow her son to work in place of her. She stays in the Sub-

centre nearby and is hardly there in the PHC and comes in the morning to sign in the

attendance register and when Beeresh takes a break. Initially, I was surprised at this kind

of informal arrangement, but this seems to be happening regularly as Vasanna, the First

Division Assistant (FDA), was a proxy for his father when he was working in another

PHC and was hospitalised due to ill-health. There is another class IV staff who has been

deputed to another PHC. Upper Division Clerk (UDC) is in charge for two PHCs and

visits Rampur once or twice a month. I noticed two separate entries in the attendance

register mentioning Junior Health Assistant – Female and with the attendance marked by

a blank line. I asked Vasanna about this and he told me that two posts were sanctioned in

2017 for two new Sub-centres that were yet to be created. These posts were for one JHA

in Chara village and one in Rayan tanda. He has been making entries regularly since

the creation of the post and additional work in the form of getting approval from the

District Health Office and treasury is still pending. He cited being busy and burdened

with other work as the reason for not following it up with the higher authorities. I spoke

to the MO about this and he didn’t have much to say about this practice.

6.1.5 One designation, multiple hats

Shortage of personnel in both the PHCs cause the staff to take up multiple roles in the

day-to-day functioning. This seems to be a common practice in both the PHCs and more

so in Rampur.

Reached the PHC at 10.35 am and there were very few patients in the wait-
ing area. Walked directly to the injection room inside the OPD of the medi-
cal officer. A nurse wearing a lab coat was sitting there and seeing patients.
She asked details about the ailments and made a note of the diagnosis on
the register on the table and prescribed medicines. For a few patients she
asked them to proceed towards the plinth for injections.. . . . . . . . . The group
D staff is present in the injection room and his job there is to clean the room
and when patients are present, he loads the medicines into the syringe. He
mainly loads cpm and diclofenac. He told me that he also knows how to
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prick and connect ‘botli’
– Field notes-Hallapur PHC April 2018

The nurse in Hallapur PHC has the additional task of making the diagnosis, entering

it in the register, administering injections and saline drips to those who require it. In

between, she has to attend to women delivering in the PHC and also check on those

who have delivered and admitted in the in-patient ward. She has been working in the

PHC since 2006 when it was functioning from the old building in the village and the

responsibilities have remained the same. It is the job of the MO to make the diagnosis

and prescribe medications or injections and with him being absent, the burden falls on

the staff nurse on duty. Administering injections and saline drips is not restricted to

those who have been trained to do it. Due to shortage of staff other personnel take up

these roles. During the course of my observation in Hallapur, I didn’t see the class IV

staff administer injections or saline drips, but he was assisting in loading the injections

and checking on the patients admitted. He claimed that he knew how to administer

injections and saline bottle and I noticed him disconnecting the saline to a patient in the

ward. Staff also made use of the Diploma in Health Inspection (DHI) students who were

posted for observation. They were helping in entering patient details in the register and

also administering injections. They are not authorised to administer injections which

is never part of their curriculum but trained in the PHC to do the same. The situation

is very different in Rampur PHC because of the staff nurse post being vacant. The

pharmacist is in charge of managing the pharmacy, maintaining documentation related

to drugs and administering injections and saline drips. He even told me that he does

additional documentation work related to the treasury that is the job of Vasanna, the

FDA, as he is not skilled at doing many things. This is also because when the FDA

post was vacant and prior to Vasannas joining, the pharmacist was doing the role of the

FDA. If the pharmacist is on leave, the JHA is called from his fieldwork and asked to

administer injections and saline bottle. This additional work compromises on the work

in the villages and tandas. He informed me that he did not visit Chara tanda the previous

month because of the increased workload and shortage of staff. Dispensing of drugs is

done by the FDA in the absence of the pharmacist. The MO in Rampur is not able to

administer injections and saline because of the tremors from his health condition. The
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MO did not check on the in-patients in the ward even when the saline was going on and

everything was handled by the pharmacist and JHA. I noticed that a few patients who

came to the PHC directly walk up to the pharmacy and ask for medication or injection

or saline bottle and the pharmacist obliges. At times he administers treatment directly

without consulting the MO. The reason for this is that the pharmacist has been working

in the PHC for long and does most of the work. The Medical officer in Rampur is not

engaged in multitasking work like the other staff, but it is different in the case of the

MO in Hallapur. The MO there had additional administrative responsibilities of three

other PHCs, which takes away the time available in Hallapur.

6.1.6 Daily activities in the PHC

Broadly the functioning of the PHC can be divided into the pre-lunch and post-lunch

sessions. There is no shift system in Rampur PHC as the staff here come in the morning

by 10.00 am and leave by 4.00 pm. Shift system exists for the staff nurse in Hallapur

who work in three shifts of eight hours each and the class IV staff in two shifts of 12

hours. Without the staff nurse who has gone on maternity leave, the other two divide

the work time between them. Day to day activities in both the PHCs are almost similar,

but there are differences in the way it is being carried out.

Pre-lunch session

Both the PHCs start around 9.30 in the morning, although Rampur PHC starts a little

late because the MO arrives by only 10.30 so the rest of the staff come around the same

time. Sweeping and mopping of the entire PHC take place 15-20 minutes before the

opening time and there are a few patients already waiting. Those who come early want

to finish the consultation and go for work in the agricultural fields and some to avoid

crowding in the forenoon. Crowding of patients takes place when there is MO in the

PHC. I have always found Rampur PHC to be crowded because the MO is present in the

PHC on all the days and sees patients. He once described the crowd outside as ‘jathre’

indicating the crowd outside similar to crowding in village fairs or temple festivals. Hal-

lapur is only crowded when the MO is present and sees cases in the OPD otherwise and

it is rarely crowded. This is not to say that patients don’t visit the PHC but the flow of
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cases is smooth and there is no crowding and there is no visible crowding on other days.

Patients who visit Hallapur first walk up to the registration counter where their name is

entered and a small slip is given to them. The slip has the name and the village to which

they belong and then wait for their turn outside the MO’s room. There is nobody outside

to man the crowd or send the patients inside, but they wait near the door. The door to the

consultation room is always open and not closed. If the MO is not likely to come, then

the staff nurse on duty starts seeing the patients in the injection room, adjoining the con-

sultation room. During the course of the observation, the MO was present only on two

days. If the patients are prescribed injections, they move to the adjoining room where

the nurse administers them. Those prescribed medications go back to the pharmacy and

collect the medicine and are on their way. The MO spends more time with each patient

and hence there is crowd outside the door and this is not the case with the staff nurse. In

his absence, the patients go directly to the injection room and describe their problems

to the staff nurse who administers injections or prescribes medications. In between, she

goes to the in-patient ward or the delivery room to check on the women admitted there.

She is assisted in injections by the class IV worker who prepares the injection for her

to administer. During the course of the fieldwork, I noticed a few Diploma in Health

Inspection course (DHI) students who were posted there for observation. They had been

taught how to administer injections and were helping the nurse in administering them.

Patients who need the connection of saline drips are directed to the in-patient ward and

the nurse goes in between to connect it. Monitoring and disconnection, once it’s over,

are done by the class IV worker. Things are done differently in Rampur as the patients

who visit the PHC directly stand outside the MO’s room or sit in the chairs that are out-

side. When the PHC is crowded, Beeresh stands inside the consultation room and mans

the door and allows the patients one by one along with the person accompanying them.

The door is closed, ensuring privacy for the patients. The MO writes the prescription

on a small chit of paper which is the large prescription slips torn into small bits. I asked

the MO about this and he replied that due to lack of funds and supplies, they employ

this method. Patients take this slip and go to the pharmacy and registration counter,

where the pharmacist enters their name and village where they are from. He also makes

a note if they are first-time patients or repeat visit, which he determines by himself and
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does not cross verify. Post data entry, the medicines are dispersed and directed towards

injection or in-patient ward if they need saline drips. In the absence of the pharmacist,

Vasanna does the data entry and disbursing medicines. The pharmacist and the Junior

Health worker are the people administering injections and connecting saline drips in

the PHC. Laboratory in both places is less crowded and the activity there is related to

the monitoring of blood glucose, collection of blood slides and tests related to antenatal

care. The crowd reduces around 12.30 pm and the staff break for lunch.

Lunch and post-lunch session

There is no fixed time for lunch and it varies between 1 pm to 2 pm in both the PHCs.

This goes on for about half an hour to 45 minutes. The MOs have their lunch separately

and the rest of the staff together where they share each other’s meals. I had lunch with

the other staff, and it was an opportunity for me as a researcher to understand the internal

politics and issues related to the functioning of the PHC. The conversations were free-

flowing and natural. The pharmacist in Rampur had lunch in his room and did not join

the rest because he carried non-vegetarian food for lunch. There are hardly any patients

in both the PHCs post-lunch and usually, this is around 5-10 patients. Staff in Rampur

PHC start leaving by around 3-3.30 pm, starting with the MO leaving Beeresh behind to

close the PHC at the designated closing time. A similar pattern is seen in Hallapur, the

difference being the shift duty for nurses. Around five o clock, the PHC is shut and is

open only when there is emergency delivery. The MO in Rampur visits the villages and

tandas on Saturdays as there are a few cases and I accompanied them on one such visit.

We started from the PHC around 12 pm in the vehicle of the MO driven by his driver.

The Junior Health Assistant (JHA) also accompanied us, and the entire focus was on

the Revised National Tuberculosis Control Program (RNTCP) program. On the way,

the JHA called up the ASHA workers to enquire about the patients who are currently

on DOTS and asked them to be present. The first stop was in Chara village, where

we visited an old man who was currently on DOTS. He was given a small plastic tube

called falcons tube for sputum collection and the relatives were instructed to give it for

testing in the District hospital. As we got ready to leave, the JHA gave his mobile to the

doctor’s driver and asked him to click a picture of the PHC staff and the family. He later
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told me that he has to upload this to the WhatsApp group to inform about the activities

carried out. Before leaving Chara village, the MO instructed the ASHA to be vigilant

about larvae survey as there was an outbreak in a village that was 10 kilometres away.

This instruction was repeated to all the ASHAs that we met on the way. En route to

Chara tanda, the MO was told that there was only one case of active Tuberculosis in the

tanda, so he instructed to skip the tanda. We next went to Lingpur village and tanda

located near to the border of Gadag taluka. Here the village and tanda were located

together but separated by a road, the residential segregation being visible. Since the

ASHA who stays in the village was not available, the MO instructed the driver to turn

around to show me the place and then we left. Next, we went to Sevalalnagar, a tanda

located on the hills and since it was not covered by the JHA who was with us, the MO

decided to skip the area and proceeded towards Rayan tanda. Here also, he met the

ASHA and repeated the same instructions on the larva survey. Before returning to the

PHC, we stopped at Rayan village and the MO instructed ASHA to do a larvae survey

and take the help of the anganwadi teacher. She complained that the teacher would not

come but instead has asked her to assist her in election-related work. The MO listened

to her and asked her to do the larvae survey while assisting her with election-related

work. We came back to the PHC around 1.45 pm and only Beeresh was present there;

the rest had left. We had our lunch and left the PHC by 2.30 pm with clear instructions

given to Beeresh to shut the door at 4 pm. In this entire field visit, the village where

the PHC is located and the neighbouring village was not visited. This entire trip to me

appeared as wanting to show that the MO was visiting the tandas and villages that fall

under the PHC but not accomplishing much in the process.

6.1.7 Outpatients in the PHC

Rampur PHC on average has about 60-80 patients per day and Hallapur PHC around

70-90. Both these PHCs have increased workload on Mondays, with the count often

touching 100. Visitors to the PHC are very familiar with the functioning and navigation

within the PHC. Rarely did I encounter any person who enquired about how to seek

consultation with the doctor or where to go for other services. Those that did enquire

were those visiting their relatives in the villages or tandas covered by PHC or labourers
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who have come to work in the fields or other infrastructural work nearby. Other com-

mon enquiries in both the PHCs were related to the documentation for different govern-

ment programs related to maternity and Tuberculosis. On any given day, the number of

women visiting the PHCs outnumber the men even after discounting for those visiting

for antenatal care. Patients start waiting outside the Consultation room, waiting for the

Medical Officer or the nurse in the case of Hallapur. There is no token system but an

understanding among themselves on the order in which they should enter. The door of

the consultation room is shut for every patient in Rampur, ensuring privacy, whereas

that is not the case in Hallapur, where people wait at the door. I observed that both men

and women had no issues with the lack of privacy which was a common practice.

Patients visiting the PHC can be broadly categorised into those requiring care for minor

ailments, follow up care for ailments, wound dressing, immunisation, antenatal care and

delivery in the case of Hallapur PHC. Common minor ailments were fever, headache,

cold, cough, diarrhoea, body pain, joint and back pain, fatigue, skin diseases and bruises

from agricultural work. Most of these ailments are related to drinking water, sanitation

and occupation. People in the village and tanda are majorly involved in agriculture

and experience knee, back and other joint pain due to the heavy-duty nature of the

work. Follow up care for ailments include medications for chronic illness like diabetes,

hypertension and Tuberculosis, wound dressing and rabies injections. Shantaiah, an

elderly person in his late 60s, walked into the injection room where the nurse was seeing

patients and asked her to give him two injections on either side of the buttocks for knee

pain. He informed her that he has already collected the medicines from the pharmacy

for diabetes and BP. This is a common practice observed among those visiting PHC for

getting medication for chronic ailments. They get injections for musculoskeletal pain

or pain medication to aid in pain management. Prescriptions or books for managing

non-communicable diseases given in the district hospital are often showed at Hallapur

PHC to get the medicines. This is done to avoid the crowd and long waiting time in

the district hospital. For patients on regular follow up, the nurse here insist on past

prescriptions for monitoring, but that is not the case in Rampur PHC. As I mentioned

earlier, due to a shortage of OPD slips, the prescription is written on small chits of paper
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and patients are not required to bring it at every follow-up. They bring the empty tablet

strips and show it to the MO for prescription. There is no active monitoring for non-

communicable diseases. Wound dressing is done by the class IV staff in both the PHCs

and those who require it at regular intervals directly approach them and get it done.

Fixed days are designated for regular antenatal care check-up and high-risk category

and on those days the PHC is crowded with pregnant women along with the ASHAs

of the village and tandas. ASHAs have an internal arrangement with the laboratory

technician for bringing pregnant women on non-designated days if they are unable to

make it as the main monitoring involves blood and urine investigations.

6.1.8 “Doctor please examine this also”- Care seeking as a family

When I started observations in Rampur PHC, I noticed that rarely did anyone come alone

to the PHC for consultation except few men. The women were often accompanied by

other women who are either their daughter or mother-in-law. If they are accompanied

by a male, then it is their husband or children. Initially, I assumed they accompanied

them for purposes of transportation or negotiating services in the PHC, but it was also

to seek treatment for themselves.

1.13 am- Young man from Rayan tanda enters the opd with his child who
is 7 years old and stands near the table. The doc instructs the child to sit on
the stool. Few seconds later a woman enters the OPD and happens to be the
mother of the child. The child complained of throat pain, doc tells it is viral
infection and ask the father to give him lots of water to drink. The father
is also coughing. The father asks the doctor “injection barithiri sire?” (can
you prescribe injections sir). The doctor asks if there is pain and cough to
which he replied yes and then prescribed medicines and one injection.
11.15am- The man calls his wife and makes her sit on the stool next to the
doctor. She is suffering from fever for the past 5-6 days and also having
vomiting sensation. Doctor prescribes one injection and one tablet. Hus-
band asks him for “botli” (saline bottle), to which the doctor replied that
if it doesn’t reduce with the injection and tablets, then he would write a
prescription for IV fluid.
11.16 am- The young man now sits on the stool and complains of cough and
Cold. The doctor examines him with a stethoscope in the front and back.
He is 30 years old and the doctor advises him to get an x-ray done. He asks
him if anybody in the neighbourhood is suffering from TB. The patient
informed the doctor that he was in Goa for two months. Just then the lab
technician entered the room to sign in the register. The doctor instructed
the lab technician to perform a blood smear slide for this man and then
prescribed one injection and one tablet

– Field notes, Rampur PHC, April 2018
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In this case, the young person sought care because the child was sick and since he was

taking the child to the PHC, decided to bring the wife and get treatment for all their

ailments. He bought his wife along in the hope of getting a prescription for saline drips

and requests the doctor for the same. I will discuss this practice in detail in the next

section. This was a common practice in both the PHCs of seeking care as a family.

Having a bystander helps in negotiating or influencing the prescription practices of the

provider. Saline is not administered if there is no bystander and the need for one is

always insisted on by the nurse or the MO. The purpose is to monitor them as the

saline drip is going on and also in case if something goes wrong. Those who anticipate

that the provider will prescribe saline bottle or come with the intention of getting one

always bring an accompanying person. There are instances where the condition of an

individual does not warrant any medical treatment or intervention but there is a request

for medicine because they accompany the patient to the OPD.

112.10 pm- Middle-aged woman accompanied by her husband enters the
room. The nurse probably knew them because she smiled at them and en-
quired about their wellbeing. Woman complained of back pain for one week
and also has been suffering from stomach pain. Nurse instructs her to drink
lots of water, lemon juice and she would administer injection and asked her
to lie on the plinth. As she was about to get up the husband tells her that
he feels too much of heat inside the body and asks her if she can give him
injection. Nurse questions him if he needs medicines and he nods his head,
and she wrote the prescription. She proceeded to the plinth to administer
injection to the wife followed by the husband

– Field notes, Hallapur PHC, April 2018

This appeared to me as the husband wanting to get an injection on some pretext be-

cause he accompanied his wife to the PHC and even the condition of “body heat” didn’t

warrant one.

The practice of seeking care as a family can be viewed in different ways. Like the

husband above, there are people trying to get treatment on the pretext of a condition that

does not require one. For some, it is a way of getting something out of accompanying

their family members. Many older people suffer from chronic pain related to back

and knees and accompanying their children and grandchildren helps them to get pain

medication or injections that will help them temporary. In the absence of this, they have

to rely on unqualified providers called as Rural Medical Practitioners (RMP) or BAMS
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doctors in the villages or those visiting in the village or tandas. The Medical Officer in

Rampur had a different take on this. When I asked him, he replied “see sir, three people

from the same family showed together just because we don’t take fees”.

6.1.9 Injections and Saline bottle- The magic bullets of treatment

“Injection barithiri sir-re?” translated ‘sir, can you prescribe injections?’ This is a

common phrase that could be heard in the consultation room with the MO or the nurse.

The need for injections or saline bottle is demanded or influenced through different

means. Most of them directly ask for ‘botli’, which is the local word for saline bottle or

‘maili’ commonly used term by Banjaras for injections.

10.57 am - Mother with a 2-3 old child walks into the consultation room.
The child has fever, and the doctor examined the child with a stethoscope.
The mother is from Chara village. He wrote the prescription on a small chit
and told the mother that he has written one tonic and one tablet which has
to be taken in four parts. The mother asks the doctor to write “botli” for
fever, asks whether injection would be done to which the doctor asks about
the childing having a cold. He instructs her on how to take the syrup and
tablet and also prescribes Injection

– Field notes, Rampur PHC, April 2018

Here the mother directly asks for injections and saline and the MO only prescribes in-

jection and in most of the cases he prescribes injections before the patients could make

a request. The doctor informs the patient about the treatment after enquiring about

their health problems and if there is no mention of injection or saline, it is immediately

requested. At times these requests are inserted in the flow of the conversation while

listing the symptoms to MO. A middle-aged person from the village accompanied his

adolescent son to the PHC as he was suffering from fever. The MO asked him about

his symptoms and about his food intake, to which he replied that he has been suffering

from fever, body pain, cold and chills. He goes on to add that he hasn’t eaten anything

since morning since he thought he would visit the PHC first and get an injection for

the fever to subside. He was influencing the prescription practice of the doctor by men-

tioning injections in the conversation and not demanding it explicitly. The demand for

injections and saline is not restricted to adults but for children also by their parents. Re-

quests are often made in a sympathetic tone so that the doctor prescribes them. I noticed

a middle-aged lady from Chara tanda pleading with the doctor for saline drips. She
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visited the PHC to seek care for her child, who had throat pain and for herself, with

complaints of body pain and burning sensation in the hand and legs. She asks for saline

for her child, which the doctor refused and she requests in a low sympathetic tone ask-

ing again, “Ondhu botli hachidare cheloagthade (it would be really nice if you could

connect one saline drip)”. The doctor refused to prescribe as it was a young child and

didn’t need saline drips. For self, she was pleading for saline drips and appealed to-

wards the doctor’s good karma. “Punya barthade, bhaalathraasagidhe (Good karma

would be added to you; I’m having too much discomfort). Doctor (RMP) in my tanda

diagnosed my problem as body heat and told me to go to the PHC and get ‘botli’. My

condition will take lot of time to get cured but if you give saline ‘botli’, it will cure

faster”. She even tried to influence the doctor by mentioning the diagnosis of RMP in

the village. This appeared as a way of trying to use the RMPs name to get Injection

because RMPs themselves connect saline in the village or tanda and don’t refer to PHC.

Sweet talking is another way of getting the prescriptions. An elderly woman who was

suffering from headache and knee pain wanted a saline drip which she was unlikely to

get because of the nature of her ailment. She tells the doctors that “Namage parichaya

iddhavaru helidharuilli doctor cheloiddhare, saline hatchuthare (People have told us

that the doctor here is very good and if we go there, they will connect saline ‘botli’)”.

In another instance a young male praised the Public health system by mentioning that

“Helidharu, sarkariaaspathrialli saline hatchidharekadimeaagthade (I have been told

that if they connect saline bottle in the government hospital, I will get alright)” to get

saline drips. The statement made by this young person is something that I constantly

heard in Chara tanda, where people preferred RMP for minor ailments and government

hospital for conditions that require saline drip. Some patients request for injections or

saline drip by overemphasising a particular symptom or adding more symptoms to the

list.

10.51 am- Young mother from the tanda with two boys enter the room. The
younger one has fever for the past three days. Doctor places his hand on the
forehead and examines the temperature. Mother informed the doctor that
he is studying in the 4th standard and has not been eating well. Doc asks if
there I anything else apart from fever to which she replies that he also has
pain in the throat. He examines the throat and prescribes medicines. The
mother asks for ‘botli’, the doc says no ‘botli’ for the kid. She insists to
write two ‘botli’ saying the fever hasn’t reduced and he is not eating well.
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The doctor didn’t say a word further, rolled his eyebrows and prescribes one
‘botli’ and medicines

– Field notes, Rampur PHC, April 2018

The mother in this case emphasises on the fact that the fever hadn’t reduced, and the

child was not eating adequately. To her, only the saline drip will cure the child of the

ailment.

The doctor gives in to the demand of the patients most of the time, but he also turns

down requests if it is likely to cause danger or harm. The nurse in Hallapur PHC always

gave into the demands and rarely turned them down. The reason for this as discussed

earlier is because of the conflicts that arise out of turning down the request of people

from the community. The doctor in Rampur also faced trouble because of saline drips.

There was a patient who needed saline and it was no available. Agitated, about fifteen of

the patient’s relatives gathered and broke the gate of the PHC. Ever since this incident,

he has started giving into the demands of the patients unless it is likely to cause harm

medically.

There was an elderly person in Rampur PHC who had difficulty in walking and com-

plained of chills and fever. Sensing that he would ask for saline, the doctor told him

that he would not be able to prescribe it as he has chills, and it would worsen it. He

prescribed him medicines and injection for the same. Similarly, a lot of requests for

saline drips was turned down because the patients had symptoms like body pain or had

high BP. This was not the case with injections as be obliged when patients requested

and only turned it down for infants and children.

If the doctor turned down the request for injections or saline, the patients go to the phar-

macist and request him to administer the same. I observed many of them without a

prescription for injection but request the pharmacist to administer one and he obliges.

Previously, the elderly person whose request for saline drip was turned down was lying

in the in-patient ward and received two bottles of saline drips. He approached the phar-

macist and got it administered. This is not a one-off case and there were many like the

old man who went to the pharmacist to get extra saline drips. The Pharmacist wielded

clout and power in Rampur PHC to overrule the medical officer. This didn’t happen in
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Hallapur PHC because the nurse was the one who was diagnosing and administering

injections.

6.2 Private providers catering to the tandas

In this section, I will describe the private providers who cater to the medical require-

ments of people in the two tandas. The providers were mainly Rural Medical Practi-

tioners (RMP), Ayurvedic Bishaks and those with Bachelor of Ayurveda, Medicine and

Surgery (BAMS). It was difficult to observe the private providers because of the diffi-

culty in gaining access to them. As I mentioned earlier in Chapter 5, there are two RMPs

and two BAMS providers in Guddadpur village close to Vanapura and three RMPs and

one ayurvedic Bishak in Chara village. I was able to interview one BAMS provider and

both the RMPs in Guddadpur village. One of the RMPs was very helpful in answering

my questions as he understood the purpose of the research. The other RMP and BAMS

doctors were not truthful in their responses as their answers were very different from

what I observed in their clinics. Both informed me that they only prescribe ayurvedic

medicines, but I found vials of antibiotic injections and pharmacy with modern medicine

attached to BAMS providers’ clinics. I won’t blame them for this as their work is under

constant scrutiny by the government establishment who calls them quacks or unquali-

fied providers. The situation was better in Chara village because, as luck would have it,

the pharmacist who runs the medical store was an old patient of mine for physiotherapy.

He recognised me and helped me in setting up an appointment with RMPs to interview

them. Even though they were forthcoming for the interview, they were not comfortable

with my presence in the clinic for observations on a daily basis. They were afraid of

being penalised, considering the nature of their work. I took their consent to write about

what I observed in the limited time that I spent there. The amount of time spent in ob-

servation may have been less, but the patterns were more or less similar to what people

reported in the tandas. It was difficult to even get people from the community to speak

about care-seeking from RMPs or BAMS providers. Many hesitated to reveal anything

out of fear that I might harm them by stopping their practice. Some even questioned

me directly if I would complain about them. They relented after I assured them about

my identity and purpose of research. This showed the importance and support from the
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community for these providers who cater to the tandas in spite of knowing that they are

not legally qualified to practice.

6.2.1 “Local Docktor”- Private providers and RMPs

Private providers and informal providers or RMPs form the main source of health care

in a system where the public sector is largely absent. Although private providers in

different capacity are considered a part of the health system, the RMPs are often seen

as practising quackery. Revanna Sr, a frail and think looking old man around 87 years

of age is the first RMP in Chara village. He started treating ailments in the villages and

surrounding tandas using herbs that he procured from hills in Gadag, known for their

medicinal value. Over time he started conducting deliveries, administering injections

and was practising pluralistic practice, which also included driving away demons and

evil spirits. As a proof of his qualification, he showed me two certificates that were hung

around his wall. They were old and soiled and the only words that I could read were

“Homeopathic college, Sonepat” on one and “Council of Indian Medicine, Hyderabad”.

In addition to this, he also holds a document from the government certifying him as

RMP. He did not show it to me but informed me that it was given to those who have

been involved in the practice of treating patients for more than ten years. Revanna Sr

underwent a major surgery ten years ago and he stopped practising and his son has

taken over his role. In recent times graduates of Ayurveda and Homeopathy have set

up clinics in villages and their practice is similar to that of the RMPs. Private providers

with degrees in modern medicine are non-existent in villages and tandas. There are

many providers like Revanna Sr and his son who practice in rural villages of Gadag and

is the first point of curative care for people in the village and tandas.

6.2.2 ‘Never in the tanda’- Location and organisation of clinics

Clinics of BAMS and RMP providers are located in the villages. None of them are

located in the tandas, but few RMPs visit there to provide services. BAMS clinic in

Guddadpur village is located next to the Sub-centre on the main road, which is the outer

border of the village. A board with the print “Dr Rudralli, BAMS” is placed outside the

main door. The door opens into a narrow passage with benches for patients to wait and
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there are two other rooms in a straight line. One of the rooms is a consultation room

and the other is a treatment room with two beds and a stand for saline drips. Attached

to the main entrance is the pharmacy, which appears as a separate building, but there

is a door behind which opens into the clinic. The pharmacy is also run by Rudralli,

who is from Hallapur village. In the same lane, after six houses, is the residence cum

clinic of Maheshi, who is a RMP. His is a small house with a table at the entrance and a

single bed with a saline stand next to it. There is a small wooden partition separating the

clinic space from his house. The table had antibiotic injection vials, few syringes and a

torch. Maheshi primarily visits the tandas nearby and sees few patients in his residence.

Opposite Maheshi’s house, there is a narrow lane with houses on either side closely

packed and a house located in the middle of the lane is the residence of Narsappa. It is

a small house with the entrance leading to a small passage; on the left is a room with

two beds with stand for saline. This is used to treat patients for saline or administering

injections. On the right is the toilet and bathroom used by the household members and

the passage leads to a room as the same size as the initial room with a kitchen attached

to it. Narsappa, his parents, brother, sister-in-law and nephew stay in this house. When I

first visited him, I noticed a Banjara woman in pain, struggling to walk, accompanied by

her son leave the saline room. Before leaving, Narsappa gave them some medicines and

instructed her to take them for three days. Without asking the cost, the son placed some

money in Narsappa’s hands and left. Narsappa is also an agriculturalist and his brother

sees patients in his absence. Apart from these clinics, there is a small shop which has

been converted into a clinic and is located in the middle of the village. The doctor here

visits in the evening and sees patients between 7-9 pm and during the daytime works

as a lecturer in an ayurvedic medical college. I couldn’t meet him despite multiple

attempts, and I was told that he is a BAMS doctor. Both Maheshi and Narsappa doubled

up their residences as a clinic for administering medical services and there was no board

to indicate the same and they couldn’t have one due to regulatory requirements. They

didn’t need one because their clientele knew where they were located and the nature of

services provided by them.

There are three clinics located on the main road in Chara village and one attached to
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the house of the provider. The pharmacy is located in the central square of the village

where banks and post office are located and run by a person belonging to the village.

Basappa, in his early 50s, runs his clinic from an old structure on the main road a few

blocks from the pharmacy. The building is very old with the plaster and paint peeling

and has not been maintained. Old, dilapidated wooden doors guard the entrance of the

clinic. The structure inside the clinic is similar to the house with space for cattle where

a single bench was placed and an elevated platform. The elevated platform has a bench

for waiting, a table with lots of vials and ampules which are used and unused and sy-

ringes with a wastebasket below the table. At the end of the room is a platform made of

marble for patients to lie down for saline bottle. A rope was suspended from the roof to

attach a saline bottle. A green curtain attached to wires fixed to the walls near the plat-

form acts as a partition. On the wall is a framed certificate from Karnataka Jaanapada

Vishwasvidyalaya (Karnataka Folklore University). Basappa administers injections and

saline drips and writes a prescription for medication in slips which had the name of a

pharmacy in Haveri district. Two hundred meters from Basappa’s clinic on the main

road is the clinic of Naresh. This clinic is very small, and I found the structure similar

to a petty shop. Similar sized shops were there on either side of the clinic; one was a

saloon and the other a petty shop. The clinic was small and had just enough space to

accommodate two plastic chairs, one table and one examination table. I noticed three

certificates framed and nailed to the wall, one next to each other. One was from the

Karnataka Ayurvedic and Unani Practitioners Board (KAUP) which is the certificate of

Naresh’s father; certificate from Karnataka JaanapadaVishwasvidyalaya which belongs

to Naresh and third is the clinic registration certificate from Karnataka Private Medi-

cal Establishment Act (KPMEA). Perpendicular to the main road and just opposite to

Naresh’s clinic is a road which leads to clinic of Battur Daktar as he is called locally.

The building which houses the clinic is very old with tiled roof and door which was

made of wooden planks. All the planks were of similar size and had to be slotted in

wooden frames and slided so that they are next to each other. A latch with a chain was

attached to the last frame and the threshold for locking the door. The clinic was pre-

viously used as a local kirana shop. Only two frames were open and as I entered the

clinic, an elderly person in his mid-seventies wearing a safari suit was sitting on a table
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facing the road and welcomed me with a smile. He introduced himself as Gurulingayya

and told me that the reason people call him Battur Daktar is because of the place where

he is from.

My in-laws from Battur village, which is 15 kilometres from here. I got
married and stayed in that village for some time. From there, we came and
settled here. Because we are from Battur, people here call me Battur Daktar.

– Gurulingayya, Ayurvedic Bishak, Chara village

At the entrance of the clinic to the left and right is a plastic chair for patients to sit and

wait for their turn. On the right side behind the chair is a wooden cupboard with two-

door and the doors are made of transparent glass with wooden frames. The lower half

of the table is filled with medical waste, i.e. all the needles and syringes which have

been wrapped in plastic covers and kept there. And on the top of table, injections and

other medication are kept. Behind the table is another cupboard which was filled with

stacked up old newspapers and certificates stuck on the door. The Certificates stuck on

the door related to his ayurvedic training, KPMEA and biomedical waste. To the left of

the entrance, there is a makeshift table floor carpet spread on it and is the place where

patients are examined. Next to the cupboard behind, there is a small area where there is

a kerosene stove and there is a vessel on top of it used for boiling water for purposes of

injection. The area behind the examination table was unused and used as storage space

for old furniture, metals, and a cupboard. Previously beds were there in this space and

used to connect saline drips. Because of age and inability to sit in the clinic for long,

Gurulingayya has restricted himself to seeing few patients. Curtain rods separate the

examination area and the table. Close to Gurulingayya’s clinic, in the lane behind, is

the clinic of Revanna Jr, son of Revanna Sr. I couldn’t meet him in person as he was

avoiding me, but I did visit his clinic, which is attached to his residence. The cattle area

in front of the house was partitioned and used as a space for the clinic. I waited for

him in the clinic for some time, but he never showed up. The clinic structure and size

is similar to Naresh’s and he like the others, had a certificate of Karnataka Jaanapada

Vishwasvidyalaya hung on the wall in his clinic. These clinic and providers are the

main sources of primary care in the villages and the tandas nearby. Clinics function at

a designated time during the day, but these providers are a phone call away and attend

to any emergencies even in night.
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6.2.3 Trained to be a provider

In 2015 I visited Muran tanda for data collection as part of my Master’s thesis. I entered

a small hut asking for eligible children in the house to be interviewed. I stood outside

for some time and saw a young adult dressed in formal clothes with a huge black bag

by his side, sitting on the floor and conversing with the family. Looking at his attire, I

assumed he must be an official from the government. Members of the household invited

me inside and introduced the young man as “Nammdaktaru (our doctor)”. He was very

uncomfortable, as it was evident from his body language. As I started to speak to him,

he pulled out a bunch of papers and introduced himself as an NGO worker, working

among the people in rural areas. Once he became aware that I’m a student and collect-

ing data as part of the research, he sounded relieved and spoke to me about the work

he does. He finally told me that he is a RMP who provides basic medical services in

the villages and tandas that he visits. He even took me around with him in the tanda

as he visited households and gave them medicines and injections and collecting pre-

vious dues along the way. People were very familiar and welcomed him inside their

homes and served snacks and tea. Even though I went with him and observed the way

he spoke, administering medicines, injections and negotiating payments, my thinking

was more of a biomedical view in terms of the appropriateness of care provided. Even

though this was not part of the objective of research, it gave me a first-hand experience

of seeing RMP at work and the way they operate. The term RMP has its roots in British

India as early as 1933 and continued until the late 60s where practitioners of indigenous

medicine were registered upon producing a certificate from revenue officers indicating

that they were practising for more than ten years. They were also called as Registered

Medical Practitioners; however, this term is used presently for only those registered to

practice with an MBBS degree (Rohde & Viswanathan, 1995). There is no uniform

definition for the term RMP but is referred as: “This term covers a wide range of practi-

tioners officially registered within the state government on the basis of either formal or

informal academic qualifications. Formal qualifications include a degree or licentiate

diploma from a course in pure Ayurveda or integrated Allopathy/Ayurveda, while infor-

mal education refers to an apprenticeship and sponsorship by a hereditary or a trained
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practitioner. Several different kinds of registration exist in each state, which have little

bearing on medical practice.” (Definition by Nichter quoted in Rohde & Viswanathan

1995). RMP also stands for Rural Medical Practitioner, but it is not clear on how this ter-

minology came about. Put simply they are defined as providers of allopathic medicines

without any degree recognised by the Government of India (George & Iyer, 2013). For

the purpose of the study, I would be referring to the RMPs as Rural Medical Practitioner

to distinguish from the Registered Medical practitioner, which from a legal standpoint

refers to doctors with MBBS degree. I started the ethnographic field in the two tandas

and then in health systems catering to them. I always carried a jhola bag in the com-

munity and many times I have been called by the elderly who ask me ‘Daktar yen re?’

meaning am I a doctor, to ask if I have any medicines or injections for pain relief. They

mistook me for as a RMP carrying medicines in the bag.

Qualification and training of the provider did not matter to the users of care as it was

more to do with familiarity and kai guna4, but it determines the cost of services availed.

Private providers possessing degrees are usually those holding degree or diploma in

Ayurveda or Homeopathy. Qualification among RMPs varies with providers having a

degree not qualified to practice medicine, no degree or diploma but have the experience

of assisting registered practitioners of modern medicine in the city or carrying on the

practice of their relatives.

Rudralli has a bachelor’s degree in Ayurveda and practices the allopathic system of

medicine. Even though he told me that he practices only Ayurveda, the presence of the

pharmacy next to his clinic and the drugs shown by people in the tanda who consulted

him indicated that he practiced allopathy. Hailing from Hallapur village and since there

are many RMPs, BAMS doctors and a PHC there, he set up his practice in Guddadpur

village and has been working there for the past fifteen years. Narsappa and Maheshi

have a Diploma in Health Inspector course (DHI) and have applied for government jobs

and are waiting for the appointment order. Both resent the fact that the government is

filling backlog vacancies and not calling for any fresh recruitment and as a reason for
4Referring to the skills of the person or the quality of treatment, with those going to the person being

cured of the disease
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them to practice. Maheshi finished his course in 2005 and worked with a surgeon in

Gadag, assisting him in surgeries for ten years. With the experience gained there, he

simultaneously started practising in the village and tandas nearby and is doing it full

time for the past five years. Narsappa expresses reluctance to practice as he understands

that he is not supposed to practice with the degree he possesses.

Interviewer: Can you tell me about your work, like when did you start?
Narsappa: I didn’t have the intention to work here. I had finished my health
inspection course in 2012. My uncle was doing this, he was Medical Social
Worker (MSW). . . . It has been around four years now.
Interviewer: for how long did your uncle provide service here?
Narsappa: He was practicing since many years. . . around 20 - 25 years
Narsappa also has done a similar course but he carries on the practice of his
uncle. He has worked as a data collector for national surveys in between and
assisted his uncle in carrying out the work of treating patients and continues
to do so post the death of his uncle.

In Chara village, other than Gurulingayya, the rest of them are RMPs with no degrees or

diplomas. Gurulingayya did a course for three years in Ayurveda when BAMS degree

did not exist and he has a certificate for the same. The government of Karnataka has

registered him as a Ayurvedic Bishak under the KPMEA Act. He and Naresh’s father

possess the same training and certification, but the latter is bedridden with old age and

has stopped practising. Basappa, Naresh and Revanna Jr are RMPs and have certifi-

cation from Karnataka Folklore University, which is displayed in the clinic. All have

done a certificate course in Folk medicine and cite that for legitimising their practice in

the village. Naresh repeatedly insisted that he practices only ayurvedic medicine out of

fear that I’m from the government to scrutinise their work. I observed doses of ‘Xone-

500mg’ (Ceftriaxone Injection IP) antibiotic injection stacked up in the cupboard. Hav-

ing the certificate also given them some kind of protection from authorities as they keep

mentioning that they practice ayurvedic system. Revanna Jr, as reported by his father,

worked under a paediatrician in Gadag for four years and post that started practising

in the village. He treats both children and adults in village and tandas. Naresh and

Revanna Jr carry on the work done by their fathers while Basappa was not forthcoming

about his training.

Even though most of them reported practising ayurvedic system of medicine, only Gu-

rulingayyas practice was pluralistic in nature. He contrasted the importance of Ayurveda
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in the past and the present:

Interviewer: From where do you buy the medicines that you give to pa-
tients?
Gurulingayya: I buy it everywhere. There is nothing like I buy from one
place. Because I use ayurvedic, then these (allopathic) and then we have
Doddabetta (shows me a tray with flowers, that have been kept out to dry).
I get things from there and stock it.
Interviewer: This is from Doddabetta?
Gurulingayya: Yes, from Doddabetta. What I need from there I get it
and set it out to dry and make a powder out of it. I use that also. I’m not
dependent on one system. Maximum use is those powders only but these
(pointing to the syringes and medicines on his table) are just for patient psy-
chology. . . . . . .. My main source is that (ayurvedic), these are just like that.
(laughs)

He prepares his medicines from plants that grow in a hill nearby known for its medicinal

properties and also prescribes injections for minor ailments. Injections are the main stay

of treatment across all the providers.

6.2.4 Twenty-four hour services

Basappa has been working in Chara village for the past twenty-five years and mentioned

the type of cases that he sees:

Interviewer: What kind of cases do you treat?
Basappa: Those usual cases. . . ..minor ones. . . Cold, cough, fever, body
pain, joint pain, loose stools and wound dressing which are common cases. . . I
used to conduct deliveries in the past but have stopped since 5-6 years be-
cause the government asked us to stop.
Interviewer: Do you send patient for any diagnostic tests or investigations?
Basappa: No..No. . . .I don’t take risk at all, refer them to Gadag and more-
over there are no facilities in the village for those things

The services provided by BAMS doctors and RMPs in both the villages were more or

less similar. Apart from antenatal care, immunisation and delivery, the services provided

by these providers are akin to the PHC. The main distinction is the availability of care

that is acceptable to the population and also available at the doorsteps. In addition to the

services provided in the clinic, they also visit the elderly and bedridden at their homes

and are available 24/7. On average, Basappa sees about 20-30 in the clinic and 2-3

in the homes of patients. Providers like Naresh, Revanna Jr and Maheshi have more

house visits than patients visiting them in the OPD. Naresh and Gurulingaya restrict

their house visits to just Chara village, whereas Revanna Jr, Narsappa and Maheshi visit

the tandas in addition to it. Gurulingayya used to travel on cycle to the tandas and
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nearby villages in the past but has stopped because of old age. Revanna Jr and Maheshi

visit tandas on a daily basis to provide services whereas the others go only when called.

(A young person walked into the clinic and he asked Basappa if he would
able to come immediately to tend to his ailing father. He told him that he
would visit once the saline drip is over. A lady in the clinic was receiving
saline drips)
Basappa: We have to visit patients who are old, have joint pain, paralysis
and those who are not able to come to the clinic. In villages we have to give
visits, can’t do without visiting patients in their homes. I go to Chara tanda
“on call” basis, not daily. When someone calls then I go. Weekly I get 1-2
calls from the tanda and I go in the evenings.

During the fieldwork in Vanapura, I noticed Narsappa treating a bedridden elderly per-

son who had a fall in front of his house and was bleeding. The relatives of the old man

called Narsappa and he was there in fifteen minutes. After examining him, he went back

home to get the suturing kit to sew the cut on the forehead. He sutured the wound and

administered injections and medicines and informed the relatives that he would visit in

the evening to check on him and left. The relatives had difficulty in terms of arranging

transport, accompanying to the hospital and fear of having to file a police case for a fall,

so they called Narsappa to treat at home. RMPs like Narsappa and Basappa attend to

special cases or emergencies in tanda when called, whereas Maheshi and Revanna Jr

visit every day. They connect saline bottles in the homes of people in the tanda and

go around visiting those who require their services. Once they are finished with that,

they disconnect the saline, collect their charges and return home. Rudralli the BAMS

doctor in Guddadpur village also does house visits but less when compared to others,

the reason being his rates are very high and not many can afford him.

Narsappa’s uncle, Gurulingayya, Revanna Sr and Basappa had conducted deliveries in

the past. Narsappa even boasted that half the people born in his village were delivered

by his uncle. They had to stop conducting deliveries after the introduction of 108 am-

bulance services and the promotion of institutional deliveries by the government. This

has led to a loss of revenue for the providers and also restricted their scope.

What we do as service they (government) have broken it. They have left
only 4-5 diseases for us to treat

– Gurulingayya, Ayurvedic Bishak, Chara village
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6.2.5 Injections and Saline botli

Injections are the main mode of treatment for most of the patients and there is an ex-

pectation for it while visiting the providers. It is largely demand driven and fast acting

nature of injections over tablets.

The demand for injections is more from the patients’ side. When they have
severe problem they ask for injection. Asthma patients who come to me
ask for injections and they get alright within half an hour. Tablets act late
while injections provide immediate relief in 15-20 minutes, so they prefer
injections

– Basappa, RMP, Chara village

Providers are obliged to go by what the patients request them to and being from the

same village and familiarity with the people, it becomes difficult for them to turn it

down. Gurulingayya treats patients based on their preference and mode of treatment:

Interviewer: I have noticed many people receiving injections. Is demand
from the people side or doctors decide? How does that work?
Gurulingayya: Both are there. Few people tell me that they don’t want
injection but to prescribe costly medicine. I have to go according to what
they want. If they tell me that they don’t want injection, I can’t force them
and administer it. Few people tell me that they don’t want tablets or syrups
but ask for two additional injections. . . ..then what do you do for those. We
have to adjust according to their requirements. Few people don’t want to
swallow tablets, few don’t want syrup and few don’t want injection...as per
their wish, we have to do.

Unlike the PHC, I observed providers administering two injections and even people

reporting the same during fieldwork. One injection is for the pain they are suffering and

the other is “tonic” injection to regain the lost strength or Tetanus injection in the case

of injuries. This is different from the PHC, where only one injection is administered.

Interviewer: When I talk to people most of them tell me that they went to
Chara, got two injections and came back. Why two injections?
Gurulingayya: One would be for the disease they suffer, and one would be
tonic injection.
Interviewer: Tonic injection?
Gurulingayya: For them to get back their strength. If some of them have
come with a wound, to reduce the pain one injection and if they have been
injured by an iron material then for it one septic injection. So that becomes
two injections administered.

Not administering injection can cause the provider to lose his clientele and is also the

reason to give into the demand. The practice of injections has been attributed to the

attitude of those who ask for it and even demanded by children.
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Interviewer: Lot of people in the tanda inform that they get “maili”, I’m
interested to know if the prescription of injection is from the doctor’s side
or the patients demand it?
Narsappa: Patients. . . .For them its there in their head that if they get the
injection they get alright, it gets alright if they take tablets but they dont
know. “Injection maadhdreaaramagthdhe” (If I get injections, I get alright).
There are 2-3 year old children and for them you should not give any in-
jection. Tell them that you should not give injection but instead give them
syrup, they dont listen. “Please give injections, they will become alright”
they tell. I don’t give injection to children, prescribe syrups. If they know
that I don’t give injection, they stop coming to me and go to another person.
It’s there in their head since old times. For most of the condition’s injection
is not required.

Injections have a major role to play in the treatment process be it in the PHC or with

private providers. In the words of Narsappa:

Patients go to PHC and if they don’t get injection they come here to me and
complain:“see I went all the way to PHC and they didnt give injection; sent
back with tablets”. For their satisfaction you have to show the needle and
put it in the bag (laughs)

Treatment with saline drips is also done by the BAMS providers and RMPs. This is

administered either in the clinics or in the homes of people in the village and tanda who

are unable to travel to the clinic.

6.2.6 “No fixed charges”- Cost of treatment

The cost of services provided by private providers in these areas differs from the fixed

charges for a range of services in clinics and hospitals in the towns. It is not possible to

have fixed charges in an economy that is largely dependent on agriculture. A contrasting

difference that I noticed is that in private clinics and hospitals, the payment for services

is done up front and then it is availed. But with the providers in the village, it is done

after the consultation and injections. The providers do not insist on a fixed payment, but

payment is done in different ways.

There are no fixed charges as such. I don’t have this thinking of charging
more if they come in the night. Its according to the disease. Till date lot of
poor people come and get treatment and go, I can’t insist on them paying
before they leave. Their life situation also may not be suitable for me to
force them to pay. If I tell 50 Rs they will say they have only 30 Rs and
give that money....To set a fixed rate is not possible in this village, possible
in the city. There if you just step in itself they will start counting notes

– Gurulingayya, Ayurvedic Bishak, Chara village

I noticed different ways in which transactions took place. There are people who ask

the provider on the amount to be paid and pay them the amount quoted. Few pay the
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provider without asking and if it is less then informed that they would pay it the next time

they visit. I also noticed a person bargaining for the injections received, but the entire

conversation happened in a light manner and nobody was offended. Banjaras avail the

services on a credit basis. Due to migration in the tandas the elderly avail services from

RMPs and when the children visit them, they pay the lump sum amount to the provider.

This is not common among the people in the village but a few of them avail services on

credit and pay the full amount during ‘peak’ season, i.e. when they get paid for their

agricultural produce. RMPs also see patients without charging them. If the consultation

does not result in an injection or saline drip and only prescription, then no money is

involved. The cost of injections ranges from Rs. 30 for one Injection to Rs 50 for two

injections. Cost is reduced by using the same syringe for multiple medications, but the

needle used for loading medication is common. If the patients bring the syringe and the

medication from the pharmacy, then the charges are only Rs 5. Charges for saline bottle

ranges from Rs 150-250 and it depends on the number of ‘botli’ connected. According

to the providers these charges are the same for house visits but more in the case of tanda

as they have to cover the petrol costs for up and down travel. I was unsuccessful in

getting the information on costs from both the providers and the people in the tanda for

the services provided at home as they were not willing to disclose these details.

6.2.7 Mismanagement by RMPs

Although RMPs provide basic curative care in villages and tandas, I came across an

incident in Vanapura where a young adolescent girl lost her life because of being treated

by an RMP and delay in seeking care at a higher centre. There are RMPs whose go

beyond minor illnesses in order to earn money. Narsappa admits that there are money

minded RMPs:

ldotsrecently a patient in Vanapura died. There is another person (RMP)
here, who lives across the road. That guy used to treat her. . . .He did some-
thing. . . Everybody won’t be good, they don’t do good like us (meaning
him). . . Don’t think like us, their mentality is different. For some the men-
tality is to make money, in the quest to earn money he ended up sacrificing
that girl’s life.

I spoke to the relative of the girl in Vanapura and it corroborated with what Narsappa

had told me. The adolescent girl was due to appear for her board exams when she
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suddenly developed a fever. Maheshi, who regularly visits Vanapura, examined her and

told her parents that there was no need of going to higher centres and he would treat

her in the tanda itself. He connected saline and informed the parents that he has to give

powerful medicine and took around 2000 Rs from them. He connected the saline every

day for four days and by then, the girl had turned pale and the relatives rushed her to

a private hospital in Gadag. She was diagnosed with dengue and it was too late, and

she died in the hospital. Narsappa told me that incidents like this happen regularly and

attributes it to the lack of knowledge of the people. While working in Gadag I have

heard of many incidents of people being treated by RMPs and rushed to government or

private hospital due to complications. It hardly creates noise as some form of monetary

settlement is reached, or the RMPs are influential. In this case, also around 15-20 people

from Vanapura went to Maheshi’s house and confronted him. He offered 20,000 rupees

to settle the matter, which the family refused, and no complaint was filed. After that, he

stopped going to Vanapura but continues to practice in other tandas. Similar incidents

have occurred with Revanna Jr in Chara village which was reported by the pharmacist.

He didn’t elaborate the details but mentioned that Revanna Jr faced issues with around

three cases that were treated at home and one among them was a baby which died. He

also prescribes higher dose antibiotics and holds back patients from going to higher

centres and treat them at home. The other providers in Chara village don’t take chances

with cases that need a referral to higher centres, so they direct them to a government

hospital or private hospital. I came across an elderly person in the tanda who paid

around 3000 Rs to a RMP for two saline ‘botli’ and injection for joint and body pain.

He had no idea of the treatment being done but were assured that the pain would go

away. He didn’t know the name of the provider, nor did he have any relief. His son,

upon hearing this, came from Goa to find out about details of the treatment and cost

involved.

The government, from time to time, tries to crack down on RMPs’ practice and they

shut their clinics and lay low for some time. They resume their practice after bribing

officials. I heard of a RMP in the neighbouring taluka whose clinic was sealed by the

police and shut his practice. After a few months he employed a BAMS graduate and
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started treating patients using him as a front. I did not hear of any such thing in the field

area, but it is possible that it could have happened considering the protective nature of

members in the community.

6.3 Summary

This chapter described the health care system that caters to the two tandas included

in this study. However, the narration would be similar across most tandas though the

stakeholders would vary. We find that the public health care system is understaffed

and those personnel available tend to multitask, sometimes taking on responsibilities

beyond their reported skills. This results in internal power struggles across positions

and dissatisfaction on the part of those working within the system. The private health

care system, such as it is fulfilling the gaps left by the public health care system, but

at times mimics it in terms of curative practices. Both systems cater to the demand for

saline drips and injections from the communities.

The private health care system consists largely of RMPs and Ayurvedic Bishaks, many

of whom practise allopathic medicine and function from villages but mainly cater to

the tandas. Their charges are not fixed and therefore, are able to adapt their charges

to the paying capacity or are willing to provide services on credit. In addition, they

also provide services at the doorstep. Therefore, they cater to the needs of those who

are unable to access or utilise the public health care facilities either due to mobility

problems or financial constraints.
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CHAPTER 7

Structures and everyday invisible discrimination

In chapter 5, I presented a brief history of Banjaras, aspects of their lives and means of

livelihood and the infrastructure in the two tandas selected for the ethnographic study.

Geographic location and functioning of public and private health care structures, in-

cluding their practices, was discussed in chapter 6. In this chapter, I will be discussing

how the existing structures and everyday invisible discrimination experienced by the

Banjaras is causing them to make sub-optimal choices regarding their lives, particularly

with regard to their health care and livelihood. The discussion also includes the con-

sequences of leading such lives on family, health and health care access. I would also

discuss the role of ‘othering’ in perpetuation and maintaining the status quo across the

mainstream and subaltern groups.

7.1 Introduction

Structural discrimination in the form of residential segregation caused the Banjaras to

set up their tandas in areas close to the forests. The disadvantages imposed by this in

terms of the geographical features of the region, access to healthcare and transportation

resulted in them being a subaltern society. Leading subaltern lives resulted in limited op-

tions for livelihood, causing people to migrate to other districts and states for livelihood.

Subalternity also reduced them to an ‘other’ and impacted their health and healthcare

access through different direct and indirect processes.

7.1.1 Tanda- A boon or bane
Dhamlappa Pujar, 96-year-old frail looking man with a monkey cap and
shawl around him was a toddler when his family first moved to Vanapura
and camped there. Currently he is unable to walk, due to old age and is
confined to the makeshift bed placed on the katti. He is just able to get up
and defecate and urinate on a bedpan placed near the katti. His two sons’
and their wives’ have passed away and his daughter lives in Guddadpur
tanda. He stays with his grandchildren and Muthamma his granddaugh-
ter takes care of him and provides for him. She works as a cook in the
primary school nearby and manages the entire household. Dhamlappa’s
daughter visits him occasionally and Muthamma is her daughter married to



 

her cousin. Both his male grandchildren are daily wage labourers in Goa
and visit Vanapura 4-5 times in a year. The family had owned lot of land but
had to sell it off due to lack of returns and all they own now is the house that
they live in. The space inside the house which used to be occupied by cattle
is now a parking space for cycles and bikes with Goa registration. One day,
early in the morning while trying to get up from the Katti to urinate, Dham-
lappa slipped and hit his head on the katti. Weak and barely able to speak
he sat there in pain for two hours when Muthamma went out and saw him
sitting down with blood oozing out of his forehead. She panicked and was
not able to take him to the hospital because of lack of public transportation
and going by bike was out of the question due to his age and the absence
of male members to hold him. There was also the fear that a Medico le-
gal case would be registered at the police station. Muthamma immediately
went to her relative, who called Narsappa the RMP in Guddapur. He came
in fifteen minutes and saw that he needed stitches, went back to his house
and got the suturing kit. He washed the wound, sewed the area without any
anaesthetic and applied dressing over it. He administered two injections for
pain and gave the relatives medications and left. He checked on him in the
evening and for the next two days. Dhamlappa stopped eating and became
unresponsive to verbal commands except groaning in pain. Occasionally
they tried to make him sip water, but with little success. On the third day,
post the fall, he passed away. Relatives from other tandas and from Goa
attended the last rites.

This entire incident can be viewed from the point of view of an individual, about his

health and the pattern of care seeking. It can also be viewed from a health system

point of view as to why they didn’t go to the hospital or debate on the appropriate or

inappropriateness of the care by RMP. I would like to view it from a macro level on how

historical discrimination and injustices leading to deprivation causing the Banjaras to

lead subaltern1lives. This contributes to differential health outcomes and access, here in

the case of Dhamlappa.

Banjaras being a nomadic group in precolonial time, moved in groups called tanda,

usually named after a Naika or leader. They were always on the move and camped out-

side villages. However, it is not clear if this was by choice or the village didn’t allow

them to set up their camp within. Post the introduction of transportation by the British,

the Banjaras were no longer in demand and had to settle down in the forests or close

to the forest for means of livelihood. Banjara tanda or settlement are never located

inside or integrated with the village and always kept away. The only integration of Ban-

jaras is in the creation of ‘plot’ areas close to the village where there are multi-caste
1Social groups excluded from dominant power structures which is a consequence of their limited

access to structures of authority. (Ref: Sage encyclopedia of Action Research)
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houses, mostly consisting of Scheduled Caste and Scheduled Tribe households. Gud-

dadpur tanda, from which Vanapura originated, is located at a distance of about 200

meters from the main village. The form of residential segregation mentioned by Spate

and Learmonth (1954) in Dharwad is seen here, similar to other villages in Gadag. The

‘kere’ area of the Scheduled Caste groups is located at the periphery of the main village.

Visible segregation in the form of tarred road separates the village and ‘kere’ area from

the plot and tanda area. The plot area has a mixture of houses belonging to Scheduled

Castes, including Banjaras, Scheduled Tribes and a few to Muslims. This area is located

in between the village and tanda. Historical accounts of the people in Chara tanda indi-

cates that they first camped outside the village and then moved twice for health reasons

and in search of livelihood. History, devoid of the voice of Banjaras, tells us that they

moved in groups and camped outside the village thereby establishing a synergistic rela-

tionship. This could have been the case in precolonial times when they were a nomadic

group, but this pattern of segregation continued during the colonial regime and to this

day. The labelling of Banjaras as Criminal Tribes caused the Banjaras to be confined to

their tandas and gave powers to the police to search their settlements without warning.

Even after the repeal of the Act, the stigma attached to it continued and they are being

viewed with suspicion and as being involved in criminal activities. People in Chara

tanda are not aware of how their ancestors settled or camped outside Chara village, but

discriminatory practices in the past point towards caste-based discrimination. Some of

the elderly there had worked in the field and households of agricultural landowners in

Chara village and were not allowed to enter the house. Even for drinking water, they had

to bend down, and the landlord would pour water from a height and they had to drink

using the palm of their hands. Separate teacups were kept in the tea shops in the village

for Banjaras and other Scheduled Caste groups, indicating an overt form of discrimina-

tion. Both Vanapura and Chara tanda settlements have been on the move in search of

livelihood and camped in the current place for more than 60 years. Being immigrants

to the region where they settled and not owning any of the fertile agricultural lands,

the Banjaras had to start from scratch. These practices of caste-based discrimination,

the stigma attached to being labelled a criminal tribe and the movement of Banjaras in

search of livelihood point towards tanda as a product of structural discrimination mani-
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festing visibly as residential segregation. This structural discrimination of Banjaras led

them to live subaltern lives with limited options for means of livelihood, poor or absent

transport infrastructure, limited access to healthcare, and alternate lifestyle, which is

preserving their culture and tradition and also causes them to be an ‘other’.

7.1.2 ‘There is nothing here’- Land and livelihood

Dhamlappa Pujar, whom I had mentioned earlier, was among the early families that set-

tled in Vanapura. Over time he owned land and earned his livelihood through agriculture

and grazing of cattle. His grandson Ranganna who had come for his funeral, shared with

me the reason for him going to Goa for work.

When I was around 4-5 years old my father died. . . (pauses) five years or
when I was young, I can’t remember how old I was then (Rangamma in-
tervenes and informs that his father died when he was young, and he had
to discontinue studies and go to Goa for work). I don’t have much un-
derstanding. My brother is the one who is studying now. . . In Goa, I started
doing whatever job that was available. I was removing water from the boats,
transporting stones by boat, sold fish and if anybody calls for coolie work, I
go. Currently I’m driving vehicles owned by other people. . . .I come home
(Vanapura) once in a while and stay for 2-3 months and go back. . . . . . .our
family doesn’t own any agricultural land now. This house (pointing to the
building), we got loan and built. First we had so much and now we have to
do all these things (referring to his work in Goa) and build the house

– Ranganna, 25 year old male, Vanapura

This narrative of Ranganna is a common lived experience across both the tandas. The

question that comes to my mind is what makes the Banjaras different from the rest when

agrarian distress is commonly seen in a drought-prone region like Gadag.

Being a nomadic tribe and involved in trade, the Banjaras were forced to settle into

farming and gathering forest produce for livelihood. Immigrants in the land where they

settled had no ownership of land. Consequently, they worked as labourers and gathered

firewood from the forest and sold it for a living. Selling firewood is no longer an op-

tion to earn their livelihood as the government started promoting smokeless fuel use for

households. Gradually, through the various interventions, they managed to own the land

and now faced with challenges accompanying the geography of the region, which made

things further difficult. As I mentioned in chapter 5, both Vanapura and Chara tanda are

located among forest belonging to scrub variety. This is characterised by low rainfall

and mainly used for grazing of livestock. In addition to this, for the two tandas, the land

138



 

available is unfertile. Both come under the Northern Dry zone, which are very highly

vulnerable to drought. Water is a major problem in tandas both for household use as well

as for agricultural purposes. Water supply is through borewells in the tanda and through

private NGOs for RO water. Unlike in Gadag city, there is no pipeline for the supply of

water from the Tungabhadra river. At the time of ethnography, work was being done to

supply water through this to Chara tanda but not in Vanapura. This was a project under-

taken by the government to supply drinking water to all the villages in Gadag district.

Drinking water in Chara tanda is hard and not fit for consumption, whereas in Vanapura,

it is sweet and most of the households rely on it. In both places, the supply is irregular

and often, people rely on water from the borewells in the fields to compensate for it.

As tandas located on hilly regions and on higher elevation, there is poor recharging of

groundwater as the rainwater flows downstream. This leads to borewell failure in the

absence of mechanisms to divert the water to recharge wells or ponds. In recent times

many ‘Krishi hondas’ have come up near tandas due to government schemes. These are

projects of the watershed development department to store rainwater and prevent them

from draining. The difficult terrain around the tandas necessitates such interventions.

Agriculture in Gadag is largely dependent on rains in the absence of river or major irri-

gation projects and being a drought-prone area adds to the disadvantage of marginalised

farmers and Banjaras in particular. Land is crucial to the economy of the Banjaras and

the main reason for the temporary settlements to become permanent. Going back to the

history of Vanapura and Chara tanda their mobility was related to land being accessible.

Households in Vanapura, after the split, moved to Guddapur tanda and, being far away

from their agricultural lands, moved from there and built their huts and later it became

a permanent settlement. Similarly, Chara tanda settled permanently in the current place

after people started owning lands and cultivating there. This is in contrast to the village

where the movement of settlement in search of livelihood is uncommon. People there

own land in far off places and they build shelters on the land but always stay and travel

from the village. The government’s lack of interest in developing the tandas is evident

by the fact that only in 2015 they made the announcement to convert them to revenue

villages to aid in their overall development. Survey of the houses in Chara tanda was
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completed for the purpose of giving title deed to the property on which it is built but

the people are yet to receive any further communication. Being located close to the

forest most of them started cultivating in forest lands since many years and few have

received the title deeds and for the remaining, it is the only means of land. I met few

families who are the third generation cultivating on forest land and yet to receive the

title deed. Without the deed, they cannot receive any scheme or subsidies related to

seeds, fertilisers or borewells. Having land also does not guarantee a constant source

of income as even small and marginal landowners work as agricultural wage labour-

ers. Due to residential segregation, the Banjaras have to earn their livelihood on land

that is of poor quality, decreased yield, lack of irrigation, along with climatic variations

causing them to seek opportunities outside the tanda. Many like Ranganna, because of

their family circumstances and being victims of structural discrimination, had to look

for opportunities elsewhere to survive and take care of their families.

7.1.3 ‘There was nothing that time’- Health and healthcare access

Health status and health infrastructure in Belgaum and Kalaburagi (Gulbarga) region of

Karnataka lag behind other regions in the state. Gadag, being part of the Belgaum region

performs better in terms of the state average in health infrastructure but lags behind in

health status (Siddu et al., 2012). Even though the health infrastructure appears to be

doing better when compared to state average, disparities are seen between different

talukas in Gadag district. Within talukas there are disparities between municipalities,

towns and rural areas i.e. villages and tandas. It is a known fact that rural areas are

disadvantaged in terms of poor provisioning of care and lack of adequate manpower in

the health sector. The tandas being distant, located close to the forest, far away from

the villages and being at the bottom of the social and settlement hierarchy, are further

disadvantaged when it comes to health status and infrastructure. Practices in the past for

healthcare give an insight into the discrimination faced and continue to be experienced

in the present. In the past, people in the tandas depended on knowledge passed on by

forefathers, traditional healers, midwives or dais and RMPs in the absence of a Public

Health system. Shankranna, the Kharbari in Chara tanda remembered the time around

fifty years ago when he was around twenty-five years old and the kind of treatment one
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does while injured or sick.

If any of us injures our hand because of using iron or steel or any equip-
ment, we take the mud from the hills and apply it over the wound. After
applying there are herbs that grow in the ground called “hundi soppu” and
“hullisoppu”. We apply that over the wound and it heals in one week. . . . At
that time there were no doctors or anything. If anybody is suffering from
disease, there is no option but to die.

– Shankranna, 75 year old Chara tanda

This kind of treatment of applying certain herbs is the practice of forefathers that was

being done. He does not remember the time when RMPs started visiting the tanda or the

government hospitals being set up but remembers it as difficult times when people who

fell sick died without any health care. Traditional healers among Banjaras played an

important role and they treated sickness and ailments with herbal mixtures along with

food. They did not practice pluralistic treatment like the RMPs and they no longer exist,

at least in the tandas studied. At present, no traditional healers are there in Vanapura and

Chara tanda but practising in the neighbouring tandas of Guddadpur and Sevalalnagar.

The treatment prescribed by them is referred to as ‘gauti oushadhi’ (herbal medicine)

and according to the people they can identify illness by feeling the pulse of the sick

person.

Here, in the tanda we used to take ‘gauti oushadhi’, but it is not a success for
many people. Almost two people that I know of died due to snake bite. . . .
They gave them ‘gauti oushadhi’ initially, to start treatment before going
to the hospital, but they died. I think they died because of the time wasted
in administering ‘gauti oushadhi’. . . . there are 2-3 people in Sevalalnagar
who used to give these medicines. It is some herb that is mixed and given
with roti and also placed over the area where the bite happened. I don’t
think it is a success and have seen it with my own eyes.

– Rani, Chara tanda

People no longer practice any form of herbal treatment nor do they go to such healers

for any ailments except for pain in the knee. I have seen many elderly Banjara men and

women with chronic knee pain having multiple green spots around the knee and one of

them around the shoulder joint. Sidappa, aged around 85 years walks with the help of

a walker because of a fracture on the hip sustained due to a fall. Both his knees are

rounded and indicative of degenerative disease in the knee joint. He spoke to me about

his knee and I noticed the green spots around both knees. The colour and appearance of

these marks was similar to the tattoos on the body of Banjaras. I remember seeing many
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Banjaras with similar marks on the joints while working as a physiotherapist. He said

this is called ‘Hatchi’ and done by traditional healers. He had got it done by a woman

‘gauti daktar’ (Traditional healer) in Kuradi tanda, located in the neighbouring district.

The word ‘Hatchi’ is derived from the Kannada word ‘Hacce’, which means tattoo. The

healers mark the area around the painful joint with soot from chulha stove. Two to three

syringe needles are tied together and poked intermittently over the marked spot till it

swells and begins to bleed. This is done for all the spots and is believed to cure pain in

the joints. This practice has reduced with the dependence on injections for pain relief.

Few of the elderly continue to do it themselves after exhausting all treatment options.

The other group of individuals in the tanda important to health were the midwife or

dais. They conducted deliveries and shared an emotional bond with the women who

they helped deliver. Rani remembers the time about twenty years ago when there were

no facilities and she had to deliver at home. She has four children and all of them were

delivered by Dai.

There is a person nearby; she used to do it very well. From morning till
evening, till delivery happens she used to be there. She is one person that I
cannot forget. She conducted four deliveries for me. My mother died when
I was young and with so much kindness, she conducted delivery and in-
structed how to take care of the child, how to breastfeed, how to clean, how
to keep the clothes clean and like that so many things. Those were difficult
times but in that also there was some happiness in these small things.

– Rani, Chara tanda

There is no recognition by the government for the services provided by Dais and post

the introduction of NRHM, 108 ambulance and institutionalising deliveries, they have

lost their relevance.

Twenty years back, based on my knowledge there were around 100-150
households. If any woman developed labour pains, they called her only.
There is another person called Ranavva, who is related to me. She has
conducted the maximum deliveries in this tanda. She stopped conducting
deliveries now after the ambulance people told her that if she touches any
pregnant women and something were to happen to them, it would be in
the records of the government. They scared her and after that she stopped
conducting deliveries but still people go to her and tell her “we have faith
in you, whatever happens, that is on us, you please check” and get checked
by her till date. She can predict and tell when the delivery will happen and
if it would be caesarean or normal. - Rani, Chara tanda

– Rani, Chara tanda
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The Dais have stopped conducting home deliveries and the tanda people have embraced

the health programmes and policies of the health care system. Currently, all the deliver-

ies are registered and conducted in public or private facilities.

The Banjaras turned to RMPs for curative care when traditional healers were no longer

relevant. These providers were practitioners of the Indian system of medicine and

started practising allopathy later on. RMPs always belonged to the village and there

was none from the tandas. They were able to transcend the caste barriers because of

economic reasons and provided services in the tandas. In both Vanapura and Chara

tanda the people had to walk long distance to consult a RMP and at times they treated

ailments in the tanda. Narsappa’s uncle, Revanna Sr and Gurulingayya were among the

early RMPs in the tandas. Gurulingayya mentioned that he used to visit the tandas on a

bicycle and has stopped now due to old age. Public Health systems existed at that point

of time but were inaccessible and located far away. The treatment by RMPs mimicked

the modern medicine system and started providing immediate results for multiple ail-

ments. People in the tandas hold them in high regard and are protective of them when

outsiders enquire about RMPs visiting the tandas. In the words of Ranganna

When I come home (Vanapura) I consult Narsappa, have been showing to
his uncle as a child who also used to visit out tanda. He is a good person,
and we call and he comes. Even when my grandfather was not well, he used
to come and see him. He is like a family to us; one phone call and he will
come.

In all the narratives and conversations that I had with people in the tandas, they viewed

the RMPs as a family member or one among them, but it was never the case with the

Public Health System. An exception to this is if any of them from the community

were working as doctors or nurses, they spoke highly of them and referred to them as

"Namm Mandi (our people)”. The Banjaras have given up their practice of traditional

healing and delivery by Dais and embraced modern medicine by RMPs, private and the

Public Health system. The question is, has the Public Health system embraced them and

offered special attention to their needs? The private system is out of the purview as they

are largely profit-oriented. Looking at the Public Health system from a macro level,

the structural discrimination is visible in the location of Sub-centres or Primary Health

Centres (PHC). Table 7.1 shows the location of Sub Centres by size of the settlement
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they cater to.

Table 7.1: Coverage of Sub-centres by Villages and Tandas population size

Sub Center Village/Tanda Population

Hallapur PHC
Sub-centre 1 Kallapur 3520

Kallapur tanda 1993
Sub-centre 2 Hallapur 3465
Sub-centre 3A Guddadpur 2355

Hallapur tanda 2980
Sub-centre 3B Guddadpur tanda 2350

Vanapura (tanda) 711
Bettadpura (tanda) 915

Rampur PHC
Sub-centre 4 Rampur 1698

Paraspur 850
Rayan village 429
Rayan tanda 4149
Sevalalnagar (tanda) 1135
Lingpur & Lingpur tanda1 1591

Sub-centre 5 Chara village 6546
Chara tanda 1489

1 Population size is counted together in census and PHC
records as only a road separates village and tanda. More
than 50 percent of the households belong to tanda settle-
ment.

In the areas covered by Hallapur PHC, when there is a tanda, the population catered

to by the Sub-centre is larger, as seen in the case of Sub-centre 1 and Sub-centre 3A.

Hallapur with a population of 3465 has a Sub-centre as well as a PHC. Sub-centre 1

is located in between Kallapur village and Kallapur tanda and can be assumed as a

neutral location. Sub-centre 3A is located in Guddadpur village in spite of Hallapur

tanda having a greater population count. Since Sub-centre 3B caters to Banjaras it is

located in Guddadpur tanda with the largest population. The situation is much worse,

and the structural discrimination is apparent in the case of Rampur PHC. Both the Sub-

centres are located in the villages and to an extent the location can be justified in the

case of Chara village because of its population count. Rayan tanda, being the next

largest settlement, does not even have a Sub-centre. In Chapter six, I reported that

the PHC that was supposed to have come up in Rayan tanda but was built instead in
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Rampur. The reasons attributed to it are infighting and land issues among the people

in the tanda. Looking at the distribution and location of Sub-centres, it points towards

reasons beyond these publicly stated explanations. The fact that health care system units

are not located within tandas points towards the outcome of caste-based discrimination.

Units not located within tandas can be justified by the argument that their population

size does not warrant one, as that is often the case. A few years back the panchayat

members and elders in Chara tanda approached the government to allot Sub-centre and

a Veterinary Centre for the tanda. They were categorically told that their population

count is low and such centres cannot be allotted because of it. Rayan tanda was allotted

an additional Junior Health Worker and it remains on paper due to the lackadaisical

attitude of the staff and government for not following up on it. Allotment of Sub-centres

depend on the population count and is lowered in the case of Tribal groups or difficult

to reach population. The Banjaras are tribes but in Karnataka categorised as Scheduled

Caste and hence not considered as one. The criteria of “difficult to reach population”

may not apply because there is road connectivity to the tandas but the means to transport

is not considered. The differential criteria for coverage of health units are not considered

and it puts them at a further disadvantage and perpetuates existing discrimination. If it

is not possible to establish units because of size class, there are no alternative means

that exist to reach them. In some places there are mobile vans by the government to

reach underserved areas or hilly regions, but none exist for them. During the course of

the field work in Vanapura, as I was sitting in Gopal’s tea shop and having tea, I noticed

a Tata Indica car with government registration zoom past the shop. Gopal immediately

ran in the direction of his house. From a distance, I saw a lady get out of the car and

enter his house. I assumed it to somebody from the health department since his wife

is the ASHA in the tanda. She was there for half an hour and then left. I asked Gopal

about it and told me that she is the government veterinary doctor and he had called the

helpline in the morning as his cow had an infection and was not producing milk. I was

amazed and surprised at the functioning of the Department of Animal Husbandry and

Veterinary Services in Karnataka. In another unrelated incident in Chara tanda, I was

having a conversation with the owner of a small petty shop who was talking about the

activities of the shop. He has a small area next to the shop with a kerosene stove for
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preparing tea and snacks in the morning and egg rice and chicken in the evening. While I

was speaking to him there was a sudden sound of a vehicle horn and he excused himself

and went to the main road. He came back with two big cardboard boxes and kept them

in the shop. The boxes had labels of ’Kingfisher’ and ’Haywards’ written on it. I got to

know that the government supplied liquor to the tanda, to be sold for local consumption.

Health care for animals is phone call away and alcohol is available in the tandas and

both of these generate revenue to the government. Sadly, the monetary impact of having

accessible health care services is not realised and continues to perpetuate the existing

discriminatory practices.

7.1.4 Ticket! Ticket! Ticket! - Transportation in the tanda

The other manifestation of the structural discrimination experienced by the Banjaras is

the transport infrastructure. One of the common experiences of travelling to fieldwork

in 2015 for my Masters’ thesis and during PhD work was that tanda people were con-

stantly stopping me and asking to drop them on the way. Tandas, being located away

from the villages and closer to the forests, have been disadvantaged in terms of pub-

lic transportation. This affects their ability to access various goods and services. Bus

services started in the tanda about 25 to 30 years ago. At that time there were only

two bus services plying in Chara tanda, one at around 8.00 am in the morning and the

other at 6.00 pm in the evening. Things have changed now and there are many bus ser-

vices from Chara tanda. This is not because of the concern for people in the tanda by

the government but because of the location of the settlement. Chara tanda, like I had

mentioned earlier, lies at the point of intersection of three talukas of Gadag district and

the roads here become an important component of connectivity. Increased bus services

in Chara tanda are an indirect outcome of connectivity and economic reasons. Gadag

taluka being the most developed in the district, one expects that the connectivity would

be much better off than elsewhere. Sadly, that is not the case in Vanapura and there are

four bus services out of which three connect to main town and one to Goa. The timings

of the bus services are 9.30 am, 2.30 pm and 6.30 pm and the bus to Goa is between

6.30 pm to 7.00 pm. The bus starts from Gadag and travels through Kallapur, Kallapur

tanda, Hallapur tanda, Guddadpur, Guddadpur tanda, Vanapura, Bettadpura, Lingpur
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(village and tanda) in Mundargi taluka and ends at Sannoor tanda in Gadag taluka, re-

turning the same way. This bus service primarily caters to the tandas in Gadag taluka.

Kallapur and Kallapur tanda are located close to town and have very good connectiv-

ity either by public transportation or tum tums. The other two villages, Guddadpur and

Hallapur are located on the highway and well connected by public and private trans-

portation. The difference in public transportation is due to locational disadvantage and

the lack of effort by the government to mitigate this disadvantage. Most of them spoke

about public transportation and beamed with pride about the direct bus to Goa from

the tandas. This is an everyday service and plys through the tandas in Mundargi and

Gadag. Starting long-distance service is again driven by economic reasons on the rev-

enue generated from running the services and remittances through migration. Daily bus

services are scheduled according to the timing of schools and colleges in the town and

surrounding areas which is a good thing. But this is a disadvantage for those travelling

for work, market in nearby towns and seeking healthcare. They have to depend on alter-

nate modes of travel, either through tum tums or using own vehicles for transportation.

Tum tums are available in regular intervals in Chara tanda for reasons similar to the

public transport system but rare in Vanapura because the settlements are spread out and

located far away. Because of the difficulty in transportation in the past and present, one

can commonly find two-wheelers in these settlements. These are not a sign of luxury

but of necessity due to circumstances thrust upon them. It does help to an extent, but

the elderly, especially women, are disadvantaged as most of them don’t know how to

drive and people in the household who know to drive are working outside the state for

livelihood. Relatively affluent households in the tandas own bikes, cars and tractors for

transportation. The most common reason cited by people in the health care system for

their limited visits to the tandas is the lack of transportation. The health worker in Vana-

pura takes the help of her husband who brings her by bike and waits till she finishes her

work. Similar difficulty was also reported by the JHA in Rampur PHC. He has to plan in

advance to catch the bus to travel to the tanda and if he misses it, has to depend on those

travelling towards the tanda by their vehicles. This is a genuine concern expressed by

the health workers, which again reiterates the disadvantages faced by those in the tan-

das. Having said that, this is also one of the reasons given by them for skipping visits
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to the tanda. Structural discrimination and residential segregation of tandas contribute

towards disadvantage in terms of availability of transportation. Little or no effort has

been undertaken to mitigate this and they continue to remain a subaltern society.

7.1.5 Avaru (other)- Tanda lifestyle

When I say Tanda lifestyle, it does not mean it is a consequence of the structural dis-

crimination but a reason for ’Othering’ leading to discrimination. There are certain other

changes in the pattern of living that is outcome of structural discrimination which I will

discuss in detail subsequently.

Reflecting on the time when I had worked as a Physiotherapist in Gadag there were two

common views of the Banjaras. On one side was a classic case of “othering” on how

they were different from the rest; spoken with a negative connotation. On the other side

they were these people who were celebrated for their handicrafts and having a distinct

‘kasuthi’ or embroidery. Tanda which is considered a ‘dirty’ place locally, suddenly

becomes an ‘exotic’ hamlet that needs to be visited to experience their handicrafts and

living. The notion of ’other’ differs according to the situation but the dominant one that

prevails is the one that seeks to keep them in their subaltern state. The question then

is how Banjaras come to become the ‘other’ and the changes over time in the nature of

being the ‘other’. The colonial regime viewed them as a threat and always kept a watch

on their activities. They did this by labelling them as Criminal Tribes. This labelling

in turn, gave the state the powers to search without warrant and pick-up suspects for

criminal activities. The Act that gave them the title was repealed post-independence but

the stigma attached to it remains and continues to perpetuate in different ways. When

I started work on my masters’ thesis, I had little or no knowledge about the Criminal

Tribes Act or the British except that Banjaras were labelled as Criminal Tribes. Most

of the people who I had met and my friends in Gadag warned me about being careful

and staying safe when I visit the tandas. I was told about them being rough, rude, non-

responsive, crooks, to return before sunset and to make sure I had coverage in mobile to

call for help if something goes wrong. I was not given this advice when I told them about

the visit to villages for data collection. They in fact tried to call up someone they knew

or remember if anybody known to them resided in the villages to help me. The warnings

148



 

I received along with the label of Criminal Tribe got me a little scared and I couldn’t

abandon the field work but had to finish it. I continued with the work and made sure

that I returned before sunset and kept constantly checking for mobile network. While

obliging to requests for dropping tanda people on the way, my senses were heightened,

focussing on the area where I had kept my wallet and the backpack. I finished the

work in one and half months and reflecting on it the experience was nothing what I was

warned about. The notions of Banjaras as the ‘other’ that had formed in me changed

and I became more and more comfortable as I started visiting tandas and learning more

about them. The warnings by my well-wishers, whom I would call mainstream people,

including myself was because of being blind to the life and the way of living of Banjaras

in the tandas. The creation of a tanda because of historical injustices is a visible form of

discrimination. The ‘othering’ that seeks to maintain and perpetuate it is invisible and

continues in different forms. In the following paragraphs, I will discuss the different

aspects of lifestyle in the tandas that contribute to this notion of othering and how these

notions are not true in reality.

Banjaras have distinct attire, especially the women with their penchant for embroidery,

jewellery and tattoos on the body. The clothing is filled with different colours and

give a uniqueness to the people in the tanda. Their love for colours is reflected in the

painting of the walls of their houses which is multicoloured. ‘Kasuthi’, the embroidery

unique to the Banjaras, form an integral part of their clothing and wall hangings in the

houses. The younger generation and those who migrated to work in other places have

given up wearing the traditional dress, but the elderly continue to wear it. At the time

of Dussehra festival, all the women both young and old make it a point to wear their

traditional attire and gather in a common place and celebrate. The adornments and the

attire unique to them becomes an object to distinguish and label them as an ‘other’.

It is easy to identify a Banjara woman among a crowd because of their attire which

is distinct from the bordered silk wrap cotton Ilkal sarees worn by the women in the

village and tattoos on body. Reflecting on the narrative from the field work in 2015

which I mentioned in Chapter 1, where an elderly Banjara woman was called out by her

caste name (‘eh Lamanakki’) by a nurse in a private facility and asked her to clean the
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floor where her grandchild had urinated. Her son was saying that the nurse didn’t treat

other women who were there in the same way and discriminated against her because she

was a Banjara. They are often described as ‘dirty’ people who don’t take bath and have

poor hygiene practices by the mainstream. A part of the clothing of Banjara women is

the braiding of hair with adornments that cannot be done alone and needs assistance.

Because of this, washing of hair occurs at regular intervals and not on a daily basis.

Both the men and women take a bath every day when water is supplied and washing

of clothes is also done at the same time. Tandas are described as dirty places because

of hygiene practices related to open defecation and collection of water in drains and

mosquitoes breeding on them. The problem of open defecation is common to both the

villages and tandas and the situation is changing with toilets being built in both these

places. This issue is highlighted among Banjaras to label and differentiate them. Similar

is the case with collection of water in drains. Villages and tandas unlike the cities don’t

have a central drainage structure. There are drains in almost all the streets, but all these

drains collect at a central area and the wastewater flows, not leading to stagnation. At

times when the central flow is blocked, it leads to stagnation and mosquito breeding.

In Vanapura, the central drains open downhill into a waste land and the wastewater

doesn’t stagnate. In Chara tanda it collects at the end of the settlement and very often

leads to stagnation which is cleaned regularly by the panchayat members. In fact, in

Chara village, I noticed that there are multiple areas where waterlogging happened and

breeding ground for mosquitoes but the "tandas are the place with poor hygiene”.

The Banjaras belief systems are different from the mainstream. They give importance

to tattoos on their bodies and believe it wards off evil eye. They celebrate all the major

festivals celebrated by the Hindus and one festival unique to them is the Sevalal jayan-

thi. There is communality in their celebration of festivals where the tanda as a whole

celebrate together. Non-vegetarian food and liquor form a major part of the celebration,

even for some festivals. They use the term ‘bete’ meaning hunted to refer to goat that

is slaughtered for festivals. Banjaras were known to be hunters in the forest and hunted

down deer, wild boars and brought them back to the tanda to be cooked and shared

in the past. This is no longer possible due to legal restrictions in place for hunting.
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On special occasions, money is collected from all the households in the tanda depend-

ing on their ability to contribute and with that, goat is bought and slaughtered. This

is offered to their Gods and then cooked in a commonplace and shared among all the

households. Non-vegetarian food is always had with alcohol in the tandas irrespective

of sex. In a place like Gadag, where non-vegetarianism and alcohol go hand in hand

it becomes a reason for labelling. It is difficult to find a non-vegetarian restaurant in

isolation in Gadag district, but these are always attached to a bar that serves liquor and

shapes that kind of thinking. Banjaras are labelled as drunkards, being addicted to liquor

and women folk are looked down because they consume alcohol. While speaking to a

young person in Chara tanda, I asked him about women drinking alcohol and he shot

back saying “What is wrong in that? Don’t the women in the cities consume alcohol?”.

There is a lot of attention given to Banjara women drinking alcohol in conversations

among the mainstream. This leads to the formation of stereotypes and labelling. Alco-

hol use among Banjaras is viewed as a form of social evil, but it is a part of their culture.

Not many of the participants were willing to discuss their practice of brewing alcohol

out of fear and the stigma attached to it. Till date there are news items published about

police cracking down on people in different tandas for brewing alcohol illegally. His-

torical documents have mentioned Banjaras being addicted to liquor or ‘intemperate’ in

use of alcohol. “Ethnographic survey of Mysore: Banjaras Caste” mention the use of

liquor by Banjaras for various occasions relating to birth, death and festivals (Nanjun-

dayya, 1912). It also finds a mention in the legend tales of Banjaras (Halbar, 1986) but

it is not clear if they made their own alcohol or purchased it. The British mentioned the

brewing of illegal liquor under the list of criminal activities by the Banjaras under the

Criminal Tribes Act. Brewing their own liquor can be viewed as a cultural practice or

arising out of poverty and sedenterisation. Liquor used to be brewed in the houses and

when it was made illegal and criminalised, they shifted brewing to the forests. Liquor in

the past was also used for medicinal purposes like cut wounds and vaginal tears during

childbirth (Patil & Saroja, 2004). Rani in Chara tanda remembers her grandmother say-

ing that she was arrested by the British and put into jail for brewing alcohol. Historical

documents, criminalisation by the British and subsequent governments and communi-

ties’ past practice of brewing alcohol has led to them being labelled and stigmatised as
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alcoholics. This does not mean that there are not given to alcohol, but the labelling is

convenient to designate them as the ‘other’. Vanapura elders talk proudly about how

there is no alcohol in the tanda, but that’s not the case with Chara tanda. In places on

the periphery of the tanda, I have noticed many sachets of whisky, which is available

for thirty rupees in the tanda. Some of the women I interviewed mentioned the body

pain and tiredness associated with working in the fields, family situation and violence

by partners as reasons to consume alcohol. Non-vegetarianism and alcoholism are a part

of the villages too, but it is a convenient labelling to designate tandas as the ‘other’.

The historical discrimination labelling and ‘othering’ of tandas and Banjaras caused

some of them adopt measures to subvert this system. I visited Ratnalli as a part of

listing all tandas in Gadag district and spoke to the Anganwadi teacher who belonged

to the Banjara community. I asked her about the area of the village, which is considered

a tanda and she immediately responded, saying there is no tanda and all community

people stay together. She was slightly uncomfortable with the mention of the word

tanda. Similarly, an elderly person in Sevalalnagar corrected me when I mentioned the

word “Rayan tanda” in the conversation with him. “Tanda is all gone now (referring to

the name), it is Rajajinagar”. Like I mentioned earlier, the government had notified the

tandas as revenue village and as a part of that was changing the names. Although the

names are changed the locals, government officials and even entry in the PHC still refer

it to as the tanda. Some families in Guddadpur tanda have taken up Lingayat surnames

to escape the trap of the caste system. Within the tanda, people don’t hesitate to mention

their names with surname, but in public spaces, there are people who try to hide their

caste. I had met a young girl while working in Gadag as a physiotherapist who was very

inquisitive in learning things related to nursing. I overheard her conversation with a staff

nurse who asked her name and she mentioned it without the surname. The nurse smiled

and asked her directly if she was a Banjara, she refused and finally admitted when the

nurse pointed at the tattoo on her face. It didn’t really strike me at that time but later I

understood the hesitancy. I met another young man during the observation in Hallapur

PHC; he was one among the DHI course trainees. We became quite friendly, and he

told me his name and the village. Only when one of the staff nurse who is a Banjara
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spoke to him about his experiences with collecting data in tandas did I realise that he

was one among them but was trying to hide it. It is common in Gadag like in other

places of South India for people to ask the surname. I have faced the constant question

of “What is your name?” followed by “What is your surname?” if they are unable

to make out the caste identity through the name. Tandas like Vanapura have adopted

measures to move away from the stigma and discrimination by embracing practices of

upper caste villages and trying to conform to the mainstream. An elderly person who is

also among the leadership in Vanapura laid emphasis on the fact that their tanda is unlike

other tandas in all of our conversations. He emphasised on the fact that I won’t find

people whiling away their time in tea shops, not playing cards or gambling their money,

children attending school regularly and most of them securing admission in Navodaya

schools, nobody drinking alcohol openly, tanda being clean and non-rearing of hens.

This practice of non-rearing of hens is common among the Lingayat community. He

also spoke about the sad state of affairs in Chara tanda, comparing the same parameters

with Vanapura, an ‘other’ within an ‘other’.

The picture below from Chara tanda summarises the subaltern lives of the Banjaras.

Historical injustices and structural discrimination caused the tandas to be located close

to the forest and on unfertile lands. Due to lack of livelihood, the people migrated

to other places, in this case, Goa as is evident from the ’GA’ registration of the ve-

hicle. Everyday living is a struggle as those with vehicles are able to mitigate some

of the disadvantages imposed on them. In this photo, the gentleman in the bike was

fetching drinking water from neighbouring tanda because the resource in tanda was

non-functional. The same is the case with accessing health care. They have left behind

the wandering ways, have settled down and built houses and the structure is similar to

the villages nearby and yet they and their settlement are labelled dirty and constructed

as the ‘other’. The labelling and ‘othering’ of Banjaras creates further disadvantage and

perpetuates into their everyday life, and this has consequences for the different spheres

of their lives.
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Figure 7.1: Subaltern life in tandas

7.2 Impact of leading Subaltern lives

Everyday discrimination experienced by the Banjaras has an adverse impact on the func-

tioning of the settlement as a whole and the individuals that constitute it, across different

spheres of life. In the following sections, I will be focussing on the direct and indirect

process that has implication for health and health care access.

7.2.1 Land of milk and honey- Migration

The main source of occupation in the tandas is agriculture, cattle rearing and grazing

of sheep and goats. Tandas being located close to the forest, infertile lands and reduced

income from agriculture lead the people there to look for alternate means of livelihood.

Working as agricultural labourers in the fields of others is inadequate to run the daily

life and the wages are around Rs 150 for men and Rs 100 for women for a day’s work.

This rate increases during the season of harvest but is dependent on the rainfall in that

particular year. With almost 80 percent of Gadag district dependent on agriculture,
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there are limited opportunities for livelihood outside the tanda and in the main town.

There are very few families who work by selling sugarcane juice, petty shops or running

meat stall in Gadag town but that depends on the proximity to town and availability of

transportation. To earn a living and support the family many in the tanda go outside the

district in search of livelihood but continue to maintain ties in the tanda. In the words

of Ramavva,

We don’t have agricultural field or anything. By earning in Goa, we were
able to build this small house. That is our “Karma”. Our life is to work,
to eat “ Our situation is so bad, what do we do in the tanda, we have no
agricultural land, no means of livelihood. . . .Nothing. Till we die we have
to earn outside and eat. By earning in Goa we were able to build this small
house, that is our “Karma”. . . .. Our life is to work, eat and then die. We
have to work, eat and take care of our children till we die and my desire is to
make them study. In difficult circumstances also I want to be able to make
them study. Even I have to sew somebody’s slippers I will do and make
my children study. I don’t want to become like my drunk husband who has
studied and whatever difficulties come I want to make them study. Till they
become adults...after that I don’t know if I would be alive...It all depends
on God. That’s my belief and I don’t believe in any other things

During the course of fieldwork about 25 percent of the houses in both the tandas were

locked. Almost 50 percent of the households in both the tandas had a migrant (51

percent in Chara tanda and 46 percent in Vanapura). Common place for migration is

Goa where tourism flourishes and they cater to the requirement of tourists. Most of these

migrations are short duration in nature. During the offseason in Goa, they return to the

tanda and attempt to cultivate the land depending on the rainfall. Post-harvest, they

return to Goa and continue the job they had been engaged in. The primary reason for

migration is crop failure and diminishing returns from agriculture, other reasons being

the need to pay off loans taken for agriculture or healthcare, education of children,

building houses and wedding expenditure. Once the loans are paid back the migrants

return to the tanda and continue to cultivate or work as daily wage agricultural labourers

and again migrate short term when they are caught in the web of loans. Most of the

migrants, irrespective of gender, are school dropouts due to their life circumstances and

migrate to support the family. There are educated Banjaras who have studied in different

streams and have secured regular employment and are long term migrants. Those who

are educated and unable to secure employment in government or private enterprise in

Gadag or outside, migrate in the short term. Raghu whom I mentioned earlier is the only
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degree holder in his family, having studied Bachelor of Arts in Gadag. He wanted to get

into the army but was rejected because he had flat foot. He is well versed in computers

and tried securing employment in and around Gadag in both government as well as the

private sector but was unsuccessful. He owns land with no means of irrigation, and he

tried to secure funds for starting a data entry centre from the government, which was

stuck in red tape. He was firm on not going to Goa for work leaving behind his mother,

wife and children. Two months later, he applied for jobs outside Gadag but within

Karnataka and was unsuccessful. Finally, he went to Goa to search for a job as his

relative was working there so that he could pay off the loans taken for agriculture. There

are young people like Raghu who are educated and want to stay back within Gadag so

that they could be close to home but unable to do so due to lack of opportunities in the

tanda.

Migration can be viewed as benefitting the society, families and individuals as a whole

but in the case of tandas it is a marker of structural discrimination. Few families have

benefited from migrating outside, educated their children and have built a big homes in

the tandas. Subalternity continues in the place where they migrate i.e. in Goa. Usually

in cities where there are people of different states and languages where caste is hidden to

an extent, the Banjaras face problems because of their caste and nativity. Banjaras from

North Karnataka form the major bulk of the migrant population in Goa and most of them

stay in areas designated as slums (Children’s Rights in Goa, 2016). Even though they

have been migrating to Goa for livelihood with many even settling down, they are still

seen as the ‘other’, even there. There are conflicts between the locals and the Banjaras,

which is also a political issue there. They face stigmatisation and discrimination in Goa.

Ranganna, who works there has experienced discrimination but continues to endure it

to support his family.

If we leave Goa and come those guys will suffer. . . .. We do all the coolie
work, earn and eat and we don’t have any problems. They need Lamanis
to do all their work. For cleaning toilets, for sweeping they need Lamani
people. . . .. they can’t work on their own. Not all are bad, few are good
and few are bad. They do dadagiri, we have gone to work there and not
gone there to make it our own. So we work, eat, sleep and wake up in the
morning and go to work.

People like Ranganna and Ramavva have no agricultural lands and have no option of

156



 

returning to the tanda and settling down due to limited opportunities. They continue to

endure the discrimination and work to provide for their families.

Nobody there (in Goa) cares for people like us (Lamanis). They are very
rough, talk rudely and if they beat us also, we have to bear it due to ‘hottesmb-
handha’ (to fill the stomach i.e food for daily living). It is not our village,
‘hoddrehodthathinnabeku, badrubadthathinnabeku’ (If they beat also we
have to bear, if they shout also we have to listen). We have to nod our head
and keep quiet because if you question then they would fight, or something
might happen. We don’t want to get into problems.

– Ramavva, 28 year old, Chara tanda

The tandas of the present are unlike the past where people have settled and built concrete

homes. The only difference now is that the poverty within the tanda is masked by these

concrete houses.

To look at we appear like people from the city, big people with jobs and
businessmen but our situation is very very bad (eyes filled with tears), our
future. . . our life we will carry on till where it leads. Our fate is bad. What-
ever God is written we can’t do anything to change it.

– Ramavva, 28 year old, Chara tanda

Left behind families- Impact of migration on living arrangements

Large scale migration of people has an impact on the living arrangements for the chil-

dren and elderly in the tanda. Those who migrate are young and middled aged men

and women. Most often it is the men who migrate in search of work leaving the wife

behind to take care of the elderly and children. The story of Ranganna mentioned in the

beginning is common across the tandas. In some families the husband and wife migrate

for work leaving behind the children with the grandparents. These children are enrolled

in the anganwadi or primary school in the tanda or college in Gadag. If there are any

toddlers, then the parents take them along. Few families with adolescents migrate as a

family for sugarcane harvest in Mangalore as they earn more with extra hands. The bur-

den of taking care of the children falls on the grandparents who are dependent on their

children for financial support. Elderly persons who are independent in their activities

of daily living are left in the tanda by their children to take care of the house and land.

These elderly are taken care of by relatives in the tanda who provide them with food

and take them to banks, post offices or health facilities when required. Children support

them by sending money through relatives or bank transfers or through e-wallet which is
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encashed with the help of relatives in the tanda. Looking at it from the perspective of

the Banjaras, apart from the practical difficulties, the tanda is a safe place where people

know each other, and relatives are always around to help in times of emergency. The

elderly might find it difficult to adapt to a new place and their children don’t earn much

in the place of migration. This could probably be the reason for migrants to leave their

parents and children in the tanda. Leaving the elderly behind has the consequence of

leaving their needs unmet.

7.2.2 Aarogya- Health outcomes

House listing exercise done during ethnography provides an idea of the morbidity profile

in both tandas. People were asked about the experience of the morbidity in the past one

month and the care seeking for the same. About 17 percent in Vanapura and 12 percent

in Chara tanda experienced some kind of acute or chronic morbidity and sought care

for it. Table 7.2 shows the common ailments and the care options exercised for them.

Almost half of the ailments were due to fever, cold or cough, which are acute in nature.

This is more in Chara tanda when compared to Vanapura, which is disadvantaged due

to lack of adequate source of safe drinking water. At the time of data collection, the

community RO in Chara tanda was under repair and people depended on alternate water

sources for consumption. Musculoskeletal pain in the form of back pain, neck pain and

joint pain is the next common ailment and is a consequence of having to work hard and

toil in difficult terrain. Agricultural work, in general, is high demanding, strenuous and

demanding manual labour. Structural discrimination of tandas with its terrain, slopes

and hard ground makes agriculture even more challenging and leads to physical stress.

This in turn manifests as chronic musculoskeletal problem.

The occurrence of non-communicable diseases like hypertension, stroke, diabetes and

heart ailments is higher in Vanapura than Chara tanda. People from Vanapura migrated

during the early period to Goa and set up their own business, whereas migration from

Chara tanda occurred much later. The main difference in the migrants as described by

an elder in Chara tanda is that most of the people from their tanda work as manual

labourers and are not restricted to Goa alone; while people from Vanapura are primarily

businessmen. The elderly from Vanapura who had migrated in their younger days and
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Table 7.2: Morbidity and cake seeking for illness in Vanapura and Chara tanda, Gadag,
2018.

Morbidity Characteristics Vanapura
(n=57)

Chara tanda
(n=115)

Total
(n=172)

Ailments
Acute illness (Fever, cough, cold, diarrhoea) 12 (21) 72 (62.6) 84 (48.8)
Musculoskeletal pain 20 (35.1) 20 (17.4) 40 (23.2)
Injury/animal bite 2 (3.5) 2 (1.7) 4 (2.3)
Infections 1 (1.7) 6 (5.2) 7 (4)
NCD 18 (31.6) 10 (8.7) 28 (16.3)
Cataract Surgery 4 (7) 0 (0) 4 (2.3)
Others 0 (0) 5 (4.3) 5 (2.9)
Care Seeking
PHC 9 (15.79) 10 (8.7) 19 (11.05)
District hospital 21 (36.84) 8 (6.96) 29 (16.86)
BAMS 5 (8.77) 7 (6.09) 12 (6.98)
Private hospital/clinic 11 (19.3) 33 (28.7) 44 (25.58)
RMP 11 (19.3) 47 (40.87) 58 (33.72)
Self-medication/Did not seek care 0 (0) 10 (8.7) 10 (5.81)

returned to tanda are the ones who commonly suffer from non-communicable diseases.

There are more people in Chara tanda involved in farming when compared to Vana-

pura, where the land has been leased out. The timing of migration, nature of work in

the place of migration and in the tandas explain the prevalence of non-communicable

diseases. The prevalence of different ailments cannot be attributed to characteristics of

individuals and their health behaviours alone but also the various historical injustices

that produce and reproduce socio-economic inequities that manifest as illness and the

ability to recover from it.

7.2.3 ‘Family doctor’- Health care choices available

Primary Health Centres are referred to as the cornerstone of rural health services, the

first point of contact of the people in rural areas to a qualified doctor. Although this

seems true on paper, the reality is different in the tandas. These health centres don’t

figure among the top two choices for seeking care for ailments, be it acute or chronic.

Overall, the first point of care for curative services in tanda is the RMP or BAMS doctor

located in the villages nearby. This is different in Vanapura, where most of them prefer
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seeking care in the district hospital because of its proximity. Chara tanda is even more

disadvantaged as almost 9 percent of the people with morbidity did not seek care or

self-medicated at home. Health choices of the people in the tanda are shaped by the

availability of care, availability of resources to seek care, availability of transportation -

both public and private, perceived severity of the problem, perception of the quality of

services and acceptability.

Gangamma is a 65-year-old widow living alone in Vanapura. Her two sons and their

families stay in Goa and visit once or twice a year. She has a daughter who is widowed

and stays in the same tanda. Previously she worked as an anganwadi helper and is now

retired because of ill health. She gets a pension of about 500 rupees and some contri-

bution from her children for daily needs, which is irregular. She suffers from diabetes

mellitus, blood pressure, chronic musculoskeletal pain and also suffered a stroke in the

past. She is independent and is able to carry out her own activities for daily living but

depends on relatives nearby for food. She goes to the district hospital for regular follow

up for diabetes and blood pressure and also gets injections for musculoskeletal pain.

When the pain is severe and impairs her ability to walk, she seeks care from the RMP

or BAMS doctor, depending on their availability in Guddadpur village. Previously she

was consulting private providers in Gadag town for her chronic ailments and the cost

was expensive. She started going to the government after a doctor from the Banjara

community informed her about the benefits of similar medicines in the public sector

being available free of cost. The only expenditure incurred is the bus charges and five

rupees for registration. It is not convenient for her to go to District hospital every time

the musculoskeletal pain flares up because of long waiting time and transportation, so

she prefers going to the RMP or BAMS doctors in the village. Even though the dis-

trict hospital is located in proximity, she has to take a bus from Vanapura, get down in

Guddadpur village and walk up to the main road and catch another bus to the District

hospital. The return bus is around 2 pm and she has to wait till then. If she has to visit

the providers in Guddadpur village, she takes the morning bus, finishes consultation and

waits in front of the clinic for someone travelling to the tanda so that she can get a ride

back. Visiting these health providers is conditioned upon her receiving her pension or
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contribution from children. There are times when she endures the pain and avoid seek-

ing care due to lack of money. Recently she had received her pension and consulted the

BAMS doctor the next day and administered two injections and prescribed medicines.

She described him as a ‘chelo’ (meaning good but implied as a skilled person and also

good quality) doctor and known to her. She paid 100 rupees for the injections and

bought half of the medicines that were prescribed as she wanted to see if it helps be-

fore buying more. She has been suffering for long and has lost track of the number of

injections that she has got from the Government hospitals, BAMS doctor or the RMP.

She kept her hand on the backside to indicate to me the formation of “gantu” (Bubble

or a knot) as a mark of her suffering and the multiple injections received over time. This

form of pluralistic care exists among many in the tandas and not unique to Gangamma

or elderly like her. Below is a picture of another elderly person in the tanda who stay

alone and is like Gangamma.

Figure 7.2: Elderly woman in the tanda with all the medicines prescribed

She showed me the different kind of medicines that has been prescribed to her over the
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years. The medicines were mainly painkillers, paracetamol and steroids for the knee

pain. One of the pouches had ayurvedic formulations. She has been visiting providers

in the government, private and practitioners of traditional medicine, including massage

therapy to be relieved of the pain. The visits to different providers are dependent on her

children returning from Goa. She walks with much difficulty and unable to go out alone

and depends on the injections of RMPs who visit the tanda for pain relief. She assumed

that I was a RMP doctor and asked me if I had any good injections or medicines for

the pain and this was the case with most of the elderly. She also suffers from Diabetes

and Hypertension and takes regular medication without follow up. Her son-in-law who

stays behind her house gets it monthly for her. Care seeking by Gangamma and the

elderly person above is not a linear process. The choice of care is determined by the

availability, acceptability, proximity and affordability and changes depending on the re-

quirements or suggestion of relatives. This is similar in the case of the elderly who are

married with children away in Goa. Both the husband and wife seek care together most

of the time, but I noticed that this was not always true. Budappa and his wife suffer

from diabetes and blood pressure. He regularly consults in the district hospital and has

a small notebook for follow up care while his wife consults in the PHC for medication

and she has a slip which she carries during every visit. PHC staff advised her to seek

care in District hospital as her parameters were not getting controlled, but she refused.

They don’t own vehicles and travel by bus on separate days as they have the responsibil-

ity of taking care of their grandchildren who can’t be left alone. Muthamma is another

elderly person who visits the PHC monthly to get medications for blood pressure and

visits District hospital only when her son comes from Goa. She, like Budappa’s wife

prefers getting medicines from the PHC because of long waiting time and difficulty in

navigating the district hospital. This could also be because of the intimidating atmo-

sphere in the district hospital. Even though they seek care in the PHC or district hospital

for NCD care they visit the RMP for ailments like fever, cough, cold and musculoskele-

tal pain. The story is different for the elderly who have their children in the tanda and

own vehicles. Barriers due to difficulties in transportation are overcome by the use of

own two-wheelers or four-wheelers. One of the elders in Vanapura who stays next to the

Sevalal temple showed me his small notebook for monitoring diabetes and blood pres-
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sure given to him in the district hospital. He is regular for follow up and is accompanied

by his son who drives him during visits, or he goes alone by bike. He doesn’t go to

the RMP or BAMS doctor and always consults in private hospitals in Gadag town. He

prefers the government hospital for NCDs as he perceives the medicines to be good and

able to achieve control of parameters. His wife has health problems related to thyroid

and they regularly consult in a private hospital in Hubli. Being well off economically

enables him to seek care in private hospitals. There are very few families like his who

have escaped the disadvantages imposed by structural discrimination, have fertile lands

and children well settled in other districts with government jobs. Because of this they

are able to seek care in private clinics and hospitals. He had consulted the RMP in the

past but stopped visiting after his relative, the young girl who was treated by the RMP

died. There are many elderly people like Dhamalappa Pujar whom I mentioned above,

with decreased mobility or bedridden who depend on the RMPs who visit. There are

occasional visits by personnel from the public health system, but it is usually for preven-

tive health and not curative. The role of the RMP becomes very important as the people

are able to get service at their doorstep, thus removing the barriers in seeking care that

is forced upon the Banjaras.

Most of the families refer to the RMPs as family doctor and this is very common in

Chara tanda. One of the well to do families in Chara tanda told me that barring children

the entire family seeks care from Basappa, the RMP in Chara village. The reason stated

was that he has been working as a provider when no hospitals existed and continues

to provide the same kind of services. They were being protective of the provider and

were hesitating initially to reveal details about him. Seeking care from RMPs is not

restricted to the elderly alone but even for children as young as 2-3 years. However, this

is commonly seen among the poor in the tandas who don’t have the means to consult in

private clinics. This is also influenced by the belief that injections would cure the child

faster than medication and only RMPs would administer it. Perception of the severity

of the ailment also influences the care seeking for ailments.

For minor illness like fever, cold, cough and body pain we show it to the
local doctor (referring to RMPs). Major illness like typhoid, diarrhoea,
malaria we go to the government hospital in the village (PHC).

– Ramanna, 62 year old, Chara tanda
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The RMPs are seen as those providing basic medical services, which ideally should be

the role of the PHC in the community. Perception of the government as centres for

typhoid, diarrhoea and malaria is because of the treatment with injections and saline

bottle. There is not much trust in the medicines supplied but the injections and saline

bottle are perceived to be of high quality. This perception has got to do with an incident

involving the entire tanda. In 2013 there was an outbreak of dengue and chikungunya

in Chara tanda and almost all fell sick. During that time the government had set up

camps in the community hall, primary school and anganwadi and treated them with

saline bottle. Post this incident, lot of changes happened in the tanda. A new water tank

was installed, and the local MLA built a community RO water purifier as the illness was

attributed to the pond from where people drink water. Response of the public health

system and having experienced the ‘power’ of saline bottle made people to visit the

PHC for similar ailments and for care seeking in general. This incident is a reminder of

how the people start trusting the public health system when it is seen as proactive and

catering to the needs of the people in the tanda. For people in the tandas, if anyone

suffers from minor ailments and those bedridden and difficult to take to a health facility,

the choice of provider is the RMP. In the case or typhoid, malaria, dengue, diarrhoea or

any other condition that would improve by connecting ‘botli’, antenatal care and NCD

medication the preferred choice is the PHC. They go to district hospital or private centres

in Gadag town for specialist care, childbirth and care seeking for infants. For super

speciality care people travel to Hubli and consult there in the government or private

sector. Hospitalisations for super speciality care is expensive and leads families into

a debt trap. Javlavva who is in her late 40s was suffering from severe back pain that

restricted her ability to stand or work for long. Reeling from crop failure, one of her

sons in his early 20s went to Goa to work and support the family. The other son has

finished his postgraduate studies and stays in Dharwad preparing for competitive exams

for job. She consulted in the district hospital and private hospital and an MRI scan

revealed a severe disc prolapse as the cause of pain. She was referred to a neurosurgeon

in Government medical college, Hubli as there are none in Gadag. Having had to wait

for long time there and lack of response from the staff, her son got her admitted in a

private hospital. The neurologist there informed that she requires surgery and would
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cost around 80,000 to 1,00,000 rupees. The family emptied whatever savings they had

and arranged for the remaining money by taking loans from private lenders who lend

for agricultural activities. Simultaneously, her son tried to get a backdated government

health insurance and spent 6000 rupees in bribe for it. The surgery was completed, and

the insurance card came through on the third day and the hospital refused to reimburse

the money as they should have been informed before the surgery occurred. They paid

the remaining amount and came back to the tanda. When I spoke to her about paying

off the loan she replied saying

This is our ’hane bara’ (meaning fate), my younger son is already working
in Goa and he will send money and we can pray and ask God that there is
good harvest in the coming year so that we can pay off this loan and the
previous loan taken for digging borewell.

– Javlavva, aged above 40, Chara tanda

I visited her three months later and she was looking much better and no longer in pain

but rued the inability to go to the field and work. Historical discrimination continues to

pervade and influence the health outcomes and care seeking for Banjaras.

7.2.4 Small disease, RMP; Big disease, Government hospital-
Consequences for Care seeking

Discrimination can be viewed in multiple ways as discussed in the earlier chapters.

When it comes to accessing care, it could manifest as an outcome i.e the place where

care was not sought. To illustrate it with an example, an individual sough care at a

government health facility for an ailment. The experience during the visit was so bad

that the person was made to feel belittled. For subsequent health problems, they visited

the private providers in their vicinity. The discrimination experienced at the government

health facility causes them to seek care elsewhere. As a researcher, it was practically

difficult to ask people for their experiences of discrimination because for most of them it

existed in the past but not in the present. This could also be a way of denying or coping

with the discrimination experienced as their narratives of experiences point towards

discriminatory behaviour by the system.

Rachnappa’s son is studying in 7th standard and stays at a hostel in the neighbouring

taluka. While on his holiday, he started developing rashes with boils all over the body.
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Since he was away, his wife took him to the RMP in Guddadpur village, who prescribed

medicines and advised to wash the area regularly for two weeks. After they retuned, he

developed fever and the rashes started increasing. The next day his wife, her brother and

father took the morning bus and went to the district hospital. Got the appointment of the

paediatrician and had to wait for their turn, not allowed to see out of turn considering the

nature of the illness. The brother who accompanied them tried telling the paediatrician

that the boy is serious, but he shouted back at them saying many of the patients give

the same excuse and made them wait. Later he examined them and asked them to get

admitted in the ward. He was administered saline bottle and injections through that.

The mother went to inform the nurse that the saline bottle is over and the need for it to

be stopped or changed. The nurse who was on duty went along with them and showed

them how to close it and told them not to disturb them for these small things. The other

nurse on night duty shouted at them for informing about the saline bottle and told them

to wait patiently. Their experience with the staff nurses was unpleasant and only one

person treated them properly and attended to them when called.

“There was only one nurse who was posted there told me to call her when the botli is

empty and that she would come and change it. One among ten would say that”

The next day the boy was administered injections and immediately he developed reac-

tions to it and body started to swell. The doctor was called and by the time he came the

boy stopped speaking and didn’t open his eyes. The doctor examined the boy and told

the parents that they have done everything possible and he is not responding to treat-

ment. Since there is no intensive care facility at that hospital he asked them to take him

Government medical college in Hubli. Because of the unpleasant experience in the gov-

ernment hospital, they refused to go to the one in Hubli and instead took him to a private

hospital in Hubli. The boy was admitted there and he recovered in three days and was

discharged. They described the care in the private hospital as “Chelo” and the one in

government as “kalagimaadi nodangilla” (meaning they don’t treat with care). Post this

incident Rachnappa and his family decided never to visit government hospital and even

recently for a minor ailment of his daughter, he took her to the same private hospital in

Hubli. He also expressed their helplessness in having to go to the government hospital
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in times of emergency as that is the facility located close by.

Experiences of discrimination or being treated unfairly cause people to seek other op-

tions for care seeking. This event of Rachnappa could be the experience of any Banjara

or non-Banjara and can be flagged as an isolated event but it has implications for their

health and care seeking. Discriminatory practices of the past may not be overt and

current but manifest in different ways. The ‘othering’ of Banjaras in the community

continues in the health system which is a part of it. The different labels attributes to the

tandas are that it is a ‘slum area’, people there are ‘dirty’, ‘chronic alcoholics’, ‘smok-

ers’, ‘rough people’, ‘importers of malaria’, ‘troublesome people’ to name a few. This

kind of behaviour influences the practices of the provider as well as the health system.

It also adds on and continues to perpetuate the stigma that exists. One of the staff in the

PHC had constructed an image of the Banjaras as the ‘other’
Banjaras are dirty people; they don’t take bath and don’t maintain clean-
liness. They don’t wash their clothes, because of this they fall sick very
often.

– PHC staff, April 2018

Such a construction of the Banjaras as the ‘other’ influences practices that leads to fur-

ther disadvantage. The medical officers in the PHC ask extra questions to Banjaras to

find out if anybody in the tanda had returned from Goa or if anybody in the surround-

ing houses is suffering from fever or joint pain. There is no problem in such line of

questioning as it aids in diagnosing accurately. This line of questioning becomes dis-

criminatory when it is asked only to Banjaras because of the image of the ‘Other’ that

is constructed. There was an outbreak of dengue in a village close to the PHC but extra

questioning related to it was done only for the Banjaras. The medical officer even admit-

ted to me that while questioning the Banjaras he has an image of the disease or ailment

to be of infective in nature. This influences treatment protocols and lead to prescription

of higher dose of antibiotics or medications that is not required and thus maintaining

a status quo with regards to existing discriminatory processes. The outbreak in Chara

tanda that happened in 2012 was a point of inflection that helped the people to engage

more with the public health system. This also created a distrust related to functioning

of the system as the health system is viewed as those who come when there is an out-

break, but their presence is not visible when trying to prevent one. The behaviour of the
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health workers also supports this view. Rampur PHC is understaffed including the field

workers and the health worker compromises on the visit to the tanda due to increased

workload. This is not only the problem of the field staff but also that of the official

higher to him, the MO. The skipping of Chara tanda during the field trip attests to this.

This is not the case in Vanapura as the health worker is from the community and there is

a certain rapport that exists and there is better engagement with the government health

system. When the female health worker for Sub-centre 3B was posted for the tanda 12

years back there was no Sub-centre building. She and her family were given accommo-

dation in Sub-centre 3A in the village since the health worker for that Sub-centre was

travelling from the town daily. She remembers her experience during that time of people

not visiting the Sub-centre:

For one year we stayed in the quarters in the village along with my family.
That time people used to go to him (RMP) even though I was there in the
village. I was new that time, so many people did not come to me but I have
gone to the house and conducted delivery. During that time there were only
home deliveries and still many people didn’t come to me. So, I went and
told our Medical Officer that it is no point for me to stay in the quarters
because the people were not coming to me. The tanda was far from our
quarters and at any given time they go to the RMP doctor only. Even if they
have fever they don’t come to me for medicines or blood slides. Only when
I visit them in their house, I have to give them the medicines or take sample
for blood slide. If our quarters was located there then it would have been
of some use so we left the quarters and came here (near town). Then they
gave a room there and people were happy, they know that our sister would
be here the whole day and they started coming there

– Female Health worker, Subcentre 3B

The absence of the public health system was the reason for the people there and sur-

rounding tandas to seek care from RMPs. Even though the female health worker be-

longed to the same community, the people continued to visit RMP. The possible reason

for this could be the people there felt neglected by the public health system and trusted

the RMPs more. This situation changed when a small building in the tanda was con-

verted to Sub-centre and people started visiting for different health issues. When the

health system actively caters to the needs of the tandas they trust the system more and

utilise it effectively. The sad part is the new building has been ready for the past two

years but yet to be inaugurated.

In the narrative of the people, they describe the word ‘chelo’ to refer to doctors or
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facilities which are skilled and provide treatment with care. This term is never used

to describe the doctors or the health workers in the public health system but the botli

and injection are chelo. The process of ‘othering’ that is historic and continues with the

various structures operating in the tandas. This does not allow the Banjaras to recognise

or challenge these structures or discrimination that is practised.

7.3 ‘Hane Bara’- Learning to live with discrimination

The health outcomes and consequences for care seeking as an end result of discrimina-

tion are rarely recognised by the Banjaras and so the resistance to it does not develop.

Very few people like Rani in Chara tanda explain the lack of leadership and unity among

the Banjaras to demand for a change at a macro level.

Other caste groups have a strong leadership but we feel there is gap in lead-
ership among us because in our community once we vote for a particular
party we continue to vote for them next time. . . . but we will not vote a
leader from among us. There is also a problem of unity so even if we
protest it is not taken seriously. Assuming we are just 30 percent people,
what will we get out of protesting. Protest will remain a protest and we will
get nothing out of it.

– Rani, Chara tanda

Rani along with the elected representatives, tried to get a health centre and a veterinary

centre in Chara tanda but since they didn’t have any political backing and the numbers

are not on their side, the request was turned down. Banjaras find ways to live with the

everyday discrimination by the structures that pervades their lives. A health official in

one of the PHCs in a very patronising tone told me that people in the tanda make use

of all the schemes and facilities provided by the government and demand for what is

due to them. This may be true in terms of getting benefits for farming, housing and

essentials for daily living through their elected representatives but sadly, this is lacking

in matters related to health. There is no collective resistance or a demand for change in

matters related to health. It only occurs when the discriminatory practices have adverse

consequences on the health of individuals. This is seen in the case of the young girl who

died after being treated by the RMP and the entire tanda went to his house, protesting

and threatening to complain to the police. Thukaram, an elder in Vanapura, has regularly

handled cases where people have called him complaining about the unfair treatment in

government hospitals. He goes with a group of people and questions the providers
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directly and if they don’t respond, make calls to people known to them to resolve the

issue. Unless the Banjaras are viewed as one among us and not the ‘other’, the ‘othering’

process will ensure that the existing structures are maintained and continue to perpetuate

the discrimination that was historic.
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CHAPTER 8

Infrastructure in Tandas and Villages

This chapter will partly address the third objective of the thesis, which is to evalu-

ate the impact of possible discrimination experienced by the Banjaras on their health,

health care access and utilisation. I will examine the differences between tandas and

villages in terms of the available infrastructure. This will enable a determination of con-

sequences of discrimination at the settlement level as the availability of infrastructure

at the settlement level can affect an individual’s ability to access and utilise appropriate

health. This analysis would not be restricted to domains of health alone but also to other

allied infrastructure that directly and indirectly impacts health. This chapter is divided

into four sections. The first section describes the geographical distribution of tandas

in Gadag district and their pattern of segregation. The second section will compare the

physical, transport, education and health infrastructure of all the identified tandas in the

district with the villages associated or in proximity to them. In the third section, I will

make the same infrastructural comparisons for the tandas and villages selected for the

sample survey. The fourth section describes the findings of the discriminant analysis

undertaken to identify the variables that contribute to distinction across sample villages

and tandas.

8.1 Geographical distributions of tandas

As per the official record of Karnataka Thanda Development Corporation (KTDC) there

are 79 tandas spread across different talukas in Gadag district. The tandas were visited

to physically verify the location and map the infrastructure. Efforts were made to ask

the residents about location of other nearby tandas. Totally 64 out of 79 listed tandas

were identified, with most of them being located in the southern parts of the district (See

Figure 8.1).

Currently, there are seven talukas in Gadag district, two were newly formed out of Shi-



 

Figure 8.1: Geographical distribution of Tandas in Gadag district

rahatti and Ron talukas, namely Lakshmeshwar and Gajendragad. During the duration

of the study, the boundaries were yet to be demarcated and hence the result has been

presented for only five talukas. Shirahatti taluka has the highest number of tandas, fol-

lowed by Ron, Mundargi, and Gadag. Nargund taluka has the least number of tandas

(See Table 8.1). Four tandas are located within municipality jurisdiction with two each

in Nargund and Ron talukas.

8.1.1 Settlement pattern of tandas

In chapter 5, I had described the general organisation of tandas in relation to the village.

However, this is not uniform across all the tandas in Gadag district. Broadly the type of

tandas can be categorised into mixed settlement and demarcated tanda (Figure 8.1). In

mixed tandas, the dwelling of Banjaras is located among the residential areas of other

caste households. The segregation in this type of settlements is invisible. These are

dwellings commonly located in the ‘plot’ area of the village or on land allotted by the

government for constructing houses. The number of dwelling units of Banjaras in mixed

settlements would range from three to twenty households. In demarcated tandas, there

is a visible segregation that separates the tanda from the village. The segregation is in
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Table 8.1: Location and settlement pattern of tandas in Gadag district

Characteristics N (%)
Taluka
Gadag 10 (15.6)
Mundargi 14 (21.9)
Nargund 3 (4.7)
Ron 15 (23.4)
Shirahatti 22 (34.4)
Settlement Pattern
Corresponding Village 43 (67.2)
Mixed 11 (17.2)
Standalone 10 (15.6)
Total 64 (100)

the form of a street or a compound wall that separates the tanda from the village. In

most of the settlements, the tanda is located at a distance from the village, which ranges

from few meters to 2-3 kilometres. Demarcated tandas can either be a standalone tanda

or a tanda that takes the name of the closest village. Both are similar in terms of their

segregation, but the difference is in their origins and naming of the tandas. Standalone

tandas are usually named after the Naika or have a distinct name that is not related to

any of the surrounding villages. For example, Muniyan tanda in Shirahatti taluka is

named after the Naika who settled in that place. Different patterns of segregation exist

in tandas that take the name of the village close to them. About 67 percent of the tandas

belong to this category (see Table 8.1). They are administratively attached to a village

and identify as being part of the village as it is reflected in the name but are distinct

in terms of location. Standalone tandas form about 15.6 percent of the tandas but are

considered along with nearby villages for administrative purposes. Mixed tandas form

about 17 percent of the tandas. Fifteen tandas from the list given by KTDC could not

be identified as they are likely to be mixed settlements with few households of Banjaras.

Even if there were around three Banjaras households in a particular area, it was counted

as a tanda in the official records.

8.2 Characteristics of tandas and villages in Gadag district

Infrastructure was mapped for all the tandas and mixed settlements identified in Gadag

district along with the villages that the tandas are a part of. In the case of standalone tan-
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das, the village that is geographically located close to it was selected for mapping. This

was done to enable comparison of the infrastructure across these settlements. Overall,

11 mixed settlements, 53 tandas and 45 villages were mapped for comparisons. Some of

the tandas mapped had a common village in proximity to it and the village was mapped,

hence the difference in the numbers between the tandas and villages mapped. For exam-

ple, Guddadpur tanda is administratively part of Guddadpur village but these villages

are also proximal, geographically to tandas of Vanapura and Bettadpura. The mapping

was done for these three tandas and Guddadpur village.

Characteristics of the settlements have been divided into physical infrastructure, trans-

port infrastructure, education infrastructure and health infrastructure. These character-

istics are compared across mixed settlements, tanda and village.

8.2.1 Physical infrastructure of tandas and villages in Gadag district

Overall, the villages have better physical infrastructure when compared to mixed settle-

ments and tandas (see Table 8.2). Roads are an important component for connectivity

to access various good and services. The different types of roads presented in the table

are not mutually exclusive as a settlement can have different type of roads. Almost 46

percent of the mixed settlements have paved roads when compared to tandas (28.3%)

and villages (35.6%).

Close to 13 percent of villages and tandas have paved roads which have not been main-

tained. Villages (75.6 %) have a greater proportion of mud roads when compared to

tandas (66 %) and mixed (63.6 %) settlements.

More than 90 percent of all three types of settlements have concrete roads. Water and

sanitation are important determinant of health of individuals and communities. Cover-

age of toilets, which is an important component of sanitation, was not captured at the

settlement level due to lack of data but is collected at the individual level in the quantita-

tive survey and described there. Different sources of water are available for the purpose

of drinking and daily use. The main source of water is through borewell, government

supply and community RO plant for the purposes of clean and safe drinking water. More

than 70 percent of the settlements have both borewell and government supply through
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Table 8.2: Comparison of physical infrastructure across mixed settlements, tandas and
villages in Gadag district

Characteristics
Mixed
(n=11)
N (%)

Tanda
(n=53)
N (%)

Village
(45)
N (%)

Total
(n=109)
N (%)

Roads1

Paved Roads 5 (45.5) 15 (28.3) 16 (35.6) 36 (33)
Paved (Not maintained) 0 (0) 7 (13.2) 6 (13.3) 13 (11.9)

Mud Road 7 (63.6) 35 (66) 34 (75.6) 70 (69.7)
Concrete 11 (100) 49 (92.5) 43 (95.6) 103 (94.5)

Water Supply
Borewell + Govt supply 8 (72.7) 37 (69.8) 34 (75.6) 79 (72.5)

Only Borewell 3 (27.3) 10 (18.9) 9 (20) 22 (20.2)
Only Govt Supply 0 (0) 5 (9.4) 2 (4.4) 7 (6.4)

None 0 (0) 1 (1.9) 0 (0) 1 (0.9)
Drains

Katcha Open 10 (90.9) 46 (86.8) 41 (91.1) 97 (89)
Pucca covered 1 (9.1) 5 (9.4) 6 (13.3) 12 (11)

No drains 0 (0) 8 (15.1) 4 (8.9) 12 (11)
Community RO 10 (90.9) 42 (79.3) 43 (95.6) 95 (87.2)
PDS 5 (45.5) 20 (37.7) 29 (64.4) 54 (49.5)
Veterinary centre 5 (45.5) 6 (11.3) 9 (20) 20 (18.4)
Milk society 4 (36.4) 8 (15.1) 25 (55.6) 37 (33.9)
Bank 4 (36.4) 3 (5.7) 9 (20) 16 (14.7)
Post office 4 (36.4) 6 (11.3) 21 (46.7) 31 (28.4)

1 The percentages will not add up to 100 because a settlement can have
more than one category

pipeline. Not much difference is observed except the tandas are more likely to have wa-

ter supplied by government pipeline when compared to villages. Differences are seen

in the presence of community RO units with 80 percent of the tandas having a unit as

opposed to mixed settlements and villages (91 % and 96 %). Common drains across the

three settlement types are the katcha or the open variety and the village is more likely to

have pucca drains when compared to tandas (13.3 % vs 9.4 %). Fifteen percent of the

tandas do not have any drainage facility when compared to 9 percent in villages. The

mixed settlements are advantaged as they have some form of drainage facility. Public

Distribution System (PDS) is important to the rural economy for food security and the

tandas are disadvantaged as only 38 percent of them have a facility located within when

compared to 64 percent in villages and 46 percent in mixed settlements. The remaining
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Table 8.3: Comparison of Public transport infrastructure across mixed settlements, tan-
das and villages in Gadag district

Characteristics
Mixed
(n=11)
N (%)

Tanda
(n=53)
N (%)

Village
(45)
N (%)

Total
(n=109)
N (%)

Bus Stop
Yes 8 (72.7) 40 (75.5) 43 (95.6) 91 (83.5)
Only hand wave1 0 (0) 1 (1.9) 0 (0) 1 (0.9)
Bus Shelter (if bus stop) 5 (45.5) 21 (39.6) 29 (64.4) 55 (50.5)
Bus Frequency (if bus stop)
1 time in a day 0 (0) 5 (11.9) 5 (11.6) 10 (10.9)
2-6 times per day 2 (25) 18 (43.9) 14 (32.6) 34 (37)
>7 6 (75) 18 (43.9) 24 (55.8) 48 (52.2)

1 Not a scheduled stop for buses but they stop upon request

tandas depend on PDS centres in nearby settlements. In an economy that is dependent

on agriculture and allied agriculture the presence of veterinary centre and milk society

makes a lot of difference. Mixed settlements are advantaged in terms of having a vet-

erinary centre located with 46 percent of the settlements having them. More than half

the villages have a milk society and the tandas are disadvantaged as only less than 15

percent have a milk society and veterinary centre (11 %). Access to banks and post

offices are important for tandas especially for elderly, for their pension and remittances

by migrant family members. Almost one-third of the mixed settlements have a bank

located within the settlement when compared to tanda (6%) and village (20%). Close to

50 percent of the villages have a post office and compared to only 11 percent of tandas.

8.2.2 Public transport infrastructure of tandas and villages in Gadag district

Tandas and mixed settlements are disadvantaged in terms of access to public transporta-

tion as only three-fourths of them have a bus stop (see Table 8.3). Almost all the villages

(96 %) have a bus stop located in the village. Those without bus stop have to walk a

distance to the nearby settlement or road to access public transportation. Even among

the settlements with bus stop only 40 percent of tandas have a bus shelter when com-

pared to 46 percent in mixed settlement and 64 percent in villages. Frequency of buses

in tandas is poor as less than 50 percent of them have services more than seven times in

a day.
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Table 8.4: Distribution of Education infrastructure across mixed settlements, tandas and
villages in Gadag district

Characteristics
Mixed
(n=11)
N (%)

Tanda
(n=53)
N (%)

Village
(45)
N (%)

Total
(n=109)
N (%)

Anganwadi 11 (100) 52 (98.1) 45 (100) 108 (99.1)
Public Educational Institutions1

Primary school 11 (100) 47 (88.7) 45 (100) 100 (91.7)
Middle school 7 (63.6) 22 (41.5) 34 (75.6) 63 (57.8)
Secondary school 5 (45.5) 5 (9.4) 15 (33.3) 25 (22.9)
PU college 4 (36.4) 1 (1.9) 3 (6.7) 8 (7.3)
Degree college 3 (27.3) 1 (1.9) 1 (2.2) 5 (4.6)
None 0 (0) 6 (11.3) 0 (0) 6 (5.5)

1 The percentages will not add up to 100 as a single settlement can have multiple
public educational institutions

8.2.3 Educational infrastructure of tandas and villages in Gadag district

Almost all the settlements have an anganwadi except in one tanda where there are only

five households (see Table 8.4). All the villages and mixed settlements have a primary

school, whereas 11 percent of the tandas don’t have a school. The proportion of settle-

ments with educational facilities beyond a primary school is the lowest in tandas when

compared to mixed settlements or villages. Even the single tanda with a Pre-University

college and degree college is because it is located within municipality limits. Otherwise,

none of the tandas have public educational facilities beyond Secondary school.

8.2.4 Health infrastructure of tandas and villages in Gadag district

There was near universal coverage of villages with respect to having a resident ASHA

(98%); when compared to tandas (85%) and mixed settlements (73%). Although the

presence of public health facilities is determined by the population size, these facilities

are less likely to be located within the tandas. Only 9 percent of the tandas have a

Sub-centre within the settlement as most of them are located in the villages (see Table

8.5). A similar pattern is observed with PHCs with none of them being located in the

tandas. The average distance from the settlement to PHC is similar across villages and

tandas (8 kilometres) but the mixed settlements are located within 4-kilometre distance

(see Table 8.6).
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Table 8.5: Distribution of Health infrastructure across mixed settlements, tandas and
villages in Gadag district

Characteristics
Mixed
(n=11)
N (%)

Tanda
(n=53)
N (%)

Village
(45)
N (%)

Total
(n=109)
N (%)

ASHA 8 (72.7) 45 (84.9) 44 (97.8) 97 (89)
Public Facilities
Sub-centre 0 (0) 6 (11.3) 14 (31.1) 20 (18.4)
PHC 0 (0) 0 (0) 4 (8.9) 4 (3.7)
Ayurvedic dispensary 2 (18.2) 1 (1.9) 4 (8.9) 7 (6.4)
Private Facilities
Pharmacy 4 (36.4) 2 (3.8) 9 (20) 15 (13.8)
BAMS clinic 4 (36.4) 4 (7.5) 8 (17.8) 16 (14.7)
RMP clinic 5 (45.5) 8 (15.1) 20 (44.4) 33 (30.3)

Table 8.6: Average distance of PHC from settlements in Gadag district

Characteristics Mixed Tanda Village Total
Distance to PHC
n 11 53 41 105
mean (SD) 3.9 (3.5) 8.4 (5.7) 8.3 (5.7) 7.9 (5.6)
Range 0.5 - 10.2 0.8 - 23.2 0.9 - 21.4 0.5 - 23.2

8.3 Characteristics of selected tandas and villages in Gadag district

Infrastructural mapping of all tandas and the villages closest to them was done and from

this, thirty tandas and their associated villages was selected for the survey. The selec-

tion of tandas was based on the distance of the settlement from the nearest PHC. The

details of the sampling procedure and selection of settlement are described in Chapter 3.

Overall, 30 tandas and 28 villages were selected. Two villages were sampled twice as

they had an associated tanda and also were proximally located to two standalone tandas

selected for the survey. The distribution of the selected tandas by talukas, infrastructure

between the selected tanda and village have been compared and presented below.

8.3.1 Selection of the tandas and villages

A sampling frame was prepared based on the information collected from the infrastruc-

ture mapping of settlements. This frame and the details collected were analysed and

the details have been presented in the previous section of this chapter. Tandas with less

than 30 households and mixed settlements were excluded from the sampling frame as
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Table 8.7: Location of selected tandas by taluka in Gadag district

Characteristics Overall
N (%)

Sampling frame
N (%)

Selected
n (%)

Taluka
Gadag 10 (15.6) 9 (18.4) 6 (20)
Mundargi 14 (21.9) 9 (18.4) 6 (20)
Nargund 3 (4.7) 1 (2) -
Ron 15 (23.4) 10 (20.4) 6 (20)
Shirahatti 22 (34.4) 20 (40.8) 12 (40)
Total 64 (100) 49 (100) 30 (100)

we needed 10 respondents aged 50 and above from each settlement. Forty-nine tandas

formed the sampling frame from which 30 tandas were selected. The selected tandas

across talukas are proportionate to the distribution of settlements in the sampling frame,

ensuring representation (See Table 8.7. The villages close to the tandas were included

to enable comparison across the settlements. Figure 8.2 shows the geographical distri-

bution of the selected tandas and villages. In Ron taluka, the tandas are located very

close to the villages when compared to Gadag, Shirahatti and Mundargi. Residential

segregation is very stark in these talukas. The sampled tandas in Ron taluka are located

near the village and separated by a road or boundary wall.

Figure 8.2: Geographical location of selected tandas and villages in Gadag district
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8.3.2 Physical infrastructure of selected tandas and villages in Gadag district

Figure 8.3: Distribution of Roads, water supply and drains across selected tandas and
villages in Gadag district

Similar to the overall pattern, the sampled villages have better physical infrastructure

when compared to tandas. Tandas are less likely to have paved roads (16.7% vs 25%)

and more likely to have mud roads (73.3% vs 60.7%). The presence of concrete roads

is similar across villages and tandas (see Figure 8.3).

Close to 63 percent of the selected tandas have both borewell and government supply

of water for drinking and daily needs, which is lower than the selected villages (75%).

Equal proportion of tandas and villages have borewell as the only source of water sup-

ply. Around 17 percent of the tandas depend on only government supply of water for

their daily needs. This dependence is low in villages (4%). Close to half the tandas

have areas within the settlement with no drains for wastewater and they are worse off

180



 

Figure 8.4: Comparison of other physical infrastructure across selected tandas and vil-
lages in Gadag district
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when compared to villages (36%). Proportion of tandas and villages with areas having

open drains is almost similar (around 90%). Villages are more likely to have pucca or

covered drains than tandas (14% vs 10%).

Disadvantage observed in type of water supply is reflected in the presence of community

RO water unit in the tandas. Only 73 percent of the tandas had a community RO unit

compared to coverage being near universal in the villages (see Figure 8.4). Similarly,

the presence of PDS, veterinary centre and milk society is found in less proportion in

the tandas when compared to the villages. Similar to the overall picture, banks (21% vs

3%) and post offices (39% vs 10%) are more likely to be located in the villages than the

tandas.

8.3.3 Public transport infrastructure of selected tandas and villages in Gadag
district

Figure 8.5: Distribution of public transport infrastructure across selected tandas and vil-
lages in Gadag district

Seventy percent of the selected tandas have a bus stop in or near the settlement compared

to 93 percent in the villages (Figure 8.5). A similar pattern is also observed in the
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presence of a bus shelter and the frequency of bus services. Among the settlements with

a bus stop only 33 percent in the tandas have a bus shelter as opposed to 68 percent in

the villages. In terms of bus services, close to 60 percent of the tandas have around two

to six bus services per day. Among these, 14 percent of the settlements have just one bus

service in a day compared to 8 percent in the villages. The villages are better off, with

68 percent of them having more than seven bus services per day compared to 41 percent

in the tandas. This has implication for accessing healthcare and will be discussed in

detail in the next chapter.

8.3.4 Educational infrastructure of selected tandas and villages in Gadag district

Figure 8.6: Comparison of educational infrastructure across selected tandas’ and vil-
lages in Gadag district

The selected tandas are disadvantaged as close to 13 percent of them don’t have any

public educational facilities (see Figure 8.6). Eighty-seven percent of the tandas have
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primary schools compared to their universal presence in villages. Middle school (43%

vs 82%) and secondary school (3.3% vs 36%) are less likely to be located in the tandas.

There are no pre-university colleges or degree colleges located in the tandas. These

patterns are similar to the overall picture of tandas in Gadag.

8.3.5 Health infrastructure of tandas and villages in Gadag district

ASHAs are functioning in all the sampled villages but in the case of tandas only 87

percent have ASHAs. Tandas are also disadvantaged as the public health facilities are

less likely to be located there. There is no PHC in the sampled tandas but around 4

percent of the villages have a primary health centre. Sub-centres are also most likely to

be located in the villages when compared to tandas (32% vs 10%). Like the PHCs there

are no ayurvedic dispensaries in the sampled tandas (see Figure 8.7).

Figure 8.7: Distribution of public health infrastructure across selected tandas and vil-
lages in Gadag district

The situation in the tanda is better for private health providers in the form of BAMS

doctors and RMPs when compared to public system but disadvantaged in comparison

with the villages. Almost 21 percent of the villages have a BAMS doctor practising with

a clinic compared to 7 percent in the selected tandas. The RMPs are the main source
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Figure 8.8: Comparison of private health infrastructure across selected tandas’ and vil-
lages in Gadag district

of health care in villages and tandas and they outnumber the BAMS providers. More

than half the villages have a RMP clinic compared to 13 percent of the tandas. Like I

mentioned earlier, even though the clinic is located in the villages, the RMP providers

cater to people in the tandas. Pharmacies are also more likely to be located in the

villages as that is where most of the private health facilities are located (see Figure 8.8).

8.4 Discriminant Analysis: Factors that differentiate tandas and villages

Discriminant analysis was done to determine which of the infrastructural variables pre-

dicted the difference between tandas and villages. The different variables included in

the analysis was assigned scores. The details of definition of variables and scores are

given in appendix A27. The variables that were included were roads, drains, water

supply, amenities (which included PDS, veterinary centre, community hall, community

RO and milk dairy), bus stop and frequency, bank, post office, school, Health facilities

(ASHA, Anganwadi, Sub-centre, Ayurvedic dispensary, PHC, Pharmacy, BAMS clinic

and RMP clinic). A correlation matrix was computed to examine the relationship across

these variables (Table in appendix A28). Variables of road and bus availability, bank
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and post office availability, school and health facilities availability were strongly corre-

lated and therefore were merged. There were other spurious associations which could

not be explained conceptually and were not merged. Road and bus availability were

merged using inverse variance into transport infrastructure, bank and post office avail-

ability was merged by adding them and re-labelled as financial infrastructure, school,

health facilities and amenities were merged by inverse variance weighting as they are

different components them and called Social infrastructure. The remaining variables of

water and drains were kept as it was for final analysis (Table 8.8). The average scores

for transport infrastructure, drains, water and social infrastructure were high in the vil-

lages when compared to tandas. The score for Financial infrastructure was higher in the

tandas but this indicates disadvantage when compared to the village as this variable is a

marker of the distance to the services.

Table 8.8: Distribution of variables used in discriminant analysis

Characteristics N Mean SD Median min max

Tanda
Transport infrastructure 30 5.0 3 5.78 1.06 8.75
Drains 30 1.75 0.41 1.75 1 2.5
Water 30 4.1 1.24 5 2 5
Financial infrastructure 30 7.37 4.13 7 1 15
Social infrastructure 30 2.05 0.68 2 0.65 3.73
Village
Transport infrastructure 28 6.8 2.38 8.59 1.08 8.75
Drains 28 1.86 .41 2 1 2.5
Water 28 4.54 1.04 5 2 6
Financial infrastructure 28 5.59 4.43 5 0 15
Social infrastructure 28 3.68 2 2.86 1.65 8.49

Discriminant analysis was done on the data and there was only one discriminant di-

mension as there are only two groups, viz, tandas and villages. The discriminant func-

tion helps in discriminating between tanda and village (Canonical correlation=0.5325,

Wilk’s Lambda=0.7165, F statistic=4.116, p<0.05). This model accounts for 28.4 per-

cent of the variance between groups.

The standardised discriminant function coefficient is interpreted similar to linear regres-

sion. It provides a measure of the contribution of the variable to the overall variation in
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Table 8.9: Discriminant function coefficients

Characteristics Function

Standardized discriminant function coefficients
Transport infrastructure -0.3576
Drains 0.0211
Water -0.2939
Financial infrastructure -0.1729
Social infrastructure -0.8689
Discriminant loadings
Transport infrastructure -0.5159
Drains -0.2125
Water -0.3071
Financial infrastructure 0.3360
Social infrastructure -0.9066

the discriminant function. Negative coefficient indicates that for settlements with high

value of these variables are less likely to be classified as tanda. From Table 8.9, it is ev-

ident that Social infrastructure is highest in magnitude (-0.8689) followed by Transport

infrastructure (-0.3576), Water (-0.2939), Financial infrastructure (-0.1729) and Drains

(0.02112). Therefore, Social infrastructure, which includes variables describing health,

education and other amenities, has a greater influence in discriminating between tanda

and village. The discriminant loadings represent the correlation between the variable

and the discriminant function score. The loadings indicate the strength of the association

between that variable and the discriminant score. We see that even without adjusting for

other variables, Social infrastructure has the most influence in discrimination between

village and tanda and Drains the least. The discriminant analysis correctly predicted 69

percent of the group membership. It was able to predict the group membership of tanda

better when compared to villages (80% vs 57%) (see Table 8.10).

Table 8.10: Predicted group membership from Discriminant analysis

Tanda Village Total

Tanda 24 (80) 6 (20) 30 (100)
Village 12 (42.9) 16 (57.1) 28 (100)
Total 36 (62.1) 22 (37.9) 58 (100)
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8.5 Discussion

The aim of this chapter is to describe the segregation of the tandas in relation to the

villages and compare the different infrastructure between them. Broadly three types

of tandas exist in Gadag district, mixed settlements, standalone tandas and tandas lo-

cated away from village and identify with it by taking on a similar name. This pattern

of residential segregation is similar to what is observed in Indian villages, particularly

in Karnataka. Residential segregation in these villages is determined by caste where

households belonging to similar castes are clustered together. The tanda can also be

viewed as one such product of segregation but is different in terms of its locational dis-

advantages and access to resources. Similar type of segregation exists among Scheduled

Caste groups within villages; unlike the tanda these settlements are usually at the pe-

riphery of the village. In villages where such residential segregation exists (where lower

caste groups reside in the periphery), the infrastructure available there are common to

all the residents in the village and they will be able to avail the services. People of all

caste groups in the villages are able to make use of the different infrastructure that is

available. However, this does not mean that there is no discrimination or barriers to use

of these structures, as there are different mechanisms at play that determine that. The

individual-level factors that affect utilisation of available facilities cannot be examined

at a settlement level and to achieve that, one needs to go beyond settlement level anal-

ysis. Tandas are the most disadvantaged because of residential segregation as most of

them are located away from the village and lack many of the infrastructural facilities that

exist in villages. In this context, the different infrastructure available in the mixed set-

tlements, tandas and villages were examined to understand the differences across them.

The villages and the mixed settlements have better physical, transportation, educational

and health infrastructure compared to the tandas. One possible reason for this could be

the size of the settlement and the population count. This is a main determining factor for

physical infrastructure being set up like veterinary centre, milk society, banks and post

office; educational infrastructures like schools and colleges and health infrastructure in

terms of Sub-centre, PHC, ayurvedic dispensary and private providers.

Considering the regulatory requirement of setting up Sub-centres as an example which
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states that there should be a Sub-centre for every 5000 population in the plains and

3000 for hilly/tribal/desert areas (DGHS, Government of India, 2012). Banjaras are

tribals and because of them being classified as Scheduled Caste (SC) in Karnataka, the

population count of 3000 is not considered to establish a Sub-centre putting them at

a disadvantage. Among the five tandas where a Sub-centre is located only one caters

exclusively to the Banjaras. The other four Sub-centres are located in places common

to the village and tandas. In chapter four it was seen that in Gadag district a single

Sub-centre on an average caters to about 3890 population. There are eight tandas with

a population count greater than 2000 and only two of them have Sub-centres and in the

remaining six tandas it is located in the village. So even with tandas having the required

size as per the regulations, the Sub-centres are located in the villages nearby.

The size class explanation for the observed differences does not hold true for infrastruc-

ture that are common to all settlements irrespective of the size. The tandas are disad-

vantaged in terms of the type of roads in the settlements and important determinants

of health such as water supply, community RO plant and drains. Tandas are slightly

better than mixed settlements in having access to public transport in the settlement but

are worse than villages. People in these settlements have to walk a distance to the main

road or nearby village to access public transportation. Even if they have access to public

transport, they are faced with the additional barrier in the form of bus services that are

less frequent in the tandas. The timing of bus services in the tandas is convenient for

those attending schools and colleges in nearby villages or towns as educational institu-

tions beyond primary schooling are less likely to be located in the tandas. Tandas are

also disadvantaged not having public health facilities being located in the settlement.

There are no PHCs located in the tandas and Sub-centres are also located in the villages

indicating discrimination in the location of these facilities.

In order to compare the morbidity profile and care seeking pattern of those aged 50

and above, 30 tandas and villages that it is a part of or close to it was sampled. They

were selected by stratifying the tandas based on the distance from the nearest PHC.

The selected tandas are representative of taluk wise distribution of tandas in Gadag

district, and the findings can be generalised to all the tandas. The same cannot be said
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of the villages as their selection was based on the tanda selected but this facilitates

comparison and there is no reason to believe that they are likely to be any different

from other villages in Gadag district. The infrastructural characteristics of the selected

tandas are not much different from all the tandas put together but the difference with the

villages still persist. The findings from cross-sectional comparisons are validated by the

discriminant analysis, which classifies tanda and villages based on the infrastructural

variables that were included in the model. The social infrastructural variables of health,

education and other amenities is the greatest discriminating factor between tanda and

villages. This is expected given that most of the amenities are located in the villages and

the tandas are disadvantaged.

The limitation of this chapter is that the household and population size of the settlement

was not considered when making a comparison as the accurate numbers were not avail-

able. Attempts were made to get the count from the ASHAs in the tanda and villages,

but they were not accurate. Most of them gave rough numbers and gave the count of

ration cardholders and a single household could have multiple ration cardholders. Nev-

ertheless, the infrastructural variables common to all settlements showed that the tandas

are disadvantaged when compared to the villages.
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CHAPTER 9

Care seeking for ailments in the tandas and villages

This chapter will address the third objective of the thesis, which is to evaluate the impact

of possible discrimination experienced by Banjaras on their health, health care access

and utilisation. In this chapter, I will discuss the results of the quantitative survey that

compared the socio-demographic characteristics and care seeking for illness of individ-

uals aged fifty and above from sampled tandas and villages. The chapter is divided

into three sections; the first section describes the socio-demographic characteristics of

the household and individuals. In the second section, the nature of acute and chronic

ailments and the pattern of care seeking are described. The third section describes the

structural equations modelling used to understand the pathways by which structural dis-

crimination impacts health and health care access.

9.1 Selection of respondents from tandas and villages

The selection of respondents to be interviewed was done in a systematic manner (Fig-

ure 9.1). In the tandas about 8.2 percent of the eligible respondents were not willing

to participate compared to 10.4 percent in the villages. Non-availability of eligible re-

spondents was more likely in the tandas (9.8% vs 5.6%). Replacement was done for

those who were not available and not willing to take part in the survey to arrive at the

calculated number for village and tanda. The rules for replacement were decided apri-

ori and have been mentioned in chapter 3. About 62.5 percent of individuals from the

tandas and 55.1 percent of individuals listed in the villages had some kind of morbidity

in the past three months. In households where two or more adults were eligible, one was

selected using KISH.



 

Figure 9.1: Selection of respondents from tandas and villages, Gadag, Karnataka

9.2 Socio-demographic profile of the households and individuals

9.2.1 Sex and caste distribution of the respondents

Majority of the individuals in the sample were women (58.2% vs 41.8%). The propor-

tion of women in tandas (59%) is slightly greater than in the village (57%). The aver-

age age of the respondents is almost similar across tandas (Mean= 63 years; SD=8.0)

and villages (Mean=63.2 years; SD=8.8). Banjaras belong to the Scheduled Caste (SC)

group in Karnataka and hence all the individuals in the tandas belong to this group. This

is different in the villages where people belonging to different castes reside. Majority

of the individuals in the village belong to the Other Backward Castes (73%), followed

by Scheduled Tribes (12.3%), Scheduled Castes (8.7%) and General (6%). The overall
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caste distribution in the sample does not match the pattern in Gadag district because the

sampling was done to ensure comparison between tanda and village (see Figure 9.2.

Figure 9.2: Sex and Caste distribution of sampled individuals in Gadag district

9.2.2 Source of water used by the households

Table 9.1 shows the distribution of water source used by the households, its storage and

problems associated with it. A greater proportion of households in the village (76.7%)

have a piped connections when compared to tanda (74.7%), although this difference

is minimal. Public tap as a source of water for daily use limits the amount of water

available to the households for daily needs as it has to be fetched. Close to 17 percent

of the households in the tanda depend on public tap when compared to 14 percent in

the village. When it comes to water used for drinking purposes, more than 50 percent

of the households in the tanda and village use water from their own piped connection.

Households in the tandas are disadvantaged as close to 12 percent use community RO

water compared to 17 percent in the villages. Proportion of households using public tap

for the purposes of drinking was also greater among households in the tandas (16.7%

vs 9.7%).
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Households in the tanda are more likely to report problems with the water supplied in

the past three months when compared to the villages (43.7% vs 32.7%). The problems

reported were similar across both tanda and village although the proportion of house-

holds reporting them vary. About 8 percent of the households in the tanda reported that

the water supplied was inadequate and not supplied regularly. Households in the tanda

(12.2%) had other issues with water like strong smell of chlorination or attributing cases

of illness due to water. Greater proportion of households in the villages (81.3%) are

likely to have water supplied throughout the week compared to tandas (76%). Disad-

vantages experienced by the tandas are reflected in the means by which water is stored.

More than two-thirds of the households use barrels for storing water because of irreg-

ular supply of water. This proportion is higher in the tandas and is indicative of the

water scarcity in the past and present. A steel tank which is slightly expensive, is more

commonly found among households in the villages (75.7% vs 70.7%). Households in

the villages are more likely to have plastic water tanks (15.7% vs 7%) and cemented

tanks (12.7% vs 4%) for storing water.

9.2.3 Sanitation and related practices in the household

In matters concerning access to toilets, households in the tandas are disadvantaged as

close to 61 percent of them have toilets compared to 68 percent in the villages (see Table

9.2). Close to 90 percent of the households have toilets located outside the house but

within the premises. Households in the tandas (13.7%) were more likely to have toilets

located inside the house when compared to the villages (8.4%). The presence of toilets

is an important component of sanitation, but this characteristic needs to be examined

in terms of its use instead of its presence. Only about half the households with toilets

used them and the rest defecated in the open. Proportion of households where members

defecate in the open is greater in the tandas (60.7% vs 44%).

9.2.4 Distribution of assets in the households

The disadvantage experienced by households in the tandas in terms of sanitation is also

reflected in the distribution of assets in the household. There is a difference in possession

of assets in the households between the tanda and village, with lesser proportion of
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Table 9.1: Distribution of water used by households of tandas and
villages in Gadag district

Characteristics Tanda
(N=300)

Village
(N=300)

Total
(N=600)

Source of Water for daily use
Neighbours’ connection 19 (6.3) 22 (7.3) 41 (6.8)
Own piped water 224 (74.7) 230 (76.7) 454 (75.7)
Public Tap 52 (17.3) 43 (14.3) 95 (15.8)
Other 5 (1.6) 5 (1.6) 10 (1.7)
Source of Drinking water
Borewell 3 (1.0) 22 (7.3) 25 (4.2)
Community RO 35 (11.7) 52 (17.3) 87 (14.5)
Neighbours’ connection 16 (5.3) 16 (5.3) 32 (5.3)
Own piped connection 175 (58.3) 166 (55.3) 341 (56.8)
Public tap 50 (16.7) 29 (9.7) 79 (13.2)
Multiple sources1 21 (7.0) 15 (5.0) 36 (6.0)
Water problem (past 3 months) 131 (43.7) 98 (32.7) 229 (38.2)
Reported Problems
Insufficient 3 (2.3) 0 (0.0) 3 (1.3)
Irregular supply 8 (6.1) 0 (0.0) 8 (3.5)
Bad taste 17 (13.0) 8 (8.2) 25 (10.9)
Bad odour 23 (17.6) 33 (33.7) 56 (24.5)
Water was coloured 98 (74.8) 84 (85.7) 182 (79.5)
Cloudy 4 (3.1) 4 (4.1) 8 (3.5)
Others 16 (12.2) 2 (2.0) 18 (7.9)
Frequency of water supply (in a week)
Throughout the week 228 (76.0) 244 (81.3) 472 (78.7)
Water Storage
Tank 21 (7.0) 47 (15.7) 68 (11.3)
Cemented tank 12 (4.0) 38 (12.7) 50 (8.3)
Barrel 213 (71.0) 191 (63.7) 404 (67.3)
Pots/Buckets 298 (99.3) 297 (99) 595 (99.2)
Steel Tank (Small) 212 (70.7) 227 (75.7) 439 (73.2)
Plastic dispenser 25 (8.3) 33 (11.0) 58 (9.7)
Others (water filter/RO) 0 (0.0) 2 (0.7) 2 (0.3)

1 Multiple sources includes combination of two or more source of water

households in the tandas owning assets when compared to villages. Assets related to

private transportation like bicycle (15%) and motorcycle (55%) are equally distributed

across households in tandas and villages (see Table 9.3). The different assets owned by

the households was consolidated as a single measure by assigning scores to each item.

The mean asset score in the tanda is 22.15 compared to 31.29 in the villages, indicating

that the households in tandas possess less number of assets. Land ownership which is

important to the rural economy, is less among the households in the tanda (73.7% vs

83.3%). Due to reduced ownership of land, households in the tanda (82.7% vs 69%) are

not likely to have farm equipment for agriculture. Non-possession of farm equipment

could also be because of the type of the land possessed and the potential yield from it.
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Table 9.2: Distribution of toilets in the households of tandas and villages
in Gadag district

Characteristics Tanda
(N=300)

Village
(N=300)

Total
(N=600)

Toilet 182 (60.7) 203 (67.7) 385 (64.2)
Location of toilet1

Inside the house 25 (13.7) 17 (8.4) 42 (10.9)
Outside, but within premises 156 (85.7) 180 (88.7) 336 (87.3)
Outside in the field 1 (0.5) 6 (2.9) 7 (1.8)
Toilet facilities used by members1

Toilet in household 118 (39.3) 167 (55.7) 285 (47.5)
Field/Bush 182 (60.7) 132 (44.0) 314 (52.3)
Toilet in field 0 (0.0) 1 (0.3) 1 (0.2)
1 Denominator for this is the households with toilets

9.2.5 Agriculture and its allied activities

Five different types of land ownership were identified (see Table 9.4). Majority of the

households owned land, with close to 86 percent of the households in the tandas own-

ing land compared to 94 percent in the villages. Households in tandas (3.6%) were

more likely to lease in land for cultivation and less likely to lease out their land (3.6%

vs 6.8%) when compared to those in villages. Those who cultivate forest land do not

have title deed over the land but use it for cultivation. Tandas, being located close to

the forests, are likely to have more households (12.7%) cultivating on forest land com-

pared to those in villages (1.6%). Shared cultivation is a type of arrangement where the

owner and the cultivator share the agricultural produce based on an agreement between

them. Households in the villages are more likely to be involved in shared cultivation.

The categories of land possessed is not mutually exclusive and households can lease out

portion of their land, lease in extra land or cultivate in a shared manner in addition to the

land owned by them. This depends on various factors like the source of irrigation, ex-

pected return from cultivated crops, ownership of farm equipment and the availability of

workers. The observed differences in the pattern of landholding are reflected in the area

of land possessed. The average land possessed by households (in acres) in the village

(Mean=7.6;SD=9.3) is twice that of those in the tandas (Mean=3.8;SD=4.2). Ability to

cultivate the land in the past one year is near-universal in the villages when compared to

90 percent in the tandas. The most commonly grown crops are cereals including jowar,
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Table 9.3: Distribution of household assets in households of tandas and
villages in Gadag district

Characteristics Tanda
(N=300)

Village
(N=300)

Total
(N=600)

Electricity 296 (98.7) 298 (99.3) 594 (99)
Mattress 117 (39.0) 172 (57.3) 289 (48.2)
Pressure cooker 89 (29.7) 128 (42.7) 217 (36.2)
Chair 244 (81.3) 258 (86.0) 502 (83.7)
Cot or bed 141 (47.0) 225 (75.0) 366 (61.0)
Table 91 (30.3) 147 (49.0) 238 (39.7)
Electric fan 245 (81.7) 243 (81.0) 488 (81.3)
Television 208 (69.3) 233 (77.7) 441 (73.5)
Sewing machine 50 (16.7) 68 (22.7) 118 (19.7)
Computer 0 (0.0) 2 (0.7) 2 (0.3)
Refrigerator 32 (10.7) 34 (11.3) 66 (11.0)
Air cooler / conditioner 4 (1.3) 5 (1.7) 9 (1.5)
Washing machine 0 (0.0) 3 (1.0) 3 (0.5)
Watch or clock 232 (77.3) 275 (91.7) 507 (84.5)
Bicycle 46 (15.3) 45 (15.0) 91 (15.2)
Motorcycle scooter 166 (55.3) 165 (55.0) 331 (55.2)
Animal drawn cart 30 (10.0) 60 (20.0) 90 (15.0)
Car 10 (3.3) 13 (4.3) 23 (3.8)
Water pump 35 (11.7) 68 (22.7) 103 (17.2)
Thresher 5 (1.7) 20 (6.7) 25 (4.2)
Tractor 27 (9.0) 44 (14.7) 72 (12.0)
Lpg cylinder 254 (84.7) 234 (78.0) 488 (81.3)
Asset scores
Mean (SD) 22.15 (18.15) 31.29 (22.81) 26.72 (21.1)
Median 19.54 27.21 22.1
Range 0-105.52 0.01-146.93 0-146.93
Land Possession1 221 (73.7) 250 (83.3) 471 (78.5)
Farm Equipment1

Power tiller/tractor 27 (9.0) 45 (15.0) 72 (12.0)
Thresher 5 (1.7) 20 (6.7) 25 (4.2)
Pump/ other water lifting 37 (12.3) 72 (24.0) 109 (18.2)
None 248 (82.7) 207 (69.0) 455 (75.8)
1 These assets were not used in the construction of asset scores
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Table 9.4: Distribution of Agricultural and allied agricultural activities of house-
holds of tandas and village in Gadag district

Characteristics Tanda
(N=221)

Village
(N=250)

Total
(N=471)

Type of land possessed1

Owned 191 (86.4) 236 (94.4) 427 (90.7)
Leased in 8 (3.6) 5 (2.0) 13 (2.8)
Leased out 8 (3.6) 17 (6.8) 25 (5.3)
Forest land 28 (12.7) 4 (1.6) 32 (6.8)
Shared 8 (3.6) 18 (7.2) 26 (5.5)
Land under cultivation for the past 1 year1

Yes 198 (89.5) 235 (94.0) 433 (91.9)
No 21 (9.5) 11 (4.4) 32 (6.8)
Crops Grown
Cereals 151 (76.3) 177 (75.3) 328 (75.8)
Pulses 29 (14.6) 55 (23.4) 84 (19.4)
Oilseeds 39 (19.7) 89 (37.9) 128 (29.6)
Vegetables/fruits/chillies 11 (5.6) 36 (15.3) 47 (10.9)
Silk 3 (1.5) 1 (0.4) 4 (0.9)
Cotton 26 (13.1) 39 (16.6) 65 (15)
Flowers 0 (0.0) 4 (1.7) 4 (0.9)
Sugarcane 3 (1.5) 3 (1.3) 6 (1.4)
Source of irrigation
Canal,Pond/tank 0 (0.0) 2 (0.9) 2 (0.5)
Ground water 38 (19.2) 86 (36.6) 124 (28.6)
Only dependent on rain 156 (78.8) 144 (61.3) 300 (69.3)
Animals2

Cows/bulls/buffaloes 92 (30.7) 137 (45.7) 229 (38.2)
Horses/Donkeys 1 (0.3) 0 (0.0) 1 (0.2)
Goats 33 (11.0) 25 (8.3) 58 (9.7)
Sheep 43 (14.3) 23 (7.7) 66 (11.0)
Chicken/ducks 36 (12.0) 17 (5.7) 53 (8.8)
1 six refused to respond to this question
2 Denominator includes all the households surveyed

maize and bajra, which is commonly found in drought-prone regions. Households in the

villages are more likely to cultivate cash crops in addition to cereals when compared to

those in tandas. The reason for this is the source of water available for agriculture. Close

to 79 percent of the household in tanda depend only on rain compared to 61 percent in

the villages. The tandas are further disadvantaged as Gadag district is a drought-prone

region with irregular rains. Households that are involved in agriculture supplement their

income through allied agricultural activities like rearing of cows for milk and goat or

sheep for sale. Households owning cows/bulls/buffaloes are more common among vil-

lages than tandas (45.7% vs 30.7%). Households in tandas already disadvantaged by

diminishing returns from agriculture, depend on grazing of livestock for livelihood as

close to 25 percent of households owning goats/sheep compared to 16 percent among

those in villages.

198



 

9.2.6 Migration for livelihood

Table 9.5: Distribution of Migrants in the household across tandas and villages in
Gadag district

Characteristics Tanda
(N=165)

Village
(N=73)

Total
(N=238)

Purpose of migration
Organised employment 13 (7.9) 40 (54.8) 53 (22.3)
Unorganised employment 152 (92.1) 31 (42.5) 183 (76.9)
Business 2 (1.2) 2 (2.7) 4 (1.7)
Education 7 (4.2) 2 (2.7) 9 (3.8)
Migrants family member currently staying 64 (38.8) 13 (17.8) 77 (32.4)
Family members of migrants who stay back
Only children 42 (65.6) 5 (38.5) 47 (19.7)
Only spouse 3 (4.7) 4 (30.7) 7 (2.9)
Spouse & children 19 (29.7) 4 (30.8) 23 (9.7)

Individuals from households in the tandas with reduced landholdings and unproduc-

tive land migrate to other districts and states for a livelihood. Close to 55 percent of

the households in the tandas have migrants living outside compared to 24.3 percent in

the villages, i.e. one in every two households have migrants living outside the tanda.

Households in the tandas (Mean=2.9;SD=1.7) on an average have more number of mi-

grants per household than the villages (Mean=2.1;SD=1.1). Differences are observed in

the activities undertaken by the migrants. Those involved in unorganised employment

are almost universally from the tandas compared to 42 percent from the villages (see

Table 9.5). More than half of the migrants in the villages (54.8%) are involved in or-

ganised employment with a regular source of income compared to those in the tandas

(7.9%). More than one third of those in the tandas leave their family members, either

children, spouses or both, behind in the household compared to 17.8 percent in the vil-

lages. Commonly the children are left behind with the grandparents in the tanda for the

purpose of education (65.6%) and parents migrate for work. In households where the

elderly are weak or need to be taken care of, the spouses along with the children stay

back.

9.2.7 Source of income across households

Most households depend on agriculture as their principal source of income (see Table

9.6). A single household can have multiple sources of income which could be from cul-

tivation on owned or leased land, working as agricultural labourers, pension in the case
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of elderly above 60, widows or disabled children and remittances from family members

who are migrants. More than half the households are engaged in cultivation and/or allied

agriculture in the villages. Households in the tandas (43% compared to 27% involved

in cultivation) are more likely to be involved in allied agricultural activities and this is

expected considering the nature of the land.

Table 9.6: Distribution of source of income and remittances of house-
holds tandas and villages in Gadag district

Characteristics Tanda
(N=300)

Village
(N=300)

Total
(N=600)

Principal source of income
Cultivation 82 (27.3) 160 (53.3) 242 (40.3)
Allied Agriculture 129 (43.0) 153 (51.0) 282 (47.0)
Agriculture Wage 194 (64.7) 119 (39.7) 313 (52.2)
Non Agricultural wage labour 115 (38.3) 52 (17.3) 167 (27.8)
Petty shop 34 (11.3) 37 (12.3) 71 (11.8)
Organised trade 3 (1.0) 4 (1.3) 7 (1.2)
Salaried employment 13 (4.3) 58 (19.3) 71 (11.8)
Pension 169 (56.3) 166 (55.3) 335 (55.8)
Artisan/Independent 0 (0.0) 1 (0.3) 1 (0.2)
Means of receiving pension
Post 94 (55.6) 76 (45.8) 170 (50.7)
Bank 70 (41.4) 84 (50.6) 154 (46.0)
Other means 5 (2.9) 6 (3.6) 11 (3.3)
Remittances in the past 1 year 84 (28.0) 27 (9.0) 111 (18.5)
Periodicity of money received
Fixed intervals 20 (23.8) 12 (44.4) 32 (28.8)
No fixed pattern 64 (76.2) 15 (55.6) 79 (71.2)
Person sending money
Daughter 1 (1.2) 0 (0.0) 1 (0.9)
Son 80 (95.2) 25 (92.6) 105 (94.6)
Others 3 (3.6) 2 (7.4) 5 (4.5)

More than one-third of the households in tandas are involved in non-agricultural wage

labour compared to 17 percent in the villages. The nature of non-agricultural work in-

volves activities related to construction of buildings and roads and is common in tandas

as many migrants are involved in this activity. Close to 19 percent of the households

in the village had a person with regular source of income and this was very low in the

tandas, just around 4 percent. More than 50 percent of the households in the tandas and

villages received money by means of pension. This is excepted as the study population

is aged 50 and above. Majority of the individuals received their pension money through
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the post in tandas and through banks in the villages. This is influenced by the location of

bank which is most commonly found in the villages. In addition to all these sources of

income, close to 28 percent of the households in tandas received money in the form of

remittances from their children compared to 9 percent in the villages. These remittances

in the tandas were not received at fixed intervals and in most cases, were received as per

needs of the household. Remittances are commonly done by migrants in the household

and sons were the ones sending the money back home.

9.2.8 Visit by Healthcare workers

Table 9.7: Distribution of households by Health care worker visits in the tandas and vil-
lages in Gadag district

Characteristics Tanda
(N=300)

Village
(N=300)

Total
(N=600)

Health worker visited HH in the past 6 months 119 (39.7) 110 (36.7) 229 (38.2)
Purpose of visit
Advice on illness 73 (61.3) 63 (57.3) 136 (59.4)
Check water storage 71 (59.7) 59 (53.6) 130 (56.8)
DDT spray 30 (25.2) 18 (16.4) 48 (21.0)
Check if anyone is sick 34 (28.6) 39 (35.5) 73 (31.9)
Other reasons 6 (5.0) 7 (6.4) 13 (5.7)
Entering the house 67 (56.8) 70 (64.2) 137 (59.8)
ASHA visited in the past 6 months 245 (81.7) 251 (83.7) 496 (82.7)

Households were asked about the visit by health care providers in the past six months

to understand the functioning of the health system in the settlements and to see if there

is any potential discrimination (see Table 9.7). Health workers like the Junior Health

Assistant or the ANM nurse are more likely to visit the tandas (40%) than the villages

(37%), although this difference is minimal. The activities carried out by these workers

were similar across both the tandas and villages, but more households in the tandas were

given advice on illness, checking their water storage and spraying of DDT. Screening

activities for specific illness was relatively more among those in villages (36% vs 29%).

The health workers were less likely to enter the houses in tandas (57%) and carry out

their work from outside when compared to those in villages (64%). This was different

in the case of ASHAs, as more than 80 percent of the households were visited by them

in the past six months.
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Table 9.8: Distribution of pattern of alcohol consumption of respondents
in tandas and villages

Characteristics Tanda
(N=300)

Village
(N=300)

Total
(N=600)

Alcohol consumption 128 (42.7) 23 (7.7) 151 (25.2)
Frequency of alcohol consumption
Daily 33 (25.8) 4 (17.4) 37 (24.5)
1-4 per week 34 (26.6) 10 (43.5) 44 (29.1)
1-3 per month 11 (8.6) 3 (13) 14 (9.3)
Less than once a month 50 (39.1) 6 (26.1) 56 (37.1)
Source of alcohol
Village shop 97 (75.8) 18 (78.3) 115 (76.2)
Locally brewed 2 (1.6) 1 (4.4) 3 (1.9)
Other 29 (22.7) 4 (17.4) 33 (21.9)

9.2.9 Alcohol consumption

Personal behavioural attribute of alcohol consumption among the respondents was recorded

(see Table 9.8). The consumption of alcohol was higher among the respondents in the

tanda (43% vs 8%). There could be a bias in reporting by those in the villages as it is

stigmatising but the same cannot be said of those in tanda as alcohol is a part of all their

celebrations. Among those who reported consuming alcohol, close to 52 percent in tan-

das and 4 percent in villages were women. Majority of those who consumed alcohol in

tandas did so it less than once a month, indicating that it was for special festivals or cel-

ebrations. Only one-fourth of those who consumed alcohol among respondents in tanda

did it daily. Alcohol was easily available in the shops in the settlements, sourced from

Mysore Sales International Limited (MSIL, the Govt supply) and very few consumed

locally brewed alcohol. The rest of them depended on nearby towns or others relatives

to purchase alcohol.

9.3 Care seeking for acute and chronic ailments

Distribution of the type of ailment and care seeking for the same across tandas and

villages is important to understand the discrimination that influences the outcome of

these processes. Most of the individuals in the tandas (89%) were likely to report acute

ailments when compared to those in the villages (80%). This pattern was in the opposite

direction for chronic ailments (39% in villages and 32% in tandas) (see Table 9.9).

About 68 percent of the individuals in tandas had only acute ailments compared to 61
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percent in villages. Proportion of individuals with only chronic ailments was greater in

the villages (20% vs 11%). However, 21 percent of individuals in the tandas had both

acute and chronic ailments compared to 19 percent in villages (not shown in table).

9.3.1 Type of acute and chronic ailments

Table 9.9: Distribution of the type of ailments and care seeking across tandas and vil-
lages in Gadag district

Characteristics Acute Ailments Chronic ailments

Tanda
(N=300)

Village
(N=300)

Tanda
(N=300)

Village
(N=300)

Illnesses 266 (88.7) 240 (80.0) 97 (32.3) 117 (39.0)
Ailments in the past 3 months1

Infection 60 (22.6) 40 (16.7) - -
Neurological 1 (0.4) 1 (0.4) - -
Genito-Urinary 3 (1.1) 2 (0.8) - -
Eye 1 (0.4) 8 (3.3) - -
Ear 2 (0.8) 1 (0.4) - -
Cardio-Vascular 1 (0.4) 3 (1.3) 75 (77.3) 74 (63.2)
Respiratory 47 (17.7) 58 (24.2) 2 (2.1) 1 (0.9)
Gastro-Intestinal 15 (5.6) 20 (8.3) - -
Skin 5 (1.9) 11 (4.6) 0 (0.0) 1 (0.9)
Musculoskeletal 174 (65.4) 117 (48.8) 1 (1.0) 0 (0.0)
Injuries 4 (1.5) 9 (3.8) - -
Gynaecological 2 (0.8) 0 (0.0) - -
Psychiatric and Neuro - - 4 (4.1) 6 (5.1)
Cancers - - 0 (0.0) 3 (2.6)
Endocrine, Metabolic, - - 26 (26.8) 42 (35.9)
Others 0 (0.0) 1 (0.4) 0 (0.0) 0 (0.0)
Visited facility for illness 247 (92.9) 227 (94.6) 56 (57.7) 81 (69.2)
Numbers of visits to health facility2

Only one 204 (82.6) 192 (84.6) 55 (98.2) 77 (95.1)
Two visits 41 (16.6) 34 (15) 1 (1.8) 4 (4.9)
Three visits 2 (0.8) 1 (0.4) 0 (0.0) 0 (0.0)
1 Among those who reported ailments
2 Among those who visited health facility

Differences are also seen in the type of acute ailments reported with close to two-thirds

of the respondents in the tandas suffering from musculoskeletal pain (65%) followed by

infections (23%) and respiratory ailments (18%). This pattern is similar in the villages

except that after musculoskeletal pain (49%), respiratory ailments (24%) were more

common. In terms of chronic ailments, individuals in the tandas were more likely to suf-

fer from cardio-vascular ailments (includes hypertension and heart disease) compared to

those in villages (77% vs 63%). There are more people suffering from endocrine-related

ailments (Diabetes) in villages (36%) than tandas (27%). More than 90 percent of indi-

viduals visited a health facility for acute ailments, although the gap is narrow between
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tandas and villages. Huge differences were observed in care seeking for chronic ail-

ments, with 58 percent of individuals in the tandas seeking care compared to 69 percent

in the villages. Some of the common reasons for not seeking care were because most

of them continue to take the same medicines that was prescribed long back and few be-

cause they believe they have been cured of it. In terms of the number of facilities visited

for acute illness, individuals from tandas were more likely to visit multiple facilities or

providers compared to those in the villages (17% vs 15%).

9.3.2 Care seeking for acute and chronic ailments

Table 9.10: Distribution of the facility visited for ailments and transporta-
tion to health facility from tandas and villages, Gadag district

Characteristics Acute Ailments Chronic ailments

Tanda
(N=247)

Village
(N=227)

Tanda
(N=56)

Village
(N=81)

Facility visited for illness
SC/Mobile van/PHC 32 (13.0) 32 (14.1) 16 (28.6) 11 (13.6)
CHC/TH/DH 40 (16.2) 55 (24.2) 14 (25.0) 20 (24.7)
Pvt clinic/hospital 30 (12.2) 46 (20.3) 12 (21.4) 32 (39.5)
BAMS 59 (23.9) 51 (22.5) 12 (21.4) 15 (18.5)
RMP 86 (34.8) 43 (18.9) 2 (3.6) 3 (3.7)
Transport to health facility
Auto 9 (3.6) 8 (3.5) 0 (0.0) 2 (2.5)
Bus 78 (31.6) 91 (40.1) 28 (50.0) 39 (48.1)
Bus & Share auto 1 (0.4) 3 (1.3) 3 (5.4) 1 (1.2)
Car 2 (0.8) 6 (2.6) 1 (1.8) 8 (9.9)
Share auto 34 (13.8) 22 (9.7) 3 (5.4) 7 (8.6)
Two wheeler 41 (16.6) 45 (19.8) 12 (21.4) 17 (21)
Provider visited home 52 (21.1) 24 (10.6) 2 (3.6) 1 (1.2)
Walking 27 (10.9) 26 (11.5) 4 (7.1) 4 (4.9)
Others 3 (1.2) 2 (0.9) 3 (5.4) 2 (2.5)

Among those who sought care for acute ailments, majority in the tandas sought care

from RMPs (35%) (see Table 9.10). This was different in the villages where the pre-

ferred facility for seeking care was in public institutions like Community Health Centre

(CHC) or Taluka hospital or District hospital (24%) and BAMS providers (23%). Sub-

centre or PHC was the least preferred choice for seeking care in village (14%), whereas

in the tandas, it was private clinics or hospitals (12%). The preference for RMPs was

not demonstrated for chronic ailments as people in the tandas preferred seeking care

from public sector providers (54%) and the remaining from BAMS providers and pri-
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vate clinics or hospitals. People in the villages depended on private clinics or hospitals

(40%) for care seeking followed by public sector providers (38%).

Transportation used to reach the health facility ranged from the use of public trans-

port to the use of private vehicles and RMP providers visiting households to provide

services. Use of public transport (bus/share auto) to access care was more common

among those in villages when compared to the tandas (51% vs 46%). Even the use of

private transport to reach health facility was more among those in villages. Although

the RMPs are primarily located in villages, close to 21 percent of those with acute

ailments in tandas were visited by an RMP at their house compared to 12 percent in

the villages. Transportation to health facility for chronic ailments gives a relatively

clearer picture as only a lesser percentage people preferred care from RMPs (3.6% in

tandas and 3.7% in villages). The use of public and private transportation was more

or less similar across tandas and villages. The average time taken to reach the facil-

ity for acute ailments is less among those in tandas (Mean=33.2;SD=33.2) compared

to villages (Mean=39;SD=42.4). A similar pattern is observed for chronic ailments

(Mean=40;SD=33.6 in tandas and Mean=49.7;SD=59.4 in villages). The reason for

this is the preference for seeking care in private clinics or hospitals located in main

towns among those in villages.

9.3.3 Financing for healthcare and behaviour of the provider

Information on expenditure was collected on different heads related to expenses at the

facility, medicines and transportation. Due to issues of recall bias and the fact that

payment to RMP and BAMS included medicines and consultation expenses, the expen-

ditures were reported as a single amount. Therefore, to enable comparisons across all

types of providers, only the total expenditure is used for analysis. Average expenditure

for both acute and chronic ailments among those in the tandas is less than those in the

villages (see Table 9.11). This again could be influenced by the facility from where care

was sought. The expenditure was calculated by the type of facility visited and is shown

in table 9.12. Average expenditure was highest among those who sought care in pri-

vate clinics and hospitals across tandas and villages for both acute and chronic illness.

The average expenditure incurred in other public facilities, RMP and BAMS providers
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Table 9.11: Distribution of the mode of financing, mode of treatment and behaviour of the provider
in tandas and villages, Gadag district

Characteristics Acute Ailments Chronic ailments

Tanda
(N=247)

Village
(N=227)

Tanda
(N=56)

Village
(N=81)

Total Expenditure1

N 240 216 56 75
Mean (SD) 362.9 (666.6) 382.1 (614.6) 429.8 (942.2) 646.8 (1511.9)
Median 170 200 102.5 230
Range 0-5365 0-5500 0-5858 0-10900
Source of money for healthcare1

Household income/savings 97 (40.4) 126 (58.3) 27 (48.2) 48 (59.3)
Borrowings 41 (17.1) 23 (10.7) 6 (10.7) 14 (17.3)
Contribution from friends/family 28 (11.7) 14 (6.5) 3 (5.4) 12 (14.8)
Daily wage 30 (12.5) 12 (5.6) 5 (8.9) 4 (4.9)
Pension 43 (17.9) 33 (15.3) 11 (19.6) 9 (11.1)
Credit by provider 4 (1.7) 4 (1.9) 1 (1.8) 0 (0.0)
Others 0 (0.0) 0 (0.0) 1 (1.8) 4 (4.9)
Mode of treatment
Injections
Injection 198 (80.2) 165 (72.7) 25 (44.6) 27 (33.3)
IV bottle 9 (3.6) 7 (3.1) 1 (1.8) 1 (1.2)
Both 18 (7.3) 7 (3.1) 0 (0.0) 2 (2.5)
None 22 (8.9) 48 (21.2) 30 (53.6) 51 (63)
Injection demanded 79 (32.1) 40 (17.6) 14 (25.0) 7 (8.6)
Behaviour of provider
Spending adequate time (yes) 227 (91.9) 204 (89.9) 50 (89.3) 77 (95.1)
Avoid touching 6 (2.4) 4 (1.8) 1 (1.8) 2 (2.5)
Not giving adequate information 92 (37.3) 55 (24.2) 11 (19.6) 13 (16.1)
Speak rudely 2 (0.8) 1 (0.4) 1 (1.8) 0 (0.0)
1 Does not include hospitalisations

is greater among those in the tandas compared to villages for both type of ailments.

However, for acute ailments, the average expenditure incurred for BAMS providers is

similar across tandas and villages. Expenditure incurred for seeking care was financed

primarily by the income and savings of the household for both acute and chronic ail-

ments. Close to 58 percent of those in the villages used household income compared to

40 percent in the tandas for acute ailments. The pattern is similar for chronic ailments.

This is on expected lines as people from the tandas are less likely to have a regular

source of income. Close to one third of the individuals in tandas who sought care for

acute ailments, borrowed money or received contributions to seek care compared to one

fifth in villages. This was in the opposite direction for chronic ailments. Another im-

portant aspect with respect to the source of money is the dependence on daily wage and

pension among the individuals in the tandas for seeking care for both acute and chronic

ailments.

Injections were the most preferred mode of treatment in the tandas (80% vs 73%) and

close to one third demanded it compared to 18 percent in villages. The increased pro-
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portion could be because more people sought care from RMPs whose main component

of treatment is administering injections.

In addition to the different aspects of care seeking, respondents also reported on the

behaviour of the provider when they visited the facility (see Table 9.11). People in

the tandas are more likely to report that the provider spent adequate time with them

compared to villages. More than 37 percent in tandas also felt that the provider was

not giving them adequate information about their ailments or treatment compared to 24

percent in villages. None of them reported providers shouting at them or talking to them

in a derogatory manner.
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Table 9.12: Distribution of expenditure incurred at health facility and type of ailments in tandas and villages, Gadag district

Facility Acute illness Chronic illness

N Mean SD Median Range N Mean SD Median Range

Tanda
BAMS 59 477.75 681.32 320 100 - 5250 12 592 728.84 295 74-2500
CHC/TH/DH 37 295.81 882.23 65 5-5365 14 104.5 168.17 49.5 10-664
Pvt clinic/hospital 26 1026.58 1002.49 576 200-4420 12 1236.67 1656.73 620 244-5858
RMP 86 234.81 322.68 120 20-2000 2 111 86.27 111 50-172
SC/Mobile van/PHC 32 34.25 33.22 22.5 0-144 16 27.63 31.93 19.5 0-110
Village
BAMS 50 477.76 776.06 300 50-5500 15 446.53 488.58 305 80-2046
CHC/TH/DH 50 178.36 210.52 101.5 5-1050 20 99.25 118.89 38 5-400
Pvt clinic/hospital 41 999.81 778.41 857 170-3860 26 1453.69 2336.65 612.5 170-10900
RMP 43 180.23 161.22 100 0-600 3 120 26.46 110 100-150
SC/Mobile van/PHC 32 31.06 104.63 14 0-600 11 152.18 447.49 14 0-1500
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9.4 Correlates of morbidity and care seeking using Structural Equation
Models (SEM) analysis

The description of the infrastructure available in the tandas and villages indicates that

tandas are less endowed in terms of water supply and sanitation. On an average, house-

holds in the villages own more assets than do households in the tandas. Households in

the villages tended to own land and agricultural equipment more often than did those

in the tandas. The village households were more likely to cultivate cash crops on land

owned using groundwater resources when compared to those from the tandas. When it

comes to livestock, more households in the tanda owned goats, sheep and chicken and

those in the village more frequently had cows. Migrants from the villages were more

likely to be employed in the organised sector with a steady source of income, while

those from the tandas were in the unorganised sector. The dominant income source for

those in the tandas, as they were less likely to own land, was agricultural labour and for

the village households, it was through cultivation.

Health care workers did visit households in the tandas and villages more or less equally,

but when they did visit households in the tandas, it was more likely to be to spray DDT.

People living in the tandas were more likely to experience musculoskeletal disorders and

infections. The extent of care seeking for acute ailments across tandas and villages was

more or less similar, but for chronic ailments, those from the tanda were less likely to

seek care when compared to those from the villages. For acute ailments, the care seeking

pattern varied across tandas and villages, with those in the tanda dominantly depending

on RMPs and those in the villages depending on CHC/TH and District hospital. As this

was the pattern, the most frequently used mode of transport to reach the health facility

was none for those in the tanda (as the RMP came home). That the villages had better

resources by way of transport is reiterated by the fact that more households there used a

car to reach the health facility for chronic ailments.

Even with these limited resources, the households from tandas spent on an average

slightly more than did households from the village for acute ailments. But for chronic

ailments which require continuity of care, households from the village spent signifi-
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cantly more than did those from the tanda. The sources of funding for care seeking

demonstrates that households in the villages could use household income and savings

to do so than did those in the tandas. For acute ailments, tanda households resorted

to borrowing more often than did those in the villages. On an average the spending on

health care for acute ailments was equal or higher across all types of providers for those

in the tanda but for chronic ailments, those in the village spent more in general.

What the findings in terms of available assets, infrastructure and health care seeking

indicate in summary is that those living in the tandas are more disadvantaged on the

whole, when compared to those living in the villages. What remains to be established

is the pathways through which this systematic structural discrimination experienced by

those living in the tandas affects their experience of morbidity and health care seeking.

The effect and the pathways by which ‘structural discrimination’; contributes to dif-

ferential health care access was examined using Structural Equation Models application

(SEM). It uses a comprehensive approach to test the hypothesis on relationships between

latent variables and observed variables (Hoyle, 1995). SEM helps in better understand-

ing of the direct and indirect pathways through which of the effect of structural discrim-

ination acts on care seeking. An alternative would have been to use regression model to

explain the effect but this is inadequate as it would only yield the direct prediction paths

of independent variables on one outcome. Statistically speaking, discrimination being

a complex phenomenon has an effect on the outcome as well as other different predic-

tor variables. This means, many variables in the pathway would be outcomes and also

predictors to alternative outcomes, simultaneously. Conceptually discrimination can be

viewed as part of the process or as an outcome itself. Structural Equation Modelling

helps in understanding and visualising such complexities better and hence this approach

was chosen. Steps in SEM involve specifying the conceptual model, statistical model,

distribution of individual variables, model modification, model estimation and interpre-

tation. Each of these steps will be discussed under separate sections that follow.
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9.4.1 Conceptual Model

The conceptual model for SEM comes from findings of the ethnographic study de-

scribed in chapters 5,6 and 7.

Figure 9.3: Conceptual model of the influence of structural discrimination on care seek-
ing for health

The ‘structural discrimination’ experienced by the Banjaras in the form of residential

segregation and access to resources affects their ability to find means of livelihood in

the place of their settlement. This impacts the socio-economic status (SES) of the house-

hold as individuals in the household seek opportunities outside the settlement and those

who stay back have to work on less than optimally productive land. Individual discrimi-

nation, which is a manifestation of morbidity experienced by older adults, is influenced

by both structural discrimination and SES through different mechanisms. The influence

of structural discrimination is through access to land and access to other resources for

maintaining health. Having less productive land leads to the extra effort that needs to

be made for agricultural yields and this leads to different health problems like muscu-

loskeletal pain. Structural discrimination also affects morbidity as there are inadequate

facilities with differential access to seek appropriate care for maintaining health. Socio-

economic status operates directly in terms of restricted resources to access preventive

and curative services and indirectly through reduced familial support by members in the

household leaving behind the elderly to take care of themselves as they seek means of

livelihood. Structural discrimination also operates through the households and the trans-

port infrastructure in the settlements. Since the tandas are located close to the forests

and kept away from the mainstream settlements, the availability of public transportation

is poor and people depend on their own vehicles for transport. Individual discrimination

along with infrastructure at the household level has an impact on the care seeking for
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morbidities. The theoretical model is illustrated in Figure 9.3. This model has been

conceptualised for tandas and is likely to differ across tandas and villages.

9.4.2 Statistical model

Figure 9.4: Operationalising conceptual model for SEM

The constructs from the conceptual model that emerged from the understandings derived

from the ethnography were operationalised and translated into a model which has been

used for testing the hypothesised pathways. The path diagram and the measures for

the conceptual model are described below (Figure 9.4). The details of computing the

scores and indicators for each component are shown in appendix A29. Measures for

each component in the conceptualised model included variables, some of which were

included independently and others which were merged. The decision to merge was

taken after examining the associations using a correlation matrix. For example, SES

was measured using Asset score, Allied agricultural score, Principal source of income

score for the household and Remittance score. Remittance score was not correlated

with any of the other variables and was kept as a separate measure for SES. Asset score,

Allied agriculture score, Principal source of income were correlated with each other and

they were combined into a single SES score. All the variables were normalised using

min-max normalisation and correlated variables within constructs were merged using

inverse variance weighting. The min-max normalisation of variables using the formula

below was done separately for tandas and village.

Structural Discrimination

Structural discrimination was measured using variables of land score and migration

score.
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Land score

Land score was computed taking into account the area of land possessed, valuation of

the nature of ownership and crops cultivated on the land. This score was then indexed

using min-max normalisation and labelled Land index.

Migration score

Migration score was computed taking into consideration the number of migrants in the

household and the economic activities taken up by them in the place of migration. This

was indexed using normalisation and labelled Migration index.

Socio economic status (SES)

This was measured using the variables of SES score and Remittance score.

SES score

This score was computed by combining the asset score, which included 22 items, Allied

agricultural score, which measured ownership of agricultural equipment and farm ani-

mals and Principal source of income score for the household. Since these three variables

were correlated, they were combined after normalising the variables and weighting them

using the variances and labelled SES index.

Remittance score

Remittance score was computed taking into account the periodicity of money received

and the average amount received per month. Scores were then normalised and labelled

Remittance index.

Infrastructure

Remittance score was computed taking into account the periodicity of money received

and the average amount received per month. Scores were then normalised and labelled

Remittance index.

Household infrastructure score

This was computed by combining Water safety score, Water access score and sanitation
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score. Water safety score was computed using the scores for ’Source of water’ and the

‘Problems experienced’ with the source of water. Water access score was graded in

terms of perceived ease of access. Sanitation score was computed using the Availability

of a toilet in the household and its usage. Since Water safety score was correlated with

the other two indices they were normalised and aggregated using variances as weights

and labelled as Household infrastructure index.

Transportation score

Transportation score was graded based on the Public availability of transport and its

Ease of use.

Individual discrimination

This was operationalised using the variables of Morbidity score, Duration of illness

score, Multiple morbidity score and Funding source score.

Discrimination score

This was computed using all the four variables mentioned above. Funding source score

was correlated with Morbidity score and conceptually Morbidity score, Duration of

illness score and Multiple morbidity score are related. All the four variables were nor-

malised and a single index created by aggregating them using variance as weights and

labelled as Discrimination index. This represents the individual’s propensity for ail-

ments and the ability to deploy funds to resolve them.

Health care sought

Health care sought was operationalised using the variables of Provider score, Waiting

time score, Expenditure score and Provider behaviour score. This represents the quality

of health care sought in terms of its various attributes such as its appropriateness, time

taken, expenditure involved and provider behaviour.

Facility score

Provider score was correlated with Waiting time score, Expenditure score and Provider

behaviour score. All these were normalised and then merged into a single index using
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the variance as weights and labelled as Facility index.

9.4.3 Distribution of individual variables

The variables included in SEM were standardised and variables across similar domains

were merged using inverse variance weights. The values for these standardised vari-

ables ranged from 0 to 1 and the distribution is shown in Table 9.13. Distribution of

the individual variables used in SEM is described in the earlier sections of this chapter.

Migration is common among those in tandas and hence the average Migration index

and Remittance index is high when compared to the village. Differences are seen in the

mean values for Land index, SES index, Household infrastructure index and Transport

index, with villages having better value than those in tandas. Average values for Dis-

crimination index and Facility index was lower in the tandas as they were likely to have

the morbidity for a longer duration and seek inappropriate care for ailments.

Table 9.13: Distribution of variables included in Structural Equation Modelling

Variables Tanda Village Total

mean (SD) Range mean (SD) Range mean (SD) Range

Structural Discrimination
Migration index (XM ) 0.107 (0.147) 0 - 1 0.079 (0.186) 0 - 1 0.093 (0.168) 0 - 1
Land index (Xl) 0.036 (0.108) 0 - 1 0.039 (0.106) 0 - 1 0.037 (0.107) 0 - 1
SES
SES index (XS) 0.181 (0.129) 0.008 - 0.736 0.192 (0.139) 0 - 0.751 0.186 (0.134) 0 - 0.751
Remittance index (XR) 0.051 (0.124) 0 - 1 0.016 (0.081) 0 - 1 0.033 (0.106) 0 - 1
Individual discrimination
Discrimination index (XD) 0.131 (0.177) 0 - 0.731 0.128 (0.16) 0 - 0.864 0.13 (0.169) 0 - 0.864
Infrastructure
Household infrastructure index (XH) 0.563 (0.268) 0.017 - 0.93 0.643 (0.302) 0.056 - 1 0.603 (0.289) 0.017 - 1
Transportation index (XT ) 0.174 (0.168) 0 - 1 0.198 (0.174) 0 - 1 0.186 (0.171) 0 - 1
Health care sought
Facility index (XF ) 0.328 (0.225) 0 - 0.869 0.471 (0.251) 0 - 0.926 0.399 (0.249) 0 - 0.926

Observed relationships between variables are presented using Pearson’s correlation co-

efficient matrix separately for tandas and villages (Table 9.14). Migration index and

land index had a significant negative association only in the tandas as migration is a

consequence of reduced access to land and tandas are disadvantaged in that aspect.

Migration index also had a significant positive relationship with Remittance index and

Household infrastructure index in tandas and villages. This holds true as migrants in

the household send money in the form of remittances, which also contributes to better

household infrastructure. Land index had a positive relationship with SES index in both

the settlements and this relationship is expected in a region dominated by agriculture.
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Land index is negatively associated with Remittance index in the tandas and Trans-

portation score in villages. The SES index had a significant positive association with

Household infrastructure index in tandas and villages. Similarly, a positive relationship

was noticed with Facility index in tandas and negative relationship with Transportation

index in villages. Household infrastructure index was positively associated with Trans-

portation index in the tandas and Facility index in the villages. It was negatively asso-

ciated with Transportation index in the tandas. Transportation index had a significant

negative association with Discrimination index and positive association with Facility

index. Discrimination index also had a negative relationship with Facility index as du-

ration and number of illnesses determine the facility from where care is sought. The

nature of these relationships will be discussed in detail under results of the estimation.
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Table 9.14: Correlation matrix of variables in the SEM across tandas and villages

Variables Migration
index

Land
index

SES
index

Remittance
index

Household
infrastructure

index

Transportation
index

Discrimination
index

Facility
index

Tanda
Migration index 1.000
Land index -0.093* 1.000
SES index -0.087 0.465*** 1.000
Remittance index 0.31*** -0.106* -0.090 1.000
Household infrastructure index 0.101* 0.075 0.16*** 0.055 1.000
Transportation index -0.003 0.008 -0.002 -0.001 -0.121** 1.000
Discrimination index 0.035 0.055 -0.049 -0.077 0.115** -0.35*** 1.000
Facility index -0.075 -0.005 0.096* 0.025 -0.055 0.64*** -0.51*** 1.000
Village
Migration index 1.000
Land index -0.041 1.000
SES index 0.071 0.37*** 1.000
Remittance index 0.33*** -0.044 -0.017 1.000
Household infrastructure index 0.19*** 0.070 0.27*** 0.088 1.000
Transportation index 0.040 -0.093* -0.107* -0.023 -0.052 1.000
Discrimination index 0.012 0.085 0.083 0.001 -0.023 -0.39*** 1.000
Facility index 0.091 -0.053 -0.015 0.010 0.103* 0.61*** -0.60*** 1.000

*** p<0.01, ** p<0.05, * p<0.1
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9.4.4 Model modification

The operationalised conceptual model in Figure 9.4 was reduced from a saturated model

to a parsimonious one. This decision was based on Pearson’s correlation matrix and also

keeping in line with the understanding from the theoretical or conceptual model. Path-

ways from Land index to Household infrastructure index, Remittance index to Discrimi-

nation index and SES index to Discrimination index were dropped as these hypothesised

relations did not manifest as significant associations through correlations. Transporta-

tion index and discrimination index were strongly correlated with the facility index that

indicates the use of a facility by an individual. In addition, the discrimination index was

negatively associated with transportation index, indicating that discrimination was me-

diated through transport availability. Therefore, we dropped the direct path to Facility

index and retained the path from transportation index to facility index. The final model

used for the structural equations modelling is shown in Figure 9.5. Even after drop-

ping the pathways that were disallowed due to the absence of correlations, the pathways

indicated in the original theoretical model (figure 9.4) hold.

The set of 7 equations specified by this parsimonious model are listed below. (SEM

equations).

XM = � LMXL + ✏ 1

XS = �LSXL + �RSXR + ✏2

XD = �LD XL + �HD XH + ✏3

XR = �MRXM + ✏4

XH = �SHXS + ✏5

XT = �DTXD + �STXS + ✏6

XF = � TFXT + �SFXS + �RFXR + ✏ 7

M=Migration index, L= Land index, S=SES index, R= Remittance index, D= Discrimi-

nation index, H= Household infrastructure index, T= Transport index, F= Facility index
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Figure 9.5: Structural equation model of the effect of Structural discrimination, SES,
infrastructure, Individual discrimination on Health care sough

9.4.5 Model Estimation and Interpretation

Structural equation modelling was done separately for tanda and village to understand

the direct and indirect effects of the conceptualised variable on care seeking as the final

outcome variable (Facility index). The detailed table showing the direct, indirect and

total effects is shown in Appendix A30. The estimated path coefficients between multi-

ple explanatory and response variable for tanda and village in shown in path diagrams

in Figure 9.6 and 9.7. Land index represents the nature and value of the land possessed.

Migration index represents the number of migrants and activities done by them. SES

index captures the economic status of the household. Discrimination index represents

the collective morbidity experience. Remittance index reflects the ability of migrants

to support the family back home. Household infrastructure index represents the water

and sanitation of the household. Transportation index reflects the means to travel to

health facility and Facility index represents the type, quality of healthcare and expen-

diture. In tandas and villages Land has a significant positive direct effect on SES and

the magnitude of the relationship is high in the tandas. The indirect effect is mediated
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by migration and remittances and contributes only about 0.2 percent of the total effect

in tandas and 0.003 percent in the villages. Land has a weak positive direct effect on

individual discrimination in both tandas and villages. Indirect effect mediated through

migration, remittance, SES and household infrastructure does not contribute much to

the total effect. Migration has a significant positive direct effect on remittances in both

tanda and village while the magnitude of the relationship is higher in villages. This

could be because the migrants from the villages are engaged in the organised sector and

the remittances are likely to be fixed and regular. Remittance has a weak negative direct

effect on SES in tandas and villages.

Figure 9.6: Structural equation model for tandas

SES has a strong positive direct effect on Household infrastructure in both the settle-

ments although the magnitude is high in the villages. SES also has a mediation effect

between land and Household infrastructure and the indirect effect of land on household

infrastructure is stronger in the villages. What this means is that land matters to both

tandas and villages but villages by virtue of having better quality land, demonstrate it

though the positive effect on SES and household infrastructure. Household infrastruc-

ture has a positive direct effect on individual discrimination in tandas and negative in

villages. This relationship in tandas could mean that in spite of having better household
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Figure 9.7: Structural equation model for village

infrastructure, people continue to experience morbidities which manifests as individual

discrimination. Individual discrimination has a negative direct effect on transportation

and the magnitude of this relationship is slightly stronger in the tandas. As individu-

als experience morbidity, which is of longer duration, they tend to seek care from local

providers in the case of tandas and the difference in the magnitude can be explained by

this. Land has a significant negative indirect effect on transportation only in the villages.

SES has a negative direct effect on transportation in both the settlements. Although the

effect is not significant, the magnitude is different across tandas and villages. Land has

a negative indirect effect on transportation and is significant in the villages. This is be-

cause better land means better SES and people use private vehicles or autorickshaws for

seeking care which have a lower score compared to public vehicles. Transportation has

a strong positive direct effect with the health care sought and the magnitude is higher

in the tandas. Having appropriate transportation to a health facility makes a lot of dif-

ference in terms of care seeking. Remittance score has a weak direct effect on health

care sought and this magnitude is high in the tandas as some of them depend on remit-

tances from their children or relatives for seeking care. SES has a positive direct effect
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on health care sought in both the settlements, however, this relationship is stronger in

the tandas. This highlights the importance of SES in care seeking for tandas. Individ-

ual discrimination, which reflects the morbidity experience here, has a strong negative

direct effect on health care sough, which is mediated through transportation. The mag-

nitude of this relationship is high in the tandas. As people suffer from morbidity of

longer duration, with restricted transportation and means of financing health care they

rely on unqualified providers in the nearby villages or those who visit the tanda or vil-

lage. Visiting of RMPs for providing care is more frequent in the tanda as all of them

are located in villages and this explains the difference in the magnitude across the tanda

and the village. Multiple indices of goodness of fit, i.e. Model chi-square, Root Mean

Square Error of Approximation (RMSEA) and Comparative Fit Index (CFI) was used

to assess the model fit for both tandas and villages. The cut off for these indices in-

dicate a poor fit of the model with the sampled data. However, while comparing these

indices between tanda and village, the model fits better to the sampled data in tandas

than villages (RMSEA 0.11 vs 0.14, CFI 0.85 vs 0.74). This could be a consequence of

the extent of pooled variance within each of the variables in the SEM.

9.5 Discussion

This chapter of the thesis focussed on describing the characteristics of sampled house-

holds across tandas and villages to compare the living conditions. The morbidity ex-

periences of individuals aged fifty and above in the household and the care seeking for

the same was also compared. Finally, an attempt to validate the knowledge gained from

ethnography and quantitative survey was done using Structural equation modelling. The

differences in characteristics should not be viewed in isolation but in the context of the

discriminatory processes that lead to discriminatory health outcomes. The findings of

this chapter would be discussed, keeping that in mind.

Access to water and sanitation is important for daily living and has implications for the

health of the household and society as a whole. Although there is not much difference

in the source of water used for daily use between tandas and village, households in the

tanda are more likely to face problems with the frequency and quality of water supplied.

The use of barrels to store water indicates the disadvantage experienced by settlements
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in the past. In the absence of regular and constant supply, households use barrels to

store water. Even though there is narrowing of the gap in relation to piped water supply,

disadvantages of the past are evident in the tandas as a higher proportion of households

use barrels compared to villages. A similar gap is noticed in the coverage of toilets and

their usability across households. Less than half of the households use the toilets inside

the houses and rest defecate in the open. One of the reasons for this could be the lack of

adequate water supply. Tandas have a greater number of houses with toilets located in-

side the house. Although this can be viewed as the tandas being progressive, in reality, it

is because of the lack of space as the households are densely packed in the tandas. Lack

of adequate toilets in the tandas can be attributed to the difficulty in obtaining funds

from the government in building toilets or the inability to construct on their own due

to their socio-economic status. The main markers of socio-economic status in a district

where 80 percent depend on agriculture is the land possession and assets owned by the

households. Tandas are disadvantaged, with households possessing less assets and land

when compared to those living in the villages. Banjaras are migrants to the region and

even though they have settled for more than hundred years, they had to start from scratch

in earning for livelihood to becoming landowners. This explains the differences in the

land ownership and the quantum of land held. Their situation is made worse, having

been made to live in the forests and cultivating on lands with low productivity where

there is increased dependence on rain for cultivation. Because of this they grow crops

like cereals which require less water, but the returns are less when compared to other

cash crops grown in the villages. This is not to say that the villagers are advantaged in

a drought prone zone but comparatively, they have better lands, source of irrigation and

are able to cultivate cash crops by being able to withstand the drought situation better.

Land and limited means of livelihood in the tandas cause people to migrate in the short

term, which in some cases is the only source of income for the household. Those who

stay back, engage in employment with daily wages be it agriculture or non-agriculture.

A greater proportion of households in the tandas depend on these daily wages to run

their household. In the villages, members in the household are able to get educated

and get jobs with salaried employment. This is not the case in the tandas as they face

disadvantage starting from geographical location of the settlement, location of schools
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and colleges and the difficulty in securing jobs with salaried employment and the added

lower socio-economic status of the household acts as a barrier.

Active involvement of the governmental departments in tandas and villages will help in

the people becoming aware of various initiatives by the government, to be more proac-

tive and develop trust in the system. Since the focus of thesis is on health and discrimi-

nation, I looked at the functioning of the Public Health system in the settlements. Health

worker visits in the past six months was better in the tandas than the villages. Although

this appears to be a positive marker, findings from ethnography indicate that this could

be an outcome of othering where the Banjaras are ‘othered’ based on their living con-

ditions and hygiene and a need for the system to police them and ensure that there are

no outbreaks. Differences were also seen in the proportion of health care workers who

visited, not entering the house. This could indicate a potential discriminatory behaviour

probably not noticed by those who experience it. These kinds of practices affect the

trust in the system.

Residential segregation, household livings conditions, jobs undertaken to sustain means

of livelihood, personal habits can all have a cumulative effect on health and manifest as

morbidities. The household listing done to select the participants revealed that a greater

number of individuals aged 50 and above in the tandas experienced morbidity when

compared to the villages and these are an outcome of cumulative discrimination expe-

rienced by them in different spheres of life. The common acute morbidity in both the

settlements is musculoskeletal pain, but the prevalence was very high in the tandas. This

includes pain affecting the neck, back and joints. These are outcomes of having to toil

hard on land locate in hilly terrains in a drought-prone area, working as labourers in the

field of others in addition to their own fields and working as non-agricultural labourers,

away from the land of origin. Banjaras also have a high burden of hypertension and

other cardio-vascular ailments and the possible reason for this could be the consump-

tion of alcohol. The study did not examine the reason for consumption of alcohol but

findings from ethnography point towards brewing of alcohol as being a part of Banjaras

culture which was later criminalised by the British. Alcohol is also used as a means to

manage the pain from toiling hard in the fields as people cannot afford to go to a doctor
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every day for the pain.

Banjaras are less likely to visit providers for ailments when compared to the villages

and this gap widens, especially for chronic diseases. The location of health care facil-

ities in the villages results in people in the tandas relying on RMPs visiting them in

their dwelling or in neighbouring villages for acute ailments. For chronic ailments, the

Banjaras visited government facilities as the medications were available for free. People

in the villages preferred seeking care from private providers for both acute and chronic

ailments and this could be explained by the socio-economic status of the household,

which acts as an enabler. Availability of public transportation is crucial to seeking care

for ailments. People in the village made use of public bus compared to tandas for acute

ailments and this is because of the increased dependence on RMPs for tandas, who are

available locally. In the case of chronic illness, the use of public bus was more in the

tandas as they sought care from public facilities. Banjaras are more likely to depend

on borrowings or other means of resources like pension for seeking care which also

influences the choice of seeking care.

Structural discrimination in the form of residential segregation affects the means of

livelihood, causing them to seek multiple options for sustaining themselves. The mul-

tiple forms of discrimination experienced by the Banjaras in terms of the segregation,

household and living conditions manifest as different morbidities. The discrimination

in the geographical location of health facilities, availability of public transportation de-

termines the place from where they seek care. Socio-economic status of the household

as a consequence of residential segregation also influences care-seeking.

The understanding from ethnography and insights from the survey was used to con-

struct a structural equation model to understand the different pathways from structural

discrimination to care seeking. The mechanisms by which the structural discrimination

operates in the tandas and villages is different as shown by the model. Socio-economic

status, which is influenced by the structural discrimination components of land and mi-

gration has a direct impact on the facility from where care is sough only in the tandas.

The pathways of individual discrimination (a marker of the morbidity experience) on
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transportation and facility from where care was sought is similar across tandas and vil-

lages, but the magnitude is stronger in the tandas. Essentially what this means is that

absence of public transport to reach an appropriate facility for seeking care for ailments

is characteristic of both tandas and villages, but results in more people from tandas not

using appropriate care. This inadequate use of care by people from tandas is in part due

to their poor SES that affects their options to use better facilities, but also due to the

very nature of the ailments they experience and the means of financing them.
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CHAPTER 10

Discussion and Conclusions

The objectives of the thesis were to examine discrimination experienced by Banjaras in

health care settings, to study the process of othering by the health care system and to

evaluate the impact of possible discrimination experienced by Banjaras on their health,

health care access and utilisation. The first two objectives were addressed by using

ethnography in selected tandas and health facilities catering to them and restricted histo-

riography to understand the history of Banjaras and representations of them throughout

history. The last objective was addressed in two stages; one was to map all the tan-

das and the villages close to it to understand the differences in the infrastructure across

them. In the next stage, an interview schedule was used to examine the consequences

of discrimination on individuals in tandas and villages to enable the identification of

the intergroup differences. The first objective of examining discrimination experienced

by Banjaras in health care setting was addressed in chapters four to seven. To study

discrimination, it is important to understand the place and the context where the tandas

are located. In chapter four, the situation of Gadag within the developmental discourse

of Karnataka and the position of different social groups across various indicators was

described. Chapter five examined the historical context of the Banjaras, the tandas and

the life there. Chapter six described the health system and its functioning. Chapter five

and six are crucial to an understanding of the context of the tandas and the health sys-

tem catering to them where discrimination is experienced and the manner in which it

manifests. Chapter seven also addresses the first and the second objectives of the PhD

work, which is to study the process of othering by the health system. This chapter ex-

amines the existing structures and everyday invisible discrimination experienced by the

Banjaras causing them to lead sub-optimal lives. Chapter eight and nine addressed the

last objective, which is to evaluate the possible impact of discrimination experienced by

Banjaras on their health, health care access and utilisation. Chapter eight compares the



 

various infrastructure, including health, across all the tandas and villages and sampled

settlements. Discriminant analysis identified the salient infrastructural variables that

contribute to the differences between the tandas and villages. Chapter nine presents the

findings of the quantitative survey examining households’ attributes, morbidity profile

and care seeking for ailments. The questions included in the interview schedule for the

survey were based on findings from the ethnography in order to capture the outcome of

structural discrimination on livelihood, health and health care access. Multiple indices

were computed to capture different aspects of discrimination and the relationship was

tested across tandas and villages using structural equations modelling.

In this chapter, I will discuss the findings from the PhD work described above with

respect to the context in which Gayatri Spivak described ’othering’ and its implications

for ’othering’ of specific population groups by health systems and, therefore, public

health practice.

10.1 The concept of othering

The concept of the ‘other’ has been used by different authors, but Gayatri Spivak was

the one to use it in a systematic way (Jensen, 2009). She locates ‘historical reality’ as

fabricated by examining the process of creation of British 19th Century in India as an

object of knowledge that is constructed. In her essay “The Rani of Sirmur”, she looks at

the unchallenged acceptance of archives as the means of accurate recreation of history.

To demonstrate this, she borrows from three examples of othering from the archives

of British India of the 19th century and the narratives of the ‘Rani of Sirmur’ (Spivak,

1985).

• The first example is from the letter written by Captain Geoffrey Birch to Charles
Metcalfe. In this letter, he describes his travel around the place to remind the peo-
ple whom they are subjected to with an identification of the ‘Masters’ as against
the creation of the natives as domesticated ‘others’. This indicates power and
treating the natives as ‘other’ by treating them as subordinates (Jensen, 2009).
This is a way of imprinting the position of the Master upon the natives, but there
is no mention of how the natives perceive this.

• In the second example Spivak uses letters from Major General Sir Ochterlony-
writing to John Adam, the Governor’s secretary. His letter indicates the dislike
for the hill people and described them as morally inferior.
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• The third letter is the deletions made in the letter to Marquess of Hastings by the
Board of Control of East India Company. The purpose was to not give access
to knowledge of war and technology to the natives who are part of the colonial
troops as such persons will not guarantee that the intentions of the British East
India Company. In short, the ’other’ should not be given access to technology that
belong to the Imperial self (Jensen, 2009).

In each of these three passages, what is rendered clear is that the mercantile enterprise

is gradually shifting towards state formation, moving from a commercial enterprise to

a territorial one. The writing of colonial history situates the formation of British India

to India’s lack of nationhood. It is in this context that Spivak situates the “Rani of

Sirmur”. The Rani is described as the designated guardian of her son (minor) in place

of her deposed husband, who has been banished. The discourses cover her desire to

commit sati but do not record the subsequent choices. The choice of sati should have

given her a status in the alternative history telling among the indigenous. The resistance

should have also invoked a discourse of rendering such a choice acceptable by the Brah-

mins. Yet once the ceding of Sirmur is a possibility, the archives contain no information

of the Rani. She is not referred to at all in subsequent archival material of the British.

Spivak uses the story of the Rani to highlight the role of archives in privileging certain

categories of representation and not others. Such representation had translated proper

names of women, wives, to translation in English, rendering the individuals invisible.

Such is the voiding of identities in the process of ‘othering’. The archives portray Rani

as a passive marginalised figure, whereas historical evidence points towards her being

a strong and independent leader (Mohan, 2019). The othering, as described by Spivak,

imbues notions of power, class, race and gender. The concept of othering used here al-

ways views the other as inferior, which is done by the powerful and dominant majority.

Schwalbe (2000) identifies exploitation as a prerequisite for othering where people or

groups are identified and designated as inferior by a group that has the capacity to dom-

inate (Schwalbe, 2000). Even as Spivak’s work focuses on the privileging of archives

that tell the story of the dominant group, the concept of othering has application across

different contexts. The problem of ‘othering’ is being referred to as the problem of the

21st century. ‘Othering’ has a role in disputes, violence, conflicts, the spread of disease,

hunger and climate change (Powell & Menendian, 2016). It also has a part in defining
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and maintaining the status of group of people and designating them to a subordinate

position. The groups that are ‘othered’ commonly experience marginalisation and so-

cial exclusion (Grove & Zwi, 2006). This brings to the question of how ‘othering’ can

influence health and healthcare access. As discussed in chapter 2, ‘othering’ results in

identifying and labelling differences based on inaccurate and wrong information, which

leads to stigma and discrimination, resulting in social exclusion. Each of these processes

impacts health and healthcare access through various pathways.

The focus of the PhD work was on understanding the process of ‘othering’ by health

systems and its impact on health and healthcare access for groups that are ‘othered’.

Studying ‘othering’ is difficult as it is a complex exercise as ‘othering’ is indicative

of a process – the process of ‘othering’, and the end result of the process, a state of

being of those affected – the ‘othered’. I have explicated the process of how ‘othering’

is achieved in this context using the historiographic analysis. The consequence of this

process is rendered visible in the differences in infrastructure available across the tandas

and villages and settlements and the health outcomes of the people living there. There

are methodological difficulties in explicating the concept of ‘othering’ or demonstrating

how the ‘othering’ process in the community and the health system affect the health of

the population designated as the ‘other’. I looked at the different measures from existing

literature on how ‘othering’ has been measured in the context of healthcare. Most of the

measurements focus on stigma, discrimination and social exclusion by the health system

and not explicitly the ‘othering’ or its process. The ‘othering’ process is about labelling,

ascribing negative and inaccurate stereotypes which occurs in the psychological domain.

The Implicit Association Test (IAT) helps in describing the cognitive processes relating

to formation of stereotypes and attitudes. This computer-based test is not suited for

context with low literacy and poor penetration of technology. The complex processes

in the construction of the ‘other’ and the experience of discrimination varies across

context and existing scales do not capture it. To directly ask the victim if they have been

‘othered’ or the perpetrator if they have treated someone as the ‘other’ is less likely to

invoke a response. The victims may not know the different stereotypes ascribed to them

by the dominant groups or recognise the discrimination experienced by them as such.
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Similarly, the perpetrator is less likely to recognise or admit to their own practices of

discrimination when asked questions structured into the form of a questionnaire. It was

important to understand the process of ‘othering’ and discrimination that exist before

attempting to measure them.

Drawing from the work of Spivak, where she mentions that using textual materials priv-

ilege the voice of one who speaks and not that of those who are silent and designated as

the ‘other’. The focus of the research work was done from the point of view of the Ban-

jaras, giving importance to their voice and view of ‘othering’ and discrimination from

their perspective and then moving on to the view of the dominant groups. This was

primarily achieved by conducting ethnography in selected Banjara settlements and the

public and private health system that caters to their healthcare needs. This helped in bet-

ter understanding the world of the community that have been ‘othered’ and the various

manifestations of this ‘othering’. Interviews in the health system aided in understanding

the language and construction of the ‘other’ and the ways it impacts practice. The sur-

vey design, development of interview schedule was done keeping in mind the context of

Banjaras. In the following sections, I will apply the notions of ‘othering’ as described

by Spivak in the context of Banjaras’ health and healthcare access to understand the

process of ‘othering’ encountered in Gadag and the state of those being ‘othered’.

10.2 Embedded other

Gadag district is among the underdeveloped regions in the state of Karnataka. The North

Karnataka region of which Gadag is a part of is backward and deprived region and often

being referred to as a neglected region in political discourses. This is partly because

of the lack of natural resources with which southern Karnataka is endowed. Gadag is

also a drought-prone district because of its geography and differences in developmental

indicators across different talukas. In a district where majority are involved in farming,

the Scheduled Caste groups are disadvantaged as they are less likely to own agricultural

land and if at all they do, the quantum of land possessed is also low when compared

to the other groups. The Scheduled Caste groups are also disadvantaged in social and

health indicators in Gadag district. The Banjaras form the second-largest groups of

Scheduled Castes in Gadag and face multiple disadvantages. In the developmental dis-
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course, the regions of North Karnataka and Gadag can be viewed as the ‘other’ which

needs to be developed. Within the districts, the Scheduled Caste groups are othered

and face disadvantage. It is in this context the Banjaras tandas are located and they

face cumulative disadvantage starting from the region to the ‘othering’ by the dominant

communities that they kept them away from the mainstream, affecting their daily lives.

The othering of Banjaras needs to be examined starting from the documented history of

this group and how it has ‘othered’ them and contributed towards maintaining the status

of the ‘other’. They constitute about a third of the SC groups in Gadag district (29.1

percent of SC population in the district) and identifying and describing this process has

salience for this group and other groups similarly situated across the country.

10.3 ‘Othering’ in historical discourses on Banjaras

Historical documentation of Banjaras in archival materials is written by British scholars

and few Indian scholars in the colonial regime. Scholars working on different disci-

plinary orientations have referred to these materials without posing challenges to the

archival material. Spivak has referred to such archives as contributing to the process of

othering as the voice of the ’other,’ i.e., Banjaras is not being represented. The earliest

references to Banjaras in the colonial archives is a letter dated from 1814, written by

Captain John Briggs to William Erskine, mentioning that he intends to show the "na-

ture of these people”. This letter is among the papers of the Bombay Literary Society

(Briggs, 1819). He starts by describing them as “athletic, hardy and brave” but goes

on to call them as “cruel robbers on the highway; for they seldom spare the life if any

resistance is made”. He bases this on two isolated incidents involving the Banjaras. The

descriptions of being ‘cruel’, ‘unruly’, ‘robbers’ and ‘addicted to theft’ is commonly

found in the archives. Although their hardworking nature, strong stature and utility to

the armies is recognised and appreciated, it is the description of their criminal ways that

dominate the materials. The criminal nature attributed to the Banjaras is highlighted in

the 1908 report, “Notes on Criminal Classes in the Bombay Presidency” where there is

a detailed mention of the crimes to which they are “addicted” to. Mentioned as hard-

working and toiling during the day and robbers at night (Bombay (Presidency) Police

Department, 1908). This report was in the context of Banjaras being brought under
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the purview of Criminal Tribes Act in 1896. This document identified Banjaras in the

Carnatic region (South India) as the most troublesome people. They even go to the ex-

tent of describing the location of tandas as being situated at a vantage point to enable

stealing from multi-caste villages (Halbar, 1986). Cleanliness and dirtiness are other

features that have been attributed to the Banjaras in the archives; the words used are

“dirty”, “untidy”, “pay little attention to cleanliness”. Most of the archives don’t dwell

further than mentioning these attributes other than Edgar Thurston. In his documenta-

tion of the Tribes and Castes of Southern India he mentions the lack of "cleanliness" to

the plaiting of head among Banjara women, which is not combed regularly or left un-

washed for a month. The observations of “their bodies or clothes are seldom washed"

are made based on their clothing and extensive jewellery, making it difficult to clean

their bodies regularly. This conclusion is made based on the clothing and appearance

of women and not men and there is no description about the hygiene in the settlements.

There are conflicting report of Banjaras even in the archival material. The Census of

India (Bombay) in 1911 refers to their thieving ways of the past, who later settled down

to being law-abiding citizens (Mead & Macgregor, 1912). It is possible that the Ban-

jaras were involved in petty crimes in the past during the colonial regime, which may

not justify their inclusion in the Criminal Tribes Act. Tribes were brought under the

purview of the Act based on the colonial ideas of crime and order in relation to their

society. Their nomadic ways also threatened the regime and were viewed as groups

that needs to be monitored. The Act was viewed as more of political control rather

than maintaining peace in the society (Burman, 2010). In 1881 there is a mention made

about the low conviction rate among Banjaras in the central provinces when compared

to other castes (Russell, 1916) indicating that the Act was intended for political control.

Even after the repeal of the Criminal Tribe Act in 1949, the stigma associated with it

remains and is used as a marker for the ‘other’. Ethnographic accounts of the Banjaras

by the Government of India in 1961 describes the tanda settlement as ‘neat and clean’

and no particular diseases attributed to them and same as the general population (Reddy

et al., 1961). In spite of this, the image created by the archives of them being ‘dirty’

and ‘untidy’ is what prevails. Halbar (1986) in his ethnographic account of Banjaras in

Dharwad district mentions the stereotyping of Banjaras by the non-Banjaras as being
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“shabby and dirty”.

Non- Lamani (Banjara) peasants: “Tanda people are dirty, of loose morals,
drunkards, thieves, spendthrifts and lacking any foresight

– Halbar (1986), pp194

In post-colonial India, Banjaras continue to be ‘othered’ and their personal attributes of

cleanliness, alcoholism and labelling of criminal tribes in the past continue to maintain

them as the ‘other’. The view of Banjaras as the ‘other’ by non-Banjaras was common

discourse in the fieldwork done in Gadag. This ’othering’ which is rooted in history,

maintained by the dominant communities, is also practised by the health system, which

is part of tandas and villages. In Gadag, through the health system, it takes the form of

labelling them as ’dirty’ and potential epi-centres for disease outbreaks. The frequent

questions by treating medical officers to them regarding their travel to and from Goa or

their water storage means are manifestations of this process of ‘othering’. The process

of ‘othering’ is not common to Banjaras alone, but there are many tribes in different

parts of India, including Karnataka, who have been classified as ’de-notified’ tribes who

continue to face the stigma and discrimination even today (Abraham, 1999; Japhet &

Diwakar, 2015).

10.4 Imprinting patronage and power - ‘Othering’ at the local level

The functioning of the public health system in the tandas is through the ASHA worker,

who is from the same community and the Health worker (HW) from the Sub-centre.

Their role can be likened to the letter written by Captain Geoffrey Birch where he trav-

els around the place on a horse to make sure the subject knows who the master is. The

functioning of ASHA and health worker at the local level can be viewed as health system

imprinting its presence to demonstrate its potential for power and patronage in the mind

of the locals. Although how this gets imprinted is different from the perspective of the

system and the locals. The ASHAs, who are commonly referred to as ayahs are seen as

only catering to pregnant women and children and doing the role which was done by the

anganwadi teacher previously. The word ayahs is the term used for anganwadi helpers

and even though ASHAs function with the health system, they are viewed as helpers

with limited role. The health workers role is to visit the settlement from time to time

and carry out a range of preventive and basic curative services. From the ethnography,
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it was found that health workers at the Sub-centre skipped visiting the tandas due to

increased workload or engagements in the PHC and entrusted their work to the ASHAs

and following it up over the phone. While carrying out their roles in the tandas, they

are less likely to enter the house of the Banjaras. This kind of practice of health workers

not visiting and not providing services is reported among scheduled caste groups too

(Acharya, 2010; Shah, 2006). There are two types of othering that can occur here, first

is viewing the tandas as places where the workers can skip their visits because people

are less likely to protest and raise concerns. This reflects the potential diminished auton-

omy to exercise their rights by the group being othered. The second is viewing tandas

as places without hygiene and the need to be constantly monitored to prevent infection

outbreaks. This again reflects the view of tandas being places with people who have

a weakened ability to act for their own welfare due to their lack of knowledge and/or

understanding. Therefore, they are likely to cause disease ‘outbreaks’, requiring inter-

ventions by the health system. I will discuss the second view in the next section. The

absence or irregular visits of health workers creates an image of a non-responsive health

system. ASHA was envisaged as a link between the community and the public health

system, but in the tandas, they are not seen in that way. Although the health system

views itself as functioning in the tanda through the ASHA and the health worker, in re-

ality, it has failed in imprinting its presence in the minds of people because of ‘othering’

of the tandas and their people by those health workers at the lower level. That this is

not challenged by the community is inevitable as they have not the means to recognise

the systematic discrimination. But that the absence of any other health workers in the

tandas has failed to invoke a health system response is also a symptom of the strength

of this ‘othering’ process within the health system. The health system officials do not

seem to have made any efforts on their own or through the Health Workers to redress

the absence of any other health functionaries barring the ASHAs, leaving the field to be

taken up by the RMPs.
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10.5 Creating negative stereotypes -Othering of the collective and
diminishing their moral worth

Positioning the collective group of Banjaras as morally inferior by means of multiple

labelling is akin to the dislike of hill people by Major General Sir Ochterlony. As men-

tioned earlier, the Banjaras were designated to the position of the ’other’ by labelling

them as unclean, dirty, alcoholics and criminal tendencies because of being brought un-

der the Criminal Tribe Act. These inaccurate labels and stereotypes by the community is

also held by the health system that cater to Banjara settlements. The health system goes

a step further and attributes diseases to these created labels. There is nothing wrong

in attributing disease patterns to living conditions like water, sanitation and personal

habits as is routinely done in clinical and public health. The problem is ascribing these

disease patterns based on the labels of othering. In Chapter seven, I mentioned the dif-

ferent labels in the ’othering’ process by providers in the health system. To reiterate it,

tandas are called ‘slum areas’, people living in tandas are ‘dirty’, ‘chronic alcoholics’,

‘importers of malaria’, ‘rough people’ and ‘troublesome people’. The first four labels

are attributed to risk factors for diseases, and it influences the functioning of the public

health and clinical decision making of the provider. Stereotyping the tandas and the

people there result in ‘policing’ visits by the health worker or ANMs when compared

to the village. The public health system views tandas as places harbouring diseases

and hence the need for additional monitoring. Description of the work carried out like

checking water storage and spraying of Dichloro-Diphenyl-Trichloroethane (DDT) is

more in the tandas. This overreach by the health system is a consequence of viewing

the Banjara tandas as the ‘other’ and the policing role by the health system is stronger.

The notion of ‘other’ influences the clinical decision making by prescribing antibiotics

more frequently because the sick person is from the tanda or giving common advice

to Banjara men and women to reduce intake of alcohol. Because they are perceived as

possessing a rough nature and trouble causing people, the time spent by the provider

during consultation is limited and the provider also gives into the demands for injec-

tions. The providers don’t take the effort to explain the treatment plan as they want to

avoid ’problems’ by ’trouble-causing people’. The actions and behaviour of the Public
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Health system are influenced by viewing the Banjaras as the ‘other’ and this reinforces

the process of ‘othering’. This is not to say that the intention of the health care workers

in the tandas or the providers in the PHCs is to ‘other’ the Banjaras, but their actions and

practices reinforce it. The private system catering to the tandas also have similar stereo-

types related to cleanliness and hygiene, but it is far more subtle when compared to the

public system as Banjaras form a major part of their earnings and they have been cater-

ing to them for long. As this private health system takes the form of RMPs who have

a historical connect to the tandas through their long practice or through that of older

RMPs from whom sons or others have taken over, their connections to the tanda are far

more rooted, enabling them to viewed as ’nam mandi’ (‘our guy’) by the Banjaras.

10.6 Withholding means of livelihood- ‘Othering’ in the development
process and diminishing material worth

Development trajectories in the tandas is very different from the villages in spite of

them belonging to the same region. It can be argued that the locational disadvantage

of tandas is incidental and not related to the process of ‘othering’ or discrimination,

but the evidence points otherwise. The reasons for this could be compared to avoiding

of upskilling the native groups mentioned in the letter of the Board of Control of East

India Company in the process of ‘othering’. Overall development in the tandas have

never been the priority of successive governments in Karnataka. The developmental

discourse has been on the north and south divide across Karnataka at the taluka level

and not within talukas. This has resulted in developmental efforts being disproportion-

ately distributed within talukas. Underdeveloped tandas and large-scale migrations of

Banjaras is a topic among politicians but has not translated to any concrete work on the

ground. Setting up of the Karnataka Thanda Development Corporation (KTDC) was a

step towards developing the tandas but setting up of such caste-based boards have been

argued as catering to the vote bank. Conversion of tandas to revenue villages was first

raised in 1994 but came into policy in 2015. This would have help the tandas in get-

ting funds for developmental works in the settlement, but that has not happened at the

ground level, as demonstrated by the differences in development infrastructure across

tandas and villages. This actually is indicative of the possible disinterest of successive
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governments in developing the tandas or the inability to recognise inequities that arise

out of structural and systematic discrimination. As a consequence, they also contribute

to the process of maintaining tandas as the ‘other’. The KTDC, which was envisaged

as working towards uplifting the Banjaras, has restricted its role to laying of concrete

roads within the settlement, building community halls and organising cultural events

for Banjaras. Their role in skill development, generating employment opportunities and

promoting embroidery and handicraft is practically non-existent. If there are income

generation potential in the tandas it would help it to grow economically and develop.

There is not much land available for agriculture and when available, it is of poor quality.

The transportation infrastructure is poor, that it is not viable for private buses or auto

to ply in these settlements. Lack of opportunities within the tanda cause the people to

migrate in search of livelihood. The board has not done anything to create or improve

the health infrastructure in the tandas, although it is mentioned as part of its function-

ing. Public health facilities are mostly located in the villages and rarely in the tandas, in

spite of the fact that some tandas do have the regulatorily defined population size. The

memory of the public health system in the minds of the people is largely marked by its

absence and presence only during outbreaks. The Public health system is remembered

for its presence when there are outbreaks and setting up camps in the tandas to contain

the disease. The memory of the Public health system is only of these problems and not

everyday engagement. The KTDC, which was conceived as a body with well laid out

goals, sounding good on paper, for the overall development of tandas, is restricted in

its functioning and has not helped in upskilling the Banjaras. It has contributed to the

process of ‘othering’ by its restricted functioning. Historical injustices, labelling and

stereotyping, functioning and organisation of structures have contributed to the process

of ‘othering’ of Banjaras.

10.7 Outcome of ‘othering’

In the above sections, I have discussed the three steps in the process of ‘othering’ and

how the Banjaras came to be the ’other’ in the community and health system. In this sec-

tion, I will discuss discrimination which is a manifestation of this process of ‘othering’

at the settlement and individual level.
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10.7.1 Outcome at the tanda level

Historical discourses on location and settlement pattern of Banjaras explain their pat-

tern of settlement as a way of preserving their culture and traditions. This could be

true in certain parts of India but cannot be generalised to the whole country. In Gadag

district, more than three-fourths of the tandas are located away from the village and

take the name of the village close to it. The practise of untouchability in the past and

the caste segregation in villages point towards a deliberate attempt to keep the tandas

away from the village. Not all tandas are an outcome of such discriminatory practices

in the villages because close to 16 percent of the tandas are standalone and not attached

to any village. This may not be a direct outcome of the stereotypes or ‘othering’ but

mobility in search of livelihood. This pattern of residential segregation, both forced and

by choice to an extent, result in the tandas being located away from the mainstream

villages and face disadvantages because of it. The poor-quality land available for agri-

culture, borewell failure and lack of alternate means of livelihood renders the Banjaras

vulnerable and in addition to it, they are located in a drought-prone district. Tandas are

also disadvantaged as other than presence of ASHA, anganwadis and primary school

within their settlement, the rest of the infrastructure is located in the villages. The ac-

cess to these resources is made difficult by the lack of adequate transportation, which

impacts their overall wellbeing, including health. Discriminant analysis identifies social

infrastructure of health and education, transport infrastructure as the main discrimina-

tors (statistical) between tandas and villages. To put it into a broad perspective, tandas

and villages are located in a drought prone district which is classified as backward in

Karnataka. Yet, the tandas lack facilities and development that are observed in the vil-

lages and this reflects an inequality in the allocation and distributions of resources. This

is not to say that the villages in Gadag are better off; they are also disadvantaged but

better when compared to tandas. Inequality in access to unproductive land, limited ir-

rigation, transport infrastructure, amenities and social infrastructure is an outcome of

the process of ‘othering’ that manifests as discrimination. This impacts the tanda as a

whole and disadvantages the households and individuals residing there.
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10.7.2 Outcome at individual level

The outcome of the process of ‘othering’ manifests as discrimination at the individ-

ual level in terms of differential morbidity and care seeking for it. Starting from the

household infrastructure of water, sanitation and distribution of asset ownership, the

tandas are disadvantaged compared to the villages. This is also a reflection of their

socio-economic status, which is influenced by their earning potentials from land held

by them. The land available to the Banjaras are close to the hills and are generally un-

productive and ability to cultivate is hampered by lack of groundwater and inadequate

rain. This has a bearing on the lives of Banjaras in multiple ways. Many of them migrate

to other states for livelihood but continue to maintain the connection with the settlement.

Those who have stayed back and continued to toil on difficult terrain live in hardship

and have morbidities connected to this. Musculoskeletal problems like joint pain, back

pain and muscle pain are effect of wear and tear of toiling in the fields. People in the vil-

lage also have reported these problems, but their prevalence is greater in the tandas and

Banjaras suffer from these problems for a longer duration. Structural discrimination in

the form of suboptimal land impacts the socio-economic status of the households lead-

ing to migration and also impacts the health of Banjaras. These structures perpetuate

the existing disadvantage in preventing them from seeking appropriate care for their ill-

nesses. Public and private health facilities are likely to be located away from the tandas,

far away and in the villages. Even though the tandas are connected by roads, the pub-

lic transportation services are poor, and they often have to rely on other private modes

of transport like autorickshaws which are expensive. This results in their seeking care

from suboptimal providers like RMPs who are available in the neighbouring villages

and who also visit the tandas. The pathways by which structural discrimination affects

health and healthcare access is different across tandas and villages and the magnitude

of the path coefficients through which structural discrimination affects health care used

were higher in the tandas as revealed by the Structural Equation Modelling. The model

reinforces the findings from ethnography, systematically establishing the mechanism by

which the process of othering – resulting in structural discrimination, shapes the differ-

ential morbidity experiences of those in the tandas and the villages and the health care
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sought for these conditions by them.

The problem of Banjaras identified above is a common problem experienced by de-

notified and nomadic tribes in Karnataka (Japhet & Diwakar, 2015; Venugopal & Chan-

drasekar, 2018) . The findings from this study are applicable to different castes and

tribes who live in isolated settlements throughout India as the disadvantages faced by

them is similar, but the magnitude could differ. It is this inequity within similarity that

poses a public health challenge that needs to be the focus of attention.

10.8 Conclusions

The present study started with the philosophical underpinning of discrimination in un-

derstanding the wrongs of discrimination. Discrimination operationalises through the

‘othering’ process leading to individuals and groups being excluded from different spheres

of life. The focus was to understand the process of ‘othering’ and discrimination by the

health system and its effect on the health and health care seeking of Banjaras, a histor-

ically marginalised group. The process of ‘othering’ and discrimination varies across

context and the ethnographic study helped in understanding the process, which is rooted

in history, structural in nature and continuing in the present, leading to the discrimi-

nation of Banjaras. This results in their leading subaltern lives, forcing them to make

sub-optimal choices regarding their everyday life, particularly with regard to livelihood

and health.

Findings from the ethnography helped in developing a tool to understand the impact of

the structural discrimination on the health and care seeking of Banjaras and comparing

it with the villages. The survey of tandas and villages and their inhabitants confirm

the disadvantage experienced by tandas in the distribution of physical, transportation,

educational and health infrastructure, which affects their overall wellbeing and access

to healthcare. The process of ’othering’, leading to discrimination manifesting as mor-

bidity and care seeking was tested using a statistical model. This modelling exercise

validates the finding from the ethnography confirming the pathways by which structural

discrimination leads to increased morbidity and suboptimal care seeking. The method-

ology employed in studying the process of ‘othering’ and discrimination started from
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the perspectives of the Banjaras through ethnography. The sampling was done based

on the distance of primary health centres from the tandas and a cross-sectional survey

enabled comparison of tandas and villages. The process of establishing the results fol-

low, inadvertently as indicated by Critical Race Theory (CRT) (Ford & Airhihenbuwa,

2010a, 2010b). In this case, the race is replaced by caste.

The fact that the methodology followed to establish the process of ‘othering’ of the Ban-

jaras is similar to the methodology recommended in Critical Race Theory, is a marker

of the validity of the methodology to study marginalised groups.

Thus, the present work has taken the conceptualising of ‘othering’ by Spivak and inter-

preted it in the context of the health system’s ‘othering’ of a specific population group–

the Banjaras, living in Gadag district, Karnataka. It has identified this process as having

three steps – the first, of imprinting the presence of the health system or failing to do so,

the second of diminishing the moral worth of the group by using negative stereotypes to

describe them and the third and last step of withholding benefits and rights from them,

thereby diminishing their material worth.

10.9 Strengths and Limitations

The strength of this work is the methodology employed in studying a complex pro-

cess like othering and discrimination using ethnography, restrictive historiography and a

quantitative survey. The results from the ethnography were used to develop a conceptual

framework. Many of the variables in the framework were measured at the macro-tanda

level and at the individual level. The variables that were significant in discriminating

between tanda and village were conceptually the same variables that had salience in

SEM. This process of triangulation of the findings across methods and analytical strate-

gies contributes to validating them. The study avoided examining interpersonal forms

and types of discrimination using scales and then examining its effect on health out-

comes. This is most popular methodology used in studies on discrimination. My study

is not a deliberate attempt to avoid scale development, but my approach to measuring

discrimination is informed by the ethnography and takes into consideration the social

determinants of health. The use of multivariate statistical modelling like discriminant
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analysis and structural equation modelling aided in validating the findings of ethnogra-

phy.

However, this work is not without limitations. The study did not examine the existing

caste hierarchies in totality in Gadag district but focussed on Banjaras and the disadvan-

tages experienced by them as that was the objective. Subgroup analysis of different caste

groups in the village would have helped towards better understanding of the caste-based

inequalities prevalent there. This was not possible as the sample size was inadequate to

attempt such an analysis and the sampling was not designed for that. Consequently, the

multi caste village was treated as a single unit for comparison. The current study did

not examine the role of Karnataka Thanda Development Corporation (KTDC) from a

policy perspective but only based on information from the field and future studies can

examine its role and functioning in the development of tandas in which Banjaras live.

10.10 Policy Implications

Even when the caste-based negative label is removed through constitutional processes,

the removal of caste-based disadvantage is near impossible. The visible and invisible

structures of this labelling and consequent ‘othering’ continue to pervade the life of

Banjaras leading to inequities. There is a need for moving from the process of ‘othering’

to one of belonging, although it sounds good on paper but takes great effort on the

ground. It is very difficult to address structural discrimination, but efforts can be directed

towards mitigating the disadvantages caused by it.

• The Karnataka Thanda Development Corporation (KTDC) should go beyond its
current role of improving streets, installing lighting, building community halls
and temples in tandas. The roles and objectives of the board is comprehensive
and intends to address the overall development of tandas in Karnataka but lacking
in implementation. It needs to focus on the people in the tanda and not contribute
to perpetuating the existence of tandas as the ‘other’ to contrast the village. The
board needs to focus on generating employment opportunities in the tandas to
prevent large scale migration, improving frequency of buses in tandas for local
mobility and pushing for Sub-centres and PHCs in tandas if they satisfy the pre-
scribed population criteria.

• The public health system should be sensitised to the needs of Banjaras and the
practices that end up alienating them. There is a need to modify the criteria for
“difficult to reach population” and include availability of public transportation in
addition to existing criteria in determining the location of public health facilities.
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• Mobile clinics exist for villages and tandas in Ron taluka, which are located far
away from PHCs. This service can be introduced in all tandas and other sites
where transportation is a problem.

• Monitoring systems for national health programs at local level involve clicking
pictures of beneficiaries in settlements along with health workers and sending to
higher officials, even though this is not a documented regulatory requirement.
Similar mechanism should be established for scheduled visits of health workers
to tandas and villages for the purpose of accountability. This will increase the
presence of health system in the tanda and also avoid delegating the responsi-
bility of health worker to ASHAs alone, enabling the development of a sense of
entitlement from the health system for those in the tandas.

244



 

Bibliography

Abraham, S. (1999). Steal or I’ll Call You a Thief: ’Criminal’ Tribes of India. Economic
and Political Weekly, 34(27), 1751–1753.

Abramson, C. M., Hashemi, M., & Sánchez-Jankowski, M. (2015). Perceived discrimi-
nation in U.S. healthcare: Charting the effects of key social characteristics within
and across racial groups. Preventive Medicine Reports, 2, 615–621. https://doi.
org/10.1016/j.pmedr.2015.07.006

Acharya, S. S. (2010). Access to Health Care and Patterns of Discrimination: A Study
of Dalit Children in Selected Villages of Gujarat and Rajasthan. Children, Social
Exclusion and Development, 1(2), 1–38. http://www.dalitstudies.org.in/uploads/
publication/1473145022.pdf

Ahmed, A. T., Mohammed, S. A., & Williams, D. R. (2007). Racial discrimination &
health: Pathways & evidence. The Indian Journal of Medical Research, 126(4),
318–327.

Akbulut, N., & Razum, O. (2021). Considerations on the relationship between Othering
and Public Health, 418495 bytes. https://doi.org/10.4119/UNIBI/2950920

Altman, A. (2020). Discrimination. In E. N. Zalta (Ed.), The Stanford Encyclopedia
of Philosophy (Winter 2020). Metaphysics Research Lab, Stanford University.
Retrieved March 30, 2021, from https://plato.stanford.edu/archives/win2020/
entries/discrimination/

Apps, U. (2016, January 26). Random number generator (Version 2.1.9). Russia. https:
//play.google.com/store/apps/details?id=ru.uxapps.random&hl=en&gl=US

Attanasio, L., & Kozhimannil, K. B. (2015). Patient-reported Communication Qual-
ity and Perceived Discrimination in Maternity Care. MEDICAL CARE, 53(10),
863–871. https://doi.org/10.1097/MLR.0000000000000411

Ayyangar, M. A. (1951). Report of the Criminal Tribes Act Enquiry Committee, 1949-
50. Manager of Publicatons, Delhi.

Bailey, A. (2008). Culture, risk and HIV/AIDS among migrant and mobile men in Goa,
India. Rozenberg
OCLC: 837066144.

Bailey, Z. D., Krieger, N., Agénor, M., Graves, J., Linos, N., & Bassett, M. T. (2017).
Structural racism and health inequities in the USA: Evidence and interventions.
The Lancet, 389(10077), 1453–1463. https://doi.org/10.1016/S0140-6736(17)
30569-X

Baru, R., Acharya, A., Acharya, S., Kumar, A. K. S., & Nagaraj, K. (2010). Inequities
in Access to Health Services in India: Caste, Class and Region. (38), 10. https:
/ / www. epw. in / journal / 2010 / 38 / special - articles / inequities - access - health -
services-india-caste-class-and-region.html

Blair, I. V., Havranek, E. P., Price, D. W., Hanratty, R., Fairclough, D. L., Farley, T.,
Hirsh, H. K., & Steiner, J. F. (2013). Assessment of Biases Against Latinos and

245

https://doi.org/10.1016/j.pmedr.2015.07.006
https://doi.org/10.1016/j.pmedr.2015.07.006
http://www.dalitstudies.org.in/uploads/publication/1473145022.pdf
http://www.dalitstudies.org.in/uploads/publication/1473145022.pdf
https://doi.org/10.4119/UNIBI/2950920
https://plato.stanford.edu/archives/win2020/entries/discrimination/
https://plato.stanford.edu/archives/win2020/entries/discrimination/
https://play.google.com/store/apps/details?id=ru.uxapps.random&hl=en&gl=US
https://play.google.com/store/apps/details?id=ru.uxapps.random&hl=en&gl=US
https://doi.org/10.1097/MLR.0000000000000411
https://doi.org/10.1016/S0140-6736(17)30569-X
https://doi.org/10.1016/S0140-6736(17)30569-X
https://www.epw.in/journal/2010/38/special-articles/inequities-access-health-services-india-caste-class-and-region.html
https://www.epw.in/journal/2010/38/special-articles/inequities-access-health-services-india-caste-class-and-region.html
https://www.epw.in/journal/2010/38/special-articles/inequities-access-health-services-india-caste-class-and-region.html


 

African Americans Among Primary Care Providers and Community Members.
AMERICAN JOURNAL OF PUBLIC HEALTH, 103(1), 92–98. https://doi.org/
10.2105/AJPH.2012.300812

Blair, I. V., Steiner, J. F., Fairclough, D. L., Hanratty, R., Price, D. W., Hirsh, H. K.,
Wright, L. A., Bronsert, M., Karimkhani, E., Magid, D. J., & Havranek, E. P.
(2013). Clinicians’ implicit ethnic/racial bias and perceptions of care among
Black and Latino patients. Annals of family medicine, 11(1), 43–52. https : / /
doi.org/10.1370/afm.1442

Bleser, W. K., Miranda, P. Y., & Jean-Jacques, M. (2016). Racial/Ethnic Disparities
in Influenza Vaccination of Chronically Ill US Adults The Mediating Role of
Perceived Discrimination in Health Care. MEDICAL CARE, 54(6), 570–577.

Bombay (Presidency) Police Department. (1908). Notes on Criminal Classes in the
Bombay Presidency: With Appendices Regarding Some Foreign Criminals who
Occasionally Visit the Presidency Including Hints on the Detection of Counter-
feit Coin. Government Central Press.

Briggs, J. (1819). Account of the Origin, History and Manners of the Race of Men
called Bunjaras. Transactions of the Literary Society of Bombay (pp. 170–197).
Longman, Hurst, Bees, Orme, And Brown,Patternoster Bow; and John Mur-
ray,Albemarle Street.

Brondolo, E., Gallo, L. C., & Myers, H. F. (2009). Race, racism and health: Dispari-
ties, mechanisms, and interventions. Journal of Behavioral Medicine, 32(1), 1–
8. https://doi.org/10.1007/s10865-008-9190-3

Burman, J. J. R. (2010). Ethnography of a denotified tribe: The Laman Banjara. Mittal
Publications.

Canales, M. K. (2000). Othering: Toward an Understanding of Difference. Advances in
Nursing Science, 22(4), 16–31. https://doi.org/10.1097/00012272-200006000-
00003

Casagrande, S. S., Gary, T. L., LaVeist, T. A., Gaskin, D. J., & Cooper, L. A. (2007). Per-
ceived Discrimination and Adherence to Medical Care in a Racially Integrated
Community. Journal of General Internal Medicine, 22(3), 389–395. https://doi.
org/10.1007/s11606-006-0057-4

Census. (2011). Census of India 2011: Primary Census Abstract Data. Office of the
Registrar General Census Commissioner, India. Indian Census Bureau.

Chatterjee, C. B. (2006). Identities in motion: Migration and health in India. Centre for
Enquiry into Health and Allied Themes
OCLC: 317549378.

Children’s Rights in Goa, J. C., EQUATIONS. (2016, April). Walking the tightrope:
Exploitation of Migrant children in Goa. https : / / goodtourismblog . com / wp -
content / uploads / 2017 / 05 / 201604 - walking - the - tightrope - exploitation - of -
migrant-children-in-tourism-in-goa.pdf

Clark, R. (2003). Self-reported racism and social support predict blood pressure reac-
tivity in Blacks. Annals of behavioral medicine : a publication of the Society of
Behavioral Medicine, 25(2), 127–36.

Creswell, J. W., & Plano Clark, V. L. (2018). Designing and conducting mixed methods
research (Third Edition). SAGE.

246

https://doi.org/10.2105/AJPH.2012.300812
https://doi.org/10.2105/AJPH.2012.300812
https://doi.org/10.1370/afm.1442
https://doi.org/10.1370/afm.1442
https://doi.org/10.1007/s10865-008-9190-3
https://doi.org/10.1097/00012272-200006000-00003
https://doi.org/10.1097/00012272-200006000-00003
https://doi.org/10.1007/s11606-006-0057-4
https://doi.org/10.1007/s11606-006-0057-4
https://goodtourismblog.com/wp-content/uploads/2017/05/201604-walking-the-tightrope-exploitation-of-migrant-children-in-tourism-in-goa.pdf
https://goodtourismblog.com/wp-content/uploads/2017/05/201604-walking-the-tightrope-exploitation-of-migrant-children-in-tourism-in-goa.pdf
https://goodtourismblog.com/wp-content/uploads/2017/05/201604-walking-the-tightrope-exploitation-of-migrant-children-in-tourism-in-goa.pdf


 

Dean, A., Sullivan, K., & Soe, M. (2013, April 6). OpenEpi: Open Source Epidemiologic
Statistics for Public Health (Version 3.01). https://www.openepi.com/Menu/
OE_Menu.htm

Deogaonkar, S. G., & Deogaonkar, S. S. (1992). The Banjara. Concept Publishing Com-
pany.

Department of Agriculture, G. (2016). District Irrigation Plan- Gadag. https://pmksy.
gov.in/mis/Uploads/2016/20161227052700668-1.pdf

DGHS, Government of India. (2012). Indian Public Health Standards (IPHS) Guide-
lines for Sub-Centres Revised 2012. Delhi. https : / / nhm . gov. in / images / pdf /
guidelines/iphs/iphs-revised-guidlines-2012/sub-centers.pdf

Emerson, R. M., Fretz, R. I., & Shaw, L. L. (2011). Writing ethnographic fieldnotes.
Retrieved October 5, 2020, from http : / / public . ebookcentral . proquest . com /
choice/publicfullrecord.aspx?p=3563012
OCLC: 899006843

Enthoven, R. E. (1922). The Tribes and Castes of Bombay. Government Central Press,
Bombay. Retrieved October 31, 2020, from https://www.google.co.in/books/
edition/The_Tribes_and_Castes_of_Bombay/FoT6gPrbTp8C?hl=en&gbpv=1&
dq=The+tribes+and+castes+of+Bombay&printsec=frontcover

Evans, P., Bronheim, S., Bynner, J., Klasen, S., Magrab, P., & Ranson, S. (2000). Social
Exclusion and Children–Creating Identity Capital: Some conceptual issues and
practical solutions.

Evans-Lacko, S., Clement, S., Corker, E., Brohan, E., Dockery, L., Farrelly, S., Hamil-
ton, S., Pinfold, V., Rose, D., Henderson, C., Thornicroft, G., & McCrone, P.
(2015). How much does mental health discrimination cost: Valuing experienced
discrimination in relation to healthcare care costs and community participation.
EPIDEMIOLOGY AND PSYCHIATRIC SCIENCES, 24(5), 423–434. https : / /
doi.org/10.1017/S2045796014000377

Facione, N. C., & Facione, P. A. (2007). Perceived prejudice in healthcare and women’s
health protective behavior. NURSING RESEARCH, 56(3), 175–184. https://doi.
org/10.1097/01.NNR.0000270026.90359.4c

Feyissa, G., Abebe, Girma, & Woldie, M. (2012). Validation of an HIV-related stigma
scale among health care providers in a resource-poor Ethiopian setting. Journal
of Multidisciplinary Healthcare, 97–97. https://doi.org/10.2147/JMDH.S29789

Ford, C. L., & Airhihenbuwa, C. O. (2010a). Critical Race Theory, Race Equity, and
Public Health: Toward Antiracism Praxis. American Journal of Public Health,
100(S1), S30–S35. https://doi.org/10.2105/AJPH.2009.171058

Ford, C. L., & Airhihenbuwa, C. O. (2010b). The public health critical race method-
ology: Praxis for antiracism research. Social Science & Medicine, 71(8), 1390–
1398. https://doi.org/10.1016/j.socscimed.2010.07.030

Gaskin, D. J., Dinwiddie, G. Y., Chan, K. S., & McCleary, R. (2012). Residential Segre-
gation and Disparities in Health Care Services Utilization. MEDICAL CARE RE-
SEARCH AND REVIEW, 69(2), 158–175. https://doi.org/10.1177/1077558711420263

Gaskin, D. J., Dinwiddie, G. Y., Chan, K. S., & McCleary, R. R. (2012). Residential Seg-
regation and the Availability of Primary Care Physicians. HEALTH SERVICES
RESEARCH, 47(6), 2353–2376. https://doi.org/10.1111/j.1475- 6773.2012.
01417.x

247

https://www.openepi.com/Menu/OE_Menu.htm
https://www.openepi.com/Menu/OE_Menu.htm
https://pmksy.gov.in/mis/Uploads/2016/20161227052700668-1.pdf
https://pmksy.gov.in/mis/Uploads/2016/20161227052700668-1.pdf
https://nhm.gov.in/images/pdf/guidelines/iphs/iphs-revised-guidlines-2012/sub-centers.pdf
https://nhm.gov.in/images/pdf/guidelines/iphs/iphs-revised-guidlines-2012/sub-centers.pdf
http://public.ebookcentral.proquest.com/choice/publicfullrecord.aspx?p=3563012
http://public.ebookcentral.proquest.com/choice/publicfullrecord.aspx?p=3563012
https://www.google.co.in/books/edition/The_Tribes_and_Castes_of_Bombay/FoT6gPrbTp8C?hl=en&gbpv=1&dq=The+tribes+and+castes+of+Bombay&printsec=frontcover
https://www.google.co.in/books/edition/The_Tribes_and_Castes_of_Bombay/FoT6gPrbTp8C?hl=en&gbpv=1&dq=The+tribes+and+castes+of+Bombay&printsec=frontcover
https://www.google.co.in/books/edition/The_Tribes_and_Castes_of_Bombay/FoT6gPrbTp8C?hl=en&gbpv=1&dq=The+tribes+and+castes+of+Bombay&printsec=frontcover
https://doi.org/10.1017/S2045796014000377
https://doi.org/10.1017/S2045796014000377
https://doi.org/10.1097/01.NNR.0000270026.90359.4c
https://doi.org/10.1097/01.NNR.0000270026.90359.4c
https://doi.org/10.2147/JMDH.S29789
https://doi.org/10.2105/AJPH.2009.171058
https://doi.org/10.1016/j.socscimed.2010.07.030
https://doi.org/10.1177/1077558711420263
https://doi.org/10.1111/j.1475-6773.2012.01417.x
https://doi.org/10.1111/j.1475-6773.2012.01417.x


 

Gee, G. C., & Ford, C. L. (2011). STRUCTURAL RACISM AND HEALTH INEQUITIES:
Old Issues, New Directions. Du Bois Review: Social Science Research on Race,
8(1), 115–132. https://doi.org/10.1017/S1742058X11000130

Gee, G. C., Spencer, M. S., Chen, J., & Takeuchi, D. (2007). A Nationwide Study of
Discrimination and Chronic Health Conditions Among Asian Americans. Amer-
ican Journal of Public Health, 97(7), 1275–1282. https://doi.org/10.2105/AJPH.
2006.091827

George, A., & Iyer, A. (2013). Unfree markets: Socially embedded informal health
providers in northern karnataka, india. Social Science & Medicine, 96, 297–304.
https://doi.org/10.1016/j.socscimed.2013.01.022

Goffman, E. (2009). Stigma: Notes on the management of spoiled identity. Simon and
Schuster.

Government of Bombay. (1959). Gazetteer of Bombay State: Dharwar District. Printed
at the Government Central Press.

Government of India. (2020). Agricultural Statistics at a Glance 2019. Ministry of Agri-
culture and Farmers Welfare, Department of Agriculture Cooperation and Farm-
ers Welfare, Directorate of Economics and Statistics. https://eands.dacnet.nic.
in/PDF/At%20a%20Glance%202019%20Eng.pdf

Government of Karnataka. (1989, July). THE KARNATAKA MOTOR VEHICLES RULES,1989
(Act and rules). https://cnsgadvocates.in/statutes/19%20-%20The%20Karnataka%
20Motor%20Vehicles%20Rules,%201989.pdf

Government of Karnataka. (2018). Karnataka Human Development Report-2015: Ac-
celerating Equitable Human Development. Planning, Programme Monitoring
and Statistics Department, Government of Karnataka.

Government of Karnataka. (2019). Gadag District at a Glance (2018-2019). Gadag.
https://gadag.nic.in/en/document-category/statistical-report/

Government of Karnataka. (2020, August). Sustainable Development Goals 2030: Strate-
gies and Action Plan for Karnataka. Planning, Programme Monitoring and Statis-
tics Department, Government of Karnataka.

Gray, A. J. (2002). Stigma in psychiatry. Journal of the Royal Society of Medicine, 95,
c–c. https://doi.org/10.1258/jrsm.95.2.72

Green, N. L. (1995). Development of the perceptions of racism scale. Image–the journal
of nursing scholarship, 27(2), 141–6.

Greenwald, A. G., & Banaji, M. R. (1995). Implicit Social Cognition: Attitudes, Self-
Esteem, and Stereotypes. Psychological Review, 102(1), 4–27. https://doi.org/
10.1037/0033-295X.102.1.4

Greenwald, A. G., McGhee, D. E., & Schwartz, J. L. K. (1998). Measuring individual
differences in implicit cognition: The implicit association test. Journal of per-
sonality and social psychology, 74(6), 1464–1480. https : / / doi . org /10 .1037 /
0022-3514.74.6.1464

Grierson, S. G. A. (1907). Linguistic Survey of India (Vol. 9). Office of the superinten-
dent of government printing, India.

Grove, N. J., & Zwi, A. B. (2006). Our health and theirs: Forced migration, othering,
and public health. Social Science and Medicine, 62(8), 1931–1942. https://doi.
org/10.1016/j.socscimed.2005.08.061

248

https://doi.org/10.1017/S1742058X11000130
https://doi.org/10.2105/AJPH.2006.091827
https://doi.org/10.2105/AJPH.2006.091827
https://doi.org/10.1016/j.socscimed.2013.01.022
https://eands.dacnet.nic.in/PDF/At%20a%20Glance%202019%20Eng.pdf
https://eands.dacnet.nic.in/PDF/At%20a%20Glance%202019%20Eng.pdf
https://cnsgadvocates.in/statutes/19%20-%20The%20Karnataka%20Motor%20Vehicles%20Rules,%201989.pdf
https://cnsgadvocates.in/statutes/19%20-%20The%20Karnataka%20Motor%20Vehicles%20Rules,%201989.pdf
https://gadag.nic.in/en/document-category/statistical-report/
https://doi.org/10.1258/jrsm.95.2.72
https://doi.org/10.1037/0033-295X.102.1.4
https://doi.org/10.1037/0033-295X.102.1.4
https://doi.org/10.1037/0022-3514.74.6.1464
https://doi.org/10.1037/0022-3514.74.6.1464
https://doi.org/10.1016/j.socscimed.2005.08.061
https://doi.org/10.1016/j.socscimed.2005.08.061


 

Halbar, B. G. (1986). Lamani Economy and Society in Change: Socio-cultural Aspects
of Economic Change Among the Lamani of North Karnataka. Mittal Publica-
tions.

Halli, S. S., Blanchard, J., Satihal, D. G., & Moses, S. (2007). Migration and HIV trans-
mission in rural South India: An ethnographic study. Culture, Health & Sexual-
ity, 9(1), 85–94. https://doi.org/10.1080/13691050600963898

Hanagodimath, S. V., & Aziz, A. (2012). District Level Development Disparities in
Karnataka. Centre for Multi Disciplinary Development Research (CMDR). http:
//cmdr.ac.in/editor_v51/assets/Mono-68.pdf

Hausmann, L. R. M., Kressin, N. R., Hanusa, B. H., & Ibrahim, S. A. (2010). Perceived
racial discrimination in health care and its association with patients’ healthcare
experiences: Does the measure matter? Ethnicity & Disease, 20(1), 40–47.

Haywood Jr., C., Diener-West, M., Strouse, J., Carroll, C. P., Bediako, S., Lanzkron, S.,
Haythornthwaite, J., Onojobi, G., Beach, M. C., & Investigators, I. (2014). Per-
ceived Discrimination in Health Care Is Associated With a Greater Burden of
Pain in Sickle Cell Disease. JOURNAL OF PAIN AND SYMPTOM MANAGE-
MENT, 48(5), 934–943. https://doi.org/10.1016/j.jpainsymman.2014.02.002

Henry, B. R., Houston, S., & Mooney, G. H. (2004). Institutional racism in Australian
healthcare: A plea for decency. The Medical Journal of Australia, 180(10), 517–
520.

House of Commons. (1832). Minutes of evidence taken before the select committee on
the affairs of the East India Company: And also an appendix and index : III.
Revenue. https://books.google.co.in/books?id=JStDAAAAcAAJ

Hoyle, R. H. (Ed.). (1995). Structural equation modeling: Concepts, issues, and appli-
cations. Sage Publications.

Institute of Medicine. (2003). Unequal Treatment: Confronting Racial and Ethnic Dis-
parities in Health Care (full printed version). National Academies Press. https:
//doi.org/10.17226/10260

Japhet, S., & Diwakar, D. G. (2015). De-Notified Tribes and Criminal Stigma in Kar-
nataka. Journal of Social Inclusion Studies, 1(2), 108–125. https://doi.org/10.
1177/2394481120150206

Jensen, Q. (2009). Preliminary notes on othering and agency: Marginalized young eth-
nic minority men negotiating identity in the terrain of otherness : Working paper
presented at Castor Seminar Løgstør 13.-14. of May 2009. Forskningsgruppen
CASTOR, Aalborg Universitet
OCLC: 1225289347.

Joffe, H. (2011). Othering of people and phenomena. The encyclopedia of peace psy-
chology.

Johnson, R. L., Saha, S., Arbelaez, J. J., Beach, M. C., & Cooper, L. A. (2004). Racial
and ethnic differences in patient perceptions of bias and cultural competence in
health care. Journal of general internal medicine, 19(2), 101–10.

Jyothi, C., & Reddy, C. (2011). Oral health status and treatment needs of Lambanis in
Gadag District (an epidemiological study). JOURNAL OF THE INDIAN ASSO-
CIATION OF PUBLIC HEALTH DENTISTRY, 9(18), 112–116.

249

https://doi.org/10.1080/13691050600963898
http://cmdr.ac.in/editor_v51/assets/Mono-68.pdf
http://cmdr.ac.in/editor_v51/assets/Mono-68.pdf
https://doi.org/10.1016/j.jpainsymman.2014.02.002
https://books.google.co.in/books?id=JStDAAAAcAAJ
https://doi.org/10.17226/10260
https://doi.org/10.17226/10260
https://doi.org/10.1177/2394481120150206
https://doi.org/10.1177/2394481120150206


 

Khanday, Z. (2017). Exploring Religious Discrimination Toward Women in Public Health
Facilities in Mumbai. Social Sciences, 6(6), 148. https://doi.org/10.11648/j.ss.
20170606.12

Kilbourne, A. M., Switzer, G., Hyman, K., Crowley-Matoka, M., & Fine, M. J. (2006).
Advancing Health Disparities Research Within the Health Care System: A Con-
ceptual Framework. American Journal of Public Health, 96(12), 2113–2121.
https://doi.org/10.2105/AJPH.2005.077628

Klecka, W. R. (1980). Discriminant analysis. Sage Publications.
Krieger, N. (1999). Embodying Inequality: A Review of Concepts, Measures, and Meth-

ods for Studying Health Consequences of Discrimination. International Journal
of Health Services, 29(2), 295–352. https://doi.org/10.2190/M11W-VWXE-
KQM9-G97Q

Krieger, N. (2014). Discrimination and Health Inequities. International Journal of Health
Services, 44(4), 643–710. https://doi.org/10.2190/HS.44.4.b

Krieger, N., Smith, K., Naishadham, D., Hartman, C., & Barbeau, E. M. (2005). Experi-
ences of discrimination: Validity and reliability of a self-report measure for pop-
ulation health research on racism and health. Social science & medicine (1982),
61(7), 1576–96. https://doi.org/10.1016/j.socscimed.2005.03.006

KSNDMC. (2017). Drought Vulnerability Assessment in Karnataka (A Composite In-
dex: Using Climate, Soil, Crop Cover and Livelihood components). KSNDMC.
Bengaluru. https : / /www.ksndmc.org/PDF/DVI_REPORT_KARNATAKA_
2017.pdf

Kumar, B. (2015, October). Access to health care among under five children in the
Banjara community, Karnataka. SCTIMST. Trivandrum. http://dspace.sctimst.
ac.in/jspui/handle/123456789/2686

Landrine, H., & Klonoff, E. A. (1996). The Schedule of Racist Events: A Measure of
Racial Discrimination and a Study of Its Negative Physical and Mental Health
Consequences. Journal of Black Psychology, 22(2), 144–168. https://doi.org/10.
1177/00957984960222002

Lauderdale, D. S., Wen, M., a Jacobs, E., & Kandula, N. R. (2006). Immigrant per-
ceptions of discrimination in health care: The California Health Interview Sur-
vey 2003. Medical care, 44(10), 914–920. https : / / doi . org /10 .1097 /01 .mlr.
0000220829.87073.f7

Lewis, T. T., Cogburn, C. D., & Williams, D. R. (2015). Self-Reported Experiences
of Discrimination and Health: Scientific Advances, Ongoing Controversies, and
Emerging Issues. Annual Review of Clinical Psychology, 11(1), 407–440. https:
//doi.org/10.1146/annurev-clinpsy-032814-112728

Link, B. G., & Phelan, J. C. (2001). Conceptualizing Stigma. Annual Review of Sociol-
ogy, 27(1), 363–385. https://doi.org/10.1146/annurev.soc.27.1.363

Lippert-Rasmussen, K. (2014). Born free and equal? a philosophical inquiry into the
nature of discrimination. Oxford University Press.

Madar, S., & Mohan, A. (2016). Out-Migration of Lambani Community: An Observa-
tion. INTERNATIONAL JOURNAL OF MULTIDISCIPLINARY EDUCATIONAL
RESEARCH, 5. https : / / www . researchgate . net / profile / Suardana _ Wayan /
publication / 302951656 _ MOTIVATION _ SATISFACTION _ TRUST _ AND _
LOYALTY_AN_ANALYSIS_OF_DIVERS’_BEHAVIOR/links/57341c1008ae9ace840744cf/

250

https://doi.org/10.11648/j.ss.20170606.12
https://doi.org/10.11648/j.ss.20170606.12
https://doi.org/10.2105/AJPH.2005.077628
https://doi.org/10.2190/M11W-VWXE-KQM9-G97Q
https://doi.org/10.2190/M11W-VWXE-KQM9-G97Q
https://doi.org/10.2190/HS.44.4.b
https://doi.org/10.1016/j.socscimed.2005.03.006
https://www.ksndmc.org/PDF/DVI_REPORT_KARNATAKA_2017.pdf
https://www.ksndmc.org/PDF/DVI_REPORT_KARNATAKA_2017.pdf
http://dspace.sctimst.ac.in/jspui/handle/123456789/2686
http://dspace.sctimst.ac.in/jspui/handle/123456789/2686
https://doi.org/10.1177/00957984960222002
https://doi.org/10.1177/00957984960222002
https://doi.org/10.1097/01.mlr.0000220829.87073.f7
https://doi.org/10.1097/01.mlr.0000220829.87073.f7
https://doi.org/10.1146/annurev-clinpsy-032814-112728
https://doi.org/10.1146/annurev-clinpsy-032814-112728
https://doi.org/10.1146/annurev.soc.27.1.363
https://www.researchgate.net/profile/Suardana_Wayan/publication/302951656_MOTIVATION_SATISFACTION_TRUST_AND_LOYALTY_AN_ANALYSIS_OF_DIVERS'_BEHAVIOR/links/57341c1008ae9ace840744cf/MOTIVATION-SATISFACTION-TRUST-AND-LOYALTY-AN-ANALYSIS-OF-DIVERS-BEHAVIOR.pdf#page=183
https://www.researchgate.net/profile/Suardana_Wayan/publication/302951656_MOTIVATION_SATISFACTION_TRUST_AND_LOYALTY_AN_ANALYSIS_OF_DIVERS'_BEHAVIOR/links/57341c1008ae9ace840744cf/MOTIVATION-SATISFACTION-TRUST-AND-LOYALTY-AN-ANALYSIS-OF-DIVERS-BEHAVIOR.pdf#page=183
https://www.researchgate.net/profile/Suardana_Wayan/publication/302951656_MOTIVATION_SATISFACTION_TRUST_AND_LOYALTY_AN_ANALYSIS_OF_DIVERS'_BEHAVIOR/links/57341c1008ae9ace840744cf/MOTIVATION-SATISFACTION-TRUST-AND-LOYALTY-AN-ANALYSIS-OF-DIVERS-BEHAVIOR.pdf#page=183
https://www.researchgate.net/profile/Suardana_Wayan/publication/302951656_MOTIVATION_SATISFACTION_TRUST_AND_LOYALTY_AN_ANALYSIS_OF_DIVERS'_BEHAVIOR/links/57341c1008ae9ace840744cf/MOTIVATION-SATISFACTION-TRUST-AND-LOYALTY-AN-ANALYSIS-OF-DIVERS-BEHAVIOR.pdf#page=183
https://www.researchgate.net/profile/Suardana_Wayan/publication/302951656_MOTIVATION_SATISFACTION_TRUST_AND_LOYALTY_AN_ANALYSIS_OF_DIVERS'_BEHAVIOR/links/57341c1008ae9ace840744cf/MOTIVATION-SATISFACTION-TRUST-AND-LOYALTY-AN-ANALYSIS-OF-DIVERS-BEHAVIOR.pdf#page=183


 

MOTIVATION-SATISFACTION-TRUST-AND-LOYALTY-AN-ANALYSIS-
OF-DIVERS-BEHAVIOR.pdf#page=183

Mahendra, V. S., Gilborn, L., Bharat, S., Mudoi, R., Gupta, I., George, B., Samson, L.,
Daly, C., & Pulerwitz, J. (2007). Understanding and measuring AIDS-related
stigma in health care settings: A developing country perspective. SAHARA J :
journal of Social Aspects of HIV/AIDS Research Alliance, 4(2), 616–25.

Marshall, G. (Ed.). (1996). The concise Oxford dictionary of sociology: Oxford Univ.
Press
OCLC: 255380482.

Mathieson, J., Popay, J., Enoch, E., Escorel, S., Hernandez, M., Johnston, H., & Rispel,
L. (2008). Social Exclusion Meaning, measurement and experience and links
to health inequalities. A review of literature. WHO Social Exclusion Knowledge
Network Background Paper, 1, 91–91.

McKenzie, K. (2003). Racism and health. BMJ, 326(7380), 65–66. https://doi.org/10.
1136/bmj.326.7380.65

Mead, P. J., & Macgregor, L. G. (1912). Census of India, 1911. Government Central
Press, Bombay.

Merriam-Webster. (2021). "discriminate." Merriam-Webster.com. Retrieved June 5, 2021,
from https://www.merriam-webster.com

Ministry of Rural Development, Government of India. (2020). MISSION ANTYODAYA
SURVEY 2020: Gram Panchayat Score Card.

Mishra, R. K., Jehangir, K. N., Potaraju, G., George, S., & Institute of Public Enter-
prise (Hyderabad, I. (Eds.). (2016). Health system strengthening: Country expe-
riences. Academic Foundation.

Modgill, G., Patten, S. B., Knaak, S., Kassam, A., & Szeto, A. C. (2014). Opening Minds
Stigma Scale for Health Care Providers (OMS-HC): Examination of psycho-
metric properties and responsiveness. BMC Psychiatry, 14(1), 120–120. https:
//doi.org/10.1186/1471-244X-14-120

Mohan, A. (2019). Sati and Sovereignty in Theory and Practise. Kingship and Polity
on the Himalayan Borderland Rajput Identity during the Early Colonial En-
counter. Amsterdam University Press. Retrieved May 29, 2021, from https : / /
nbn-resolving.org/urn:nbn:de:101:1-2021022417563629353493

Nandi, S., Mishra, J., Kanungo, K., Manikpuri, H., Yadav, C., Paikra, G., & Upadhyay,
V. (2012). Public health advocacy to reinstate reproductive rights of Particularly
Vulnerable Tribal Groups (PTGs) in Chhattisgarh. BMC Proceedings, 6(S5), P1,
1753-6561-6-S5–P1. https://doi.org/10.1186/1753-6561-6-S5-P1

Nanjundappa, D. M., Aziz, A., Sheshadri, B., Kadekodi, G., & Rao, M. J. M. (2002).
Report of the high power committee for redressal of regional imbalances in Kar-
nataka. Bangalore: Government of Karnataka.

Nanjundayya, H. V. (1912). The Ethnographical Survey of Mysore... Printed at the gov-
ernment Press, Bangalore.

Obeng, P. J. (2009). Religion, Social Power, and Identity Among the Gowlis, Siddis,
and Lambanis. South Asian Review, 30(1), 197–223. https://doi.org/10.1080/
02759527.2009.11932666

251

https://www.researchgate.net/profile/Suardana_Wayan/publication/302951656_MOTIVATION_SATISFACTION_TRUST_AND_LOYALTY_AN_ANALYSIS_OF_DIVERS'_BEHAVIOR/links/57341c1008ae9ace840744cf/MOTIVATION-SATISFACTION-TRUST-AND-LOYALTY-AN-ANALYSIS-OF-DIVERS-BEHAVIOR.pdf#page=183
https://www.researchgate.net/profile/Suardana_Wayan/publication/302951656_MOTIVATION_SATISFACTION_TRUST_AND_LOYALTY_AN_ANALYSIS_OF_DIVERS'_BEHAVIOR/links/57341c1008ae9ace840744cf/MOTIVATION-SATISFACTION-TRUST-AND-LOYALTY-AN-ANALYSIS-OF-DIVERS-BEHAVIOR.pdf#page=183
https://www.researchgate.net/profile/Suardana_Wayan/publication/302951656_MOTIVATION_SATISFACTION_TRUST_AND_LOYALTY_AN_ANALYSIS_OF_DIVERS'_BEHAVIOR/links/57341c1008ae9ace840744cf/MOTIVATION-SATISFACTION-TRUST-AND-LOYALTY-AN-ANALYSIS-OF-DIVERS-BEHAVIOR.pdf#page=183
https://www.researchgate.net/profile/Suardana_Wayan/publication/302951656_MOTIVATION_SATISFACTION_TRUST_AND_LOYALTY_AN_ANALYSIS_OF_DIVERS'_BEHAVIOR/links/57341c1008ae9ace840744cf/MOTIVATION-SATISFACTION-TRUST-AND-LOYALTY-AN-ANALYSIS-OF-DIVERS-BEHAVIOR.pdf#page=183
https://doi.org/10.1136/bmj.326.7380.65
https://doi.org/10.1136/bmj.326.7380.65
https://www.merriam-webster.com
https://doi.org/10.1186/1471-244X-14-120
https://doi.org/10.1186/1471-244X-14-120
https://nbn-resolving.org/urn:nbn:de:101:1-2021022417563629353493
https://nbn-resolving.org/urn:nbn:de:101:1-2021022417563629353493
https://doi.org/10.1186/1753-6561-6-S5-P1
https://doi.org/10.1080/02759527.2009.11932666
https://doi.org/10.1080/02759527.2009.11932666


 

Oommen. (2002). Race, Religion, and Caste: Anthropological and Sociological Per-
spectives. Comparative Sociology, 1(2), 115–126. https : / / doi . org / 10 . 1163 /
156913302100418457

Paradies, Y. (2006). A systematic review of empirical research on self-reported racism
and health. International Journal of Epidemiology, 35(4), 888–901. https://doi.
org/10.1093/ije/dyl056

Patil, G., & Saroja, K. (2004). Utilisation of primary health care services and traditional
healing practices of lambanis. INDIAN JOURNAL OF SOCIAL WORK, 65(2),
248–262. http://ijsw.tiss.edu/greenstone/collect/ijsw/index/assoc/HASH01a2/
de4f74d8.dir/doc.pdf

Peek, M. E., Nunez-Smith, M., Drum, M., & Lewis, T. T. (2011). Adapting the every-
day discrimination scale to medical settings: Reliability and validity testing in a
sample of African American patients. Ethnicity & disease, 21(4), 502–509.

Perez, D., Sribney, W. M., & Rodriguez, M. A. (2009). Perceived discrimination and
self-reported quality of care among Latinos in the United States. Journal of gen-
eral internal medicine, 24 Suppl 3, 548–554. https://doi.org/10.1007/s11606-
009-1097-3

Popay, J. E., Hernandez, M., Johnston, H., Mathieson, J., & Rispel, L. (2008). Un-
derstanding and tackling social exclusion: Final report of the social exclusion
knowledge network of the Commission on Social Determinants of Health. Geneva,
Switzerland: World Health Organization.

Powell, J. A., & Menendian, S. (2016). The problem of othering: Towards inclusiveness
and belonging. Othering & Belonging, 1, 14–39. https://otheringandbelonging.
org/wp-content/uploads/2016/07/OtheringAndBelonging_Issue1.pdf

Radhakrishna, M. (2000). Colonial Construction of a ’Criminal’ Tribe: Yerukulas of
Madras Presidency. Economic and Political Weekly, 35(28/29), 2553–2563.

Raghavendra, R H. (2020). Literacy and Health Status of Scheduled Castes in India.
Contemporary Voice of Dalit, 12(1), 97–110. https://doi.org/10.1177/2455328X19898449

Raju, K. V., Deshpande, R. S., & Bedamatta, S. (2017). Vulnerability to Climate Change:
A Sub-regional Analysis of Socio-economic and Agriculture Sectors in Kar-
nataka, India. Journal of Development Policy and Practice, 2(1), 24–55. https:
//doi.org/10.1177/2455133316676402

Reddy, G., Kurup, A., & Burman, B. R. (1961). Census of India 1961: Lambadi (A
Scheduled Tribe of Andhra Pradesh) (Vol. 1). Office of the Registrar General ,
India. Ministry of Home Affairs, New Delhi.

Registrar General. (2011). District Census Handbook- Gadag (Part-B). Directorate of
Census Operations- Karnataka.

Ren, X. S., Amick, B. C., & Williams, D. R. (1999). Racial/ethnic disparities in health:
The interplay between discrimination and socioeconomic status. Ethnicity & dis-
ease, 9(2), 151–65.

Rivenbark, J. G., & Ichou, M. (2020). Discrimination in healthcare as a barrier to care:
Experiences of socially disadvantaged populations in France from a nationally
representative survey. BMC Public Health, 20(1), 31. https://doi.org/10.1186/
s12889-019-8124-z

Rohde, J. E., & Viswanathan, H. (1995). The rural private practitioner. Oxford Univer-
sity Press.

252

https://doi.org/10.1163/156913302100418457
https://doi.org/10.1163/156913302100418457
https://doi.org/10.1093/ije/dyl056
https://doi.org/10.1093/ije/dyl056
http://ijsw.tiss.edu/greenstone/collect/ijsw/index/assoc/HASH01a2/de4f74d8.dir/doc.pdf
http://ijsw.tiss.edu/greenstone/collect/ijsw/index/assoc/HASH01a2/de4f74d8.dir/doc.pdf
https://doi.org/10.1007/s11606-009-1097-3
https://doi.org/10.1007/s11606-009-1097-3
https://otheringandbelonging.org/wp-content/uploads/2016/07/OtheringAndBelonging_Issue1.pdf
https://otheringandbelonging.org/wp-content/uploads/2016/07/OtheringAndBelonging_Issue1.pdf
https://doi.org/10.1177/2455328X19898449
https://doi.org/10.1177/2455133316676402
https://doi.org/10.1177/2455133316676402
https://doi.org/10.1186/s12889-019-8124-z
https://doi.org/10.1186/s12889-019-8124-z


 

Rohleder, P. (2014). Othering. In T. Teo (Ed.), Encyclopedia of Critical Psychology
(pp. 1306–1308). Springer New York. https:/ /doi.org/10.1007/978- 1- 4614-
5583-7_414

Russell, R. V. (1916). The Tribes and Castes of the Central Provinces of India. Macmil-
lan and Co, Limited.

Rutledge, S. E., Whyte, J., Abell, N., Brown, K. M., & Cesnales, N. I. (2011). Measuring
stigma among health care and social service providers: The HIV/AIDS Provider
Stigma Inventory. AIDS patient care and STDs, 25(11), 673–682. https://doi.
org/10.1089/apc.2011.0008

Ryan, A. M., Gee, G. C., & Laflamme, D. F. (2006). The Association between self-
reported discrimination, physical health and blood pressure: Findings from African
Americans, Black immigrants, and Latino immigrants in New Hampshire. Jour-
nal of health care for the poor and underserved, 17, 116–32. https://doi.org/10.
1353/hpu.2006.0092

Sabin, J. A., Riskind, R. G., & Nosek, B. A. (2015). Health Care Providers’ Implicit and
Explicit Attitudes Toward Lesbian Women and Gay Men. American journal of
public health, 105(9), 1831–1841. https://doi.org/10.2105/AJPH.2015.302631

Satya, L. D. (1997). Colonial sedentarisation and subjugation: The case of the Banjaras
of Berar 1850–1900. The Journal of Peasant Studies, 24(4), 314–336. https :
//doi.org/10.1080/03066159708438653

Sayce, L. (1998). Stigma, discrimination and social exclusion: What’s in a word? Jour-
nal of Mental Health, 7(4), 331–343. https://doi.org/10.1080/09638239817932

Schuster, M. A., Collins, R., Cunningham, W. E., Morton, S. C., Zierler, S., Wong, M.,
Tu, W. L., & Kanouse, D. E. (2005). Perceived discrimination in clinical care
in a nationally representative sample of HIV-infected adults receiving health
care. JOURNAL OF GENERAL INTERNAL MEDICINE, 20(9), 807–813. https:
//doi.org/10.1111/j.1525-1497.2005.0169.x

Schwalbe, M. (2000). The Elements of Inequality. Contemporary Sociology, 29(6), 775.
https://doi.org/10.2307/2654084

Sen, A. (2001). Social Exclusion: Concept, Application, and Scrutiny. Office of Envi-
ronment and Social Development, Asian Development Bank. https://www.adb.
org/sites/default/files/publication/29778/social-exclusion.pdf

Shah, G. (Ed.). (2006). Untouchability in rural India. Sage Publications
OCLC: ocm70176800.

Shivashankar, P., & Prasad, G. (2015). Human Development: Performance of Gram Pan-
chayats in Karnataka–2015. Abdul Nazir Sab State Institute of Rural Develop-
ment and Panchayati Raj and Planning, Programming and Statistics Department.
http://www.sirdmysore.gov.in/GPHDI/GPandVillageHDIReport.pdf

Siddu, V. H., Keshava Murthy, K. D., & Revankar, R. (2012). Status and Infrastructure
of the Health Sector in Karnataka. Artha - Journal of Social Sciences, 11(3), 15.
https://doi.org/10.12724/ajss.22.2

Spate, O. H. K., & Learmonth, A. T. A. (1954). India and Pakistan: A general and
regional geography
OCLC: 1029442227.

Spivak, G. C. (1985). The Rani of Sirmur: An Essay in Reading the Archives. History
and Theory, 24(3), 247. https://doi.org/10.2307/2505169

253

https://doi.org/10.1007/978-1-4614-5583-7_414
https://doi.org/10.1007/978-1-4614-5583-7_414
https://doi.org/10.1089/apc.2011.0008
https://doi.org/10.1089/apc.2011.0008
https://doi.org/10.1353/hpu.2006.0092
https://doi.org/10.1353/hpu.2006.0092
https://doi.org/10.2105/AJPH.2015.302631
https://doi.org/10.1080/03066159708438653
https://doi.org/10.1080/03066159708438653
https://doi.org/10.1080/09638239817932
https://doi.org/10.1111/j.1525-1497.2005.0169.x
https://doi.org/10.1111/j.1525-1497.2005.0169.x
https://doi.org/10.2307/2654084
https://www.adb.org/sites/default/files/publication/29778/social-exclusion.pdf
https://www.adb.org/sites/default/files/publication/29778/social-exclusion.pdf
http://www.sirdmysore.gov.in/GPHDI/GPandVillageHDIReport.pdf
https://doi.org/10.12724/ajss.22.2
https://doi.org/10.2307/2505169


 

Srithanaviboonchai, K., Stockton, M., Pudpong, N., Chariyalertsak, S., Prakongsai, P.,
Chariyalertsak, C., Smutraprapoot, P., & Nyblade, L. (2017). Building the evi-
dence base for stigma and discrimination-reduction programming in Thailand:
Development of tools to measure healthcare stigma and discrimination. BMC
PUBLIC HEALTH, 17. https://doi.org/10.1186/s12889-017-4172-4

Staszak, J.-F. (2009). Other/Otherness. International Encyclopedia of Human Geogra-
phy (pp. 43–47). Elsevier. https://doi.org/10.1016/B978-008044910-4.00980-9

StataCorp. (2018). Stata Statistical Software: Release 15 (Version 15).
Stepanikova, I., & Oates, G. R. (2016). DIMENSIONS OF RACIAL IDENTITY AND

PERCEIVED DISCRIMINATION IN HEALTH CARE. ETHNICITY & DIS-
EASE, 26(4), 501–512. https://doi.org/10.18865/ed.26.4.501

Stuber, J., Meyer, I., & Link, B. (2008). Stigma, prejudice, discrimination and health. So-
cial Science & Medicine, 67(3), 351–357. https://doi.org/10.1016/j.socscimed.
2008.03.023

Studios, W. (2019). Transcribe.wreally. Los Angeles. https://transcribe.wreally.com
Team, R. C. (2019). R: A Language and Environment for Statistical Computing (Ver-

sion 3.6.1). Vienna, Austria. https://www.R-project.org/
Thompson, H. S., Valdimarsdottir, H. B., Winkel, G., Jandorf, L., & Redd, W. (2004).

The Group-Based Medical Mistrust Scale: Psychometric properties and associ-
ation with breast cancer screening. Preventive Medicine, 38(2), 209–218. https:
//doi.org/10.1016/j.ypmed.2003.09.041

Thorat, S., & Sadana, N. (2009). Discrimination and Children’s Nutritional Status in
India. IDS Bulletin, 40(4), 25–29. https://doi.org/10.1111/j.1759-5436.2009.
00055.x

Thurston, E. (1909). Castes and Tribes of Southern India, Volume IV of VII. Government
Press, Madras.

Trivedi, A. N., & Ayanian, J. Z. (2006). Perceived discrimination and use of preventive
health services. Journal of general internal medicine, 21(6), 553–8. https://doi.
org/10.1111/j.1525-1497.2006.00413.x

Uys, L., Chirwa, M., Kohi, T., Greeff, M., Naidoo, J., Makoae, L., Dlamini, P., Dur-
rheim, K., Cuca, Y., & Holzemer, W. L. (2009). Evaluation of a Health Setting-
Based Stigma Intervention in Five African Countries. AIDS Patient Care and
STDs, 23(12), 1059–1066. https://doi.org/10.1089/apc.2009.0085

Van Houtven, C. H., Voils, C. I., Oddone, E. Z., Weinfurt, K. P., Friedman, J. Y., Schul-
man, K. A., & Bosworth, H. B. (2005). Perceived discrimination and reported
delay of pharmacy prescriptions and medical tests. Journal of general internal
medicine, 20(7), 578–583. https://doi.org/10.1111/j.1525-1497.2005.0123.x

Varady, R. G. (1979). North Indian banjaras: Their evolution as transporters. South
Asia: Journal of South Asian Studies, 2(1-2), 1–18. https: / /doi .org/10.1080/
00856407908722981

Venugopal, P. N., & Chandrasekar, A. (2018). Impact of Migration: A Case Study
Among De-Notified and Nomadic Tribes of Ekalavya Nagar in Mysore Urban
City, Karnataka. Journal of the Anthropological Survey of India, 67(1), 77–88.
https://doi.org/10.1177/2277436X20180107

254

https://doi.org/10.1186/s12889-017-4172-4
https://doi.org/10.1016/B978-008044910-4.00980-9
https://doi.org/10.18865/ed.26.4.501
https://doi.org/10.1016/j.socscimed.2008.03.023
https://doi.org/10.1016/j.socscimed.2008.03.023
https://transcribe.wreally.com
https://www.R-project.org/
https://doi.org/10.1016/j.ypmed.2003.09.041
https://doi.org/10.1016/j.ypmed.2003.09.041
https://doi.org/10.1111/j.1759-5436.2009.00055.x
https://doi.org/10.1111/j.1759-5436.2009.00055.x
https://doi.org/10.1111/j.1525-1497.2006.00413.x
https://doi.org/10.1111/j.1525-1497.2006.00413.x
https://doi.org/10.1089/apc.2009.0085
https://doi.org/10.1111/j.1525-1497.2005.0123.x
https://doi.org/10.1080/00856407908722981
https://doi.org/10.1080/00856407908722981
https://doi.org/10.1177/2277436X20180107


 

Vijayan, B. (2020). Observation of unsafe medical practice during research in a healthcare-
deprived area. Indian Journal of Medical Ethics, 05(01), 16–17. https://doi.org/
10.20529/IJME.2020.012

Vijayan, B., & Mishra, U. (2020). Associating State of Water and Sanitation with Child-
hood diarrhoea: Anomalies and Contradictions: Anomalies in analyzing Water
and Sanitation data. Experimental Results, 1. https://doi.org/10.1017/exp.2020.9

Vu, M., Azmat, A., Radejko, T., & Padela, A. I. (2016). Predictors of Delayed Health-
care Seeking Among American Muslim Women. Journal of women’s health
(2002), 25(6), 586–593. https://doi.org/10.1089/jwh.2015.5517

Weech-Maldonado, R., Carle, A., Weidmer, B., Hurtado, M., Ngo-Metzger, Q., & Hays,
R. D. (2012). The Consumer Assessment of Healthcare Providers and Systems
(CAHPS) cultural competence (CC) item set. Medical care, 50, S22–31. https:
//doi.org/10.1097/MLR.0b013e318263134b

Weis, L. (1995). Identity Formation and the Processes of "Othering": Unraveling Sexual
Threads. Educational Foundations, 9(1), 17–33.

White, K., Haas, J. S., & Williams, D. R. (2012). Elucidating the Role of Place in Health
Care Disparities: The Example of Racial/Ethnic Residential Segregation. Health
Services Research, 47, 1278–1299. https://doi.org/10.1111/j.1475-6773.2012.
01410.x

Williams, D. R., Lawrence, J. A., & Davis, B. A. (2019). Racism and Health: Evidence
and Needed Research. Annual Review of Public Health, 40(1), 105–125. https:
//doi.org/10.1146/annurev-publhealth-040218-043750

Williams, D. R., Lawrence, J. A., Davis, B. A., & Vu, C. (2019). Understanding how
discrimination can affect health. Health Services Research, 54(S2), 1374–1388.
https://doi.org/10.1111/1475-6773.13222

Xavier, T., Vasan, A., & S, V. (2017). Instilling fear makes good business sense: Un-
warranted hysterectomies in Karnataka. Indian Journal of Medical Ethics. https:
//doi.org/10.20529/IJME.2017.010

Yelland, J. S., Sutherland, G. A., & Brown, S. J. (2012). Women’s experience of discrim-
ination in Australian perinatal care: The double disadvantage of social adversity
and unequal care. Birth (Berkeley, Calif.), 39(3), 211–220. https://doi.org/10.
1111/j.1523-536X.2012.00550.x

255

https://doi.org/10.20529/IJME.2020.012
https://doi.org/10.20529/IJME.2020.012
https://doi.org/10.1017/exp.2020.9
https://doi.org/10.1089/jwh.2015.5517
https://doi.org/10.1097/MLR.0b013e318263134b
https://doi.org/10.1097/MLR.0b013e318263134b
https://doi.org/10.1111/j.1475-6773.2012.01410.x
https://doi.org/10.1111/j.1475-6773.2012.01410.x
https://doi.org/10.1146/annurev-publhealth-040218-043750
https://doi.org/10.1146/annurev-publhealth-040218-043750
https://doi.org/10.1111/1475-6773.13222
https://doi.org/10.20529/IJME.2017.010
https://doi.org/10.20529/IJME.2017.010
https://doi.org/10.1111/j.1523-536X.2012.00550.x
https://doi.org/10.1111/j.1523-536X.2012.00550.x


 

Indian Journal of Medical Ethics Vol V No 1 January-March 2020

[ 16 ]

Observation of unsafe medical practice during research in a healthcare-
deprived area

BEVIN VIJAYAN

Author: Bevin Vijayan (bevinvinay@gmail.com), PhD Scholar, Achutha 
Menon Centre for Health Science Studies, Sree Chitra Tirunal Institute for 
Medical Sciences and Technology, Thiruvananthapuram, Kerala, 695 011, 
INDIA.

To cite: Vijayan B. Observation of unsafe medical practice during research in 
a healthcare-deprived area. Indian J Med Ethics. 2020 Jan-Mar; 5(1) NS: 16-7.
DOI:10.20529/IJME.2020.012.

©Indian Journal of Medical Ethics 2020

Keywords: Unethical treatment, quacks, RMPs, reporting 
unethical treatment 

Background and context

The health workforce in India is unevenly distributed 
within and across regions, with qualified practitioners more 
concentrated in urban areas (1). In rural and poor areas where 
there are no doctors, unqualified medical practitioners are the 
first point of contact for healthcare needs (1). These unqualified 
medical practitioners, also called Rural Medical Practitioners 
(RMP), practise western medicine without any formal training. 
They may hold certificates from organisations that are not 
recognised by regulatory authorities (2). RMPs work under 
doctors as helpers, observe their work, and then set up clinics 
or practise in areas where there are no doctors (3). They are 
described as quacks by the IMA and the Supreme Court of 
India. The IMA has been fighting to eliminate these providers 
from the system (3, 4).

An ethnographic1 study was done among a nomadic tribe in 
a rural district to understand their access to healthcare. The 
tribe lives in settlements called tandas (5). The nearest public 
health facility from this particular tanda is around 9 km. Road 
connectivity to this public health facility is good, but there is 

degree of harm, whether physical, psychological or social. 
The balancing of harm against benefit is the risk-benefit ratio, 
and a favourable risk-benefit ratio is a prime determining 
factor of whether a research study should be allowed to go 
ahead. However, this framework is challenged when it comes 
to HPSR studies, because, while the risks may accrue to one 
group, the benefit may accrue to another. Clinical equipoise is 
“traditionally defined as a state of genuine uncertainty on the 
relative value of two approaches being compared in a trial” (3). 
In HPSR studies, clinical equipoise is difficult to assess since 
the intervention is not about evaluating its efficacy, but to 
“analyse changes in policy, implementation or service delivery” 
(1: p 6). As “risk” is not clearly spelt out in HPSR studies, it gets 

interpreted along the lines of risk in biomedical research; but 
as the author of the above case study suggests, the concept of 
risk needs to be rearticulated for HPSR studies. 
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no public transport to reach the facility from the tanda. People 
have to rely on private vehicles. A few RMPs and Bachelor of 
Ayurveda Medicine and Surgery doctors live in a settlement 
about 3 km from the tanda. They provide services in their clinic 
and also visit the tanda whenever called. They are available on 
call even in the middle of the night.

The case 
The researcher, who is undertaking an ethnographic study, 
visits the tanda regularly to observe and interview the people 
regarding their access to healthcare. Consent has been 
obtained from the village head and the elected representative 
to carry out this work. During one such visit, the researcher 
observes an old man being treated by an RMP for a head injury 
sustained by a fall. The RMP does not belong to the tanda 
but provides emergency services here and was called by the 
relatives. The RMP informs the family that the wound needs 
suturing to control bleeding. The researcher notes that the 
RMP instructs one of the relatives to bring a bowl of hot water 
and some old newspapers. The RMP then takes out a pair of 
gloves, cotton and suturing materials from plastic boxes in a 
compartment of his bag. The boxes do not seem to have been 
maintained in aseptic conditions. The RMP uses the cotton to 
clean the wound, asking the relatives to hold the old man’s 
body and head in position. He sutures the wound without 
administering local anaesthetic or other pain medication. The 
researcher observes the old man writhing in pain throughout 
the procedure. After suturing, the RMP cuts the suture material 
off with a pair of scissors which he takes out from his bag. 

After the procedure, the RMP instructs the relatives to clean 
the scissors, using the hot water provided, and asks them to 
dispose of the used cotton and gauze which was placed on 
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the old newspaper.  He then washes his hands and puts the 
scissors and suturing materials back in the plastic box. 

The RMP takes a syringe from the bag, loads it with what 
seems to be some medicine, and injects it into the old man’s 
buttocks. He then removes the needle and flushes the syringe 
by loading it with the water from a container nearby. He then 
takes another vial from his bag, attaches the needle to it, loads 
the syringe with the medicine from the vial, and injects it into 
the other buttock. The syringe is put back into the bag. The 
RMP informs the family that he will visit them in the evening to 
inspect the wound. He gives them antibiotics and pain killers 
and instructs them on their use. He also instructs the family to 
get a barber and shave around the wound area. 

The researcher, who is trained in modern medicine, finds the 
treatment inappropriate. If he intervenes in this situation, 
the family’s only alternative would be to take the old man to 
the hospital 9 km away. Reporting the RMP to the concerned 
authorities would deprive the tanda of the only source of 
healthcare available at their doorstep. 

Ethical issues

1. What are the researcher’s ethical responsibilities? What are 
his possible courses of action, and why?

2. The researcher obtained consent from the village 
representatives to observe the residents of the tanda. 
Should the researcher have obtained consent from the RMP, 
who is not from the tanda, to observe his treatment of the 
old man? 

3. The researcher on his next visit in the tanda learns that the 

old man had died on the fifth day after his fall. Considering 
the events that the researcher observed, how would the 
death of the old man reflect on the dilemmas already faced 
by the researcher?
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Prasad Verma for their comments during the Workshop on 
Public Health Case Studies held on March 26-27, 2018 at the 
Achutha Menon Centre for Health Science Studies, SCTIMST, 
Thiruvananthapuram.

Note 
1 Ethnography is a research tool which describes and interprets the shared 

and learned patterns of behaviour, beliefs and languages of a group. 
The aim of ethnography is to provide rich insights and descriptions into 
the views, beliefs and actions of people through detailed observations 
and interviews. It involves observations of the group and interviews of 
participants.
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The case study by Bevin Vijayan (1) draws attention to a well-
recognised public health problem – trauma and the lack of 
formal trauma care services in India (2). This is the reality in 

India for trauma and for many other health problems. Despite 
decades of dutifully repeating the platitudes of “availability” 
and “accessibility”, the problem is not merely a case of a 
service being “present” or “absent”. A layered milieu of multiple 
elements related to peoples, systems and cultures determines 
the services people actually receive. It is here that we see the 
non-formal healthcare provider, often called a Rural Medical 
Practitioner (RMP), make an entrance.   

Do the practices of these RMPs amount to biomedicine? Bio-
medically speaking, one would approach the incident referred 
to in the case study with several concerns. Why did the person 
fall in the first place? Is it due to an underlying endocrine or 
metabolic disorder, or perhaps a stroke? What are the possible 
issues the person has in addition to the scalp laceration – other 
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Abstract
Diarrhoeal disease is one of the major causes of morbidity and mortality in children and is usually mea-
sured at individual level. Shared household attributes, such as improved water supply and sanitation,
expose those living in the same household to these same risk factors for diarrhoea. The occurrence of diar-
rhoea in two or more children in the same household is termed ‘diarrhoea clustering’. The aim of this study
was to examine the role of improved water supply and sanitation in the occurrence of diarrhoea, and the
clustering of diarrhoea in households, among under-five children in India. Data were taken from the fourth
round of the National Family and Health Survey (NFHS-4), a nationally representative survey which inter-
viewed 699,686 women from 601,509 households in the country. If any child was reported to have diar-
rhoea in a household in the 2 weeks preceding the survey, the household was designated a diarrhoeal
household. Household clustering of diarrhoea was defined the occurrence of diarrhoea in more than
one child in households with two or more children. The analysis was done at the household level separately
for diarrhoeal households and clustering of diarrhoea in households. The presence of clustering was tested
using a chi-squared test. The overall prevalences of diarrhoea and clustering of diarrhoea were examined
using exogenous variables. Odds ratios, standardized to allow comparison across categories, were com-
puted. The household prevalence of diarrhoea was 12% and that of clustering of diarrhoea was 2.4%.
About 6.5% of households contributed 12.6% of the total diarrhoeal cases. Access to safe water and sani-
tation was shown to have a great impact on reducing diarrhoeal prevalence and clustering across different
household groups. Safe water alone had a greater impact on reducing the prevalence in the absence of
improved sanitation when compared with the presence of improved sanitation. It may be possible to
reduce the prevalence of diarrhoea in households by targeting those households with more than one child
in the under-five age group with the provision of safe water and improved sanitation.

Keywords: Diarrhoea; Sanitation; Clustering

Introduction
Globally, 3 out of 1000 children under the age of five died due to diarrhoea in 2016, accounting for
8% of all under-five deaths. The situation in India was similar, with an under-five mortality rate
due to diarrhoea of 4 per 1000 live births in 2016, representing 9% of total deaths among under-
five children (UNICEF, 2018). The majority of these deaths occurred in the post-neonatal period,
indicating a preponderance of exogenous causes of mortality. Most of these deaths were avoidable
and were usually related to poor household conditions, including sanitation and water supply, and
also poor access to health care facilities (Saha & van Soest, 2011). Improved health care access
would mitigate this, but prevention would contribute a significant contribution towards reducing
deaths due to diarrhoea.

© The Author(s) 2020. Published by Cambridge University Press
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Deaths in under-five children show significant heterogeneity in risk across households
(Arulampalam & Bhalotra, 2006; Das Gupta, 1990; Ronsmans, 1995; Saha & van Soest, 2011;
Shabani et al., 2010). In particular, Das Gupta (1990) and Ronsmans (1995) noticed that a small
proportion of households in India and rural Senegal contributed to a significant proportion of
under-five children mortality, which is otherwise termed as ‘death clustering’. This clustering
or heterogeneity in the mortality experience across households could be due to many exogenous
factors that are common to communities or households. Such factors could be household socio-
economic status and the household’s ability to provide for the survival of children through access
to sanitation and safe drinking water (Edvinsson & Janssens, 2012) or the maternal capability of
autonomous and effective functioning through education (Das Gupta, 1990; Gupta, 1997).
Alternatively, the heterogeneity could be due to the effect of the death of a previous child affecting
the subsequent child’s mortality. This effect has been called ‘state dependency’ or ‘scarring’.
This process may be operationalized through death of a previous child resulting in shorter birth
intervals for the succeeding infant or through maternal depression due to the previous child’s
death affecting maternal functioning and therefore care for the subsequent child. Alternatively,
death of an infant may also result in a household learning to reduce similar deaths, resulting
in a reduction in the scarring effect. A similar clustering effect has been noticed for diarrhoea
in pre-school children (Katz et al., 1993).

For acute conditions such as diarrhoea, the determination of the potential sources of hetero-
geneity in terms of within-household factors that are common to all children in the household
(inter-household heterogeneity) and those due to individual characteristics of the child with diar-
rhoea (intra-household heterogeneity) may not be possible. Also, it may not possible to chrono-
logically sequester the primary case of diarrhoea within the household to make a determination of
its potential transmission to other children, and thus to be able to identify the original case of
diarrhoea in a household with multiple cases. Moreover, it has been established that improved
water supply and improved sanitary conditions have decisive effects on the prevalence of diar-
rhoea at the individual level (Cairncross et al., 2010). Therefore, a focus on these exogenous factors
with respect to diarrhoeal prevalence is still relevant.

Diarrhoeal diseases and their correlates are often conceptualized and measured at the individ-
ual level, whereas improved water supply and improved sanitation are shared household attributes
that impact the health and well-being of all residents of a household. Children living in the same
home environment are exposed to similar risks. This can be explained using the example of a child
in a household suffering from diarrhoea. For this child it is possible that the other children in the
household are also exposed to similar risks of getting diarrhoea. This child may or may not be a
sibling sharing the same genetic factors. Apart from this, there are also the factors of caste, socio-
economic status and place of residence, which are exogenous and have an effect on the occurrence
of diarrhoea in the household and its clustering. An understanding of diarrhoea prevalence and its
tendency to cluster within households, and the changes likely to be wrought in it through modifi-
able factors such as safe water and sanitation, will help to provide appropriate, targeted policies.
This study aimed to examine the role of improved water supply and sanitation in the occurrence of
diarrhoea and the clustering of diarrhoea in households among under-five children in India.

Methods
Data were from the fourth round of the National Family Health Survey (NFHS-4) conducted in
India in 2015–2016 (IIPS & ICF, 2017). The NFHS-4 is a nationally representative multistage sur-
vey designed to provide estimates of vital indicators at the district, state and national level. A total
of 699,686 women were interviewed from 601,509 households. The survey collected data on sani-
tation and improved source of drinking water using a household questionnaire. Information on
diarrhoeal disease in under-five children was obtained using a women’s questionnaire.

2 Bevin Vijayan and Mala Ramanathan
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Households were classified as having ‘improved sanitation’ or an ‘improved source of drinking
water’ using definitions taken from the Joint Monitoring Program (JMP) (WHO & UNICEF,
2018). An added refinement was that water was designated as ‘safe’ if some form of treatment
was done before consumption. Having an improved source of drinking water alone will not guar-
antee protection from infection as it depends on the quality of water and the way it is stored.
Treating water before drinking takes care of the quality. This improved drinking water variable
has been labelled ‘safe water’.

The information about the occurrence of diarrhoea in a child was matched with the household
characteristics. If any child belonging to the same household had reported diarrhoea during the
reference period then that household was designated a ‘diarrhoeal household’. The number of
children in the household that reported diarrhoea in the 14-day reference period prior to the date
of the survey was recorded. Computation of the diarrhoea prevalence for clustering was carried
out considering only eligible households, i.e. those with at least two children. This led to the exclu-
sion of households with fewer than two children under the age of five years. Household clustering
of diarrhoea was defined as the occurrence of diarrhoea in more than one child in households with
two or more children.

The presence of clustering of diarrhoea within households was assessed by examining whether
the prevalence of diarrhoea was conditioned by the number of children within a household. In the
absence of clustering, the distribution of households with diarrhoea would be binomial and the
probability of observing k cases of diarrhoea in a household with n children (0≤ k≤ n)
(Ronsmans, 1995) is given by:

P X ! k" # ! n!
k! n $ k" #!

pk 1 $ p
! "

n$k for 0 ≤ k ≤ n

The average number of children with diarrhoea in households with n children is np, and the vari-
ance np(1–p). The value of ‘p’, is estimated from the observed proportion of households with diar-
rhoea in the sample for each category of number of children in households. The excess of the
observed number of households with diarrhoea over the expected number of households would
indicate clustering. The difference between the observed and expected number of households with
clustering was tested using a χ2 test to establish the statistical significance of the departure from
expected number of children with diarrhoea within households. This helps determine the presence
of clustering without ascertaining the exact cause for the departure.

The overall prevalence of diarrhoea in the household and prevalence of diarrhoea clustering
were examined by the exogenous variables caste, wealth quintile and the place of residence.

The variables ‘improved sanitation’ and ‘safe water’ were combined to create four categories to
manage potential interaction effects: Both present, Only sanitation, Only safe water and Both
absent. Adjusted odds ratios for each household characteristic category, i.e. caste, wealth quintile,
place of residence and presence of sanitation and safe water, were computed by dividing the odds
of diarrhoea in each of the categories by the overall odds of diarrhoea. Similarly, adjusted odds
ratios for clustering were computed in the same manner. Standardizing the odds in this way
enabled a comparison across the different groups within each of the selected variables. This
enabled comparisons across characteristics in terms of the increase or decrease in the odds for
a characteristic against the same odds without the characteristic. This standardization procedure
is similar to the Prevalence Odds Ratio (POR), but does not lend itself to estimates of the statistical
significance of the effect through p-values. The POR is estimated by the cross-product of a 2×2
contingency table, which represents the odds of disease in exposed as against the odds of disease in
the unexposed. Because the standardization is not through such a cross-tabulation of each char-
acteristic against the prevalence of diarrhoea or diarrhoea clustering but through the computation
of an alternative ratio, it is difficult to discern its equivalence to PORs. However, a parallel can be
drawn to make comparisons of the specific mean against the overall mean in ordinary least
squares regression.
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The use of the Prevalence Odds Ratio (POR) or Prevalence Ratio (PR) has been the subject of
debate in epidemiology (Lee, 1994; Thompson et al., 1998), mostly related to the appropriateness
of the measure, statistical tools and the availability of software programmes (Lee, 1994; Zocchetti
et al., 1997). The POR is preferred for chronic diseases with long latent periods whereas the PR is
used for acute illness. The ideal measure to use in the case of acute diarrhoea would be the PR,
because when the prevalence of the outcome is low the POR and PR are almost the same. The
choice of the measure used should be made on epidemiological reasoning (Zocchetti et al., 1997),
and as it was anticipated that the prevalence of diarrhoea would not be very high the POR was
used in this analysis.

Multinomial logistic regression analysis was used to predict the effect of the combined catego-
ries ‘safe water’ and ‘improved sanitation’ on the occurrence of diarrhoea and clustering of diar-
rhoea within households. This analysis was done for households with two or more children where
clustering was possible. In the first model (Model 1) the outcome variable was divided into
three categories, namely ‘no diarrhoea’, ‘one child with diarrhoea’ and ‘two or more children with
diarrhoea’, which was then examined with the predictor variable of availability of water supply and
sanitation within the household. In the second model (Model 2), the exogenous variables caste,
wealth quintile and place of residence were also included. The results are presented as Relative
Risk Ratios (RRR) with 95% confidence intervals. Data were analysed using Stata (Version 15)
(StataCorp, 2018) and graphs created using the ggplot2 package in R software (Wickham,
2009; R Core Team, 2017).

Results
There were a total of 176,531 households with children under five years of age with information on
the occurrence of diarrhoea and 59,103 households were eligible for analysis of clustering wherein
there was more than one child available in the household. The household prevalence of diarrhoea
was about 12%. Furthermore, the prevalence of clustering (meaning more than one child in the
household with diarrhoea during the 2-week reference period before the survey) was 2.4%. Of the
22,500 children with diarrhoea, 12.6% came from just 6.5% of the total households with diarrhoea,
clearly indicating the contribution of multiple cases within the same households.

The probability of clustering was evaluated by examining the null hypothesis that there was no
difference in the probability of diarrhoeal occurrence by the number of children within a house-
hold. The probability of diarrhoea occurrence across households with varying number of children
below five years ranging between 2 and 7 was computed and contrasted against the expected prob-
ability of diarrhoea based on the overall probability of diarrhoeal prevalence among household
(i.e. p=0.1202). The observed and expected probabilities are shown in Fig. 1. The expected prob-
ability of diarrhoea was computed for each number of children in households using the binomial
distribution given by the formula given in the Methods section for 2≤ k≤ 7. Using these expected
probabilities, the expected number of households with diarrhoea clustering was estimated as a
product of the specific expected probability of diarrhoea and the number of households with
2–7 children. This was contrasted with the observed number of households with diarrhoea
clustering.

The observed and expected numbers of cases of diarrhoea within households with two or more
children were tested using the chi-squared test of independence with five degrees of freedom
(to allow for households with 2–7 children). The computed value of the χ2 statistic was 82.13,
which was significant at p<0.001. This served to reject the null hypothesis that there was no pos-
sible clustering of diarrhoea across households, indicating the existence of a statistically significant
level of clustering. However, it does not necessarily provide causal reasoning for the same.

The overall prevalence of diarrhoea and the prevalence of clustering of diarrhoea in households
by household characteristics are shown in Table 1. The overall household diarrhoeal prevalence

4 Bevin Vijayan and Mala Ramanathan
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increased as the number of children in the household increased. A similar trend was observed for
clustering, with a higher prevalence occurring when the number of children in the household
exceeded five.

The prevalences of overall diarrhoea and diarrhoea clustering in rural households were 12.7%
and 2.5%, respectively, which were higher than those in urban areas. The ‘Other’ group represent-
ing the higher caste groups had a prevalence of 10.6%, which was low when compared with those
of Schedule Caste, Schedule Tribe or Other Backward Caste groups. However, the prevalence of
clustering was lowest for the Scheduled Tribe group. Scheduled Caste groups had the highest bur-
den of overall diarrhoea (12.6%) and clustering (2.6%), which was higher than the overall preva-
lence of diarrhoea and prevalence of clustering. The prevalences of diarrhoea and clustering were
higher in poorer households than in middle and higher quintile households and lowest in the
richest quintile group (13.8% and 2.8%, respectively). This association was in the expected direc-
tion. Access to improved sanitation and safe water did have an impact on both the prevalence of
diarrhoea and its clustering. When both improved sanitation and safe water were available, the
prevalence of diarrhoea was 8.8% and the clustering of diarrhoea in households was 1.7% when
compared with the absence of both (13.63 % and 2.7 %, respectively). When it came to clustering,
safe water alone had more impact on reducing diarrhoea prevalence than sanitation alone.

The odds ratios (ORs) for overall prevalence of diarrhoea were computed across the different
groups of sanitation and safe water, and were adjusted with the overall odds of diarrhoea to derive
the Prevalence Odds Ratios (Table 2). A similar exercise was carried out for the household clus-
tering of diarrhoea and the POR was computed against the overall odds of household clustering of
diarrhoea (Table 3). The overall OR for diarrhoea in the household was 0.1366 and for household
clustering of diarrhoea it was 0.0246. To enable an easy visual comparison, the POR for diarrhoea
and diarrhoea clustering within households was represented for the two extreme conditions –
when both safe drinking water and sanitation were present and when both were absent (Fig. 2).

The reduced risk in urban and rural areas due to the provisioning of sanitation and safe water
was strongest in urban areas. However, the risk of diarrhoea was higher in rural areas when com-
pared with urban areas when both were absent. When both sanitation and safe water were
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Figure 1. Expected and observed probabilities of
diarrhoeal occurrence in children across households
with 2 or more children, India, 2015–16.
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Table 1. Overall prevalence of diarrhoea and prevalence of household clustering of diarrhoea in children aged 0–5 by
household characteristics, India, 2015–16

Characteristic

Prevalence of
diarrhoea (any)

in households with at least
one child n (%)b

Prevalence of household clustering
of diarrhoea in households with
more than one childa n (%)b

Total number of
households

No. children in household

1 11,250 (9.58) — 117,428

2 7741 (15.97) 948 (2.0) 49,645

3 1585 (20.26) 299 (3.8) 7828

4 358 (29.14) 90 (7.0) 1276

5 88 (29.49) 25 (10.8) 275

6 19 (26.55) 7 (9.0) 56

7 8 (41.15) 4 (19.2) 21

8 0 (0.0) 0 (0.0) 1

9 0 (0.0) 0 (0.0) 1

Place of residence

Urban 4868 (10.34) 289 (2.2) 44,354

Rural 16,181 (12.73) 1084 (2.5) 132,177

Caste

Scheduled Caste 4347 (12.6) 302 (2.6) 33,095

Scheduled Tribe 3406 (10.95) 186 (1.9) 35,686

Other Backward
Class

8690 (12.79) 562 (2.4) 67,025

Other 4606 (10.64) 314 (2.4) 40,725

Wealth quintile

Poorest 5639 (13.81) 424 (2.8) 43,903

Poorer 5022 (12.7) 326 (2.5) 40,664

Middle 4264 (12.27) 257 (2.1) 35,417

Richer 3449 (10.87) 223 (2.3) 30,546

Richest 2675 (9.52) 143 (2.0) 26,001

Improved sanitation

No 12,990 (13.23) 911 (2.6) 100,683

Yes 8059 (10.38) 462 (2.1) 75,848

Safe drinking water

No 15,519 (12.94) 1091 (2.6) 119,716

Yes 5528 (9.87) 282 (1.8) 56,788

Safe water and sanitation

Both present 3164 (8.83) 151 (1.7) 35,463

Only sanitation 4895 (11.6) 311 (2.3) 40,370

Only safe water 2364 (11.58) 131 (1.9) 21,325

Both absent 10,624 (13.63) 780 (2.7) 79,346

Total 21,049 (12.02) 1373 (2.4) 176,531

aThe total number of households for the calculation of clustering of diarrhoea was 59,103.
bThe numbers in brackets are weighted percentages.
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Table 2. Prevalence and Prevalence Odds Ratios (PORs) of diarrhoea in households with at least one child by
socioeconomic characteristics, India, 2015–16

Characteristic
Sanitation and
safe water

Prevalence of diarrhoea (any) in
households with at least one child

Odds of
diarrhoea

Adjusted/Prevalence
Odds ratios

Place of residence

Urban Both present 8.4 0.092 0.671

Only sanitation 10.9 0.123 0.899

Only safe water 10.8 0.122 0.891

Both absent 12.3 0.141 1.031

Rural Both present 9.4 0.104 0.760

Only sanitation 12.0 0.136 0.998

Only safe water 11.9 0.135 0.986

Both absent 13.8 0.161 1.176

Caste

Scheduled
Caste

Both present 10.9 0.122 0.892

Only sanitation 10.7 0.120 0.879

Only safe water 12.8 0.147 1.075

Both absent 13.6 0.158 1.153

Scheduled
Tribe

Both present 9.3 0.102 0.749

Only sanitation 9.8 0.109 0.798

Only safe water 13.1 0.150 1.102

Both absent 10.8 0.121 0.885

Other
Backward
Class

Both present 9.1 0.100 0.732

Only sanitation 12.6 0.144 1.054

Only safe water 11.0 0.124 0.909

Both absent 14.8 0.173 1.268

Other Both present 7.8 0.084 0.616

Only sanitation 11.1 0.124 0.909

Only safe water 10.2 0.114 0.833

Both absent 12.9 0.148 1.083

Wealth quintile

Poorest Both present 8.3 0.091 0.663

Only sanitation 10.5 0.118 0.861

Only safe water 12.1 0.138 1.011

Both absent 14.2 0.166 1.212

Poorer Both present 9.6 0.106 0.778

Only sanitation 11.9 0.136 0.993

Only safe water 11.9 0.134 0.984

Both absent 13.3 0.154 1.125

(Continued)
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available to the household these tended to protect against the occurrence of diarrhoea. This reduc-
tion was observed in all caste groups except the Schedule Caste, where the reduction was only 11%.
The reduction ranged from 25.1% in the Scheduled Tribes to 38.4 % in the Other (higher caste)
category. However, in households with only sanitation, the risk of diarrhoea reduced by almost
10% in Schedule Caste and Other and 20% among Scheduled Tribes, but such reductions were not
evident in Other Backward Class households. Having safe water reduced the risk in only the Other
Backward Class and Other (higher caste) category households. Not having both increased the risk
in all the groups except Scheduled Tribes.

The risk of household clustering of diarrhoea (Table 3) was reduced when there was provision-
ing of both improved sanitation and safe water and the reduction was almost 50% in rural areas.
When both sanitation and safe water were absent the risk increased by 15% in rural areas com-
pared with 5% in urban areas. In households with only safe water the risk reduction was greater in
urban than in rural areas. The protection against clustering of episodes of diarrhoea was stronger
in rural areas than urban areas, due to the presence of these two components of public health
infrastructure.

The provisioning of safe water and sanitation was not effective among the Scheduled Caste
group for the prevention of clustering episodes of diarrhoea. One of the possible reasons for this
could be the heterogeneous nature of Scheduled Caste groups. In all other caste groups, the pres-
ence of sanitation and safe drinking water had a protective effect. The protective effect ranged
from 73% in Scheduled Tribes to 23% in Other Backward Classes. In the Scheduled Tribe group,
not having safe water and sanitation did not seem to increase the risk of clustering.

The presence of sanitation and safe water had a protective effect across all income groups with
respect to clustering of diarrhoea in the same household. These benefits were to the tune of a
decrease in adjusted/prevalence odds from 1.227 to 0.357 and from 1.115 to 0.303 among the
poorest and the poorer groups on comparing the absence of sanitation and safe water with their
joint presence within the household. A very significant improvement was noticed in the richest
households, where the adjusted/prevalence odds declined from 2.077 to 0.674. However, it should
be noted that the richest households accounted for 10% of the total households with diarrhoea
clustering, and this could be the reason for the relatively larger decline in the odds of clustering
depicted.

Table 2. (Continued )

Characteristic
Sanitation and
safe water

Prevalence of diarrhoea (any) in
households with at least one child

Odds of
diarrhoea

Adjusted/Prevalence
Odds ratios

Middle Both present 11.1 0.125 0.917

Only sanitation 12.2 0.139 1.019

Only safe water 11.8 0.133 0.976

Both absent 12.9 0.148 1.080

Richer Both present 8.9 0.098 0.716

Only sanitation 11.4 0.128 0.939

Only safe water 10.6 0.119 0.871

Both absent 13.3 0.153 1.120

Richest Both present 8.1 0.088 0.645

Only sanitation 11.3 0.127 0.933

Only safe water 10.0 0.112 0.818

Both absent 13.6 0.157 1.148
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Table 3. Prevalence and Prevalence Odds Ratios (PORs) of household clustering of diarrhoea in households with at least
one child by socioeconomic characteristics, India, 2015–16

Characteristic
Sanitation and
safe water

Prevalence of diarrhoea (any) in
households with at least one child

Odds of
Diarrhoea

Adjusted/Prevalence
Odds ratios

Place of residence

Urban Both present 2.1 0.021 0.872

Only sanitation 2.3 0.024 0.957

Only safe water 1.3 0.013 0.540

Both absent 2.5 0.026 1.051

Rural Both present 1.3 0.013 0.523

Only sanitation 2.3 0.023 0.953

Only safe water 2.1 0.021 0.868

Both absent 2.8 0.028 1.154

Caste

Scheduled
Caste

Both present 3.2 0.033 1.348

Only sanitation 2.1 0.022 0.880

Only safe water 2.1 0.021 0.855

Both absent 2.8 0.029 1.162

Scheduled
Tribe

Both present 0.7 0.007 0.278

Only sanitation 1.5 0.015 0.602

Only safe water 1.7 0.017 0.703

Both absent 2.2 0.023 0.931

Other
Backward
Class

Both present 1.6 0.017 0.678

Only sanitation 2.3 0.024 0.957

Only safe water 1.9 0.019 0.783

Both absent 2.8 0.028 1.154

Other Both present 1.4 0.014 0.586

Only sanitation 2.5 0.026 1.059

Only safe water 2.0 0.020 0.821

Both absent 3.0 0.031 1.240

Wealth quintile

Poorest Both present 0.9 0.009 0.357

Only sanitation 2.2 0.023 0.914

Only safe water 1.8 0.019 0.762

Both absent 2.9 0.030 1.227

Poorer Both present 0.7 0.008 0.303

Only sanitation 1.8 0.018 0.745

Only safe water 2.6 0.026 1.072

Both absent 2.7 0.027 1.115

(Continued)
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Table 3. (Continued )

Characteristic
Sanitation and
safe water

Prevalence of diarrhoea (any) in
households with at least one child

Odds of
Diarrhoea

Adjusted/Prevalence
Odds ratios

Middle Both present 2.0 0.020 0.830

Only sanitation 2.4 0.025 1.004

Only safe water 1.3 0.013 0.519

Both absent 2.2 0.022 0.910

Richer Both present 1.9 0.019 0.766

Only sanitation 2.6 0.026 1.068

Only safe water 1.8 0.018 0.745

Both absent 2.6 0.027 1.098

Richest Both present 1.6 0.017 0.674

Only sanitation 2.2 0.022 0.893

Only safe water 1.7 0.018 0.716

Both absent 4.9 0.051 2.077
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Figure 2. Prevalence odds ratios of diarrhoea and clustering of diarrhoea in households with at least one child by
socioeconomic characteristics and presence and absence of sanitation and safe water, India, 2015–16.
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The benefits of access to sanitation and safe drinking water are nearly universal across rural and
urban areas, across almost all caste groups and across all economic status groups (Fig. 2). This
provides a definite advantage against clustering of diarrhoea in households compared with the
prevalence of diarrhoea within households in rural areas. The presence of sanitation and safe
drinking water also serves to depress the prevalence of diarrhoea clustering in Scheduled
Tribes and other groups when compared with the prevalence of diarrhoea. This reduction in diar-
rhoea clustering was stark when both sanitation and safe drinking water were available among the
richest households.

The results of the multinomial logistic regression presented in Table 4 using the unadjusted
Model 1 indicate that having access to only improved sanitation increased the risk of a single child
having diarrhoea in households having two or more children by 33%, and when both improved
sanitation and safe water were absent the risk increased by 37%. This was in comparison to having
both improved sanitation and safe water in the household. Having access to only safe water
increased the risk by 10% but this was not statistically significant. Similar results were observed
when two or more children in the household experienced diarrhoea episodes. However, the risk
increased by almost 51% when households had access to only improved sanitation, and when both
were absent the risk of clustering increased by almost 67% when compared with households that
had both. Model 2, which adjusted for socioeconomic characteristics of the household, indicated
an adjustment in the risk of clustering of diarrhoea to 44% from 51% (unadjusted risk ratios) when
only sanitation was present, 26% from 16% (unadjusted risk ratios) when only safe water was
present and 74% from 67% (unadjusted risk ratios) when both were absent. It should be noted
that some of the cells for computing the adjusted risk ratios were the result of a very small number
of cases and cannot be as robust. This is a serious limitation for the multivariate analysis under-
taken. In so far as these adjusted risk ratios did not contradict the emerging patterns from the
unadjusted model, the underlying associations indicated held.

Discussion
This study demonstrates the potential for diarrhoea to cluster in households with more than one
child in India. While its prevalence in the present sample extended to just 2.4% of households with
two or more children, it represents a significant departure from an assumption of uniform preva-
lence of diarrhoea across households. There is clearly a potential for diarrhoea to cluster in

Table 4. Multinomial logistic regression of the effect of safe water and sanitation on the clustering of diarrhoea in
households with two or more children, India, 2015–16

Model 1 Model 2

Safe water and
sanitation

One child with
diarrhoea

RRR (95% CI)

Two or more
children

with diarrhoea
RRR (95% CI)

One child with
diarrhoea

RRR (95% CI)

Two or more children
with diarrhoea
RRR (95% CI)

Both present (Ref.)

Only sanitation 1.331***
(1.229–1.442)

1.509***
(1.24–1.837)

1.269***
(1.169–1.378)

1.438***
(1.176–1.759)

Only safe water 1.097
(0.997–1.206)

1.158
(0.914–1.467)

1.119**
(1.009–1.24)

1.259
(0.977–1.622)

Both absent 1.371***
(1.276–1.472)

1.672***
(1.402–1.993)

1.348***
(1.236–1.47)

1.74***
(1.408–2.149)

The reference category for the outcome variable was ‘No diarrhoea in the household’. Model 1 examined the effect of water and sanitation on
the occurrence of diarrhoea in a household and Model 2 examined the same effect adjusted for caste, place of residence and wealth quintiles.
***p<0.01; **p<0.05.
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households with multiple children. It may be possible to reduce the prevalence of diarrhoea in
households by targeting those households with more than one child in the under-five age group,
and by providing them with safe water and improved sanitation.

The presence of both sanitation and safe water has a strong effect in reducing both diarrhoea
prevalence and its clustering within households, particularly in rural areas, amongst Scheduled
Tribe and Other caste groups and among the poorest and richest households. Safe water alone
has a greater impact in reducing the prevalence of diarrhoea and household clustering of diarrhoea
in the absence of improved sanitation when compared with the presence of improved sanitation.
The effect of the presence of safe drinking water in the household alone is nearly as good as having
both sanitation and safe drinking water.

The relevance of universalization of access to safe drinking water to diarrhoea prevention
among under-five children has been established in previous studies using other data and methods
(Nandi et al., 2017; Nilima et al., 2018; Ramanathan & Vijayan, 2019). The provision of piped
water to rural households planned under the Jal Jeevan Mission of the Government of India
(Ministry of Jal Shakthi, 2019) could contribute to the reduction in diarrhoea prevalence and
its clustering in rural areas of India. This is not to say that access to improved sanitation is
not important. In areas that are yet to receive sanitation improvement schemes there is a need
to advocate for the use of safe water for consumption and to continue to emphasize the impor-
tance of this, even in areas where there is improved sanitation. When combined with the Swachh
Bharat Mission for universalizing sanitation access (Ministry of Drinking Water and Sanitation,
2017), the impact on the household prevalence of diarrhoea among under-five children in India
would be very significant because the present analysis indicates a joint potential to reduce diar-
rhoea clustering within households by about 75%, even after controlling for the socioeconomic
conditions of the household.
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Abstract
Information on safe water, sanitation and handwashing obtained in large scale surveys are used to validate its
responsiveness to childhood ailments. Definition of these variables are uniform to enable comparison within
and across countries and devoid of the context and circumstance. Associating these variables with prevalence
of diarrhoea overlooking the context seem to distort the relationship and lead to spurious results. An
empirical verification of such an association in an Indian context based on the most recently conducted
NFHS-4 data set brings to the fore apparent contradictions that cautions on the use of these variables as they
are obtained. It calls for a redefinition of these variables prior to verifying their responsiveness to childhood
diarrhoea as illustrated here.

Keywords: Anomalies; Hand washing; Health; Sanitation; Water

Introduction

Safe water, sanitation and hygiene are important components of Public Health and adversely impacts
health if any of these are compromised (Bartram & Cairncross, 2010; World Health Organization, 2014).
This is very relevant in the Indian context where improving access to these components have a positive
impact on the health of children under the age of five (Nandi, Megiddo, Ashok, Verma, & Laxminarayan,
2017; Nilima et al., 2018; Ramanathan & Vijayan, 2019). Due to the importance of these indicators,
extensive details regarding water, sanitation and hygiene are often obtained in surveys to validate its
responsiveness to childhood morbidities (WHO/UNICEF, 2006). Such details consist of attributes that
differentiates compromise of safety in water and sanitation. As regard to water, its source and access
determines the first rung of safety assessment and the measures if any taken to guaranteeing further safety
like treating the water prior to its use serves as the final step in safety judgment (Shaheed, Orgill,
Montgomery, Jeuland, & Brown, 2014). Similarly, the aspect of sanitation too is largely conditioned by
the availability of water along with facilities of handwashing that qualifies for safe sanitary practice
(Cairncross, Bartram, Cumming, & Brocklehurst, 2010). Information obtained on these two counts consist
of objective queries, observations as well as its varied options. For instance, safe water is largely conditioned
not necessarily by its content and quality but the use pattern depending on its availability and accessibility.
More often than not the perception of safe water may vary across regions and hence there cannot be a
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uniform connotation on its safety. In the state ofKerala almost 92%of the households treat thewater before
drinking irrespective ofwhether thewater source is improved or not (International Institute for Population
Sciences – IIPS/India and ICF, 2017b). As regard sanitation toomore depends on the practice and behavior
rather than the means available for the purpose. Given such complexities in defining safety, a whole range
of practice aspect in these two domains are considered for their associationwith the outcome for the simple
reason that many of them may be culturally conditioned and circumstantially effected.

Methods

The above stated exploration is made with the content of information obtained by the National Family
Health Survey (NFHS-4) 2015–2016 (International Institute for Population Sciences – IIPS/India and ICF,
2017b). NFHS-4 is a nationally representative multi stage survey designed to provide estimates of vital
indicators at the district, state and national level. For this analysis the key information collected by the survey
such as drinking water and Hand washing in the household questionnaire and information on diarrhoeal
disease in the women questionnaire. The questionnaire asks respondent about the “the main source of
drinking water for householdmembers”, observation by the data collectors on the “place where members of
the household wash their hands” and the women in the households were asked if any “child under five years
of age had diarrhoea in the last two weeks” (International Institute for Population Sciences – IIPS/India and
ICF, 2017a). NFHS-4 defines Improved source of drinking water and handwashing similar to theWHO/U-
NICEF Joint Monitoring Program (JMP) indicators (WHO/UNICEF, 2006).

The household questionnaire obtains information on the treatment of water making it safe before
consumption and therefore we conceptualize the “Improved source of drinking water” as households
having access to improved source of drinking water and treating it before consumption. We call this
variable the “safely managed drinking water”. TheWHO/UNICEF JMP indicator for handwashing is the
proportion of households having a handwashing facility with soap and water (WHO/UNICEF Joint
Monitoring Programme (JMP) forWater Supply, Sanitation andHygiene, 2018). Handwashing facility is
defined as having a sink with tap water but can also include any device which regulates the flow of water.

Handwashing in the Indian context varies across context and is determined by the presence of water
supply within the dwelling. In contexts where there is scarcity of water, handwashingmay not be a priority as
the water is used for basic needs. We conceptualise handwashing as the proportion of households having a
source ofwater supply delivered to the dwelling and the presence of handwashing facilitywith soap andwater.

Analysis was carried out considering districts as unit of observation and the aforementioned variables
as defined by NFHS-4 and same variable conceptualised to suit the Indian context. It is being done at the
district level as we are interested in examining the impact of safe water, sanitation and hygiene on the
prevalence of diarrhoea from a policy perspective which is an ongoing work. The anomalies found during
data analysing informs this communication. The outcome variable is the prevalence of diarrhoea at a
district level. Correlation coefficient is computed to comment on the relationship between the outcome
and the predictor variables. The aim of this exercise is not to discuss the strength of the association but to
comment on the direction and the potential reasons behind it. Data was analyzed using STATA (Version
15) (StataCorp, 2018) and graphs using ggplot2 package of R statistical software (Wickham, 2009).

Results

We examined the relationship between prevalence of diarrhoea with improved water and hand wash as
defined by the survey. Figure 1 shows that there is a positive correlation between prevalence of diarrhoea
among children and two other predictor variables in both urban and rural areas across districts. What it
conveys is that the prevalence of diarrhoea at district level increases with the increase in the coverage of
improved water source and presence of hand washing facilities. This relationship is in contradiction of
the common wisdom leading one to suspect the adequacy of attributes that defines presence of safe water
and hand washing. Water, Sanitation and hygiene have been amply demonstrated to have a negative
bearing on the prevalence of diarrhoea (World Health Organization, 2014) and this makes us verify the

2 Bevin Vijayan and Udaya Mishra

272



 

quality of information collected. In a rural context where the site for washing of clothes outside the house
very well can have, the presence of water and soap that can also qualify as a place for handwashing.
Similarly, households may have access to improved sources of water but this water could be stored for
long and in unhygienic conditions and cannot be used as a marker for safe water. Hence qualifying safety
in hand washing and water use is not that simple as it is made out to be unless stricter attributes are taken
along with it for such a qualification.

The same relationship was examined (Figure 2) with the differently conceptualised variables and a
negative relationship was observed between prevalence of diarrhoea and the two variables, except with
hand washing in urban areas where there is a positive relationship. This is because of the heterogeneity in
the prevalence of diarrhoea at low levels of coverage of handwashing facilities. This could also be due to
extreme clustering of diarrhoeal prevalence at lower levels.

In an attempt to verify the same, it is observed that with exclusion of the bottom 25 per cent and
30 percent of the observation the inverse relationship gets strengthened. Given the heterogeneity in the safe
drinking water variable across districts we subjected its association with the prevalence of diarrhoea using

Figure 1. Relationship between prevalence of diarrhoea and improved water and handwashing facility at district level, NFHS-
4, 2015–2016.
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sensitivity analysis for urban and rural areas. We used the median level of safe drinking water as a cut off to
group the districts into below median and above median levels and then examined the association with
prevalence of diarrhoea using Ordinary Least Squares (OLS) regression and the relationship is visualised in
Figure 3. The ratio of the below median slope to the above median slope in urban areas was 1.21 when
compared to 44.8 in rural areas indicating that the association ismore sensitive at lower levels of safedrinking
water in rural areas.

Discussion

One of the possible reasons behind the revealed contradictions could be that the questions or the
observations beingmade in the survey discount specificity of contexts in defining safety. The JMP defines
the levels for sanitation, drinking water and hand hygiene and themeasurement indicators to enable their
comparability across nations. The NFHS-4 too adopts these measures for estimates in their reports. Use
of thesemeasures in an Indian context does not seem to offer reliable patterns of association with relevant

Figure 2. Relationship between prevalence of diarrhoea and conceptualized variables of safe drinking water and hand
washing facility at district level, NFHS-4, 2015–2016.
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outcomes. The purpose of asking about the source of drinking water is to assess its cleanliness
(International Institute for Population Sciences, 2014). Households having access to an improved source
of water supply need not necessarily connote the use of safe water. The way water is stored and treated
also plays a part in determining its safety. The definition of safe drinking water needs to be re-calibrated
to account for the potential impact on health, particularly the health of vulnerable children.

In the instruction manual for data collectors for NFHS-4 they are required to ask the respondent “to
show where the members of the household wash their hands”. If the location is observed then the
presence of water or any detergent is also noted (International Institute for Population Sciences, 2014).
The problemwith this instruction is that it does not specify the instructor to look for any sink or device to
regulate the flow of water as described by JMP. In such circumstances areas in the household used for
washing clothes or vessels can be labelled as the facility for handwashing. One way to eliminate such
potential errors is to be explicit about the purpose for collecting information on WASH indicators and
ensuring that they unambiguously represent hand hygienewith respect to sanitation. However, this study
is not without limitations. The analysis was carried out at a district level and there is a potential for
ecological fallacy i.e. findings at the district level may not hold true at an individual level and vice versa.

Figure 3. Sensitivity analysis of the relationship between prevalence of diarrhoea and safe drinking water at a district level,
NFHS-4, 2015–2016
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The degree of association has been demonstrated using correlation coefficients and this does not
necessarily indicate causation.

Conclusion

Based on the exploration made by us it is evident that there remains a fallacy in collection of information
in terms of their content, execution and reporting by the respondents. Often comparability of such
information across various settings may not be worth the effort. A thought needs to be spared on
collection of such information given its scientific potential for exploration and verification.
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Table A1: Measures of discrimination by the health system  
 DISCRIMINATION Countries Population OUTCOME PROCESS 

Questions in 
large scale 

surveys 

1. California Health Interview 
Survey (CHIS) 2003 

2. Behavioural Risk Factor 
Surveillance System 
(BRFSS) 2004-2013 

3. Health Care Quality Survey 
(HCQS) 

4. Trajectories and Origins 
(TeO) 2008-2009 

1. National Survey of Functional 
Health (NSFH) 

2. HCQS 
3. CHIS 2001 
4. New Hampshire Racial and 

Ethnic Approaches to 
Community Health (NH 
REACH) 

5. BRFFS 
6. Aligning Forces for Quality 

(AF4Q) 
7. Kaiser Family Foundation 

Survey (KFF) 

United 
States 
 
France 

US- AA,whites, 
hispanics, American 
Indian, Pacific 
islanders, Asians 
 
France- 18-59 year 
olds. immigrants and 
individuals born to 
one immigrant 

Implicit 
Association 

Test 

IAT (Blair 2013;Sabin 2008; 
Sabin 2015) 

IAT (Blaire et al 2013) United 
States 

Primary care 
providers, 
hypertensive patients 
who are 
white/black/latinos. 
Non providers, white 
faculty, fellows and 
residents 

Scales 

1. Listening To Mothers 
(LTM)-3  

2. Measure of Indigenous 
Racism Experience (MIRE)  

3. Sub scale from 
Interpersonal Process of 
Care Survey (IPCS)  

4. Multidimensional scale  
5. Consumer Assessment of 

Healthcare Providers and 
Systems (CAHPS) 

1. CAHPS  
2. Perception of Racism Scale 

(PRS) Schedule of Racist 
Events (SRE)  

3. Discrimination in Medical 
Setting (DMS)  

4. Perceived Prejudice in Health 
Care (PPHC)  

5. Detroit Area Discrimination 
Scale (DAS)  

6. Group Based Medical Mistrust 
Scale (GBMMS) 
Discrimination and Stigma 
Scale (DISC)  

7. The HIV/AIDS Provider 
Stigma Inventory (HAPSI)  

8. HIV/AIDS Stigma 
Instrument—PLWA (HASI- P)  

9. HIV/AIDS Stigma 
Instrument—Nurse (HASI- N)  

10. Attitudes towards PLHIV  
11. Opening Minds Scale for 

Health Care Providers (OMS-
HC)  

12. Health Care Provider 
HIV/AIDS Stigma Scale 
(HPASS)  

13. Modified version of Life 
experiences Stress Scale  

United 
States 
Australia 
United 
Kingdom 
Ethiopia 
Multi 
country 
(Lesotho, 
Malawi, 
South 
Africa, 
Tanzania, 
Swaziland) 
Multi 
country 
(China, 
Dominica, 
Egypt, 
Kenya, 
Puerto rico, 
St 
Christopher 
and Nevis , 
Thailand) 
Canada 
Sweden 

African American 
(AA) women, 
AA/Latinos/whites-
students/staff/faculty 
at a university, 
Muslim women, Arab 
Americans, South 
Asians, Hispanics, 
women attending 
maternity care in 
Australia, men and 
women with sickle 
disease, Aboriginals in 
Australia, different 
groups with mental 
illness, health care 
providers-
AIDS,PLHIV and 
nurses caring for 
them, clinical and non 
clinical staff 

Index 

1. Index of discrimination  2. EOD  
3. Perception of racism in health 

care index 
4. Stigma index in health care 

setting (India) 

United 
States, 
India 

Black and white 
women, dalit and non 
dalit children, hospital 
staff, client receiving 
in patient care and 
care givers, Cardiac 
patients 

Ecological 
analysis 

Gaskin 2012  United 
States 

AA, Asian, Hispanics 
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Information sheet 

 
I’m Bevin Vinay Kumar V N, currently pursuing my PhD at Achutha Menon Centre for 
Health Science Studies (AMCHSS), Sree Chitra Tirunal Institute for Medical Sciences and 
Technology (SCTIMST). As a part of my PhD work I’m doing a study titled “Understanding 
the access to health care by Banjaras: Ethnographic study” 
 
Purpose of the study: 
I am trying to document how you or any of your family members did when sick and 
pathways to treatment. While seeking care what are the difficulties you or your family 
members faced and the response of the providers. 
 
About the study: 
This study is being conducted in Gadag District, Karnataka as a part of the doctoral work. I 
would be interviewing around 10 to 12 individuals about their experiences with the health 
care system. This study is being conducted under the supervision of my guide, Professor 
Mala Ramanathan at AMCHSS. 
 
Participation and benefits: 
If you agree to participate in the study, then you would be required to answer a set of 
questions. I would ask questions related to the sickness experienced by you or your family 
members, health care seeking for the sickness and experience of care seeking at the facility. 
This would take about 30 to 45 minutes of your time. The information given by you would be 
recorded using a recording device and also in the form of notes. Recording the conversation 
would help me to analyse in detail later on. The study will not be on any benefit to you but it 
would help to find out the ways in which you interacted with the health care system, the 
difficulties you face or faced and the response of the health care system.  
 
Confidentiality of data: 
The information shared by you would be kept confidential and be used for research purpose. 
Only two persons, myself and my guide would have access to this information. Your 
individual identity would not be shared with anyone. 
 
Withdrawal from the study: 
You are free and have the right to refuse to answer any of the questions and can withdraw 
from the interview at any point of time and there would be no penalty for the same. 
 
If you have any clarifications regarding the study you can contact me or Dr Mala 
Ramanathan, member-secretary of the Institute Ethics Committee (IEC) of SCTIMST. 
 
Researcher      Guide and Member Secretary, IEC 
Bevin Vinay Kumar V N     Mala Ramanathan 
PhD Scholar      Professor 
AMCHSS, SCTIMST     AMCHSS, SCTIMST 
Mob- 9886482006     Tel- 0471- 2524234 
Email: bevinvinay@gmail.com   Email: mala@sctimst.ac.in 
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Consent Form 
 

I, ____________________________________________, aged ___ ___years declare that  

I have read and understood the information sheet for the study and have had the opportunity 
to as questions [ ]  

I understand that the participation in this study is voluntary and that I’m free to withdraw at 
any time and without giving any reasons [ ]  

I agree not to restrict the use of any data or results that arise from this study provided such a 
use is only for scientific purpose(s) [ ]  

I agree to take part in the study [ ]  

Place: ...........................     ID: ...................................� 

Date: ...........................     Signature: .................................... 

 

If the Participant is illiterate:��

Name of Witness: ............................................  

Signature of witness: ............................................  

 

Signature of Researcher: ............................................  
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§AeÁgÀ ¸ÀªÀÄÄzÁAiÀÄzÀ°è DgÉÆÃUÀå gÀPÀëuÉ ¥ÀqÉAiÀÄÄªÀ ªÀiÁUÀðzÀ w½AiÀÄÄ«PÉ: PÀ£ÁðlPÀzÀ UÀzÀUÀ f¯ÉèAiÀÄ°è MAzÀÄ d£ÁAVÃAiÀÄ CzsÀåAiÀÄ£À 

------------------------------------------------------------------------------------------------------------- 

§AeÁgÀ ¸ÀªÀÄÄzÁAiÀÄzÀ°è DgÉÆÃUÀå gÀPÀëuÉ ¥ÀqÉAiÀÄÄªÀ ªÀiÁUÀðzÀ w½AiÀÄÄ«PÉ: PÀ£ÁðlPÀzÀ UÀzÀUÀ f¯ÉèAiÀÄ°è 

MAzÀÄ d£ÁAVÃAiÀÄ CzsÀåAiÀÄ£À 

ªÀiÁ»w ¥ÀÄl 

£Á£ÀÄ ¨É«£ï «£ÀAiÀiï PÀÄªÀiÁgï «.J£ï., ¥Àæ¸ÀÄÛvÀzÀ°è "CZÀÄåvÀ ªÉÄ£À£ï ¸ÉAlgï ¥sÁgï ºÉ¯ïÛ ¸ÉÊ£ïì 

¸ÀÖrÃ¸ï"(J.JªÀiï.¹.JZï.J¸ï.J¸ï), "²æÃ avÀæ wgÀÄ£Á¼ï E¤ì÷ÖlÆåmï ¥sÁgï ªÉÄrPÀ¯ï ¸ÉÊ£ïì¸ï DAqï mÉPÁß®f" 

(J¸ï.¹.n.L.JªÀiï.J¸ï.n) AiÀÄ°è £À£Àß ¦.JZï.r ¥ÀzÀ« ªÀiÁqÀÄwgÀÄvÉÛÃ£É. 

CzÀgÀ MAzÀÄ ¨sÁUÀªÁV £Á£ÀÄ "§AeÁgÀ ¸ÀªÀÄÄzÁAiÀÄzÀ°è DgÉÆÃUÀå gÀPÀëuÉ ¥ÀqÉAiÀÄÄªÀ ªÀiÁUÀðzÀ w½AiÀÄÄ«PÉ: d£ÁAVÃAiÀÄ 

CzsÀåAiÀÄ£À" JA§ «µÀAiÀÄzÀ §UÉÎ CzsÀåAiÀÄ£À £ÀqÉ¸ÀÄwÛzÉÝÃ£É. 

 

CzsÀåAiÀÄ£ÀzÀ GzÉÝÃ±À: 

¤ÃªÀÅ CxÀªÁ ¤ªÀÄä PÀÄlÄA§zÀ ¸ÀzÀ¸ÀågÀÄ C£ÁgÉÆUÀå ¦ÃrvÀgÁzÁUÀ DzÀ C£ÀÄ¨sÀªÀ ªÀÄvÀÄÛ CzÀPÉÌ vÉUÉzÀÄPÉÆAqÀ aQvÁì 

«zsÁ£ÀUÀ¼À£ÀÄß zÁR°¸À®Ä £Á£ÀÄ ¥ÀæAiÀÄwß¸ÀÄwÛzÉÝÃ£É. DgÉÊPÉ ¥ÀqÉAiÀÄÄªÁUÀ ¤ÃªÀÅ CxÀªÁ ¤ªÀÄä PÀÄlÄA§ ªÀUÀð C£ÀÄ¨sÀ«¹zÀ 

PÀµÀÖUÀ¼ÀÄ ªÀÄvÀÄÛ ¸ÉÃªÉ MzÀV¸ÀÄªÀªÀjAzÀ ¥ÀqÉzÀ ¥ÀæwQæAiÉÄ. 

 

CzsÀåAiÀÄ£ÀzÀ §UÉÎ: 

qÁPÀÖgÉÃmï ¥ÀzÀ«AiÀÄ MAzÀÄ ¨sÁUÀªÁV F CzsÀåAiÀÄ£ÀªÀ£ÀÄß PÀ£ÁðlPÀzÀ UÀzÀUÀ f¯ÉèAiÀÄ°è PÉÊUÉÆ¼Àî¯ÁUÀÄwÛzÉ. DgÉÆÃUÀå gÀPÀëuÁ 

ªÀåªÀ¸ÉÜAiÀÄ §UÉÎ DzÀ C£ÀÄ¨sÀªÀUÀ¼À£ÀÄß ºÀAaPÉÆ¼Àî®Ä £Á£ÀÄ ¸ÀÄªÀiÁgÀÄ 10 jAzÀ 12 ªÀåQÛUÀ¼À£ÀÄß ¸ÀAzÀð²¸ÀÄvÉÛÃ£É.  F 

CzsÀåAiÀÄ£ÀªÀÅ J.JªÀiï.¹.JZï.J¸ï.J¸ï £À £À£Àß ªÀiÁUÀðzÀ²ðUÀ¼ÁzÀ ¥ÉÆæ. ªÀiÁ¯Á gÁªÀÄ£ÁxÀ£ïgÀªÀgÀ ªÀiÁUÀðzÀ±Àð£ÀzÀ CrAiÀÄ°è 

£ÀqÉAiÀÄÄvÀÛzÉ. 

  

¨sÁUÀªÀ»¸ÀÄ«PÉ ºÁUÀÆ ¯Á¨sÀUÀ¼ÀÄ: 

¤ÃªÀÅ F CzsÀåAiÀÄ£ÀzÀ°è ¥Á¯ÉÆÎ¼Àî®Ä M¦àzÀÝ°è PÉ®ªÀÅ ¥Àæ±ÉßUÀ¼À£ÀÄß GvÀÛj¸À¨ÉÃPÁUÀÄvÀÛzÉ.   ¤ÃªÀÅ CxÀªÁ ¤ªÀÄä PÀÄlÄA§ 

ªÀUÀð C£ÀÄ¨sÀ«¹zÀ C£ÁgÉÆÃUÀåzÀ «ªÀgÀ, aQvÉì ¥ÀqÉzÀ «ªÀgÀ ºÁUÀÆ aQvÁìPÉÃAzÀæzÀ° ¥ÀqÉzÀ ¸Ë®¨sÀåUÀ¼À §UÉÎ ¥Àæ±ÉßUÀ¼À£ÀÄß 

PÉÃ¼ÀÄvÉÛÃ£É.  EzÀÄ ¤ªÀÄä ¸ÀÄªÀiÁgÀÄ 30 jAzÀ 45 ¤«ÄµÀUÀ¼À ¸ÀªÀÄAiÀÄ vÉUÉzÀÄPÉÆ¼ÀÄîvÀÛzÉ. ¤ÃªÀÅ ¤ÃqÀÄªÀ ªÀiÁ»wAiÀÄ£ÀÄß 

gÉPÁqïð PÀÆqÀ ªÀiÁr  §gÀºÀzÀ gÀÆ¥ÀzÀ®Æè ¸ÀºÀ ¸ÀAUÀæ»¸À¯ÁUÀÄvÀÛzÉ. £ÀªÀÄä £ÀqÀÄªÉ £ÀqÉAiÀÄÄªÀ ªÀiÁvÀÄPÀxÉAiÀÄ£ÀÄß gÉPÁqïð 

ªÀiÁqÀÄªÀÅzÀjÃAzÀ £À£ÀUÉ ªÀÄÄAzÉ «ªÀgÀªÁV CzÀ£ÀÄß «±ÉèÃ²¸À®Ä ¸ÀºÀPÁjAiÀiÁUÀÄvÀÛzÉ. F CzsÀåAiÀÄ£À¢AzÀ ¤ªÀÄUÉ AiÀiÁªÀ jÃwAiÀÄ 

¯Á¨sÀ«®è¢zÀÝgÀÆ , DgÉÆÃUÀå gÀPÀëuÁ ªÀåªÀ¸ÉÜAiÀÄ eÉÆvÉ ¤ÃªÀÅ £ÀqÉzÀÄPÉÆAqÀ jÃw , ¤ÃªÀÅ C£ÀÄ¨sÀ«¹zÀ CxÀªÁ C£ÀÄ¨sÀ«¸ÀÄªÀ 

PÀµÀÖUÀ¼ÀÄ ºÁUÀÆ CzÀPÉÌ DgÉÆÃUÀå gÀPÀëuÁ ªÀåªÀ¸ÉÜ ¥ÀæwQæ¬Ä¹zÀ jÃwUÀ¼À£ÀÄ w½zÀÄPÉÆ¼ÀîªÀ°è ¸ÀºÁAiÀÄ ªÀiÁqÀÄvÀÛzÉ. 

 

ªÀiÁ»wAiÀÄ UË¥ÀåvÉ: 

¤ÃªÀÅ ¤ÃqÀÄªÀ ªÀiÁ»wAiÀÄ£ÀÄß UË¥ÀåªÁVj¸À¯ÁUÀÄvÀÛzÉ ºÁUÀÆ CzsÀåAiÀÄ£ÀPÉÌ ªÀiÁvÀæ G¥ÀAiÉÆÃV¸À¯ÁUÀÄvÀÛzÉ. PÉÃªÀ® E§âjUÉ, 

CAzÀgÉ £Á£ÀÄ ºÁUÀÆ £À£Àß ªÀiÁUÀðzÀ±ÀðPÀjUÉ ªÀiÁvÀæ F ªÀiÁ»wUÀ¼À ®¨sÀåvÉ EgÀÄvÀÛzÉ. ¤ªÀÄä ªÀAiÀÄåQÛPÀ UÀÄgÀÄvÀ£ÀÄß 

AiÀiÁgÉÆA¢UÀÆ ºÀAaPÉÆ¼Àî¯ÁUÀÄªÀÅ¢®è. 

 

CzsÀåAiÀÄ£À¢AzÀ »AzÉ ¸ÀjAiÀÄÄªÀÅzÀÄ: 

¤ÃªÀÅ §AiÀÄ¹zÀ°è AiÀiÁªÀ ¥Àæ±ÉßUÀ½UÁzÀgÀÆ GvÀÛj¸ÀzÉÃ EgÀÄªÀ ºÀQÌzÉ ªÀÄvÀÄÛ ¸ÀAzÀð±À£ÀzÀ AiÀiÁªÀ WÀlÖzÀ¯ÁèzÀgÀÆ CzÀjAzÀ 

»AzÉ ¸ÀjAiÀÄ§ºÀÄzÁVzÉ. EzÀPÉÌ AiÀiÁªÀ jÃwAiÀÄ ±ÀÄ®ÌªÀ£ÀÄß «¢ü¸À¯ÁUÀÄªÀÅ¢®è. 

F CzsÀåAiÀÄ£ÀzÀ §UÉÎ ¤ªÀÄUÉ AiÀiÁªÀ jÃwAiÀÄ ¸Àà¶ÖÃPÀgÀt ¨ÉÃQÌzÀÝgÀÆ ¤ÃªÀÅ £À£Àß£ÀÄß CxÀªÁ qÁ. ªÀiÁ¯Á gÁªÀÄ£ÁxÀ£ï, 

J¸ï.¹.n.L.JªÀiï.J¸ï.n AiÀÄ E¤ì÷ÖlÆåmï JyPïì PÀ«Än(L.E.¹)AiÀÄ ¸ÀzÀ¸Àå-PÁAiÀÄðzÀ²ðAiÀÄ£ÀÄß ¸ÀA¥ÀQð¸À§ºÀÄzÀÄ. 

 

¸ÀA±ÉÆÃzsÀPÀ                                        ªÀiÁUÀðzÀ²ð ªÀÄvÀÄÛ ¸ÀzÀ¸Àå- PÁAiÀÄðzÀ²ð,L.E.¹ 

¨É«£ï «£ÀAiÀiï PÀÄªÀiÁgï «.J£ï                    ªÀiÁ¯Á gÁªÀÄ£ÁxÀ£ï 

¦.JZï.r «zÁåyð                              ¥ÉÆæ¥sÉ¸Àgï 

ªÉÆ¨ÉÊ¯ï: 9886482006      Tel- 0471- 2524234 
F ªÉÄÊ¯ï: bevinvinay@gmail.com    F ªÉÄÊ¯ï: mala@sctimst.ac.in 
 

A5 Informed consent for in-depth interview of individuals (Kannada)-Phase 1

285



 

ಷಮಮತಿ  ಩ತರ 
 

ನಹನು , ___________________________________ , ಴ಯಸ್್ನ ___ ___ ಴ಶಾಗ್ಳ ಎೆಂದು ಘೂೇಷ್ಷಲು 
 
ನಹನು ಒದಲು ಮತು್ ಅಧಯಯನ ಮಹಹಿತಿ ಹಹಳೆ ಅಥಾ ಮತು್ ಩ರಶಾಗ್ಳನುಾ ಕೆೇಳಲು ಅ಴ಕ್ಹವ ನ್ಸ್ೇಡ್ಱಹಯಿತು [   ] 
ನಹನು ಈ ಅಧಯಯನದಲ್ಲಿ ಪಹಲ್ಲೂೆಳುಳವಿಕೆಯನುಾ ಷಿಯೆಂ಩ರೇರಿತ ಎೆಂದು ಅಥಾ ಮತು್ ನಹನು ಯಹ಴಺ದೆೇ ಷಮಯದಲ್ಲಿ 
ಮತು್ ಯಹ಴಺ದೆೇ ಕ್ಹರಣ ನ್ಸ್ೇಡ್ದೆ ಹಿೆಂದಕೆಾ ತಗೆದುಕೊಳಳಬಸುದು  [   ] 
 
ನಹನು ಈ ಅಧಯಯನದೆಂದ ಉದಭವಿಷು಴ ಯಹ಴಺ದೆೇ ಡೆೇಟಹ ಅಥವಹ ಬಳಷು಴಺ದರಿೆಂದಹಗ್ ನ್ಸ್ಬಾೆಂಧಿಷಲು ಇೆಂತಸ ಬಳಕೆಯು 
ವೈಜ್ಞಹನ್ಸ್ಕ ಉದೆದೇವಕ್ಹಾಗ್ ಮಹತರ ಑ದಗ್ಷಲು ಑಩಺ಪತ್ೇನ  [   ] 
 
ನಹನು ಅಧಯಯನದಲ್ಲಿ ಭಹಗ್಴ಹಿಷಲು ಑ಪಪಕೊಳುಳತ್ೇನ  [   ] 
  
 
ಷಥಳ…………………………………..     ಐಡ………………………………………….. 
ದನಹೆಂಕ……………………………………….    ಷಹಿ………………………………………….. 
 
ಪಹಲ್ಲೂೆಳುಳ಴಴ರು ಅನಕ್ಷರಷಥ ವಹಗ್ದದರ: 
 
ಸ್ಹಕ್ಷಿಯ ಹಷರು…………………………………………………   ಸ್ಹಕ್ಷಿಯ ಷಹಿ……………………………… 
 
ಷೆಂಶೂೇಧಕ ಷಹಿ…………………………………….. 
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Understanding access to health care among Banjaras: An ethnographic study in Gadag District, 
Karnataka	

	
Information sheet 

 
I am Bevin Vinay Kumar V N, currently pursuing my PhD at Achutha Menon Centre for 
Health Science Studies (AMCHSS), Sree Chitra Tirunal Institute for Medical Sciences and 
Technology (SCTIMST). As a part of my PhD work I’m doing a study titled “Understanding 
access to health care among Banjaras: An ethnographic study in Gadag District, Karnataka”	
 
Purpose of the study: 
I’m trying to document how the Banjara people interact with the providers from the health 
care system. While seeking care what are the difficulties they face or the ease with which 
they access care, the response of the health care system to the needs of the community. 
 
About the study: 
This study is being conducted in Gadag District, Karnataka as a part of the doctoral work. I 
would be interviewing village heads or representatives in the Thanda. This study is being 
conducted under the supervision of my guide, Professor Mala Ramanathan at AMCHSS. 
 
Participation and benefits: 
If you agree to participate in the study, then you would be required to answer a set of 
questions. The questions would be related to the people in the Thanda, access to resources, 
difficulties faced by the people in the community and the different health programs being 
carried out by the government. This would take about 30 to 45 minutes of your time. The 
information given by you would be recorded using a recording device and also in the form of 
notes. Recording the conversation would help me to analyse in detail later on. The study will 
not be on any benefit to you but it would help to find out the ways in which your community 
members interact with the health care system, the difficulties they face or faced and how the 
health care system caters to the needs of your people.  
 
Confidentiality of data: 
The information shared by you would be kept confidential and be used for research purpose. 
Only two persons, myself and my guide would have access to this information. Your 
individual identity would not be shared with anyone. 
 
Withdrawal from the study: 
You are free and have the right to refuse to answer any of the questions and can withdraw 
from the interview at any point of time and there would be no penalty for the same. 
 
If you have any clarifications regarding the study you can contact me or Dr Mala 
Ramanathan, member-secretary of the Institute Ethics Committee (IEC) of SCTIMST. 
 
Researcher      Guide and Member Secretary, IEC 
Bevin Vinay Kumar V N     Mala Ramanathan 
PhD Scholar      Professor 
AMCHSS, SCTIMST     AMCHSS, SCTIMST 
Mob- 9886482006     Tel- 0471- 2524234 
Email: bevinvinay@gmail.com   Email: mala@sctimst.ac.in 
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Understanding access to health care among Banjaras: An ethnographic study in Gadag District, 
Karnataka	

	
 

Consent Form 
 

I, ____________________________________________, aged ___ ___years declare that  

I have read and understood the information sheet for the study and have had the opportunity 
to as questions [ ]  

I understand that the participation in this study is voluntary and that I’m free to withdraw at 
any time and without giving any reasons [ ]  

I agree not to restrict the use of any data or results that arise from this study provided such a 
use is only for scientific purpose(s) [ ]  

I agree to take part in the study [ ]  

Place: ...........................     ID: ...................................� 

Date: ...........................     Signature: .................................... 

 

If the Participant is illiterate:��

Name of Witness: ............................................  

Signature of witness: ............................................  

 

Signature of Researcher: ............................................  
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§AeÁgÀ ̧ ÀªÀÄÄzÁAiÀÄzÀ°è DgÉÆÃUÀå gÀPÀëuÉ ¥ÀqÉAiÀÄÄªÀ ªÀiÁUÀðzÀ w½AiÀÄÄ«PÉ: PÀ£ÁðlPÀzÀ UÀzÀUÀ f¯ÉèAiÀÄ°è MAzÀÄ 

d£ÁAVÃAiÀÄ CzsÀåAiÀÄ£À 

 

ªÀiÁ»w ¥ÀÄl 

£Á£ÀÄ ̈ É«£ï «£ÀAiÀiï PÀÄªÀiÁgï «.J£ï., ¥Àæ¸ÀÄÛvÀzÀ°è "CZÀÄåvÀ ªÉÄ£À£ï ̧ÉAlgï ¥sÁgï ºÉ¯ïÛ ̧ÉÊ£ïì ̧ÀÖrÃ¸ï"(J.JªÀiï.¹.JZï.J¸ï.J¸ï), 

"²æÃ avÀæ wgÀÄ£Á¼ï E¤ì÷ÖlÆåmï ¥sÁgï ªÉÄrPÀ¯ï ¸ÉÊ£ïì¸ï DAqï mÉPÁß®f" (J¸ï.¹.n.L.JªÀiï.J¸ï.n) AiÀÄ°è £À£Àß ¦.JZï.r 

¥ÀzÀ« ªÀiÁqÀÄwgÀÄvÉÛÃ£É. 

CzÀgÀ MAzÀÄ ̈ sÁUÀªÁV £Á£ÀÄ "§AeÁgÀ ̧ÀªÀÄÄzÁAiÀÄzÀ°è DgÉÆÃUÀå gÀPÀëuÉ ¥ÀqÉAiÀÄÄªÀ ªÀiÁUÀðzÀ w½AiÀÄÄ«PÉ: PÀ£ÁðlPÀzÀ UÀzÀUÀ f¯ÉèAiÀÄ°è 

MAzÀÄ d£ÁAVÃAiÀÄ CzsÀåAiÀÄ£À" JA§ «µÀAiÀÄzÀ §UÉÎ CzsÀåAiÀÄ£À £ÀqÉ¸ÀÄwÛzÉÝÃ£É. 

 

CzsÀåAiÀÄ£ÀzÀ GzÉÝÃ±À: 

 

DgÉÆÃUÀå gÀPÀëuÁ ªÀåªÀ¸ÉÜAiÀÄ ̧ ÉÃªÁzÁgÀgÀ eÉÆvÉ §AeÁgÀ ̧ ÀªÀÄÄzÁAiÀÄzÀªÀgÀÄ AiÀiÁªÀ jÃwAiÀÄ°è ̧ ÀAªÀºÀ£É £ÀqÉ¸ÀÄvÁÛgÉAzÀÄ zÁR°¸ÀÄªÀ 

¥ÀæAiÀÄvÀß ªÀiÁqÀÄwÛzÉÝÃ£É. aQvÉì ¥ÀqÉAiÀÄÄªÁUÀ CªÀgÀÄ C£ÀÄ¨sÀ«¸ÀÄªÀ PÀµÀÖUÀ¼ÀÄ CxÀªÁ ¸ÀÄ®¨sÀªÁV aQvÉì ¥ÀqÉAiÀÄÄªÀ jÃw ºÁUÀÆ 

D ¸ÀªÀÄÄzÁAiÀÄzÀ d£ÀgÀ CUÀvÀåUÀ½UÉ DgÉÆÃUÀå gÀPÀëuÁ ªÀåªÀ¸ÉÜ ¸ÀàA¢¸ÀÄªÀ jÃwAiÀÄ£ÀÄß zÁR°¸ÀÄvÉÛÃ£É. 

 

CzsÀåAiÀÄ£ÀzÀ §UÉÎ: 

 

qÁPÀÖgÉÃmï ¥ÀzÀ«AiÀÄ MAzÀÄ ¨sÁUÀªÁV F CzsÀåAiÀÄ£ÀªÀ£ÀÄß PÀ£ÁðlPÀzÀ UÀzÀUÀ f¯ÉèAiÀÄ°è PÉÊUÉÆ¼Àî¯ÁUÀÄwÛzÉ. vÁAqÀzÀ°è£À ºÀ½î 

¥ÀæªÀÄÄRgÀ£ÀÄß CxÀªÁ ¥Àæw¤¢üUÀ¼À£ÀÄß £Á£ÀÄ ̧ ÀAzÀð²¸ÀÄvÉÛÃ£É. F CzsÀåAiÀÄ£ÀªÀÅ J.JªÀiï.¹.JZï.J¸ï.J¸ï £À £À£Àß ªÀiÁUÀðzÀ²ðUÀ¼ÁzÀ 

¥ÉÆæ. ªÀiÁ¯Á gÁªÀÄ£ÁxÀ£ïgÀªÀgÀ ªÀiÁUÀðzÀ±Àð£ÀzÀ CrAiÀÄ°è £ÀqÉAiÀÄÄvÀÛzÉ. 

  

¨sÁUÀªÀ»¸ÀÄ«PÉ ºÁUÀÆ ¯Á¨sÀUÀ¼ÀÄ: 

¤ÃªÀÅ F CzsÀåAiÀÄ£ÀzÀ°è ¥Á¯ÉÆÎ¼Àî®Ä M¦àzÀÝ°è PÉ®ªÀÅ ¥Àæ±ÉßUÀ¼À£ÀÄß GvÀÛj¸À¨ÉÃPÁUÀÄvÀÛzÉ. vÁAqÀzÀ°è£À d£ÀjUÉ, ̧ ÀA¥À£ÀÆä®UÀ¼À ®¨sÀåvÉ, 

¸ÀªÀÄÄzÁAiÀÄzÀ°è d£ÀgÀÄ C£ÀÄ¨sÀ«¸ÀÄªÀ PÀµÀÖUÀ¼ÀÄ ªÀÄvÀÄÛ ̧ÀPÁðgÀzÀ ªÀw¬ÄAzÀ £ÀqÉAiÀÄÄªÀ ««zsÀ DgÉÆÃUÀå PÁAiÀÄðPÀæªÀÄUÀ½UÉ ̧ÀA§AzsÀ¥ÀlÖ 

¥Àæ±ÉßUÀ½gÀÄvÀÛªÉ. EzÀÄ ¤ªÀÄä ̧ ÀÄªÀiÁgÀÄ 30 jAzÀ 45 ¤«ÄµÀUÀ¼À ̧ ÀªÀÄAiÀÄ vÉUÉzÀÄPÉÆ¼ÀÄîvÀÛzÉ. ¤ÃªÀÅ ¤ÃqÀÄªÀ ªÀiÁ»wAiÀÄ£ÀÄß gÉPÁqïð 

PÀÆqÀ ªÀiÁr  §gÀºÀzÀ gÀÆ¥ÀzÀ®Æè ̧ ÀºÀ ̧ ÀAUÀæ»¸À¯ÁUÀÄvÀÛzÉ. £ÀªÀÄä £ÀqÀÄªÉ £ÀqÉAiÀÄÄªÀ ªÀiÁvÀÄPÀxÉAiÀÄ£ÀÄß gÉPÁqïð ªÀiÁqÀÄªÀÅzÀjÃAzÀ 

£À£ÀUÉ ªÀÄÄAzÉ «ªÀgÀªÁV CzÀ£ÀÄß «±ÉèÃ²¸À®Ä ¸ÀºÀPÁjAiÀiÁUÀÄvÀÛzÉ. F CzsÀåAiÀÄ£À¢AzÀ ¤ªÀÄUÉ AiÀiÁªÀ jÃwAiÀÄ ¯Á¨sÀ«®è¢zÀÝgÀÆ , 

¤ªÀÄä d£ÁAUÀzÀªÀgÀÄ DgÉÆÃUÀå gÀPÀëuÁ ªÀåªÀ¸ÉÜAiÀÄ eÉÆvÉ £ÀqÉzÀÄPÉÆ¼ÀÄîªÀ jÃwAiÀÄ §UÉÎ, CªÀgÀÄUÀ¼ÀÄ C£ÀÄ¨sÀ«¹zÀ/ªÀ PÀµÀÖUÀ¼À §UÉÎ 

ºÁUÀÆ DgÉÆÃUÀå gÀPÀëuÁ ªÀåªÀ¸ÉÜAiÀÄÄ d£ÀgÀ ¨ÉÃrPÉUÀ¼À£ÀÄß ¥ÀÆgÉÊ¸ÀÄªÀ jÃwAiÀÄ£ÀÄß w½AiÀÄ®Ä ¸ÀºÀPÁjAiÀiÁVgÀÄvÀÛzÉ. 

 

ªÀiÁ»wAiÀÄ UË¥ÀåvÉ: 

¤ÃªÀÅ ¤ÃqÀÄªÀ ªÀiÁ»wAiÀÄ£ÀÄß UË¥ÀåªÁVj¸À¯ÁUÀÄvÀÛzÉ ºÁUÀÆ CzsÀåAiÀÄ£ÀPÉÌ ªÀiÁvÀæ G¥ÀAiÉÆÃV¸À¯ÁUÀÄvÀÛzÉ. PÉÃªÀ® E§âjUÉ, CAzÀgÉ 

£Á£ÀÄ ºÁUÀÆ £À£Àß ªÀiÁUÀðzÀ±ÀðPÀjUÉ ªÀiÁvÀæ F ªÀiÁ»wUÀ¼À ®¨sÀåvÉ EgÀÄvÀÛzÉ. ¤ªÀÄä ªÀAiÀÄåQÛPÀ UÀÄgÀÄvÀ£ÀÄß AiÀiÁgÉÆA¢UÀÆ 

ºÀAaPÉÆ¼Àî¯ÁUÀÄªÀÅ¢®è. 

 

CzsÀåAiÀÄ£À¢AzÀ »AzÉ ¸ÀjAiÀÄÄªÀÅzÀÄ: 

¤ÃªÀÅ §AiÀÄ¹zÀ°è AiÀiÁªÀ ¥Àæ±ÉßUÀ½UÁzÀgÀÆ GvÀÛj¸ÀzÉÃ EgÀÄªÀ ºÀQÌzÉ ªÀÄvÀÄÛ ¸ÀAzÀð±À£ÀzÀ AiÀiÁªÀ WÀlÖzÀ¯ÁèzÀgÀÆ CzÀjAzÀ »AzÉ 

¸ÀjAiÀÄ§ºÀÄzÁVzÉ. EzÀPÉÌ AiÀiÁªÀ jÃwAiÀÄ ±ÀÄ®ÌªÀ£ÀÄß «¢ü¸À¯ÁUÀÄªÀÅ¢®è. 

F CzsÀåAiÀÄ£ÀzÀ §UÉÎ ¤ªÀÄUÉ AiÀiÁªÀ jÃwAiÀÄ ¸Àà¶ÖÃPÀgÀt ¨ÉÃQÌzÀÝgÀÆ ¤ÃªÀÅ £À£Àß£ÀÄß CxÀªÁ qÁ. ªÀiÁ¯Á gÁªÀÄ£ÁxÀ£ï, 

J¸ï.¹.n.L.JªÀiï.J¸ï.n AiÀÄ E¤ì÷ÖlÆåmï JyPïì PÀ«Än(L.E.¹)AiÀÄ ¸ÀzÀ¸Àå-PÁAiÀÄðzÀ²ðAiÀÄ£ÀÄß ¸ÀA¥ÀQð¸À§ºÀÄzÀÄ. 

 

¸ÀA±ÉÆÃzsÀPÀ                                              ªÀiÁUÀðzÀ²ð ªÀÄvÀÄÛ ¸ÀzÀ¸Àå- PÁAiÀÄðzÀ²ð,L.E.¹ 

¨É«£ï «£ÀAiÀiï PÀÄªÀiÁgï «.J£ï                             ªÀiÁ¯Á gÁªÀÄ£ÁxÀ£ï 

¦.JZï.r «zÁåyð                                        ¥ÉÆæ¥sÉ¸Àgï 

ªÉÆ¨ÉÊ¯ï: 9886482006        Tel- 0471- 2524234 
F ªÉÄÊ¯ï: bevinvinay@gmail.com      F ªÉÄÊ¯ï: mala@sctimst.ac.in 
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ಷಮಮತಿ  ಩ತರ 
 

ನಹನು , ___________________________________ , ಴ಯಸ್್ನ ___ ___ ಴ಶಾಗ್ಳ ಎೆಂದು ಘೂೇಷ್ಷಲು 
 
ನಹನು ಒದಲು ಮತು್ ಅಧಯಯನ ಮಹಹಿತಿ ಹಹಳೆ ಅಥಾ ಮತು್ ಩ರಶಾಗ್ಳನುಾ ಕೆೇಳಲು ಅ಴ಕ್ಹವ ನ್ಸ್ೇಡ್ಱಹಯಿತು [   ] 
ನಹನು ಈ ಅಧಯಯನದಲ್ಲಿ ಪಹಲ್ಲೂೆಳುಳವಿಕೆಯನುಾ ಷಿಯೆಂ಩ರೇರಿತ ಎೆಂದು ಅಥಾ ಮತು್ ನಹನು ಯಹ಴಺ದೆೇ ಷಮಯದಲ್ಲಿ 
ಮತು್ ಯಹ಴಺ದೆೇ ಕ್ಹರಣ ನ್ಸ್ೇಡ್ದೆ ಹಿೆಂದಕೆಾ ತಗೆದುಕೊಳಳಬಸುದು  [   ] 
 
ನಹನು ಈ ಅಧಯಯನದೆಂದ ಉದಭವಿಷು಴ ಯಹ಴಺ದೆೇ ಡೆೇಟಹ ಅಥವಹ ಬಳಷು಴಺ದರಿೆಂದಹಗ್ ನ್ಸ್ಬಾೆಂಧಿಷಲು ಇೆಂತಸ ಬಳಕೆಯು 
ವೈಜ್ಞಹನ್ಸ್ಕ ಉದೆದೇವಕ್ಹಾಗ್ ಮಹತರ ಑ದಗ್ಷಲು ಑಩಺ಪತ್ೇನ  [   ] 
 
ನಹನು ಅಧಯಯನದಲ್ಲಿ ಭಹಗ್಴ಹಿಷಲು ಑ಪಪಕೊಳುಳತ್ೇನ  [   ] 
  
 
ಷಥಳ…………………………………..     ಐಡ………………………………………….. 
ದನಹೆಂಕ……………………………………….    ಷಹಿ………………………………………….. 
 
ಪಹಲ್ಲೂೆಳುಳ಴಴ರು ಅನಕ್ಷರಷಥ ವಹಗ್ದದರ: 
 
ಸ್ಹಕ್ಷಿಯ ಹಷರು…………………………………………………   ಸ್ಹಕ್ಷಿಯ ಷಹಿ……………………………… 
 
ಷೆಂಶೂೇಧಕ ಷಹಿ…………………………………….. 
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Understanding access to health care among Banjaras: An ethnographic study in Gadag District, 
Karnataka	

	
	

Information sheet 
 

I am Bevin Vinay Kumar V N, currently pursuing my PhD at Achutha Menon Centre for 
Health Science Studies (AMCHSS), Sree ChitraTirunal Institute for Medical Sciences and 
Technology (SCTIMST). As a part of my PhD work I’m doing a study titled “Understanding 
access to health care among Banjaras: An ethnographic study in Gadag District, Karnataka”	
 
Purpose of the study: 
I’m trying to document the function of the health care system in the Thandas where the 
Banjaras reside, the different health programs being carried out and the response of the 
Banjaras to the health care system. 
 
About the study: 
This study is being conducted in Gadag District, Karnataka as a part of the doctoral work. I 
would be interviewing different providers ranging from doctors, nurses, para medical staff 
and field workers. This study is being conducted under the supervision of my guide, 
Professor Mala Ramanathan at AMCHSS. 
 
Participation and benefits: 
If you agree to participate in the study, then you would be required to answer a set of 
questions. The questions would be related to the functioning of the health centre, the various 
activities being carried out, health problems in the thandas and their response to the health 
system. This would take about 30 to 45 minutes of your time. The information given by you 
would be recorded using a recording device and also in the form of notes. Recording the 
conversation would help me to analyse in detail later on. The study will not be on any benefit 
to you but it would help to find out how the health system functions in a Thanda and caters to 
the needs of the people there. 
 
Confidentiality of data: 
The information shared by you would be kept confidential and be used for research purpose. 
Only two persons, myself and my guide would have access to this information. Your 
individual identity would not be shared with anyone. 
 
Withdrawal from the study: 
You are free and have the right to refuse to answer any of the questions and can withdraw 
from the interview at any point of time and there would be no penalty for the same. 
 
If you have any clarifications regarding the study you can contact me or Dr Mala 
Ramanathan, member-secretary of the Institute Ethics Committee (IEC) of SCTIMST. 
 
Researcher      Guide and Member Secretary, IEC 
Bevin Vinay Kumar V N     Mala Ramanathan 
PhD Scholar      Professor 
AMCHSS, SCTIMST     AMCHSS, SCTIMST 
Mob- 9886482006     Tel- 0471- 2524234 
Email: bevinvinay@gmail.com   Email: mala@sctimst.ac.in 
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Understanding access to health care among Banjaras: An ethnographic study in Gadag District, 
Karnataka	

	
	

 
Consent Form 

 
I, ____________________________________________, aged ___ ___years declare that  

I have read and understood the information sheet for the study and have had the opportunity 
to as questions [ ]  

I understand that the participation in this study is voluntary and that I’m free to withdraw at 
any time and without giving any reasons [ ]  

I agree not to restrict the use of any data or results that arise from this study provided such a 
use is only for scientific purpose(s) [ ]  

I agree to take part in the study [ ]  

Place: ...........................     ID: ...................................� 

Date: ...........................     Signature: .................................... 

 

If the Participant is illiterate:��

Name of Witness: ............................................  

Signature of witness: ............................................  

 

Signature of Researcher: ............................................  
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§AeÁgÀ ¸ÀªÀÄÄzÁAiÀÄzÀ°è DgÉÆÃUÀå gÀPÀëuÉ ¥ÀqÉAiÀÄÄªÀ ªÀiÁUÀðzÀ w½AiÀÄÄ«PÉ: PÀ£ÁðlPÀzÀ UÀzÀUÀ f¯ÉèAiÀÄ°è 

MAzÀÄ d£ÁAVÃAiÀÄ CzsÀåAiÀÄ£À  

ªÀiÁ»w ¥ÀÄl 

£Á£ÀÄ ¨É«£ï «£ÀAiÀiï PÀÄªÀiÁgï «.J£ï., ¥Àæ¸ÀÄÛvÀzÀ°è "CZÀÄåvÀ ªÉÄ£À£ï ¸ÉAlgï ¥sÁgï ºÉ¯ïÛ ¸ÉÊ£ïì 

¸ÀÖrÃ¸ï"(J.JªÀiï.¹.JZï.J¸ï.J¸ï), "²æÃ avÀæ wgÀÄ£Á¼ï E¤ì÷ÖlÆåmï ¥sÁgï ªÉÄrPÀ¯ï ¸ÉÊ£ïì¸ï DAqï mÉPÁß®f" 

(J¸ï.¹.n.L.JªÀiï.J¸ï.n) AiÀÄ°è £À£Àß ¦.JZï.r ¥ÀzÀ« ªÀiÁqÀÄwgÀÄvÉÛÃ£É. 

CzÀgÀ MAzÀÄ ¨sÁUÀªÁV £Á£ÀÄ "§AeÁgÀ ¸ÀªÀÄÄzÁAiÀÄzÀ°è DgÉÆÃUÀå gÀPÀëuÉ ¥ÀqÉAiÀÄÄªÀ ªÀiÁUÀðzÀ w½AiÀÄÄ«PÉ: PÀ£ÁðlPÀzÀ UÀzÀUÀ 

f¯ÉèAiÀÄ°è MAzÀÄ d£ÁAVÃAiÀÄ CzsÀåAiÀÄ£À" JA§ «µÀAiÀÄzÀ §UÉÎ CzsÀåAiÀÄ£À £ÀqÉ¸ÀÄwÛzÉÝÃ£É. 

 

CzsÀåAiÀÄ£ÀzÀ GzÉÝÃ±À: 

vÁAqÀ ¥ÀæzÉÃ±ÀzÀ°è ªÁ¹¸ÀÄªÀ §AeÁgÀgÀ°è ¥ÀæZÀ°vÀ«gÀÄªÀ DgÉÆÃUÀå gÀPÀëuÁ ªÀåªÀ¸ÉÜAiÀÄ PÁAiÀÄðZÀ®£ÉAiÀÄ£ÀÄß ,  §AeÁgÀgÀ°è 

¥ÀæZÀ°vÀ«gÀÄªÀ ««zsÀ DgÉÆÃUÀå PÁAiÀÄðPÀæªÀÄUÀ¼À §UÉÎ ªÀÄvÀÄÛ CªÀgÀÄUÀ½AzÀ CzÀQÌgÀÄªÀ ¥ÀæwQAiÉÄAiÀÄ §UÉÎ zÁR°¸ÀÄªÀ ¥ÀæAiÀÄvÀß 

£À£ÀßzÀÄ. 

 

CzsÀåAiÀÄ£ÀzÀ §UÉÎ:  

qÁPÀÖgÉÃmï ¥ÀzÀ«AiÀÄ MAzÀÄ ¨sÁUÀªÁV F CzsÀåAiÀÄ£ÀªÀ£ÀÄß PÀ£ÁðlPÀzÀ UÀzÀUÀ f¯ÉèAiÀÄ°è PÉÊUÉÆ¼Àî¯ÁUÀÄwÛzÉ. 

««zsÀ ¸ÉÃªÉUÀ¼À£ÀÄß ¥ÀÆgÉÊ¸ÀÄªÀ ªÉÊzÀågÀÄ, zÁ¢AiÀÄgÀÄ, CgÉªÉÊzÀåQÃAiÀÄ ¹§âA¢ ºÁUÀÆ PÉëÃvÀæ PÁAiÀÄðPÀvÀðgÀ£ÀÄß ¸ÀAzÀð±À£À 

ªÀiÁqÀ°zÉÝÃ£É. F CzsÀåAiÀÄ£ÀªÀÅ J.JªÀiï.¹.JZï.J¸ï.J¸ï £À £À£Àß ªÀiÁUÀðzÀ²ðUÀ¼ÁzÀ ¥ÉÆæ. ªÀiÁ¯Á gÁªÀÄ£ÁxÀ£ïgÀªÀgÀ 

ªÀiÁUÀðzÀ±Àð£ÀzÀ CrAiÀÄ°è £ÀqÉAiÀÄÄvÀÛzÉ. 

 

¨sÁUÀ«¸ÀÄ«PÉ ªÀÄvÀÄÛ ¯Á¨sÀ: 

¤ÃªÀÅ F CzsÀåAiÀÄ£ÀzÀ°è ¥Á¯ÉÆÎ¼Àî®Ä M¦àzÀÝ°è PÉ®ªÀÅ ¥Àæ±ÉßUÀ¼À£ÀÄß GvÀÛj¸À¨ÉÃPÁUÀÄvÀÛzÉ. DgÉÆÃUÀå PÉÃAzÀæzÀ PÁAiÀÄð¤ªÀðuÉ, 

C°è £ÀqÉAiÀÄÄªÀ ««zsÀ ZÀlÄªÀnPÉUÀ¼ÀÄ, vÁAqÀ ¥ÀæzÉÃ±ÀzÀ°ègÀÄªÀ DgÉÆÃUÀå ¸ÀªÀÄ¸ÉåUÀ¼ÀÄ ªÀÄvÀÄÛ DgÉÆÃUÀå ªÀåªÀ¸ÉÜAiÀÄ §UÉÎ 

CªÀgÀÄUÀ¼À ¥ÀæwQæAiÉÄUÀ¼À «ZÁgÀªÁV ¥Àæ±ÉßUÀ½gÀÄvÀÛªÉ. EzÀÄ ¤ªÀÄä ¸ÀÄªÀiÁgÀÄ 30 jAzÀ 45 ¤«ÄµÀUÀ¼À ¸ÀªÀÄAiÀÄ 

vÉUÉzÀÄPÉÆ¼ÀÄîvÀÛzÉ. ¤ÃªÀÅ ¤ÃqÀÄªÀ ªÀiÁ»wAiÀÄ£ÀÄß gÉPÁqïð PÀÆqÀ ªÀiÁr  §gÀºÀzÀ gÀÆ¥ÀzÀ®Æè ¸ÀºÀ ¸ÀAUÀæ»¸À¯ÁUÀÄvÀÛzÉ. £ÀªÀÄä 

£ÀqÀÄªÉ £ÀqÉAiÀÄÄªÀ ªÀiÁvÀÄPÀxÉAiÀÄ£ÀÄß gÉPÁqïð ªÀiÁqÀÄªÀÅzÀjÃAzÀ £À£ÀUÉ ªÀÄÄAzÉ «ªÀgÀªÁV CzÀ£ÀÄß «±ÉèÃ²¸À®Ä 

¸ÀºÀPÁjAiÀiÁUÀÄvÀÛzÉ. F CzsÀåAiÀÄ£À¢AzÀ ¤ªÀÄUÉ AiÀiÁªÀ vÀgÀºÀzÀ ¯Á¨sÀUÀ½î®è¢zÀÝgÀÆ, vÁAqÀ ¥ÀæzÉÃ±ÀzÀ°è DgÉÆÃUÀå ªÀåªÀ¸ÉÜAiÀÄÄ 

ºÉÃUÉ PÁAiÀÄð¤ªÀ»¸ÀÄvÀÛzÉ ºÁUÀÆ CªÀgÀÄUÀ¼À CUÀvÀåUÀ¼À£ÀÄß ºÉÃUÉ ¥ÀÆgÉÊ¸ÀÄvÀÛzÉ JAzÀÄ w½AiÀÄÄªÀ°è ¸ÀºÁAiÀÄ ªÀiÁqÀÄvÀÛzÉ. 

 

ªÀiÁ»wAiÀÄ UË¥ÀåvÉ: 

¤ÃªÀÅ ¤ÃqÀÄªÀ ªÀiÁ»wAiÀÄ£ÀÄß UË¥ÀåªÁVj¸À¯ÁUÀÄvÀÛzÉ ºÁUÀÆ CzsÀåAiÀÄ£ÀPÉÌ ªÀiÁvÀæ G¥ÀAiÉÆÃV¸À¯ÁUÀÄvÀÛzÉ. PÉÃªÀ® E§âjUÉ, 

CAzÀgÉ £Á£ÀÄ ºÁUÀÆ £À£Àß ªÀiÁUÀðzÀ±ÀðPÀjUÉ ªÀiÁvÀæ F ªÀiÁ»wUÀ¼À ®¨sÀåvÉ EgÀÄvÀÛzÉ. ¤ªÀÄä ªÀAiÀÄåQÛPÀ UÀÄgÀÄvÀ£ÀÄß 

AiÀiÁgÉÆA¢UÀÆ ºÀAaPÉÆ¼Àî¯ÁUÀÄªÀÅ¢®è. 

 

CzsÀåAiÀÄ£À¢AzÀ »AzÉ ¸ÀjAiÀÄÄªÀÅzÀÄ: 

¤ÃªÀÅ §AiÀÄ¹zÀ°è AiÀiÁªÀ ¥Àæ±ÉßUÀ½UÁzÀgÀÆ GvÀÛj¸ÀzÉÃ EgÀÄªÀ ºÀQÌzÉ ªÀÄvÀÄÛ ¸ÀAzÀð±À£ÀzÀ AiÀiÁªÀ WÀlÖzÀ¯ÁèzÀgÀÆ CzÀjAzÀ 

»AzÉ ¸ÀjAiÀÄ§ºÀÄzÁVzÉ. EzÀPÉÌ AiÀiÁªÀ jÃwAiÀÄ ±ÀÄ®ÌªÀ£ÀÄß «¢ü¸À¯ÁUÀÄªÀÅ¢®è. 

F CzsÀåAiÀÄ£ÀzÀ §UÉÎ ¤ªÀÄUÉ AiÀiÁªÀ jÃwAiÀÄ ¸Àà¶ÖÃPÀgÀt ¨ÉÃQÌzÀÝgÀÆ ¤ÃªÀÅ £À£Àß£ÀÄß CxÀªÁ qÁ. ªÀiÁ¯Á gÁªÀÄ£ÁxÀ£ï, 

J¸ï.¹.n.L.JªÀiï.J¸ï.n AiÀÄ E¤ì÷ÖlÆåmï JyPïì PÀ«Än(L.E.¹)AiÀÄ ¸ÀzÀ¸Àå-PÁAiÀÄðzÀ²ðAiÀÄ£ÀÄß ¸ÀA¥ÀQð¸À§ºÀÄzÀÄ. 

 

¸ÀA±ÉÆÃzsÀPÀ                                        ªÀiÁUÀðzÀ²ð ªÀÄvÀÄÛ ¸ÀzÀ¸Àå- PÁAiÀÄðzÀ²ð,L.E.¹ 

¨É«£ï «£ÀAiÀiï PÀÄªÀiÁgï «.J£ï                         ªÀiÁ¯Á gÁªÀÄ£ÁxÀ£ï 

¦.JZï.r «zÁåyð                                   ¥ÉÆæ¥sÉ¸Àgï 

ªÉÆ¨ÉÊ¯ï: 9886482006       Tel- 0471- 2524234 
F ªÉÄÊ¯ï: bevinvinay@gmail.com     F ªÉÄÊ¯ï: mala@sctimst.ac.in 
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ಷಮಮತಿ  ಩ತರ 
 

ನಹನು , ___________________________________ , ಴ಯಸ್್ನ ___ ___ ಴ಶಾಗ್ಳ ಎೆಂದು ಘೂೇಷ್ಷಲು 
 
ನಹನು ಒದಲು ಮತು್ ಅಧಯಯನ ಮಹಹಿತಿ ಹಹಳೆ ಅಥಾ ಮತು್ ಩ರಶಾಗ್ಳನುಾ ಕೆೇಳಲು ಅ಴ಕ್ಹವ ನ್ಸ್ೇಡ್ಱಹಯಿತು [   ] 
ನಹನು ಈ ಅಧಯಯನದಲ್ಲಿ ಪಹಲ್ಲೂೆಳುಳವಿಕೆಯನುಾ ಷಿಯೆಂ಩ರೇರಿತ ಎೆಂದು ಅಥಾ ಮತು್ ನಹನು ಯಹ಴಺ದೆೇ ಷಮಯದಲ್ಲಿ 
ಮತು್ ಯಹ಴಺ದೆೇ ಕ್ಹರಣ ನ್ಸ್ೇಡ್ದೆ ಹಿೆಂದಕೆಾ ತಗೆದುಕೊಳಳಬಸುದು  [   ] 
 
ನಹನು ಈ ಅಧಯಯನದೆಂದ ಉದಭವಿಷು಴ ಯಹ಴಺ದೆೇ ಡೆೇಟಹ ಅಥವಹ ಬಳಷು಴಺ದರಿೆಂದಹಗ್ ನ್ಸ್ಬಾೆಂಧಿಷಲು ಇೆಂತಸ ಬಳಕೆಯು 
ವೈಜ್ಞಹನ್ಸ್ಕ ಉದೆದೇವಕ್ಹಾಗ್ ಮಹತರ ಑ದಗ್ಷಲು ಑಩಺ಪತ್ೇನ  [   ] 
 
ನಹನು ಅಧಯಯನದಲ್ಲಿ ಭಹಗ್಴ಹಿಷಲು ಑ಪಪಕೊಳುಳತ್ೇನ  [   ] 
  
 
ಷಥಳ…………………………………..     ಐಡ………………………………………….. 
ದನಹೆಂಕ……………………………………….    ಷಹಿ………………………………………….. 
 
ಪಹಲ್ಲೂೆಳುಳ಴಴ರು ಅನಕ್ಷರಷಥ ವಹಗ್ದದರ: 
 
ಸ್ಹಕ್ಷಿಯ ಹಷರು…………………………………………………   ಸ್ಹಕ್ಷಿಯ ಷಹಿ……………………………… 
 
ಷೆಂಶೂೇಧಕ ಷಹಿ…………………………………….. 
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Understanding access to health care among Banjaras: An ethnographic study in Gadag District, 
Karnataka	

	
	

Information sheet 
 

I am Bevin Vinay Kumar V N, currently pursuing my PhD at Achutha Menon Centre for 
Health Science Studies (AMCHSS), Sree ChitraTirunal Institute for Medical Sciences and 
Technology (SCTIMST). As a part of my PhD work I’m doing a study titled “Understanding 
access to health care among Banjaras: An ethnographic study in Gadag District, Karnataka”	
 
Purpose of the study: 
I am trying to document the functioning of the health care system which caters to the villages 
and Thandas where the Banjaras reside. I would like to observe the functioning of the health 
facility and the interactions of the professionals with those seeking care.  
 
About the study: 
This study is being conducted in Gadag District, Karnataka as a part of the doctoral work. I 
would be observing the functioning of the health facility, the type of care being provided, the 
users of care and interactions between provider and user. This study is being conducted under 
the supervision of my guide, Professor Mala Ramanathan at AMCHSS. 
 
Participation and benefits: 
If you agree to participate in the study, then you would be required to permit me to observe 
the various functioning of the health facility, day to day activities being carried out and the 
interactions of the staff with the users of care. These observations would be made without 
causing any inconvenience to any staff or functioning of the health facility. At any point, you 
can restrict my access to specific sites for reasons related to privacy of patients or others who 
work in the facility. Observations would be recorded in the form of field notes which would 
be analysed. The study will not be on any benefit to you but it would help to find out the 
functioning of the health facility and how it caters to the needs of the people of the village 
and thanda. 
 
Confidentiality of data: 
The observations made would be kept confidential and be used for research purpose. Only 
two persons, myself and my guide would have access to this information. The identity of the 
health centre or specific individuals working with it or using it will not be shared with 
anyone. 
 
Withdrawal from the study: 
You are free and have the right to refuse to allow me from observing the functioning and can 
withdraw your permission for observation at any point of time and there would be no penalty 
for the same. 
 
If you have any clarifications regarding the study you can contact me or Dr Mala 
Ramanathan, member-secretary of the Institute Ethics Committee (IEC) of SCTIMST. 
 
Researcher      Guide and Member Secretary, IEC 
Bevin Vinay Kumar V N     Mala Ramanathan 
PhD Scholar      Professor 
AMCHSS, SCTIMST     AMCHSS, SCTIMST 
Mob- 9886482006     Tel- 0471- 2524234 
Email: bevinvinay@gmail.com   Email: mala@sctimst.ac.in 
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Understanding access to health care among Banjaras: An ethnographic study in Gadag District, 
Karnataka	

	
	

 
Consent Form 

 
I, ____________________________________________, aged ___ ___years declare that  

I have read and understood the information sheet for the study and have had the opportunity 
to ask questions [ ]  

I understand that the participation in this study is voluntary and that I’m free to withdraw 
permission for observation at any time and without giving any reasons [ ]  

I agree not to restrict the use of any data or results that arise from this study provided such a 
use is only for scientific purpose(s) [ ]  

I agree to take part in the study [ ]  

Place: ...........................     ID: ...................................� 

Date: ...........................     Signature: .................................... 

 

 

Signature of Researcher: ............................................  
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Understanding access to health care among Banjaras: An ethnographic study in Gadag District, 
Karnataka 

 
Interview Guidelines- Community members 

 

I’m trying to understand about what you did when you or anybody in the family was sick, 

how you got treatment and what happened when you visited the hospital and what the  health 

care providers said to you and what happened with the treatment.  

1. What were the symptoms that caused you to become recognise that you or somebody in 

the family was sick? How do you know that this is an illness that needs care? 

2. What did you do? Did you provide any treatment? What are all the things you did by way 

of treatment or care at home? Why did you consider treatment outside home? Where did 

you go? When did you go there?  

3. Why did you go to this particular provider? Is there any reason for going there? How is 

this provider different from others? 

4. Can you describe the interaction with this provider? 

5. How would you describe your relations with this provider? Do all persons enjoy similar 

relations with him/her? Why is there a difference?  

6. Would you send people like you to this provider for treatment? Why? Why not? 

(if reporting negative treatment or discrimination) –when things like this happen, how do 

people like you deal with it? What do you do?  

7. What have you heard about others experience in that setup? 

8. What were the experiences they mentioned to you within this system? (explore- are all 

the places the same? What were the places where you had a similar experience? How will 

you describe your experiences in those places? 

 

(Observe for expression or body languages during the conversation) 
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§AeÁgÀ ¸ÀªÀÄÄzÁAiÀÄzÀ°è DgÉÆÃUÀå gÀPÀëuÉ ¥ÀqÉAiÀÄÄªÀ ªÀiÁUÀðzÀ w½AiÀÄÄ«PÉ: PÀ£ÁðlPÀzÀ UÀzÀUÀ 

f¯ÉèAiÀÄ°è MAzÀÄ d£ÁAVÃAiÀÄ CzsÀåAiÀÄ£À 

 

¸ÀAzÀð±À£ÀzÀ ªÀiÁUÀð¸ÀÆaUÀ¼ÀÄ- ¸ÀªÀÄÄzÁAiÀÄzÀ ¸ÀzÀ¸ÀågÀÄ 

 

¤ÃªÀÅ CxÀªÁ ¤ªÀÄä PÀÄlÄA§zÀªÀgÀÄ C£ÁgÉÆÃUÀå ¦ÃrvÀgÁzÁUÀ K£ÀÄ ªÀiÁr¢j, aQvÉìAiÀÄ 

«zsÁ£ÀUÀ¼ÀÄ ºÁUÀÆ DgÉÆÃUÀå ¸ÉÃªÁzÁgÀgÀ eÉÆvÉ ¤ªÀÄä ªÀiÁvÀÄPÀvÉUÀ¼À §UÉÎ w½AiÀÄ®Ä 

AiÀÄwß¸ÀÄwÛzÉÝÃ£É. 

 

1. ¤ÃªÀÅ DxÀªÁ ¤ªÀÄä ªÀÄ£ÉAiÀÄªÀgÀ DgÉÆÃUÀå ¸Àj¬Ä®è JAzÀÄ w½AiÀÄ®Ä AiÀiÁªÀ 

gÉÆÃUÀ®PÀëtUÀ¼ÀÄ PÁgÀtªÁzÀªÀÅ?  

2. ¤ÃªÀÅ K£ÀÄ ªÀiÁr¢j? ¤ÃªÀÅ AiÀiÁªÀÅzÁzÀgÀÆ aQvÉì ¤Ãr¢gÉÃ? aQvÉìAiÀÄ gÀÆ¥ÀzÀ°è K£ÀÄ 

ªÀiÁr¢j DxÀªÁ ªÀÄ£ÉAiÀÄ°è ºÉÃUÉ DgÉÊPÉ ªÀiÁr¢j? ªÀÄ£ÉAiÀÄ aQvÉìAiÀÄ®èzÉÃ ºÉÆgÀUÀqÉ aQvÉì 

vÉUÉzÀÄPÉÆ¼ÀÄîªÀ §UÉÎ KPÉ AiÉÆÃa¹¢j? aQvÉìUÁV J°è ºÉÆÃ¢j? ªÀÄvÀÄÛ AiÀiÁªÁUÀ? 

3. D ¸ÉÃªÁzÁgÀgÀ §½AiÉÄÃ ºÉÆÃUÀ®Ä PÁgÀt? 

4. F ¸ÉÃªÁzÁgÀgÀ eÉÆvÉ ¤ªÀÄä ªÀiÁvÀÄPÀvÉAiÀÄ «ªÀgÀ w½¸ÀÄ«gÁ? 

5. F ¸ÉÃªÁzÁgÀgÀ eÉÆvÉ ¤ªÀÄä ¸ÀA§AzsÀ ºÉÃUÉ? ¨ÉÃgÉ J®ègÀÆ CªÀgÉÆA¢UÉ EzÉÃ vÀgÀºÀzÀ 

¸ÀA§AzsÀ ElÄÖPÉÆArzÁÝgÉAiÉÄÃ? ªÀåvÁå¸ÀPÉÌ PÁgÀtUÀ¼ÉÃ£ÀÄ? 

6. ¤ªÀÄäAvÀºÀ d£ÀgÀ£ÉßÃ F ¸ÉÃªÁzÁgÀgÀ §½ PÀ½¸À®Ä EaÒ¸ÀÄwÛÃgÀ? AiÀiÁPÉ? E®èªÁzÀ°è 

AiÀiÁPÉ? («gÀÄzÀÞ aQvÉì CxÀªÁ ¨ÉÃzsÀ¨sÁªÀ)-F jÃw DzÁUÀ ¤ªÀÄäAvÀºÀ d£ÀgÀÄ CzÀ£ÀÄß ºÉÃUÉ 

¤¨sÁ¬Ä¸ÀÄwÛÃgÀ? K£ÀÄ ªÀiÁqÀÄwÛÃgÀ? 

7. F jÃwAiÀÄ C£ÀÄ¨sÀªÀUÀ¼À §UÉÎ ¸ÀªÀÄÄzÁAiÀÄzÀ°è ¨ÉÃjAiÀÄªÀgÀÄ ºÉÃ½zÁgÉAiÉÄÃ? 

 

(ªÀiÁvÀÄPÀvÉAiÀÄ ¸ÀªÀÄAiÀÄzÀ°è CªÀgÀ ªÀÄÄR¨sÁªÀ ºÁUÀÆ zÉÃºÀZÀ®£ÉAiÀÄ §UÉÎ UÀªÀÄ£ÀºÀj¸À¨ÉÃPÀÄ)     
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Understanding access to health care among Banjaras: An ethnographic study in Gadag District, 
Karnataka 

 
 
Interview Guidelines- Village leaders/ward members/panchayat representatives 

I’m trying to understand more about your community, your way of life, the relationship that 

you share with others in the village and the interactions with the health care providers. 

 

1. Can you tell me about the history of your people and how you settled in the ‘thanda’ 

here? 

2. What are the kind of occupations that people here are engaged in? Do they own lands or 

business or work for others? What kind of jobs can they do and what can or do they not 

do? Why is it so? 

3. What are the kinds of representation available to the community in the local body or the 

constituency? 

4. How would you describe the relationship between the Banjaras and the others in the 

village? Why do you say that? 

5. What are the benefits or schemes being implemented or active by the government? 

6. What are the difficulties faced by the community and what as been done about it? 

7. How often do health workers (like ASHA or ANM) visit the thanda and the houses and 

what problems do they experience in functioning? 

8. Diseases that are common in the thanda and remedial measures that are taken by the govt 

system?  

9. Where do members in the community go for seeking healthcare for ailments? Are there 

any difficulties faced by them? 

10. There are reports of people being treated badly in hospitals or clinics because of their 

caste. Have you experienced or heard of any such behaviour experienced by others in 

these places? If so, what had happened- can you describe the incident or what you have 

heard? Was anything done about this experience? if any 

11. Have you been involved or intervened in any kind of conflict situation between the 

Banjaras and non banjaras? 

12. How have the persons in the health systems related to the community? (according to you) 

A14 Interview Guidelines for Community leaders- Phase 1
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§AeÁgÀ ¸ÀªÀÄÄzÁAiÀÄzÀ°è DgÉÆÃUÀå gÀPÀëuÉ ¥ÀqÉAiÀÄÄªÀ ªÀiÁUÀðzÀ w½AiÀÄÄ«PÉ: PÀ£ÁðlPÀzÀ UÀzÀUÀ 
f¯ÉèAiÀÄ°è MAzÀÄ d£ÁAVÃAiÀÄ CzsÀåAiÀÄ£À 
 
¸ÀAzÀð±À£ÀzÀ ªÀiÁUÀð¸ÀÆaUÀ¼ÀÄ- UÁæªÀÄzÀ ¥ÀæªÀÄÄRgÀÄ/ªÁqïð ¸ÀzÀ¸ÀågÀÄ/¥ÀAZÁAiÀÄvï ¥Àæw¤¢üUÀ¼ÀÄ 
 
¤ªÀÄä ¸ÀªÀÄÄzÁAiÀÄ, fÃªÀ£À ±ÉÊ°, ¤ªÀÄä ºÀ½îAiÀÄ°è ¤ÃªÀÅ EvÀgÀgÉÆA¢UÉ ElÄÖPÉÆArgÀÄªÀ 
¸ÀA§AzsÀ, ºÁUÀÆ ¤ªÀÄä DgÉÆÃUÀå ¸ÉÃªÁzÁgÀgÀ eÉÆvÉ ¤ªÀÄä ¸ÀAªÀºÀ£ÉAiÀÄ §UÉÎ ºÉZÀÄÑ 
w½zÀÄPÉÆ¼Àî®Ä ¥ÀæAiÀÄwß¸ÀÄwÛzÉÝÃ£É. 
 
1. ¤ªÀÄä d£ÀgÀ EwºÁ¸À ºÁUÀÆ ¤ÃªÀÅ E°è, vÁAqÀzÀ°è, §AzÀÄ £É¯É¹zÀ jÃwAiÀÄ£ÀÄß £À£ÀUÉ 
w½¸ÀÄwÛÃgÀ? 
2. E°èAiÀÄ d£ÀgÀÄ AiÀiÁªÀ jÃwAiÀÄ GzÉÆåÃUÀ¼À°è vÉÆqÀV¹PÉÆArzÁÝgÉ? CªÀgÀ §½ ¸ÀéAvÀ 
d«ÄÃ£ÀÄ EzÉAiÉÄÃ CxÀªÁ ªÀåªÀºÁgÀzÀ°è vÉÆqÀV¹PÉÆArzÁÝgÀAiÉÄÃ CxÀªÁ ¨ÉÃgÉAiÀÄªÀgÀ §½ 
PÉ®¸À ªÀiÁqÀÄvÁÛgÉAiÉÄÃ? 
3. ¸ÀªÀÄÄzÁAiÀÄzÀ d£ÀgÀÄ ¸ÀÜ½ÃAiÀÄ ¸ÀA¸ÉÜUÀ¼À°è CxÀªÁ PÉëÃvÀæzÀ°è AiÀiÁªÀ AiÀiÁªÀ jÃwAiÀÄ°è 
¥Àæw¤¢ü¸À§ºÀÄzÁVzÉ? 
4. ºÀ½îAiÀÄ°è §AeÁgÀgÀ ªÀÄvÀÄÛ EvÀgÉ d£ÀgÀ £ÀqÀÄ«£À ¸ÀA§AzsÀªÀ£ÀÄß ºÉÃUÉ «ªÀj¸À§ºÀÄzÀÄ? 
5. ¸ÀPÁðgÀ¢AzÀ ¹UÀÄªÀ ¸Ë®¨sÀåUÀ¼ÁªÀÅªÀÅ CxÀªÁ AiÀiÁªÀ AiÀiÁªÀ AiÉÆÃd£ÉUÀ¼ÀÄ eÁjAiÀiÁVªÉ? 
6. ¸ÀªÀÄÄzÁAiÀÄzÀªÀgÀÄ JzÀÄj¸ÀÄªÀ vÉÆAzÀgÉUÀ¼ÁªÀÅªÀÅ ºÁUÀÄ CzÀgÀ ¤ªÁgÀuÉUÉ AiÀiÁªÀ PÀæªÀÄ 
PÉÊUÉÆArzÉ? 
7. DgÉÆÃUÀå PÁAiÀÄðPÀðvÀgÀÄ( D±Á CxÀªÁ J.J£ï.JªÀiï) JµÀÄÖ ¢£ÀUÉÆ½UÉÆªÉÄä vÁAqÀPÉÌ 
¨sÉÃn ¤ÃqÀÄvÁÛgÉ ºÁUÀÆ CªÀgÀ PÁAiÀÄð¤ªÀðºÀuÉUÉ §gÀÄªÀ vÉÆqÀPÀÄUÀ¼ÁªÀÅªÀÅ. 
8. ¸ÁªÀiÁ£ÀåªÁV vÁAqÀzÀ°è EgÀÄªÀ SÁAiÀÄ¯ÉUÀ¼ÁªÀÅªÀÅ ºÁUÀÆ CªÀÅUÀ¼À ¥ÀjºÁgÀ ºÉÃUÉ? 
9. aQvÉìUÁV ¸ÀªÀÄÄzÁAiÀÄzÀ d£ÀgÀÄ J°èUÉ ºÉÆÃUÀÄvÁÛgÉ? CªÀgÀÄUÀ¼ÀÄ JzÀÄj¸ÀÄªÀ 
vÉÆAzÀgÉUÀ¼ÁªÀÅªÀÅ? 
10. eÁwAiÀÄ DzsÁgÀzÀ ªÉÄÃ¯É D¸ÀàvÉæ CxÀªÁ Qè¤PïUÀ¼À°è d£ÀgÀ£ÀÄß PÉlÖzÁV 
£ÉqÉ¹PÉÆ¼ÀÄîvÁÛgÉA§ ªÀgÀ¢UÀ½ªÉ. ¤ªÀÄUÉ EzÀgÀ C£ÀÄ¨sÀªÀªÁVzÉAiÉÄÃ CxÀªÁ E¤ßvÀgÀÄ F jÃw 
C£ÀÄ¨sÀ«¹zÀ §UÉÎ w½¢zÉAiÉÄÃ? ºÁUÁVzÀÝ°è, D ¸À¤ßªÉÃ±ÀªÀ£ÀÄß «ªÀj¸À®Ä ¸ÁzsÀåªÉ? F 
C£ÀÄ¨sÀªÀzÀ §UÉÎ AiÀiÁªÀÅzÁzÀgÀÆ PÀæªÀÄ PÉÊUÉÆArvÉÛÃ? 
11. §AeÁgÀ ªÀÄvÀÄÛ §AeÁgÉÃvÀgÀ d£ÀgÀ ªÀÄzsÉå £ÀqÉzÀ AiÀiÁªÀÅzÁzÀgÀÆ ¸ÀAWÀðµÀUÀ¼À°è ¤ÃªÀÅ 
¨sÁVAiÀiÁVzÀÝgÉÃ CxÀªÁ ªÀÄzsÀå¹ÜPÉ ªÀ»¹¢ÝÃgÉ? 
12. ¤ªÀÄä ¥ÀæPÁgÀ DgÉÆÃUÀå ªÀåªÀ¸ÉÜUÉ ¸ÀA§AzsÀ¥ÀlÖªÀgÀÄ ¸ÀªÀÄÄzÁAiÀÄzÀ eÉÆvÉ AiÀiÁªÀ jÃwAiÀÄ 
¸ÀA§AzsÀ ºÉÆA¢zÁÝgÉ? 
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Understanding access to health care among Banjaras: An ethnographic study in Gadag District, 
Karnataka 

 
Interview Guidelines- Providers (Doctors/Asha/ANM/Village health worker) 

 

I’m trying to understand about the community where you serve, the different national and 

state programs being carried out, interactions with the community, general health of the 

community and their receptiveness to the health system in general. 

 

1. Can you tell me about the community that you serve and your roles and 

responsibilities towards them? 

2. How would you describe the health status, practice and behaviours of different 

communities under CHC/PHC/Sub Center? 

3. Have you experienced any problems with any community? If yes then what did you 

do about it? 

4. What are the differences within the population you cater to in this region? What are 

the different groups and how do they behave?  

5. What are the different approaches you use to cater to these varying needs? How are 

these needs different and how do you recognise these differences? 

6. What are the conflicts you have experienced in providing care to these communities 

and how have you dealt with them? How were you able to solve them? 
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§AeÁgÀ ¸ÀªÀÄÄzÁAiÀÄzÀ°è DgÉÆÃUÀå gÀPÀëuÉ ¥ÀqÉAiÀÄÄªÀ ªÀiÁUÀðzÀ w½AiÀÄÄ«PÉ: PÀ£ÁðlPÀzÀ UÀzÀUÀ 
f¯ÉèAiÀÄ°è MAzÀÄ d£ÁAVÃAiÀÄ CzsÀåAiÀÄ£À 
 
¸ÀAzÀð±À£ÀzÀ ªÀiÁUÀð¸ÀÆaUÀ¼ÀÄ - ¸ÉÃªÉ ¤ÃqÀÄªÀªÀgÀÄ (qÁPÀÖgïUÀ¼ÀÄ/D±Á/J.J£ï.JªÀiï/UÁæªÀÄzÀ 

DgÉÆÃUÀå PÁAiÀÄðPÀvÀðgÀÄ) 
 
DgÉÆÃUÀå ªÀåªÀ¸ÉÜAiÀÄ£ÀÄß UÀªÀÄ¤¹zÀ £ÀAvÀgÀ ¸ÀAzÀð±À£ÀªÀ£ÀÄß PÉÊUÉÆ¼Àî¯ÁUÀÄvÀÛzÉ. UÀªÀÄ¤¹zÀ 
£ÀqÀÄªÀ½PÉUÀ¼À ¸ÀàµÀÖ avÀæt ¥ÀqÉAiÀÄ®Ä EzÀÄ ¸ÀºÀPÁjAiÀiÁUÀÄvÀÛzÉ. 
 
¤ÃªÀÅ ¸ÉÃªÉ ¸À°è¸ÀÄªÀ ¸ÀªÀÄÄzÁAiÀÄzÀ §UÉÎ, C°è £ÀqÉ¸À¯ÁUÀÄªÀ ««zsÀ gÁ¶æöÖÃAiÀÄ ªÀÄvÀÄÛ gÁdå 
PÁAiÀÄðPÀæªÀÄUÀ¼ÀÄ, ¸ÀªÀÄÄzÁAiÀÄzÀªÀgÉÆA¢V£À ¸ÀAªÀºÀ£É, ¸ÀªÀÄÄzÁAiÀÄzÀ ¸ÁªÀiÁ£Àå DgÉÆÃUÀå ªÀÄvÀÄÛ 
¸ÁªÀiÁ£ÀåªÁV DgÉÆÃUÀå ªÀåªÀ¸ÉÜAiÀÄ£ÀÄß CªÀgÀÄ UÀæ»¸ÀÄªÀ jÃwUÀ¼À£ÀÄß CxÉÊð¹PÉÆ¼ÀÄîªÀ ¥ÀæAiÀÄvÀß 
£À£ÀßzÀÄ. 
 
1. ¤ÃªÀÅ ¸ÉÃªÉ ¸À°è¸ÀÄwÛgÀÄªÀ ¸ÀªÀÄÄzÁzÀAiÀÄzÀ §UÉÎ ºÁUÀÆ C°è ¤ªÀÄä ¥ÁvÀæ ªÀÄvÀÄÛ 
dªÁ¨ÁÝjUÀ¼À §UÉÎ w½¸ÀÄwÛÃgÀ? 
2. ¹.JZï.¹/¦.JZï.¹/G¥À PÉÃAzÀæzÀ CrAiÀÄ°è §gÀÄªÀ ««zsÀ ¸ÀªÀÄÄzÁAiÀÄzÀªÀgÀ DgÉÆÃUÀå 
¹Üw, C s̈Áå¸ÀUÀ¼ÀÄ ºÁUÀÆ CªÀgÀ £ÀqÀÄªÀ½PÉUÀ¼À£ÀÄß ¤ÃªÀÅ ºÉÃUÉ «ªÀj¸ÀÄwÛÃgÀ? 
3. AiÀiÁªÀÅzÁzÀgÀÆ ¸ÀªÀÄÄzÁAiÀÄzÀ eÉÆvÉ ¤ÃªÀÅ AiÀiÁªÀÅzÁzÀgÀÆ ¸ÀªÀÄ¸Éå JzÀÄj¹¢ÝÃgÀ? ºËzÀÄ 
JAzÁVzÀÝ°è ¤ÃªÀÅ CzÀgÀ §UÉÎ K£ÀÄ ªÀiÁr¢j? 
4. ¤ÃªÀÅ ¸ÉÃªÉ ¸À°è¸ÀÄªÀ F ¥ÀæzÉÃ±ÀzÀ d£ÀgÀ°è K£ÁzÀgÀÆ ªÀåvÁå¸ÀUÀ½ªÉAiÉÄ? 
5. F ««zsÀ ¨ÉÃrPÉUÀ¼À£ÀÄß ¥ÀÆgÉÊ¸ÀÄªÀ°è ¤ÃªÀÅ G¥ÀAiÉÆÃV¸ÀÄªÀ ««zsÀ «zsÁ£ÀUÀ¼ÁªÀÅªÀÅ? 
6. F ¸ÀªÀÄÄzÁAiÀÄzÀªÀjUÉ ¸ÉÃªÉ ¸À°è¸ÀÄªÁUÀ ¤ÃªÀÅ C£ÀÄ¨sÀ«¹zÀ vÉÆAzÀgÉUÀ¼ÉÃ£ÀÄ ºÁUÀÆ 
CªÀÅUÀ¼À£ÀÄß ºÉÃUÉ ¤¨sÁ¬Ä¹¢ÝÃj?  
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Understanding access to health care among Banjaras: An ethnographic study in Gadag District, 
Karnataka 

 
Observation guidelines- community 

 Observation Notes 

1 Day to day life in the 

Banjara/Thanda 

(settlement)(description of 

everyday life- what happens 

outside of the homes, how 

households interact with each 

other, what are the meanings 

of social hierarchy, good 

health and illness, care 

seeking and how do health 

care system personnel 

approach the people of the 

thanda, etc) 

 

 

2 Interactions among the 

Banjaras and non Banjaras in 

the village 

 

 

3 Access to resources like 

water, sanitation, health care 

etc in the Thanda 
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Understanding access to health care among Banjaras: An ethnographic study in Gadag District, 
Karnataka 

 
4 Visiting the workplace 

(mostly agricultural fields) 

 

 

5 Activities done during 

leisure time 

 

 

6 Behaviour of people with 

Banjaras in public spaces 

(note differences by 

age/sex/occupation) 

 

 

7 Critical event documentation 

– when illness is reported in 

the community 
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Understanding access to health care among Banjaras: An ethnographic study in Gadag District, 
Karnataka 

 
Observation guidelines- Health care system 

 

 Observation Notes 

1 Visit to the health care 

facilities (both government 

and private – formal and 

informal; and observe 

interactions between the 

users and providers 

 

 

2 Structure and functioning of 

health centres catering 

largely to thandas and non-

thanda population 

 

 

3 Time spent by the doctor for 

each patient and if possible 

type of care provided (note 

the difference by thanda 

members who are obviously 

dressed/visible and those that 

are not) 
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Understanding access to health care among Banjaras: An ethnographic study in Gadag District, 
Karnataka 

 
4 Providers or health workers 

who visit the village and 

their interactions in the 

village setting(note the 

difference by thanda 

members who are obviously 

dressed/visible and those that 

are not) 

 

 

 

5 Body language and 

behaviour of different 

providers while interacting 

with people(note the 

difference by thanda 

members who are obviously 

dressed/visible and those that 

are not) 

 

 

 

6 Nature of examination by the 

provider for different patients 

(eg touch vs no touch, 

providing sample 

medications, not doing so, 

etc) 
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Tanda and Village Infrastructure schedule 
1 Village name  
2 Village code  
3 Panchayat under which the villages come 

under 
 

4 Tanda was established first or the village 1. Tanda 
2. Village 

5 Geographical location (Coordinates)  
6 Road in the village (Observation) 1. Paved roads 

2. Paved roads but not maintained 
3. Gravel road 
4. Dirt/Mud road 
5. Paved with concrete 
6. Others______ 

7 Drains in the village (Observation) 1. Katcha/Open 
2. Pucca/Covered 
3. No drainage system 
4. Others 

8 Amenities (Observation)  
 PDS Ration Shops Y/N 
 Bus stop Y/N 
 Bus shelter Y/N 
 Bank Y/N 
 If No Bank, where is the nearest (Kmts) Place:                          Kmts:  
 Post office Y/N 
 If No Post Office, where is the nearest 

(Kmts) 
Place:                          Kmts: 

 ShuddhNeeru (Community RO plant) Y/N 
 Anganwadi Y/NNumber: 
 ASHA worker Y/NNumber: 
 Milk Cooperative Society Y/N 
 Community hall Y/N 
 Panchayat building Y/N 
 School 1. Primary School (1-5) 

2. Middle School (6-8) 
3. Secondary School (9-10) 
4. PUC (11-12) 
5. College 
6. Vocational/ Technical institute 

 Subcentre Y/N 
 Primary Health Centre Y/N 
 Community Health Centre Y/N 
 Government Dispensary Y/N 
 Veterinary centre Y/N 
 Pharmacy/Medical store Y/N 
 BAMS/AYUSH doctor clinic Y/N 
 Rural medical Practitioner (RMP) clinic Y/N 
9 Electricity 

9.1 Does this village have electricity? 
 
Y/N 

A21 Tanda and Village infrastructure schedule- Phase 2
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9.2 How many hours a day is there 
power usually? 

_____________ 

10 Main source of water supply to the 
village 

1. Pond 
2. Borewell 
3. Government supply/Pipeline 
4. River 
5. Well 
6. Others 
 

11 Population 
11.1 Approximate number of households 
in the village 
11.2 Approximate number of people 
residing in the village 

 
__________________ 
 
__________________ 

12 Bus facility 
12.1 Is there bus facility in this village? 
 
 
 
12.2 If yes, what is the frequency of 
buses on a usual day? 
 
 
12.3 If no, how far is the closest bus 
availability 

1. Yes, Bus stop 
2. Yes, Hand wave 
3. No 
 
1. Varies 
2. 1 time a day 
3. 2-6 times per day 
4. 7 and more times per day 
 
__________Kmts 
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 30 

Information sheet 
 

I’m Bevin Vinay Kumar V N, currently pursuing my PhD at Achutha Menon Centre for 

Health Science Studies (AMCHSS), Sree Chitra Tirunal Institute for Medical Sciences and 

Technology (SCTIMST). As a part of my PhD work I’m doing a study titled “Access to and 

utilisation of health care among adults aged fifty or more in Gadag District, Karnataka” 

 

Purpose of the study: 
I’m trying to understand what you did when you became sick and what you did to get  

treatment. I am trying to understand what are the difficulties you faced while seeking care 

and the response of the providers.  

 

About the study: 
This study is being conducted in Gadag District, Karnataka as a part of the doctoral work. 

The aim of the study is to look at the access to health access and the experiences with the 

health care system between those residing in the village and the Thandas. I would be 

interviewing around 600 adults who are more than 50 years of age from the villages and the 

thandas in Gadag district about their experiences with the health care system. This study is 

being conducted under the supervision of my guide, Professor Mala Ramanathan at 

AMCHSS, SCTIMST. 

 

Participation and benefits: 
If you agree to participate in the study, then you would be required to answer a set of 

questions. This would take about 30 to 45 minutes of your time. The information given by 

you would be documented using a small mobile phone like instrument called tablet to enter 

the data.The study will not be on any benefit to you but it would help to find out the ways in 

which you interacted with the health care system when you were sick, the difficulties you 

face or faced and the response of the health care system.  

 

Confidentiality of data: 
The information shared by you would be kept confidential and be used for research purpose. 

Only two persons, myself and my guide would have access to this information. Your 

individual identity would not be shared with anyone. 

 

Withdrawal from the study: 
You are free and have the right to refuse to answer any of the questions and can withdraw 

from the interview at any point of time and there would be no penalty for the same. 

 

If you have any clarifications regarding the study you can contact me or my guide or  

Dr.Manickam, a member of the Ethics Committee to seek any clarifications.  

Researcher    Guide           Member, IEC 

Bevin Vinay Kumar V N   Mala Ramanathan        Dr.ManickamP, Scientist E 

PhD Scholar    Professor         National Institute of  

AMCHSS, SCTIMST   AMCHSS, SCTIMST  Epidemiology (NIE) 

Mob- 9886482006   Tel- 0471- 2524234        R127 31’d AvenueTNHB 

Email: bevinvinay@gmail.com Email: mala@sctimst.ac.in Chennai 600077 

                                                Email:manickam@nie.gov.in 
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 31 

 

 

 

Access to and utilisation of health care among adults aged fifty or more in Gadag 
District, Karnataka 

Consent Form 
 

I, ____________________________________________, aged ___ ___years declare that  

I have read and understood the information sheet for the study and have had the opportunity 

to as questions [ ]  

I understand that the participation in this study is voluntary and that I’m free to withdraw at 

any time and without giving any reasons [ ]  

I agree not to restrict the use of any data or results that arise from this study provided such a 

use is only for scientific purpose(s) [ ]  

I agree to take part in the study [ ]  

Place: ...........................     ID: ...................................� 

Date: ...........................     Signature: .................................... 

 

If the Participant is illiterate:��

Name of Witness: ............................................  

Signature of witness: ............................................  

 

Signature of Researcher: ............................................  
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+"ಡುತ1}␣.

Q#R␣S␣ಯ b␣ಪDc␣: 
P␣ೕವu P␣ೕಡುವ +"ù␣L␣ಯನುX •␣ಪ8e"f␣á␣ಸå"ಗುತ1}␣ ô"ಗೂ ಅಧ8ಯನw␣l +"ತ/ ಉಪà␣ೂೕf␣ಸå"ಗುತ1}␣. w␣ೕವಲ 
ಇಬ¶á␣y␣, ಅಂದn␣ !"ನು ô"ಗೂ ನನX +"ಗgದಶgಕá␣y␣ +"ತ/ ಈ +"ù␣L␣ಗಳ ಲಭ8 ␣̀ ಇರುತ1}␣. P␣ಮõ ವಯ8k␣1ಕ ಗುರುತನುX 
é"n␣ೂಂë␣ಗೂ ಹಂK␣w␣ೂಳãå"ಗುವuë␣ಲ5.

ಅಧDಯನd␣ಂದ R␣ಂW␣ ಸe␣ಯುವuದು: 
P␣ೕವu ಬಯG␣ದ4␣5 é"ವ ಪ/ó␣Xಗ§␣q"ದರೂ ಉತ1á␣ಸ}␣ೕ ಇರುವ ಹk␣l}␣ ಮತು1 ಸಂದgಶನದ é"ವ ಘಟBದå"5ದರೂ 
ಅದá␣ಂದ ù␣ಂ}␣ ಸá␣ಯಬಹುÅ"f␣}␣. ಇದw␣l é"ವ á␣ೕL␣ಯ ಶುಲlವನುX '␣®␣ಸå"ಗುವuë␣ಲ5.

ಈ ಅಧ8ಯನದ ಬy␣z P␣ಮy␣ é"ವ á␣ೕL␣ಯ ಸñ©␣Bೕಕರಣ %␣ೕk␣lದ~ರೂ P␣ೕವu ನನXನುX ಅಥe" â". +"å" Ä"ಮ!"ಥ(, 
ಎE.G␣.[␣.ಐ.ಎF.ಎE.[␣ ಯ ಇP␣AQಟೂ8S ಎ™␣ Á ␣ ಕú␣[␣(ಐ.ಇ.G␣)ಯ ಸದಸ8-W"ಯgದI␣gಯನುX , ಅಥe" ಎ™␣ Á ␣ 
ಸú␣L␣ಯ ಸದಸ8  â". +"8P␣ಕF ಸಂಪk␣gಸಬಹುದು.


ಸಂf␣ೂೕಧಕ                                            Q#ಗ$ದg␣$ ಮತು2 ಸದಸD- h#ಯ$ದg␣$,ಐ.ಇ.=␣      ಸದಸD, ಐ.ಇ.=␣ %␣'␣( 
'␣ನ) ಕು+", '␣.ಎ(               +"å" Ä"ಮ!"ಥ(	 	 	 	   â". +"8P␣ಕF

^␣.ಎH.C␣ '␣Å"8™␣g                                  ì␣î/°␣ಸ,	 	 	 	 	   '␣¨"P␣ ಇ

9␣ೂ%␣ೖ?: 98864820006                       ≠␣eಟ- 0471- 2524234	 	               ಏ(.ಐ.ಇ,Ø␣a␣X ೖ

ಈ 9␣ೖ?:bevinvinay@gmail.com     ಈ 9␣ೖ?: mala@sctimst.ac.in   ಈ 9␣ೖ?:manickam@nie.gov.in
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ಷಮಮತಿ  ಩ತರ 
 

ನಹನು , ___________________________________ , ಴ಯಸ್್ನ ___ ___ ಴ಶಾಗ್ಳ ಎೆಂದು ಘೂೇಷ್ಷಲು 
 
ನಹನು ಒದಲು ಮತು್ ಅಧಯಯನ ಮಹಹಿತಿ ಹಹಳೆ ಅಥಾ ಮತು್ ಩ರಶಾಗ್ಳನುಾ ಕೆೇಳಲು ಅ಴ಕ್ಹವ ನ್ಸ್ೇಡ್ಱಹಯಿತು [   ] 
ನಹನು ಈ ಅಧಯಯನದಲ್ಲಿ ಪಹಲ್ಲೂೆಳುಳವಿಕೆಯನುಾ ಷಿಯೆಂ಩ರೇರಿತ ಎೆಂದು ಅಥಾ ಮತು್ ನಹನು ಯಹ಴಺ದೆೇ ಷಮಯದಲ್ಲಿ 
ಮತು್ ಯಹ಴಺ದೆೇ ಕ್ಹರಣ ನ್ಸ್ೇಡ್ದೆ ಹಿೆಂದಕೆಾ ತಗೆದುಕೊಳಳಬಸುದು  [   ] 
 
ನಹನು ಈ ಅಧಯಯನದೆಂದ ಉದಭವಿಷು಴ ಯಹ಴಺ದೆೇ ಡೆೇಟಹ ಅಥವಹ ಬಳಷು಴಺ದರಿೆಂದಹಗ್ ನ್ಸ್ಬಾೆಂಧಿಷಲು ಇೆಂತಸ ಬಳಕೆಯು 
ವೈಜ್ಞಹನ್ಸ್ಕ ಉದೆದೇವಕ್ಹಾಗ್ ಮಹತರ ಑ದಗ್ಷಲು ಑಩಺ಪತ್ೇನ  [   ] 
 
ನಹನು ಅಧಯಯನದಲ್ಲಿ ಭಹಗ್಴ಹಿಷಲು ಑ಪಪಕೊಳುಳತ್ೇನ  [   ] 
  
 
ಷಥಳ…………………………………..     ಐಡ………………………………………….. 
ದನಹೆಂಕ……………………………………….    ಷಹಿ………………………………………….. 
 
ಪಹಲ್ಲೂೆಳುಳ಴಴ರು ಅನಕ್ಷರಷಥ ವಹಗ್ದದರ: 
 
ಸ್ಹಕ್ಷಿಯ ಹಷರು…………………………………………………   ಸ್ಹಕ್ಷಿಯ ಷಹಿ……………………………… 
 
ಷೆಂಶೂೇಧಕ ಷಹಿ…………………………………….. 
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Access to and utilisation of health care among adults aged fifty or 
more in Gadag District, Karnataka 

Section I[Household Information] 
Name of Village/Thanda:       Village/Thanda: 
Unique Id of the Respondent:      Date of Interview: 
Name of the Respondent:      Sex:    
GIS coordinates of the Respondents House:    Age:  
 
Now I would like to ask you some information regarding the Household 
1 What is the main source of water for __________ in this 

household? 
Codes 

 a. Drinking  
 b. Washing  
 c. Cooking  
 d. Bathing  
2 a. In the last three months did you face any problem with the 

water you used for drinking and cooking?  
Y         N 

 b. If yes, then what are the problems?  
3 If the household reports that they receive piped water for any of 

the above purposes then ask the questions below 
 

 a. How many days of the week do you get water from the water 
connection? 

 

 b. During the past two weeks, what is the longest duration when 
water did not come? 

 

 c. How many hours do you get water supply usually?  
 d. Is water available throughout the day or only during certain 

hours? 
Codes 

4 How do you store the water collected? Codes 
5 a. What type of toilet facility the members of this household 

use? 
 

 b. Where is this toilet located?  
 
Codes for Items 
Item 1:1. Own Piped Water Connection, 2. Neighbour’s piped connection, 3. Public tap                                   
, 4. Tanker (public), 5. Tanker (private), 6. Protected well in your land, 7. Protected well outside your 
land, 8. Protected public well, 9. Unprotected well in your land, 10. Unprotected well outside your land, 
11. Unprotected public well, 12. Bore well , 13. Rainwater harvesting system, 14. River, stream, lake, 
pond, 15. Stream water taken through   pipe, 16. Community RO, 17. Other 
Item 2b:1. Insufficient water availability, 2. Irregular supply, 3. Bad taste, 4. Bad odour, 5. Water was 
coloured, 6. Water was cloudy, 7. Others (Specify)…………………  
Item 3d:1. Throughout the day, 2. Certain hours 
Item 4: 1. Tank, 2. Cemented tank, 3. Barrel, 4. Pots/Buckets, 5. Others______ 
Item 5a:1. Flush to piped sewer system, 2. Flush to septic tank, 3. Flush/pour flush to pit latrine, 4. Flush/pour 
flush to elsewhere, 5. Ventilated improved pit latrine, 6. Composting toilet, 7. Pit latrine with slab, 8.  is a dry 
pit latrine whereby the pit is fully covered by a slab or platform that is fitted either with a sqatting hole or seat, 
9. No facilities/bush/field, 10. Others (specify)……… 
Item 5b:1. Inside the house, 2. Outside the house, but within the premises, 3. Others (specify)………… 
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6 Does your household have:  
 a. Electricity Y         N 
 b. A Mattress Y         N 
 c. A pressure cooker Y         N 
 d. A chair Y         N 
 e. A cot or bed? Y         N 
 f. A table Y         N 
 g. An electric fan Y         N 
 h. Television? Y         N 
 i. Sewing machine? Y         N 
 j. Computer Y         N 
 k. Refrigerator? Y         N 
 l. Air conditioner / air cooler? Y         N 
 m. Washing machine? Y         N 
 n. Watch or clock? Y         N 
 o. Bicycle Y         N 
 p. Motorcycle or scooter Y         N 
 q. Animal drawn cart? Y         N 
 r. Car Y         N 
 s. Water pump Y         N 
 t. Thresher Y         N 
 u. Tractor Y         N 
 v. LPG cylinder Y         N 
7 What is the Caste or Tribe of the household head? codes 
8 a. Does anybody in this household possess  land? (Y/N)  
 b. If Yes, type of possession codes 
 c. Area of land possessed  
 d. Area under cultivation?  
 e. Duration for which the land is cultivated   
 f. Type of crops grown in the past 365 days? codes 
 g. Source of irrigation codes 
9 Does the household possess any of the below farm equipment’s? codes 
10 Does your household own any of the following animals: codes 
 
 
Codes for Items 
Item 7:1. Scheduled Caste, 2. Scheduled Tribe, 3. Other Backward Caste, 4. None of them, 5. Don’t know 
Item 8b:1. Owned and possessed; 2. Leased-in; 3. Otherwise possesses, 4. Leased out, 5. Forest land, 6.  
Others (specify)…… 
Item 8f:1. Cereals, 2. Pulses, 3. Oilseeds, 4. Vegetables, 5. Other crops (specify)……………. 
Item8g:1. Canal; 2. minor surface works (pond, tank etc); 3. Ground water (well, tubewell...); 9. Others 
(specify)………… 
Item 9:1. power tiller, tractor ,  2.  Thresher, cane crusher, oil crusher ,  3.Pump and other water lifting 
equipment; 4. Others (specify)………… 
Item 10:1. Cows/bulls/buffaloes, 2  horses/donkeys/mules, 3. Goats, 4.  Sheep, 5  Chickens/Ducks, 6. None 
of the above 
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11 a. What is the principal source of income for the household codes 
 b. Did you or anyone in your family received money  from 

persons of this HH residing outside the village/tanda 
during the last 12-month period? 

Y         N      DK 

 c. Periodicity of the money received codes 
 d. Amount received (12 month period)  
 e. Who is the person sending the money? codes 
 f. If source of income is pension or other similar means, then 

how is the money received by you? 
codes 

 g. If remittances are being received then how is the money 
received by you 

codes 

12 a. Is there any member of this household who is currently  
living outside Gadag? 

Y         N 

 b. If Yes, then how many of them (Exclude children (de jure 
members), include adults>=18) 

 

 c. If Yes, then what is the purpose of them living outside? codes 
 d. How often do they visit  this household in a year?  
 e. Do any of the migrant members family stay with you right 

now at least for more than six months? 
Y         N 

 f. If Yes to the question above , then who codes 
 g. What is the purpose of their stay? codes 
13 a. In the past six months, did anybody from the  Public Health 

System (Health worker) visit this Household? 
Y         N       DK 

 b. If No, then can you remember the last visit?  
 c. If yes, then who is that health worker (Most recent visit) codes 
 d. Reason for them visiting the household? codes 
 e. Did they enter your house? (Y/N/Don’t Know) Y         N       DK 
 f. If No, what do you think are the possible reasons?  
 
Codes for Items 
Item 11a:1. Cultivation, 2. Allied agriculture , 3. Agricultural wage labour, 4. Non agricultural wage 
labour, 5. Artisan/Independent, 6. Petty shop/Small business, 7. Organized Trade/Business, 8. Salaried 
employment , 9. Profession NEC, 10. Pension/Rent/Dividend, etc., 11. Others (specify) 
Item 11c:1. Monthly, 2. Quarterly, 3. Half yearly, 4. Annually, 5. Other regular periods, 6. No fixed 
pattern 
Item 11e:1. Son, 2. Daughter, 3. Son in law, 4. Daughter in law, 5. Father, 6. Mother, 7. Others 
(specify)…………… 
Item 11 f & g: 1. Through postal money order, 2. Through bank transfer, 3. Through bank transfer 
collected by someone known on my behalf, 4. Brought by someone known to me from the source, 5. others 
(specify)................ 
Item 12c:1. Work/Employment- Organised, 2. Work/Employment- Unorganised, 3. Business, 4. Education, 
5. Others (specify)…….. 
Item 12f:1. Children, 2. Spouse, 3. Others (specify)………… 
Item 12g: 1. Education, 2. Health problems, 3. Treatment for health problems, 4. Livelihood, 5. Caretaker 
role, 6. Others (specify)……………….________ 
Item 13c: 1. JHA (Male), 2. JHA (Female), 3. ANM, 4. Medical Officer, 5. Others (specify)….. 
Item 13d: 1. Gave advice on diseases/illness, 2. Checked water storage, 3. Spraying of DDT, 4. Visited 
because I was sick, 5. To check if any member in the household had any sickness, 6. Other (specify)…….. 
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13  g. Has the health worker given you any advice related to health? Y         N       DK 
 h. Did you understand the information given by the health 

worker? 
Y         N       DK 

 i. Did the ASHA worker visit your house in the past 6 months? Y         N       DK 
 j. Did the ASHA worker give you information related to 

health? 
Y         N       DK 

 k. Do you understand the information given by the ASHA 
worker? 

Y         N       DK 

14 a. Does this household have any relatives in this village? Y         N  
 b. If yes then how many families/households?  
 c. Do they help when anybody in this household is sick? Y         N      
15 a. Did any member in this household die in the past 365 days? Y         N      
 b. Sex of the person who died? codes 
 c. Whether medical attention received before death?  Y         N       DK 
 d. Whether hospitalised? Y         N       DK 

 e. Total expenditure incurred (including hospitalisations and the 
expenditure post death) 

 

 f. Financial help received (Amount)  
 
Codes for Items 
Item 15b:1. Female, 2. Male 
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Section II [Individual Information] 

I’m going to ask you a few questions about your employment, habits and clothing usually 
worn 

16 a. Have you been away from Gadag for employment purposes? {Does 
not include temporary work assignments} 

Y         N      

 b. If Y, then what is the occupation that you were involved in? 
 

codes 

 c. Are you still involved in that occupation? Y         N     
 d. If no longer involved in that occupation, then what is the reason for 

return 
 

17 a. Do you consume alcoholic drinks such as beer, wine, spirits or 
“Sere”? 

Y         N     

 b. If Yes to above, During the past 12 months how frequently have you 
had at least one alcoholic drink? 

codes 

 c. From where do you get your alcohol usually? codes 
18 a. What is the type of clothing usually worn by you? codes 

 b. Clothing worn by you when you go to a health facility? codes 
 
Codes for Items 
Item 16b:11. Work/Employment- Organised, 2. Work/Employment- Unorganised, 3. Business, 5. Others 
(specify)…….. 
Item 17b: 1. Daily, 2. 5-6 days per week, 3. 1-4 days per week, 4. 1-3 days per month, 5. Less than once a 
month 
Item 17c: 1. In the village shop, 2. Licensed liquor shop, 3. Locally brewed, 4. Others (specify)……. 
Item 18a & b: 1. Dhothi/Panche, 2. Pant/Shirt, 3. Saree, 4. Churidars, 5. Lamani dress for women 
Item 19 a & b: 1. HSC/ANM/ASHA/AWW , 2. PHC/dispensary/CHC/mobile medical unit , 3.  public 
hospital, 4. private doctor/clinic, 5. private hospital, 6. RMP, 7. BAMS/BHMS, 8. RMP who visits the village, 
9. Others (specify)…………… 
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               CODES FOR 20a  
    

Reported Diagnosis and/or Main Symptom Code Reported Diagnosis and/or Main Symptom Code 
    

INFECTION  EYE  
Fever with loss of consciousness or altered 01 Discomfort/pain in the eye with redness or 27 

consciousness  swellings/ boils  
Fever with rash/ eruptive lesions 02 Cataract 28 
Fever due to DIPHTHERIA, WHOOPING COUGH  03 GLAUCOMA 29 
All other fevers 04 Decreased vision (chronic) NOT including 30 

(Includes malaria, typhoid and fevers of  where decreased vision is corrected with  
unknown origin, all specific fevers that do  glasses 

31 not have a confirmed diagnosis)  Others (including disorders of eye 

TUBERCULOSIS 05 movements – strabismus, nystagmus,  
ptosis and adnexa)  

   

Filariasis  
Tetanus  
HIV/AIDS  
Other sexually transmitted diseases 
Jaundice 
Diarrheas/ dysentery/ increased frequency of stools 

with or without blood and mucus in stools  
Worms infestation  
CANCERS  
CANCERS (known or suspected by a physician) 

and occurrence of any growing painless 
lump in the body 

 
BLOOD DISEASES  
Anaemia (any cause)  
Bleeding disorders 

 
ENDOCRINE, METABOLIC, 
NUTRITIONAL  
DIABETES  
Under-nutrition  
Goitre and other diseases of the thyroid 
Others (including obesity)  
PSYCHIATRIC & NEUROLOGICAL  
Mental retardation  
Mental disorders  
Headache  
Seizures or known epilepsy  
Weakness in limb muscles and difficulty in 

movements  
Stroke/ hemiplegia/ sudden onset weakness 

or loss of speech in half of body  
Others including memory loss, confusion 

6 EAR 
07 Earache with discharge/bleeding from ear/ 32 
08 infections  
09 Decreased hearing or loss of hearing 33 

10 CARDIO-VASCULAR 
11 HYPERTENSION 34 

 Heart disease: Chest pain, breathlessness 35  
12 RESPIRATORY  
 Acute upper respiratory infections (cold, 36 

13 runny nose, sore throat with cough,  
 allergic colds included)  
 Cough with sputum with or without fever 37 
 and NOT diagnosed as TB  
 Bronchial asthma/ recurrent episode of 38 
14 wheezing and breathlessness with or 

15 without cough over long periods or known 
asthma) 

 GASTRO-INTESTINAL  
 Diseases of mouth/teeth/gums 39 

16 Pain in abdomen: Gastric and peptic 40 
17 ulcers/ acid reflux/ acute abdomen  
18 Lump or fluid in abdomen or scrotum 41 
19 Gastrointestinal bleeding 42 

 SKIN 
43 20 Skin infection (boil, abscess, itching) and 

21 other skin disease  
22 MUSCULO-SKELETAL  
23 Joint or bone disease/ pain or swelling in 44  
24 any of the joints, or swelling or pus 

from the bones  
25 Back or body aches 45 
 
26  

  
Reported Diagnosis and/or Main Symptom Code Reported Diagnosis and/or Main Symptom Code 

    

GENITO-URINARY  INJURIES  
Any difficulty or abnormality in urination 46 Accidental injury, road traffic accidents and 52 
Pain the pelvic region/reproductive tract 47 falls  

infection/ Pain in male genital area  Accidental drowning and submersion 53 
Change/irregularity in menstrual cycle or 48 Burns and corrosions 54 

excessive bleeding/pain during menstru-  Poisoning 55 
ation and any other gynaecological and  Intentional self-harm 56 
andrological disorders incl. male/female  Assault 57 
infertility    

OBSTETRIC 
Pregnancy with complications before or 

during labour (abortion, ectopic pregnancy, 
abortion, hypertension, complications 
during labour) 

Complications	in	mother	after	birth	of	child	
 
Illness in the newborn/ sick newborn 

 

 Contact with venomous/harm-causing 58 
49 animals and plants  

 Symptom not fitting into any of above 59 
 categories  

50 Could not even state the main symptom 60 

51 
Childbirth – Caesarean/ normal/ any other 88 

(for both live birth and stillbirth)   
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Access to and utilisation of health care among adults aged fifty or more 

in Gadag District, Karnataka 
!"ಾಗ I [ಮ&ಯ (ಾ)*] 

!ಾ#ಮ / %ಾಂ'ಾ (ಸರು:        !ಾ#ಮ / %ಾಂ'ಾ ಸಂ,-: 
ಪ#/0ಾ1ಯ ಅನನ- ಐ6:       ಸಂದಶ9ನ 1:ಾಂಕ: 
(ಸರು:           <ಂಗ:    
>.ಐ.ಎ@:         ವಯಸುB: 
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1 F ªÀÄ£ÉªÁvÉðUÉ - ¤Ãj£À ªÀÄÄRå ªÀÄÆ® AiÀiÁªÀÅzÀÄ?  
 J) PÀÄrAiÀÄÄªÀzÀPÁÌV  
 ©) §mÉÖ MUÉAiÀÄ®Ä  
 ¹) CqÀÄUÉ ªÀiÁqÀ®Ä  
 r) ¸Áß£ÀPÁÌV  
2 PÀ¼ÉzÀ 3 wAUÀ¼À°è PÀÄrAiÀÄ®Ä ºÁUÀÆ CqÀÄUÉ ªÀiÁqÀ®Ä ¤Ãj£À 

vÉÆAzÀgÉAiÀÄ£ÀÄß C£ÀÄ¨sÀ«¹¢ÝÃgÁ? ºËzÁzÀgÉ, AiÀiÁªÀ ¸ÀªÀÄ¸ÉåUÀ¼ÀÄ 
GAlzÀªÀÅ? 

 

3 F ªÀÄ£ÉAiÀÄªÀgÀÄ ªÉÄÃ°£À AiÀiÁªÀÅzÉÃ GzÉÝÃ±ÀPÁÌV PÉÆ¼ÀÄªÉ ¤ÃgÀ£ÀÄß 
¥ÀqÉ¢gÀÄªÀÅzÁzÀgÉ F PÉ¼ÀV£À ¥Àæ±ÉßUÀ¼À£ÀÄß PÉÃ½j. 

 

 J) F ¤Ãj£À ¸ÀA¥ÀPÀð¢AzÀ ªÁgÀzÀ°è JµÀÄÖ ¢£À ¤ÃgÀ£ÀÄß ¥ÀqÉAiÀÄÄwÛÃj?  
 ©) PÀ¼ÉzÀ JgÀqÀÄ ªÁgÀUÀ¼À°è ¤ÃgÀÄ §gÀzÉÃ EzÀÝ ºÉaÑ£À CªÀ¢üAiÀÄ£ÀÄß w½¹?  
 ¹) ¸ÁªÀiÁ£ÀåªÁV JµÀÄÖ vÁ¸ÀÀÄ ¤ÃgÀ£ÀÄß ¥ÀqÉAiÀÄÄwÛÃj?  
 r) ¤ÃgÀÄ ¢£À«rÃ zÉÆgÉAiÀÄÄvÀÛzÉAiÉÆÃ? CxÀªÁ PÉ®ªÀÅ vÁ¸ÀÄUÀ¼À°è 

ªÀiÁvÀæªÉÃ? 
 

4 ¤ÃªÀÅ ¤ÃgÀ£ÀÄß ºÉÃUÉ ¸ÀAUÀæ»¹ EqÀÄwÛÃj?  
5 J) F ªÀÄ£ÉAiÀÄ ¸ÀzÀ¸ÀågÀÄ AiÀiÁªÀ vÀgÀºÀzÀ ±ËZÁ®AiÀÄªÀ£ÀÄß 

G¥ÀAiÉÆÃV¸ÀÄwÛÃj? 
 

 ©) ±ËZÁ®AiÀÄªÀÅ AiÀiÁªÀ ¸ÀÜ¼ÀzÀ°è EzÉ?  
 

Item 1: 1. ಸ"ಂತ %ೈ() *ಾಟ- ಕ/ೆ01, 2. ಪಕ3ದ ಮ/ೆಯವನು %ೈ() ಕ/ೆ01, 3. :ಾವ;ಜ=ಕ >ಾ?(, 4. >ಾ?ಂಕ- (:ಾವ;ಜ=ಕ), 

5. >ಾ?ಂಕ- (@ಾಸA), 6. =ಮB ಭೂEಯFG ಸುರIತ JಾK, 7. =ಮB ಭೂE LೊರMೆ ಸುರIತ JಾK, 8. ಸುರIತ JಾK ( :ಾವ;ಜ=ಕ), 

9. =ಮB ಭೂEಯFG ಅಸುರIತ JಾK, 10. =ಮB ಭೂE LೊರMೆ ಅಸುರIತ JಾK , 11. ಅಸುರIತ :ಾವ;ಜ=ಕ JಾK, 12. 

Jೋ*ೆ;P, 13. ಮQೆ=ೕರು RೊಯುG ವ?ವ: Sೆ, 14. ನT, ಹVವW, ಸXೋವರ, Rೊಳ, 15. ನT %ೈ( ಮೂಲಕ [ೆMೆದ =ೕರು, 16. ಶು] 

=ೕರು, 17. ಇತXೆ 
 

Item a: 1. =ೕVನ ಲಭ?[ೆ :ಾಕ`aಲG, 2. ಅ=ಯEತ ಸರಬXಾಜು, 3. Rೆಟa ರುc, 4. Rೆಟa *ಾಸ/ೆ, 5. =ೕರು ಬಣe, 6. =ೕರು fೕಡ, 7. 

ಇತXೆ  ..................... 

Item 3d: 1. TನKhೕ, 2. RೆಲವW ಗಂ>ೆಗಳ 

Item 4: 1. >ಾ?ಂj, 2. klಂ>ೆm >ಾ?ಂj, 3. Jಾ?XೆP, 4. nಂTMೆ / ಬRೆo, 5. ಇತXೆ……………. 

Item 5a: 1. %ೈ() ಒಳಚರಂh ವ?ವ: SೆMೆ ಫst uಾh, 2. :ೆvaj >ಾ?ಂR wೆ ಫst uಾh, 3. ಫst / ಫst Mೆ Lೊಳvk xಾ?>ೆy1, 4. ಫsz 

/ JೇXೆ{ೆMೆ ಫst uಾh, 5. Mಾ| ಸು}ಾVತ vo xಾ?~�1, 6. RೊQೆತ >ಾÄGo, 7. vo xೇ~�1 ಚಪÅh, 8. ಒಣ vo xಾ?~�1 

ಮೂಲಕ vo ಸಂಪÇಣ;*ಾA :ಾ3ÉÑ ಅಥ*ಾ %ಾG>ಾÜEá;ಂದ ಆವೃತ*ಾAರುತäãೆ, ಅದು ಒಂದು :ಾ3É~ಂå ರಂಧ� ಅಥ*ಾ kೕ~ನFG 
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LೊಂTRೊಳéèತäãೆ, 9. êಾವWãೇ :ೌಲಭ?ಗಳé / íದರು / /ೆಲ, 10. ಇತXೆ  ......... 

Item 5b: 1. ಮ/ೆ ಒಳMೆ, 2. ಮ/ೆಯ LೊರMೆ, ಆದXೆ ಆವರಣದFG, 3. ಇತXೆ (=T;ಷaಪhk) ………… 

 
 
6 ¤ªÀÄä ªÀÄ£ÉAiÀÄ°è F PÉ¼ÀV£ÀªÀÅUÀ¼À£ÀÄß ºÉÆA¢gÀÄ«gÉÆÃ?  
 J) «zÀÄåvï  !ೌದು                 ಇಲ' 
 ©) ºÁ¹UÉ Cೌದು                 ಇಲG 
 ¹) ¥ÉæµÀgÀ PÀÄPÀÌgÀ Cೌದು                 ಇಲG 
 r) PÀÄað Cೌದು                 ಇಲG 
 E) ªÀÄAZÀ CxÀªÁ UÁ¢ Cೌದು                 ಇಲG 
 J¥sï) mÉÃ§¯ï Cೌದು                 ಇಲG 
 f) «zÀÄåvï ¥ÀAPÁ Cೌದು                 ಇಲG 
 ºÉZï) zÀÆgÀzÀ±Àð£À Cೌದು                 ಇಲG 
 L) ºÉÆ°UÉ AiÀÄAvÀæ Cೌದು                 ಇಲG 
 eÉ) UÀtPÀAiÀÄAvÀæ Cೌದು                 ಇಲG 
 PÉ) gÉ¦üæfgÉÃlgï Cೌದು                 ಇಲG 
 J¯ï) ºÀªÁ¤AiÀÄAvÀæPÀ / Kgï PÀÆ®gï Cೌದು                 ಇಲG 
 JA) ªÁ¶AUï ªÀÄ²£ï (§mÉÖ MUÉAiÀÄÄªÀ AiÀÄAvÀæ) Cೌದು                 ಇಲG 
 J£ï) PÉÊ UÀrAiÀiÁgÀ / UÉÆÃqÉ UÀrAiÀiÁgÀ Cೌದು                 ಇಲG 
 M) ¸ÉÊPÀ¯ï Cೌದು                 ಇಲG 
 ¦) ªÉÆÃmÁgÀÄ ¸ÉÊPÀ¯ï CxÀªÁ ¸ÀÆÌlgÀ Cೌದು                 ಇಲG 
 PÀÆå) ZÀPÀÌr Cೌದು                 ಇಲG 
 Dgï) PÁgÀÄ Cೌದು                 ಇಲG 
 J¸ï) ªÁlgï ¥ÀA¥ï Cೌದು                 ಇಲG 
 n) vÉæµÀgï Cೌದು                 ಇಲG 
 AiÀÄÄ) mÁæöåPÀÖgï Cೌದು                 ಇಲG 
 «) J¯ï.¦.f. ¹¯ÉAqÀgï Cೌದು                 ಇಲG 
7 ªÀÄ£ÉAiÀÄ AiÀÄdªÀiÁ£À£À eÁw CxÀªÁ UÉÆÃvÀæ AiÀiÁªÀÅzÀÄ?  
8 J) F ªÀÄ£ÉAiÀÄ°è AiÀiÁjUÁzÀgÀÆ d«ÄÃ£ÀÄ EzÉAiÉÆÃ? Cೌದು                 ಇಲG 
 ©) ºËzÁzÀgÉ AiÀiÁªÀ vÀgÀºÀzÀ MqÉvÀ£À?  
 ¹) ºÉÆA¢gÀÄªÀ d«ÄÃ¤£À «¹ÛÃtð?  
 r) MPÀÌ®ÄvÀ£À ªÀiÁqÀÄªÀ ¥ÀæzÉÃ±À?  
 E) ªÀåªÀ¸ÁAiÀÄ ªÀiÁrPÉÆAqÀÄ §AzÀ PÁ¯ÁªÀ¢ü?  
 J¥sï) F »A¢£À 365 ¢£ÀUÀ¼À°è ¨É¼ÀAiÀÄ¯ÁzÀ ¨É¼É AiÀiÁªÀÅzÀÄ?  
 f) ¤ÃgÁªÀjAiÀÄ ªÀÄÆ®  
9 F ªÀÄ£ÉAiÀÄªÀgÀÄ F PÉ¼ÀV£À AiÀiÁªÀÅzÁzÀgÀÆ ªÀåªÀ¸ÁAiÀÄ 

¸ÁªÀÄVæUÀ¼À£ÀÄß ºÉÆA¢zÁÝgÉÆÃ? 
 

10 F ªÀÄ£ÉAiÀÄªÀgÀÄ PÉ¼ÀV£À AiÀiÁªÀÅzÁzÀgÀÆ ¥ÁætÂUÀ¼À£ÀÄß 
ºÉÆA¢zÁÝgÉÆÃ? 
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Item 7: 1. ಪVîಷa ïಾñ, 2. =ಗTತ ಬುಡಕಟುa, 3. óಂದು|ದ ïಾñ, 4. êಾವWದೂ ಇಲG, 5. MೊñäಲG 

Item 8b: 1. uಾFೕಕತ" ಮತುä LೊಂದುವWದು; 2. ಗುñäMೆ [ೆMೆದುRೊಳèxಾAãೆ; 3. ಇಲGTದòXೆ, 4. ಗುñäMೆ =ೕhತು, 5. ಇತXೆ  ...... 

Item 8f: 1. }ಾನ?ಗಳé, 2. T"ದಳ }ಾನ?ಗಳé, 3. [ೈಲ nೕಜಗಳé, 4. ತರRಾVಗಳé, 5. ಇತರ JೆQೆಗಳé .................. 

Item 8g: 1. Rಾಲು*ೆ; 2. ಸಣe lೕxೆô Rೆಲಸಗಳé (Rೊಳ, >ಾ?ಂj ಇ[ಾ?T); 3. ಅಂತಜ;ಲ (JಾK, ಟೂ?Ñ JಾKಗಳé ...); 9. ಇತರರು 
............ 

Item 9: 1. Kದು?ö ~ಲG-, >ಾ�ಕa-, 2. õೆಶ-, ಕnúನ ಕೂ�ಷ-, [ೈಲ ಕ�ಷ-, 3.ಪಂ( ಮತುä ಇತರ =ೕVನ ತರJೇñ :ಾಧನಗಳé; 4. 

ಇತರರು  ............ 

Item 10: 1. ಹಸುಗಳé / ಎಲುಬುಗಳé / ಎlBಗಳé, 2 ಕುದುXೆಗಳé / ಕ[ äೆ / Lೇಸರಗ[ äೆ, 3. ಆಡುಗಳé, 4. ಕುV, 5 Rೋ| / 

JಾತುRೋ|ಗಳé 

 
 
11 J) F ªÀÄ£ÉAiÀÄ ªÀÄÄRå DzÁAiÀÄ ªÀÄÆ® AiÀiÁªÀÅzÀÄ?  
 ©) PÀ¼ÉzÀ 12 wAUÀ½£À  CªÀ¢üAiÀÄ°è ¤ÃªÀÅ CxÀªÁ ¤ªÀÄä 

ªÀÄ£ÉAiÀÄ ¸ÀzÀ¸ÀågÀÄ ºÀ½î CxÀªÁ vÁAqÁ¢AzÀ ºÉÆgÀVgÀÄªÀ  
ªÀåQÛ¬ÄAzÀ ºÀtªÀ£ÀÄß ¥ÀqÉ¢gÀÄwÛÃgÁ? 

Cೌದು       ಇಲG      Hೂ/JಲG 

 ¹) ºÀt ¥ÀqÉzÀ ¤¢üðµÀÖ PÁ¯ÁªÀ¢ü  
 r) ¥ÀqÉzÀ ºÀt (12 wAUÀ¼À°è)  
 E) AiÀiÁªÀ ªÀåQÛ ºÀtªÀ£ÀÄß PÀ¼ÀÄ»¸ÀÄvÁÛ£É?  
 J¥sï) DzÁAiÀÄzÀ ªÀÄÆ® ¦AZÀtÂ CxÀªÁ CzÉÃ vÀgÀºÀzÀ EvÀgÀ 

ªÀÄÆ®UÀ½AzÀ ¥ÀqÉAiÀÄÄ«gÁzÀgÉ ¤ÃªÀÅ ºÀtªÀ£ÀÄß ¥ÀqÉAiÀÄÄªÀ 
«zsÁ£À AiÀiÁªÀÅzÀÄ? 

 

 f) ºÀt gÀªÁ£ÉAiÀÄ£ÀÄß ¹éÃPÀj¸ÀÄªÀÅzÁzÀgÉ ¤ÃªÀÅ ºÀtªÀ£ÀÄß ºÉÃUÉ 
¥ÀqÉAiÀÄÄwÛÃj. 

 

12 J) F ªÀÄ£ÉAiÀÄ AiÀiÁªÀÅzÉÃ ¸ÀzÀ¸Àå ¸ÀzsÀå UÀzÀUÀ¢AzÀ ºÉÆgÀUÉ 
ªÁ¹¸ÀÄvÁÛgÉÆÃ? 

Cೌದು                 ಇಲG 

 ©) ºËzÁzÀgÉ, JµÀÄÖ ¸ÀzÀ¸ÀågÀÄ? (ªÀÄPÀÌ¼À£ÀÄß ºÉÆgÀvÀÄ¥Àr¹  
 ¹) ºËzÁzÀgÉ, AiÀiÁªÀ GzÉÝÃ±ÀPÁÌV ºÉÆgÀUÉ ªÁ¹¸ÀÄvÁÛgÉ?  
 r) MAzÀÄ ªÀµÀðzÀ°è JµÀÄÖ ¨Áj ªÀÄ£ÉUÉ ¨sÉÃn PÉÆqÀÄvÁÛgÉ?  
 E) PÀÄlÄA§zÀ AiÀiÁªÀÅzÉÃ ªÀ®¹UÀ ¸ÀzÀ¸Àå ¸ÀzsÀå ¤ªÉÆäA¢UÉ 6 

wAUÀ½VAvÀ eÁ¹Û EzÁÝ£ÉÆ? 
Cೌದು                 ಇಲG 

 J¥sï) ªÉÄÃ°£À ¥Àæ±ÉßUÉ ºËzÀÄ JAzÁzÀgÉ, CªÀgÀÄ AiÀiÁgÀÄ?  
 f) AiÀiÁªÀ GzÉÝÃ±ÀPÁÌV G½zÀÄPÉÆArzÁÝgÉ?  
13 J) F 6 wAUÀ½£À CªÀ¢üAiÀÄ°è AiÀiÁªÀÅzÉÃ ¦ºÉZï¹ 

(ºÉ¯ïÛªÀPÀðgï)  F ªÀÄ£ÉAiÀÄ£ÀÄß ¸ÀAzÀ²ð¹zÁÝgÉÆÃ? 
Cೌದು       ಇಲG      Hೂ/JಲG 

 ©) E®è JAzÁzÀgÉ CªÀgÀ PÉÆ£ÉAiÀÄ ¸ÀAzÀ±Àð£À AiÀiÁªÁUÀ JAzÀÄ 
£É£À¦zÉAiÉÆÃ? 

 

 ¹) ºËzÁzÀgÉ, D ºÉ®ÛªÀPÀðgï AiÀiÁgÀÄ? (ºÀwÛgÀzÀ ¸ÀzsÀåzÀ 
¸ÀAzÀ±Àð£À) 

 

 r) ªÀÄ£ÉAiÀÄÄß ¸ÀAzÀ²ð¹zÀ PÁgÀt  
 E) CªÀgÀÄ ¤ªÀÄä ªÀÄ£ÉAiÀÄ£ÀÄß ¥ÀæªÉÃ²¹zÁÝgÉÆÃ? Cೌದು       ಇಲG      Hೂ/JಲG 
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(ºËzÀÄ/E®è/UÉÆwÛ®è)  
 J¥sï) E®èªÁzÀgÉ, ¤ªÀÄä C¤¹PÉAiÀÄ ¥ÀæPÁgÀ PÁgÀtªÉÃ£ÀÄ?  
 f) DgÉÆÃUÀå ¸ÀªÀiÁ¯ÉÆÃZÀPÀ (ºÉ¯ïÛªÀPÀðgï) ¤ªÀÄUÉ AiÀiÁªÀÅzÉÃ 

DgÉÆÃUÀå ¸À®ºÉAiÀÄ£ÀÄß PÉÆnÖgÀÄvÁÛgÉÆÃ? 
Cೌದು       ಇಲG      Hೂ/JಲG 

 ºÉZï) DgÉÆÃUÀå ¸ÀªÀiÁ¯ÉÆÃZÀPÀ PÉÆlÖ ªÀiÁ»w ¤ªÀÄUÉ 
CxÀðªÁVzÉAiÉÆÃ? 

Cೌದು       ಇಲG      Hೂ/JಲG 

 L) PÀ¼ÉzÀ 6 wAUÀ¼À°è D±Á PÁAiÀÄðPÀvÉð ¤ªÀÄä ªÀÄ£ÉAiÀÄ£ÀÄß 
¸ÀAzÀ²ð¹zÁÝgÉÆÃ? 

Cೌದು       ಇಲG      Hೂ/JಲG 

 eÉ) D±Á PÁAiÀÄðPÀvÉð ¤ªÀÄUÉ DgÉÆÃUÀåPÉÌ ¸ÀA§A¢ü¹zÀ 
ªÀiÁ»wAiÀÄ£ÀÄß PÉÆnÖzÁÝgÉÆÃ?  

Cೌದು       ಇಲG      Hೂ/JಲG 

 PÉ) D±Á PÁAiÀÄðPÀvÉð w½¹zÀ ªÀiÁ»wAiÀÄÄ ¤ªÀÄUÉ 
CxÀðªÁVzÉAiÉÆÃ? 

Cೌದು       ಇಲG      Hೂ/JಲG 

14 J) F ºÀ½îAiÀÄ°è F ªÀÄ£ÉAiÀÄ ¸ÀA§A¢üPÀgÀÄ EzÁÝgÉÆÃ? Cೌದು                 ಇಲG 
 ©) ºËzÁzÀgÉ, JµÀÄÖ PÀÄlÄA§UÀ¼ÀÄ / ªÀÄ£ÉvÀ£ÀUÀ¼ÀÄ?  
 ¹) F ªÀÄ£ÉAiÀÄ°è AiÀiÁgÁzÀgÀÆ C£ÁgÉÆÃUÀåªÁzÁUÀ CªÀgÀÄ 

¤ªÀÄUÉ ¸ÀºÁAiÀÄ ªÀiÁqÀÄvÁÛgÉÆÃ?  
Cೌದು                 ಇಲG 

15 J) PÀ¼ÉzÀ 365 ¢£ÀUÀ¼À°è F ªÀÄ£ÉAiÀÄ AiÀiÁªÀÅzÁzÀgÀÆ ¸ÀzÀ¸Àå 
ªÀÄgÀt ºÉÆA¢zÁÝgÉÆÃ? 

 

 ©) ªÀÄgÀt ºÉÆA¢zÀªÀgÀ °AUÀ  
 ¹) ªÀÄgÀt ºÉÆAzÀÄªÀzÀQÌAvÀ ªÀÄÄAZÉ ªÉÊzÀåQÃAiÀÄ aQvÉì 

ºÉÆA¢zÁÝgÉÆÃ? 
Cೌದು                 ಇಲG 

 r) D¸ÀàvÉæUÉ ¸ÉÃj¸À¯ÁVzÉAiÉÆÃ? Cೌದು                 ಇಲG 
 E) MlÄÖ DzÀ ªÉZÀÑ (zÀªÁSÁ£ÉAiÀÄ RZÀÄð ªÀÄvÀÄÛ ªÀÄgÀuÁ 

£ÀAvÀgÀzÀ RZÀÄð) 
 

 J¥sï) ºÉÆA¢zÀ DyðPÀ ¸ÀºÁAiÀÄ (ºÀt)   
 

Item 11a: 1. ಕೃ`, 2. ಕೃ` ಸಂಬಂಧಪಟa, 3. ಕೃ` *ೇತನ RಾE;ಕರ, 4. ಕೃ` *ೇತನ RಾE;ಕರಲGದವರು, 5. ಕುಶಲಕE; / ಸ"ತಂತ�, 

6. %ೆ~a ಅಂಗh / ಸಣe *ಾ?%ಾರ, 7. ಸಂಘ~ತ *ಾ?%ಾರ / ಉದ?ಮ, 8. ಸಂಬಳದ ಉãೊ?ೕಗ, 9. ವೃñäಯ , 10. vಂಚ† / JಾhMೆ / 

hK{ೆಂm, ಇ[ಾ?T. 11. ಇತXೆ  

Item 11c: 1. uಾkಕ, 2. [ೆyuಾkಕ, 3. ಅಧ; *ಾ`;ಕ, 4. *ಾ`;ಕ*ಾA, 5. ಇತXೆ =ಯEತ ಅವ°ಗಳé, 6. êಾವWãೇ kSರ 

uಾದV¢ಲG 

Item 11e: 1. ಮಗ, 2. ಮಗಳé, 3. ಅ|ಯ, 4. :ೊ:ೆ, 5. ತಂãೆ, 6. [ಾ¢, 7. ಇತರರು............... 

Item 11f & g: 1. íೕಸaP ಮ= ಆಡ;- ಮೂಲಕ, 2. Jಾ?ಂj ವMಾ;ವ£ೆ ಮೂಲಕ, 3. ನನá ಪರ*ಾA ñ|Tರುವ êಾXಾದರೂ 

ಸಂಗ�ókದ Jಾ?ಂj ವMಾ;ವ£ೆಯ ಮೂಲಕ, 4. ಮೂಲTಂದ ನನMೆ ñ|Tರುವ êಾXಾದರೂ, 5. ಇತರರು ......... . 

Item 12c: 1. Rೆಲಸ / ಉãೊ?ೕಗ- ಸಂಘ~ತ, 2. Rೆಲಸ / ಉãೊ?ೕಗ- ಅಸಂಘ~ತ, 3. *ಾ?%ಾರ, 4. î0ಣ, 5. ಇತರರು ....... 

Item 12f: 1. ಮಕ3ಳé, 2. ಸಂMಾñ, 3. ಇತರರು ............ 

Item 12g: 1. î0ಣ, 2. ಆXೋಗ? ಸಮ:ೆ?ಗಳé, 3. ಆXೋಗ? ಸಮ:ೆ?ಗ|Mೆ c§[ೆ•, 4. ¶ೕವ/ಾ}ಾರ, 5. ಆXೈRೆಯ %ಾತ�, 6. ಇತರರು 
............... 

Item 13c: 1. JHA (ಪWರುಷ), 2. JHA (kßೕ), 3. ನ®;-ANM, 4. *ೈದ?§ೕಯ ಅ°RಾV, 5. ಇತರರು .. 

Item 13d: 1. Rಾ¢xೆ / ಅ/ಾXೋಗ?ದ ಬM wೆ ಸಲLೆ =ೕh. 2. ಪVîೕFkದ =ೕVನ ಸಂಗ�ಹ, 3. hh~ಯನುá kಂಪhಸುವWದು, 4. /ಾನು 
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XೋAಗಳ RಾರಣTಂãಾA ©ೇ~ =ೕhã òೇ/ೆ. 5. ಮ/ೆಯ êಾವWãೇ ಸದಸ?ರು êಾವWãೇ Rಾ¢xೆ LೊಂTದòXೆ, 6. ಇತರ ...... .. 

Item 15.b: 1. kßೕ, 2. ಪWರುಷ 

 
 

¨sÁUÀ 2 (ªÉÊAiÀÄQÛPÀ ªÀiÁ»w) 
 

¤ªÀÄä GzÉÆåÃUÀ ºÀªÁå¸À ºÁUÀÆ GqÀÄUÉ, vÉÆqÀÄUÉAiÀÄ §UÉÎ PÉ®ªÀÅ ¥Àæ±ÉßUÀ¼À£ÀÄß PÉÃ¼ÀÄvÉÛÃ£É. 
 
16 J) GzÉÆåÃUÀzÀ ¸À®ÄªÁV ¤ÃªÀÅ UÀzÀUÀ¢AzÀ ºÉÆgÀUÉ E¢ÝÃgÁ? 

(vÁvÁÌ°PÀ GzÉÆåÃUÀUÀ¼À£ÀÄß ºÉÆgÀvÀÄ¥Àr¹) 
Cೌದು                 ಇಲG 

 ©) ºËzÁzÀgÉ, AiÀiÁªÀ GzÉÆåÃUÀzÀ°è ¤gÀvÀgÁV¢ÝÃj?  
 ¹) FªÀgÉUÀÆ D GzÉÆåÃUÀzÀ°è ªÀÄÄAzÀÄªÀjAiÀÄÄwÛ¢ÝÃgÁ? Cೌದು                 ಇಲG 
 r) D GzÉÆåÃUÀzÀ°è E®è¢zÀÝgÉ, ¤ÃªÀÅ »AwgÀÄV §gÀ®Ä 

PÁgÀtªÉÃ£ÀÄ? 
 

17 J) ¤ÃªÀÅ ©AiÀÄgï, ªÉÊ£ï, ¹àjmï CxÀªÁ ±ÉgÉ ªÀÄÄAvÁzÀ 
ªÀÄzÀå¥Á£ÀUÀ¼À£ÀÄß ¸ÉÃ«¸ÀÄwÛ¢ÝÃgÁ? 

Cೌದು                 ಇಲG 

 ©) ºÁzÁzÀgÉ, PÀ¼ÉzÀ 12 wAUÀ¼À°è ¥ÀzÉÃ ¥ÀzÉÃ JµÀÄÖ ¨Áj 
AiÀiÁªÀÅzÁzÀgÀÆ MAzÀÄ  ªÀÄzÀå¥Á£ªÀiÁr¢ÝÃj? 

 

 ¹) ¸ÁªÀiÁ£ÀåªÁV ¤ÃªÀÅ ªÀÄzÀå¥Á£ÀªÀ£ÀÄß J°èAzÀ 
¥ÀqÉAiÀÄÄwÛÃj? 

 

18 J) ¸ÁªÀiÁ£ÀåªÁV ¤ÃªÀÅ AiÀiÁªÀ vÀgÀºÀzÀ §mÉÖAiÀÄ£ÀÄß 
zsÀj¸ÀÄwÛÃj? 

 

 ©) DgÉÆÃUÀå PÉÃAzÀæPÉÌ ºÉÆÃUÀÄªÁUÀ AiÀiÁªÀ §mÉÖAiÀÄ£ÀÄß 
zsÀj¸ÀÄwÛÃj?  

 

 
 

Item 16b: 1. Rೆಲಸ / ಉãೊ?ೕಗ- ಸಂಘ~ತ, 2. ಉãೊ?ೕಗ / ಉãೊ?ೕಗ- ಅಸಂಘ~ತ, 3. ವ?ವLಾರ, 5. ಇತXೆ ...... .. 

Item 17b: 1. Tನ, 2. *ಾರRೆ3 5-6 Tನಗಳé, 3. *ಾರRೆ3 1-4 Tನಗಳé, 4. ñಂಗ|Mೆ 1-3 Tನಗಳé, 5. ñಂಗ|Aಂತ ಕhl 

Item 17c: 1. Mಾ�ಮ ಅಂಗhಯFG, 2. ಪರ*ಾನA ಪ{ೆದ ಮದ?ದ ಅಂಗh, 3. ಸS|ೕಯ*ಾA ತêಾVಸxಾಗುತäãೆ, 4. ಇತರರು ……. 

Item 18 a & b: 1. }ೋñ / %ಾ?ಂ™ೆ, 2. ಪಂö / ಶo;, 3. :ಾV, 4. ಚುV{ಾ®;, 5. ಲuಾ=ಯ ಮóQೆಯರ ಉಡುಪW 
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ೈದ
>B
Cೆ 
,ೆ
ಚ
ು/ 
Dೆ
ೂ
ಕು
G, 

6.
 ಸ

BH
ಾದ

 .
IJ

ೆKಯ
ನ
ುL 
ಪ
Mೆ
ಯ

ುವ
Nದ
ು, 

7.
 ಇ

ತ
ರರ

ು 
...
...
...
...
 

                       

340



 

«
¨sÁ

UÀ
 2

 ©
 (
¢
ÃW

Àð
PÁ

®
zÀ
 ª

Á
å¢

ü) 
 2
0
©
 

J
) 
 

  

 
 

 

 
©
) 
C
£Á

gÉÆ
ÃU

ÀåP
Á
ÌV
 ª

ÀÄ
gÀÄ

¸À
Az

À±
Àð

£À
 C

xÀ
ªÁ

 ª
ÀÄ
ÄA

zÀ
Äª

Àj
¸À
¯Á

UÀ
Äª

À 
a
Qv

ÉìA
iÀÄ
 §

UÉ
Î w
½¸

ÀÄ
«
gÁ

? 
 

 
 

 
J
1
) 
 C

£Á
gÉÆ

ÃU
Àå 

1
 (
¸À
AP

ÉÃ
vÀ
) 
PÉ
Æ
Ãq

À 
 

 
 

 
J
2
) 
C
£Á

gÉÆ
ÃU

Àå 
2
 (
¸À
AP

ÉÃ
vÀ
) 
PÉ
Æ
Ãq

À 
 

 
 

 
J
3
) 
C
£Á

gÉÆ
ÃU

Àå 
3
 (
¸À
AP

ÉÃ
vÀ
) 
PÉ
Æ
Ãq

À 
 

 
 

 
J
4
) 
C
£Á

gÉÆ
ÃU

Àå 
4
 (
¸À
AP

ÉÃ
vÀ
) 
PÉ
Æ
Ãq

À 
 

 
 

 
J
5
) 
C
£Á

gÉÆ
ÃU

Àå 
5
 (
¸À
AP

ÉÃ
vÀ
) 
PÉ
Æ
Ãq

À 
 

 
 

 
¹
) 
¤
Ãª

ÀÅ 
gÀP

ÀÛ 
vÀ
¥Á

¸À
uÉ

 C
xÀ
ªÁ

 ©
.¦

. 
vÀ
¥Á

¸À
uÉ

Ai
ÀÄ
£À
Äß 

zÁ
R
°
¸À
®
Ä 

¥À
Ä¸
ÀÛP
Àª
À£
ÀÄ
ß E

n
ÖgÀ
Äw

ÛÃg
Á
? 

 
!
ೌದ
ು  

   
  ಇ

ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
' 

  (2
0
©
. 
Ai
ÀÄ
°
è w
½¸

À¯
Á
zÀ
 ¥

Àæw
 C

£Á
gÉÆ

ÃU
ÀåP

ÉÌ 
2
1
©
 A

iÀÄ
 ¥

Àæ±
ÉßU

À¼À
£À
Äß 

¥À
Ä£
ÀgÁ

ªÀ
w
ð¹

j)
 

 
 

 
2
1
©
 

J
) 
J
µÀ
ÄÖ 
¸À
ªÀ
ÄA

iÀÄ
¢
Az

À 
F

 (
  

  
  

  
  

  
  

) 
gÉÆ

ÃU
À¢

Az
À 

£À
gÀ¼

ÀÄ
w
ÛÃj

? 
 

 
 

 
©
) 
F

 C
£Á

gÉÆ
ÃU

ÀåP
Á
ÌV
 D

gÉÆ
ÃU

Àå 
PÉ
ÃA

zÀ
æPÉ
Ì ¨

sÉÃ
n
 ¤

Ãr
¢
ÝÃg

Á
? 

!
ೌದ
ು  

   
   

   
   

   
ಇ
ಲ
' 

!
ೌದ
ು  

   
   

   
   

   
ಇ
ಲ
' 

!
ೌದ
ು  

   
   

   
   

   
ಇ
ಲ
' 

 
¹
) 
E
®
èªÁ

zÀ
gÉ,

 D
gÉÆ

ÃU
Àå 

PÉ
ÃA

zÀ
æPÉ
Ì ¨

sÉÃ
n
 P
ÉÆ

qÀ
¢
gÀ®

Ä 
PÁ

gÀt
. 
 

 
 

 
 

r
) 
F

 C
£Á

gÉÆ
ÃU

ÀåP
ÉÌ 
¨É
Ãg
É 
Ai
ÀiÁ

ªÀ
 P
Àq
ÉU
À¼À

°
è a

Qv
Éì 
¥À
qÉ
¢
gÀÄ

w
ÛÃj

 
(ª

ÉÆ
zÀ
°
¤
Az

À 
PÉ
Æ
£É
Ai
ÀÄ
ªÀ
gÉU

É 
¥À
qÉ
zÀ
 a

Qv
Á
ì ¸

Ë
®
¨sÀ
åz
À 
¥À
n
Ö) 
 

 
 

 

 Ite
m

 2
1
©
 r

: 1
. ಎ

"
ಎ
#
$ / 
ಎ
ಎ
%
ಎ
ಂ 

/ ಆ
(ಾ

 / 
ಎ
ಡ
ಬ
ೂ
-.ಡ

ಬ
ೂ
-.,

 2
. /

.0
"

.#
 / 
1
2
3ನ
$5

 / 
#
ಎ
6
$ / 
7

8
ೖ:

 ;
ೖದ
=>
ೕಯ

 ಘ
ಟ
ಕ,

 3
. D

ಾವ
Fಜ

H
ಕ 
ಆ
ಸ
3J
K, 4

. L
ಾಸ
M 
;
ೖದ
=ರ
ು /

 >
-H
P

, 
5.

 L
ಾಸ
M 
ಆ
ಸ
3J
K, 6

. ಆ
ಎ
Fಂ
/

, 7
. Q

ಎ
ಎ
ಂಎ

R
 / 
Q
ಎ
"
ಎ
ಂಎ

R
, 8

 ಮ
T
ಯ

U
- ಉ

W
ಯ

ುವ
Xದ
ು, 

9.
 ಸ
Yಯ

ಂ 
ಔ
ಷ
\

, 1
0.

 ]
ಾKಮ

^_
 `
ೕa

 H
ೕಡ
ುವ

 ಆ
ಎ
Fಂ
/
b 
Jೂ

ೕ5
ಸ
c
ಾM
d

, 1
1.

 
ಇ
ತರ

ರು
 …

…
…

 

  2
2
©
 

D
gÉÆ

ÃU
Àå 

¸Ë
PÀ
Ai
ÀÄ
ðP

ÉÌ 
ºÉ
Æ
ÃU

À®
Ä 
¸Á

jU
É 
ªÀ
åª
À¸
ÉÜ 

¤
Ãª

ÀÅ 
E
w
ÛÃZ

ÉU
É 
C
£Á

gÉÆ
ÃU

ÀåP
ÉÌ 
D
gÉÆ

ÃU
Àå 

¸Ë
PÀ
Ai
ÀÄ
ð 

PÉ
ÃA

zÀ
æPÉ
Ì ¨

sÉÃ
n
 

¤
Ãq

À®
Ä 
G

¥À
Ai
ÉÆ

ÃV
¹
zÀ
 ¸

Á
jU

É 
ªÀ
åª
À¸
ÉÜA

iÀÄ
 §

UÉ
Î P
É®

ªÀ
Å ¥

Àæ±
ÉßU

À¼À
£À
Äß 

PÉ
Ã¼

ÀÄ
vÉ
ÛÃ£

É. 

 
 

 

341



 

 
J
) 
¤
Ãª

ÀÅ 
D
gÉÆ

ÃU
Àå 

¸Ë
PÀ
Ai
ÀÄ
ð 

PÉ
ÃA

zÀ
æPÉ
Ì º

ÉÃ
UÉ
 º

ÉÆ
ÃV

gÀÄ
w
ÛÃj

? 
 

 
 

 
©
)(
§
¸ï

/C
mÉ
Æ
Ã)

 D
gÉÆ

ÃU
Àå 

¸Ë
PÀ
Ai
ÀÄ
ð 

PÉ
ÃA

zÀ
æªÀ
£À
Äß 

¤
Ãª

ÀÅ 
Ai
ÀiÁ

ªÀ
 

¸Á
jU

É¬
ÄA

zÀ
 v

À®
Ä¦

gÀÄ
«
j 

J
Az

ÀÄ
 w
½¹

. 
 

 
 

 
©
1
) 
ªÀ
Ä£
É¬

ÄA
zÀ
 §

¸ï
 ¤
¯Á

Ýt
zÀ
ªÀ
gÉU

É 
vÉ
UÉ
zÀ
ÄP
ÉÆ
¼ÀÄ

îªÀ
 ª

ÉÃ
¼É.

 
 

 
 

 
©
2
) 
£É
Ãg
À 
¸Á

jU
É 
ªÀ
åª
À¸
ÉÜA

iÉÆ
Ã 

C
xÀ
ªÁ

 ª
ÀÄ
zsÀ
å 
zÁ

jA
iÀÄ
°
è §

zÀ
¯Á

ªÀ
uÉ

 
E
zÉ
Ai
ÉÆ

Ã?
 

 
 

 

 
©
3
) 
ªÀ
Ä£
É¬

ÄA
zÀ
 D

gÉÆ
ÃU

Àå 
PÉ
ÃA

zÀ
æPÉ
Ì v

À®
Ä¥

ÀÄ
ªÀ
 P
Àæª
ÀÄ
ªÀ
£À
Äß 

w
½¸

ÀÄ
«
gÁ

? 
 

 
 

 
©
4
) 
M
n
Ö£À
°
è D

gÉÆ
ÃU

Àå 
¸Ë

PÀ
Ai
ÀÄ
ðP

ÉÌ 
vÀ
®
Ä¥

À®
Ä 
J
µÀ
Äë 
¸À
ªÀ
ÄA

iÀÄ
 

vÉ
UÉ
zÀ
ÄP
ÉÆ
¼ÀÄ

îw
ÛÃj

. 
 

 
 

 
©
5
) 
¤
Ãª

ÀÅ 
»
A¢

gÀÄ
V
 C

zÉ
Ã 

zÁ
jA

iÀÄ
°
è §

gÀÄ
w
ÛÃg

Á
? 

!
ೌದ
ು  

   
   

   
   

   
ಇ
ಲ
' 

!
ೌದ
ು  

   
   

   
   

   
ಇ
ಲ
' 

!
ೌದ
ು  

   
   

   
   

   
ಇ
ಲ
' 

 
©
6)

 E
®
èªÁ

zÀ
gÉ 

¤
Ãª

ÀÅ 
Ai
ÀiÁ

ªÀ
 P
Àæª
ÀÄ
ªÀ
£À
Äß 

vÉ
UÉ
zÀ
ÄP
ÉÆ
¼ÀÄ

îw
ÛÃj

 J
Az

ÀÄ
 

w
½¹

. 
 

 
 

 

2
3
©
 

J
) 
F

 ¸
Ë
PÀ
Ai
ÀÄ
ðª

À£
ÀÄ
ß G

¥À
Ai
ÉÆ

ÃV
¸À
®
Ä 
PÁ

gÀt
ªÉ
Ã£

ÀÄ
? 

 
 

 
 

©
) 
¸Ë

PÀ
Ai
ÀÄ
ð 

¥À
qÉ
zÀ
ÄP
ÉÆ
¼Àî
®
Ä 
¤
Ãª

ÀÅ 
ºÉ
Æ
Ãz

À 
ªÉ
Ã¼

ÉA
iÀÄ
°
è J

µÀ
ÄÖ 

¸À
ªÀ
ÄA

iÀÄ
 P
Á
Ai
ÀÄ
¨É
ÃP

Á
UÀ
Äv
ÀÛz
É. 

 
 

 

 Ite
m

 2
2©

.J
: 1

. ಬ
R

, 2
. g

Yಚ
ಕK

 i
ಾಹ

ನ
, 3

. ಆ
k
ೂ
ೕ, 

4.
 l
ಾರ
ು, 

5.
 ಇ
ತm

 ..
...

...
...

. 
Ite

m
 2

2©
. ©

2:
 1

. T
ೕರ

 D
ಾ5
b,

 2
. n

ಾ5
ಯ

U
- ಬ
ದ
c
ಾವ

o
ಗಳ

r 
Ite

m
 2

2 
©
3

 &
 ©

6:
 1

. ಮ
T

, 2
. ಬ

R
 H
c
ಾsಣ

, 3
. ಬ

R
, 4

. ಆ
k
ೂ
ೕ, 

5.
 i
ಾ>
ಂu

, 6
. 8

ೖP
 / 
8
ೖ#
ಕ:

 v
ೕw

 ಎ
ತು
xವ

 
 2
4
©
 

ªÉ
ZÀ
Ñ 

 
 

 
 

¤
Ãª

ÀÅ 
ºÁ

UÀ
Æ
 ¤

ªÀ
Ää 

eÉ
Æ
vÉ
UÁ

gÀg
ÀÄ
 z

Àª
Á
SÁ

£É
Ai
ÀÄ
£À
Äß 

¸À
Az

À²
ð¹

zÁ
UÀ
 

D
zÀ
 R

a
ð£

À 
§
UÉ
Î P
É®

ªÀ
Å ¥

Àæ±
ÉßU

À¼À
£À
Äß 

PÉ
Ã¼

ÀÄ
vÉ
ÛÃ£

É. 
  

 
 

 

 
J
) 
ªÉ
Êz
Àåg

À 
±À
Ä®

Ì 
 

 
 

 
©
) 
£É
Æ
ÃA

zÀ
t

ÂA
iÀÄ
 ±
ÀÄ
®
Ì, 
E
zÀ
ÝgÉ 

 
 

 
 

¹
) 
gÉÆ

ÃU
À®

PÀ
ët

 ¥
Àj

ÃP
Éë, 

E
zÀ
ÝgÉ 

 
 

 
 

r
) 
¸Á

jU
ÉA

iÀÄ
 R

ZÀ
Äð

 
 

 
 

 
E
) 
O
µÀ
¢
üA
iÀÄ
 R

ZÀ
Äð

 
 

 
 

 
J
¥sï

) 
®
AZ

À 
C
xÀ
ªÁ

 R
Ä¶

UÉ
Æ
Ã¸

ÀÌg
À 

 
 

 
 

f
) 
H

l
zÀ
 R

ZÀ
Äð

 
 

 
 

 
ºÉ
Zï

) 
ªÉ
ÄÃ
¯É
 P
Á
t

Â¹
zÀ
 R

ZÀ
Äð

UÀ
¼À£

ÀÄ
ß ¤

Ãª
ÀÅ 

ºÉ
ÃU

É 
ºÉ
Æ
A¢

¸À
Äw

ÛÃj
? 

 
 

 
 2
4
©
.º
ÉZ
ï
 

1
) 
ªÀ
Ä£
ÉA

iÀÄ
 D

zÁ
Ai
ÀÄ
/G

½v
Á
Ai
ÀÄ
, 
2
) 
¸Á

®
, 
3
) 
¸É
ßÃ
»
vÀ
gÀÄ

/P
ÀÄ
l
ÄA

§
zÀ
ªÀ
jA

zÀ
 P
ÉÆ

qÀ
ÄU
É, 

4
) 
¢
£À
UÀ
Æ
°
, 
5
) 
¸À
PÁ
ðg

Àz
À 
¦
AZ

Àt
Â, 
6)

 E
vÀ
gÉ 

ªÀ
ÄÆ

®
UÀ
¼ÀÄ

 

342



 

   2
5
©
 

J
) 
M
zÀ
V
¸À
Äª

Àª
ÀgÀ

Ä 
ZÀ
ÄZ

ÀÄ
ÑªÀ
Äz

ÀÄ
Ý º

Á
UÀ
Æ
 I

V
 ¨

Á
l
°
UÀ
¼À£

ÀÄ
ß 

vÉ
UÉ
zÀ
ÄP
ÉÆ
¼Àî
®
Ä 
a
Ãn

 §
gÉ¢

zÁ
ÝgÉÆ

Ã?
 

 
 

 

 
©
) 
O
µÀ
¢
ü P
ÉÆ

qÀ
¢
zÀ
ÝgÉ,

 A
iÀiÁ

PÉ
? 

 
 

 
 

¹
) 
¤
Ãª

ÀÅ 
D
 §

UÉ
Î «

ZÁ
j¹

¢
ÝÃg

Á
? 

 
 

 
 

r
) 
¤
ªÀ
ÄU
É 
ZÀ
ÄZ

ÀÄ
ÑªÀ
Äz

ÀÄ
Ý C

xÀ
ªÁ

 I
V
 ¨

Á
l
°
UÀ
¼À£

ÀÄ
ß §

gÉ¢
zÀ
ÝgÉ,

 
Ai
ÀiÁ

gÀÄ
 v

ÉU
Éz
ÀÄ
PÉ
Æ
¼Àî
®
Ä 
w
½¹

zÀ
gÀÄ

. 
 

 
 

 
E
) 
ZÀ
ÄZ

ÀÄ
ÑªÀ
Äz

ÀÄ
Ý J

°
èUÉ
 P
ÉÆ

qÀ
¯Á

¬
Äv
ÀÄ
? 

(±
Àj

Ãg
Àz
À 
¨sÁ

UÀ
) 

 
 

 
 

J
¥sï

) 
J
µÀ
ÄÖ 
ZÀ
ÄZ

ÀÄ
ÑªÀ
Äz

ÀÄ
ÝUÀ
¼À£

ÀÄ
ß P

ÉÆ
qÀ
¯Á

¬
Äv
ÀÄ
. 

 
 

 
 Ite
m

 2
5
©
 J

 : 
1.

 y
ಾವ

Xದ
ೂ

, 2
. ಇ

ಂz
{%

, 3
. I

V 
|
ಾಟ

:
, 4

. ಎ
ರಡ

ೂ
 

It
em

 2
5
©
 r

: 1
. }

ಾಕ
~�

, 2
. ನ

R
F,

 3
. ಇ

ತರ
ರು

 ..
...

...
. 

It
em

 2
5
©
 E

: 1
. ಪ

ೃಷ
Çಗ
ಳ
r, 

2.
 v

ೕc
ಾÉಗ

ದ
 J
ೂ
ೕಳ
r, 

3.
 ಇ
ತರ

 2
ೖÑ

__
__

__
_ 

  2
6©

 
D
gÉÆ

ÃU
Àå 

PÁ
¼Àf

 ª
ÀiÁ

qÀ
Äª

Àª
ÀgÀ

 £
Àq
ÀÄ
ªÀ
½P

É. 
 

 
 

 
J
) 
D
gÉÆ

ÃU
Àå 

PÁ
¼Àf

 ª
ÀiÁ

qÀ
Äª

À 
(C

ªÀ
£À
Ä/

C
ªÀ
¼ÀÄ

) 
¨É
Ãg
ÉA

iÀÄ
ªÀ
gÉÆ

A¢
UÉ
 

vÉ
UÉ
zÀ
ÄP
ÉÆ
¼ÀÄ

îªÀ
 ¸

Á
PÀ
µÀ
ÄÖ 
¸À
ªÀ
ÄA

iÀÄ
 ¤

ªÉ
Æ
äA

¢
UÀ
Æ
 ¸

Àº
À 

vÉ
UÀ
zÀ
ÄP
ÉÆ

Aq
ÀgÉ

Æ
Ã?

 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

 
©
) 
D
gÉÆ

ÃU
Àå 

vÀ
¥Á

¸À
uÉ

Ai
ÀÄ
 ¸

Àª
ÀÄ
Ai
ÀÄ
zÀ
°
è D

gÉÆ
ÃU

Àå 
PÁ
¼Àf

 
ªÀ
iÁ

qÀ
Äª

Àª
ÀgÀ

Ä 
¤
ªÀ
Ää£

ÀÄ
ß ª

ÀÄ
Äl

Ö®
Ä 
»
Ad

jA
iÀÄ
Äv
Á
ÛgÉ
Æ
Ã?

 
!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

 
¹
) 
D
gÉÆ

ÃU
Àå 

PÁ
¼Àf

 ª
ÀiÁ

qÀ
Äª

Àª
ÀgÀ

Ä 
¨É
Ãg
ÉA

iÀÄ
ªÀ
jU

É 
w
½¹

zÀ
 º

Á
UÉ
 

¤
ªÀ
ÄU
ÀÆ

 ¸
Àº
À 
¤
ªÀ
Ää 

D
gÉÆ

ÃU
Àåz

À 
¥À
j¹

Üw
Ai
ÀÄ
 §

UÉ
Î ¸

Á
PÀ
µÀ
ÄÖ 

ªÀ
iÁ

»
w
Ai
ÀÄ
£À
Äß 

(C
ªÀ
£À
Ä/

C
ªÀ
¼ÀÄ

) 
PÉ
Æ
n
ÖgÀ
Äv
Á
ÛgÉ
Æ
Ã?

 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

 
r
) 
D
gÉÆ

ÃU
Àå 

PÁ
¼Àf

 ª
ÀiÁ

qÀ
Äª

Àª
ÀgÀ

Ä 
¤
ªÉ
Æ
äA

¢
UÉ
 M

gÀm
Á
V
 

ªÀ
iÁ

vÁ
r
zÀ
gÉÆ

Ã?
 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

 
E
) 
D
gÉÆ

ÃU
Àå 

PÁ
¼Àf

 ª
ÀiÁ

qÀ
Äª

Àª
ÀgÀ

Ä 
¤
ªÉ
Æ
äA

¢
UÉ
 ª

ÀiÁ
vÁ

£Á
qÀ
Äª

Á
UÀ
 

»
Ã£

Á
Ai
ÀÄ
ªÁ

zÀ
 ª

ÀiÁ
vÀ
ÄU
À¼À

£À
Äß 

D
r
zÀ
gÉÆ

Ã?
 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

 
J
¥sï

) 
¤
Ãª

ÀÅ 
¸À
®
ºÉ
UÁ

V
 P
Á
Ai
ÀÄ
Äw

ÛgÀ
Äª

Á
UÀ
, 
¤
ªÀ
Ää 

¸À
gÀw

 §
Az

Á
UÀ
, 

¤
ªÀ
Ää£

ÀÄ
ß M

vÁ
ÛA
iÀÄ
¢
Az

À 
¤
°
è¹
 ¨

ÉÃ
gÉA

iÀÄ
ªÀ
gÀ£

ÀÄ
ß ©

n
ÖgÀ
Äv
Á
ÛgÁ

? 
!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

 
f
) 
¤
ªÀ
ÄU
É 
§
gÉz

ÀÄ
PÉ
Æ
l
Ö O

µÀ
¢
üA
iÀÄ
£À
Äß 

vÉ
UÉ
zÀ
ÄP
ÉÆ
¼Àî
®
Ä 
ºÉ
Æ
Ãz

Á
UÀ
 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
!
ೌದ
ು  

   
  ಇ

ಲ
'   

   

343



 

E
vÀ
gÀj

V
Av

À 
eÁ

¹
Û ¸

Àª
ÀÄ
Ai
ÀÄ
ªÀ
£À
Äß 

vÉ
UÉ
zÀ
ÄP
ÉÆ

Aq
ÀgÀ

Ä 
J
Az

ÀÄ
 

C
¤
¹
zÉ
Ai
ÉÆ

Ã?
 

(ೂ
*+
ಲ
' 

(ೂ
*+
ಲ
' 

(ೂ
*+
ಲ
' 

 
ºÉ
Zï

) 
¤
Ãª

ÀÅ 
ZÀ
ÄZ

ÀÄ
ÑªÀ
Äz

ÀÄ
Ý C

xÀ
ªÁ

 I
V
 ¨

Á
l
®
UÀ
¼À£

ÀÄ
ß v

ÉU
Éz
ÀÄ
PÉ
Æ
¼Àî
®
Ä 

ºÉ
Æ
Ãz

Á
UÀ
 ¨

ÉÃ
gÉA

iÀÄ
ªÀ
jV

Av
À 
eÁ

¹
Û ¸

Àª
ÀÄ
Ai
ÀÄ
ªÀ
£À
Äß 

vÉ
UÉ
zÀ
ÄP
ÉÆ

Aq
ÀgÀ

Ä 
J
Az

ÀÄ
 C

¤
¹
zÉ
Ai
ÉÆ

Ã?
 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

 
L
) 
E
£É
Æ
ßª
ÉÄ
ä C

¸À
é¸À
ÜgÁ

zÁ
UÀ
 C

zÉ
Ã 

D
gÉÆ

ÃU
Àå 

PÁ
¼Àf

 ª
ÀiÁ

qÀ
Äª

Àª
ÀgÀ

 
§
½ 

ºÉ
Æ
ÃU

ÀÄ
«
gÉÆ

Ã?
 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

!
ೌದ
ು  

   
  ಇ

ಲ
'   

   
(ೂ

*+
ಲ
' 

 
eÉ
) 
ªÉ
ÄÃ

°
£À
 ¥

Àæ±
ÉßU

É 
E
®
è J

Az
Á
zÀ
gÉ 

Ai
ÀiÁ

PÉ
? 

 
 

 
 

2
7
©
 

¤
Ãª

ÀÅ 
SÁ

¸À
V
 D

¸À
àvÉ
Û C

xÀ
ªÁ

 ¸
ÀgÀ

PÁ
j 

D
¸À
àvÉ
æUÉ
 A

iÀiÁ
PÉ
 º

ÉÆ
ÃU

À°
®
è? 

 
 

 
 Ite

m
 2

7©
: 1

. !
ೕಘ

$ 
%ಾ

ಯ
ುವ

 ಸ
ಮ
ಯ

, 2
. ,

ೆ.
/ನ

 1
ೆಚ
/, 
3
. ತ

ುಂ
5ಾ

, 4
. ಪ

78
ೈ%
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Variable name Variable options  Variable 
scores 

Computation & Justification 

Roads  Type of roads  The roads were graded in terms of the usability and 
maintenance. Roads which are paved and 
maintained are given the highest score and the 
lowest for dirt or mud road. A single settlement 
could have different types of roads, so the score 
was averaged. 

 Paved roads 5 
 Paved roads but not 

maintained 
3 

 Gravel roads 2 
 Dirt/mud road 1 
 Paved with concrete 4 
Drains Type of drains  Drains was given high score if they were covered 

and lowest score if there were no drains. Since a 
settlement could have different type of drains the 
scores was averaged.  

 Katcha/Open 2 
 Pucca/covered 3 
 No drainage 1 
Source of water 
supply 

Source of water  Source of water to settlement was graded on the 
basis of the perceived safety. Borewell supply is 
groundwater from within the settlement and is 
given the highest score. Government supply or 
pipeline even though is treated and supplied is 
often coloured and has odour and is given a score 
lower then borewell. The lowest score is for well. 

 Borewell 3 
 Government pipeline 2 
 Well 1 

Amenities PDS 1 Each amenity was scored 1 for its presence and 0 
for its absence. This was then summed across 
multiple amenities for the final score.  

 Veterinary centre 1 
 Community hall 1 
 Milk dairy 1 
Bus score Bus stop  Highest score was assigned if there was a bus stop 

in the settlement and also if the frequency of bus 
service was high. In order to capture the worth of 
the bus stop it was multiplied with the frequency of 
services for the final score 

 Yes 3 
 Yes, only hand wave 2 
 No 1 
 Frequency of services  

A27 Index construction for tanda and village
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 Varies 0.5 
 1 time a day 1 
 2-6 times in a day 2 
 7 and more times in a 

day 
3 

Bank score   The distance to the bank from the settlement was 
taken as the score for bank. If the bank was located 
in the settlement, then a score of 0 was assigned to 
it.  

Post office score   Distance to the post office was taken as the score 
for post office. If the post office was located in the 
settlement, then a score of 0 was assigned to it.  

Allied health score Anganwadi 1 Anganwadi, ASHA and Community RO 
contributes directly and indirectly to the health in 
the settlements. Each were assigned a score of 1 if 
present in the settlement and summed for the total 
score. 

 ASHA 1 
 Community RO 1 

School score Primary school (1-5) 1 Each level of educational institution in the 
settlement was given the same score and this was 
summed to reflect the presence of multiple levels 
of schools and colleges.  

 Middle school (6-8) 1 
 Secondary school (9-10) 1 
 Vocational/Technical 

institute 
1 

 PUC (11-12) 1 
 College 1 
Public health score Subcentre 1 Each public health institution was scored 1 for 

their presence and summed for the total score.  PHC 1 
 Ayurvedic dispensary 1 
Private facility 
score 

Pharmacy 1 Each privatehealth institution was scored 1 for 
their presence and summed for the total score. 

 BAMS 1 
 RMP 1 
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A27 Correlation matrix between infrastructural variables across tandas and villages 
Variables Road score Drain score Water score Amenities 

score 
Bus score Bank score Post office 

score 
School 
score 

Health 
facility 
score 

Tanda          
Road score 1.000         
Drain score 0.139 1.000        
Water score 0.151 0.085 1.000       
Amenities score 0.210 -0.087 -0.108 1.000      
Bus score 0.455** 0.146 -0.180 0.569*** 1.000     
Bank score -0.265 -0.150 -0.071 0.031 -0.099 1.000    
Post office score -0.329* -0.016 0.034 -0.108 -0.310* 0.553*** 1.000   
School score 0.125 -0.055 0.000 0.487*** 0.272 -0.108 -0.251 1.000  
Health facility score 0.278 0.027 0.047 0.246 0.163 -0.196 -0.196 0.392** 1.000 
          
Village          
Road score 1.000         
Drain score 0.090 1.000        
Water score 0.082 -0.120 1.000       
Amenities score 0.012 0.183 0.049 1.000      
Bus score 0.026 0.385** -0.106 0.218 1.000     
Bank score -0.234 -0.076 -0.131 -0.257 -0.094 1.000    
Post office score -0.389** -0.438** 0.041 -0.221 -0.339* 0.596*** 1.000   
School score 0.246 0.160 0.146 0.667*** 0.368* -0.447** -0.474** 1.000  
Health facility score 0.331* 0.322* 0.147 0.461** 0.285 -0.628*** -0.500*** 0.478** 1.000 

 

A28 Correlation matrix between infrastructural variables across tandas and villages
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Variable name Variable options  Variable 
scores 

Formula Computation & Justification 

Structural discrimination 
Migration score Household with migrant 

("!) 
 	

 
 
 
Value of migration  
to the household = 0 	if  "! = 0 

if	"! = 1	then)*
+!

No. of reasons,-!

"

!#$
 

Migration is a means of sustaining 
livelihood, an option that may not be 
available to many. Therefore, it is an 
opportunity for survival of household. 
Migration occurs due to lack of 
opportunities locally and hence it is 
deprivation. Within that category, 
household welfare is better sustained 
by the rationale for migration. In 
addition, the number of migrants is 
again a marker of available persons 
and relative lack of options. In order 
to obtain the worth of one migrant, we 
divide the number of migrants by the 
reasons for migration to obtain the no 
of migrants/reason. This is then 
weighted by the valuation attached to 
the reasons for migration (for all 
migrants) to yield a value of migration 
to the household score.  

 Yes 1 
 No 0 
 Number of migrants (+!)  
 Purpose of Migration 

(-!) 
 

 Work/Employment- 
Organised 

1 

 Work/Employment- 
Unorganised 

0.25 

 Business 0.75 
 Education 0.5 

     
Land score Type of possession (.!)  

Land index =)/!

%

!#$
.!)0!

&

!#$
 

The variable takes into account the 
area of land possessed, the valuation 
of the nature of ownership and the 
crops cultivated on the land. 
Ownership is the most valued as it can 

 Owned and possessed 6 
 Leased in 4 
 Leased out 5 
 Forest land 3 

A29 Construction of Indices for SEM
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 Shared  2 be exchanged freely and cultivation on 
it does not come with a price. Lesser 
the quantity of possession lesser the 
valuation. 

 No land 1 
 Area of land possessed- 

in acres (/!) 
 

 Crops grown (0!)  
 Cereals 1 
 Pulses 3 
 Oilseeds 4 
 Vegetables 2 
 Silk, cotton, flowers, 

sugarcane 
5 

Socio-Economic status  
Asset score     
 Items (1!)  

wealth index =)(1 − -)1!

''

!#$
 

 
P= Percentage of households owning the 
asset 

The assets of the household were 
assigned a value based on the 
percentage of households owning the 
same. The more common the 
ownership, lesser the value. Therefore, 
the valuation or the weight was based 
on (1-P). P being the percentage of 
households owning the same. The 
asset ownership was ranked in terms 
of the number of households owning 
them. Highest rank was for the least 
owned item. Lowest rank to the most 
frequently owned item. 

 Air conditioner  
 Animal drawn cart  
 Bicycle  
 Car  
 Chair  
 Computer  
 Cot  
 Fan  
 Electricity  
 Gas cylinder  
 Mattress  
 Motorcycle  
 Pressure cooker  
 Refrigerator  
 Sewing machine  
 Table  
 Television  
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 Thresher  
 Tractor  
 Washing machine  
 Clock/Watch  
 Water pump  
     
Allied agricultural 
score 

    

 Farm Equipment’s (3!)  Allied agriculture index

=)4!

(

!#$
+)6!

&

!#$
 

This is a combination of ownership of 
farm equipment and animals. Each 
item on the list is given a value based 
on their economic value or actual cost. 
Regardless of the number of animals 
owned, each ownership adds value to 
the potential income and therefore 
welfare. 

 Power tiller/tractor 4 
 Thresher, cane crusher, 

oil crusher 
3 

 Pump and other water 
lifting equipment 

2 

 None of the above/not 
applicable 

1 

 Farm Animals (7!)  
 Cows/bulls/buffaloes 5 
 Horse/donkey/mules 2 
 Goats 4 
 Sheep 4 
 Chicken/Ducks 3 
 None of the above 1 
Principal source of 
income score 

    

 Source of income (8!)  
Principal income score=

!∑ #!"
!#$ $
% 	 "&  

This is computed as a valuation of the 
various sources of income (level 
parameter) and the potential regularity 
of such income (intensity parameter). 
There are more than one source of 
income across households. To adjust 

 Cultivation 5 
 Allied agriculture 3 
 Agricultural wage labour 4 
 Non agriculture wage 

labour 
6 

350



 

 Artisan/Independent 7 for these multiple sources, the mean of 
the valuation of each source of income 
was computed. The fact a household 
needed multiple sources of income is 
indicative that a single source of 
income is insufficient for household 
welfare at low levels of income. 
Intensity is captured by the regularity 
of income. The mean of the income 
score is multiplied by the regularity to 
give the principal income score. This 
regularity for a household is computed 
on the basis of the highest category of 
valuation across multiple income 
sources. For example, if a household 
had cultivation, pension and salaried 
income, the regularity score was 3.  

 Petty shop/small 
business 

7 

 Organised trade/business 7 
 Salaried employment 8 
 Pension/Rent/dividend 2 
 Others 

(remittances/contribution 
from others) 

1 

 Regularity of income 
(9)) 

 

 Salaried, organised 
trade,petty shop/artisan- 
Most regular 

3 

 Cultivation,allied 
agriculture, pension,- 
Partly regular  

2 

 Agricultural wages, non 
agricultural wages or 
contribution by others 

1 

     
Remittance score Periodicity of money 

received (:!) 
 1! = 0	if no person living elsewhere  

from household transfers funds 
 
For remittances 
 

1! =
;!
12

∗ :! 
 

If the household has a person residing 
elsewhere and transferring funds to 
the household, the remittance score is 
computed as given below, otherwise it 
is 0.  
 
If a specified sum, no matter how 
small or big is received regularly, its 
anticipated welfare is greater i.e 
valued more when the regularity is 
less or irregular. Therefore, when the 

 Monthly 2 
 Quarterly 2 
 Half yearly 1 
 Annually 1 
 Other regular periods/no 

fixed pattern 
1 

 Amount received in 12 
month period (;!) 
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periodicity of remittance in a year is 
less, it is valued less. The actual 
amount stated as received in a month 
weighted by the periodicity to provide 
the remittance score.  

Infrastructure 
Water safety score Safety (8))  

Water safety index = >)?!

(

!#$
@:* 

Water safety is determined by the 
water quality and this is dependent on 
its source. There are four categories of 
water use, drinking, cooking, washing 
or bathing. Safety is an issue for 
drinking and cooking. Safety is also a 
function of the reliability of the source 
in terms of frequency and quality. 
Therefore, safety is a product of both 
the nature of source and its reliability 

 Own Piped water 
connection 

3 

 Neighbours piped 
connection 

3 

 Public tap 3 
 Borewell in community 1 
 Community RO 4 
 Water from field 2 
 Problems during last 

three months AB+C 
 

 Yes 1 
 No 2 
Water access score Access (D))  

Water access index =)/!

,

!#$
 

The sources of water for cooking, 
drinking, washing/bathing were 
graded in terms of access, by the 
perceived ease in obtaining water 
from the source (both time and 
distance). These were summed up for 
all use. 

 Own Piped water 
connection 

5 

 Neighbours piped 
connection 

4 

 Public tap 3 
 Borewell in community 2 
 Community RO 3 
 Water from field 1 
Sanitation score Toilet in the households 

(D)) 
 Sanitation index = /!E* 	

(F = 1,2	H = 1,2,3) 
Sanitation is determined by 
availability and ease of use (access). 
This is important because the mere  Yes 2 
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 No 1 availability of a toilet does not result 
in use. Therefore, the toilet score was 
a product of its availability and use by 
members of the household. 

 Facilities used by the 
households AJ+C 

 

 Toilet in the household 3 
 No facilities 2 
 Others specify 1 
Transportation 
score 

Means of transport (K)  Transportation score (acute) =
∑ ∑ M!*

-."
!#$

/
*#$ + ∑ ∑ M!*

0."
!#$

/
*#$

 
Transportation score (chronic) =
∑ ∑ M!*

-1"
!#$

/
*#$ +∑ ∑ M!*

01"
!#$

/
*#$  

 
Total score
=

Transport score (acute) + Transport score (chronic)

2
 

 
O= onward; A=acute; R=return;  

C=chronic 
j = 1,2,3 trip number accomplished  

for health facility 

Seeking treatment involved multiple 
visits across facilities using different 
forms of transport. Each means of 
transport was given a score on the 
basis of its notional public availability 
and ease of use as opposed to private 
transport available to only to those 
who own it. For acute and chronic 
illness it is merely a sum. For those 
who had both it is averaged across 
acute and chronic conditions. 

 Bus/Ambulance/camp 7 
 Share auto 6 
 Auto 5 
 Car 4 
 Two-wheeler 3 
 Walking 2 
 Visit by RMP/BAMS 1 
 Did not seek care 0.5 
 No illness 0 

Individual discrimination 
Morbidity score Had acute (D)) or 

chronic ailment (N))  
and did not seek care 

2  

If both illness	Oℎ4+	
/! + .!
2

 

This is based on whether care was 
sought for the ailment experienced. If 
person had experienced both acute and 
chronic ailment, the score was the 
average of both. 

 Had acute (D)) or 
chronic ailment (N))   
and sought care 

1 

Duration of illness 
score 

Duration in months   Duration in months for those with 
either acute or chronic. If an 
individual had both acute and chronic 
illness then the mean duration was 
computed.  
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Multiple morbidity 
score 

Number of acute illness 
in the past three months 
(D)) 

 If both illness	Oℎ4+	
/! + 0!
2

  

 Number of chronic 
illness experienced that 
continue till date (Q)) 

 

Funding source 
score 

Source of funding for 
healthcare A8)+C 

 
If	only	acute	illness	//0!"#

$

!%&

'

"%&
 

 

If	only	chronic	illness	//0!"(
$

!%&

'

"%&
 

 
If	both	illness	 

∑ ∑ 0!"#$
!%&

'
"%& + ∑ ∑ 0!"($

!%&
'
"%&

2  
7	is	acute 
8	is	chronic 
! = 1	for	multiple	sources	of	the2!"	3456!784 

The source of funding was categorised 
in terms of replenishable resources or 
restrictive in nature. A salary that 
sustains healthcare is renewable but 
contributions from family is not. So 
these sources were graded with the 
more replenishable resource getting a 
lower value.  

 Household 
income/saving 

2 

 Daily wage 3 
 Contribution from 

family and friends 
3 

 Borrowing 4 
 Pension 5 
 Credit by provider 6 
 No expenditure 1 
 Did not seek care 6.5 
   
     
Nature and type of care 
Provider score Facility visited   

If	only	acute			6!
2 =

1
+
)6*

"

*#$
 

 

If	only	chronic			6!
3 =

1
+
)64

"

4#$
 

 

Both	acute	and	chronic =
6!
2 + 6!

3

2
 

Each type of provider was given a 
score in terms of the potential efficacy 
in terms of resolution of the problem 
through appropriate and 
comprehensive care. Each option for 
seeking care involved multiple visits. 
Therefore, the facility score is the 
mean of the type of facilities visited. 
This was computed separately for 
acute and chronic. For those who had 

 RMP/traditional healer 1 
 BAMS 2 
 SC/Mobile van/PHC 3 
 CHC/TH/DH 4 
 Private clinic/hospital 5 
 Did not visit any facility 0.5 
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j,k = Number	of	facilities	visited 

	by	individual 

both acute and chronic it was averaged 
again. This was computed as an 
average so as to ensure that the 
efficacy of the possible cure was not 
misrepresented. For example, if a 
person sought care from RMP and 
BAMS provider, the average would be 
1.5 which falls between the value for 
RMP and BAMS. 

Waiting time score Waiting time at the 
facility for seeking care 
(i) 

 
If	only	acute			i!

2 =)i*

"

*#$
 

If	only	chronic			i!
3 =)i4

"

4#$
 

 

Both acute and chronic			
i!
2 +i!

3

2
 

 
j,k = Number	of	facilities	visited 

	by	individual 

This is computed as a sum of the time 
taken across multiple centres visited in 
minutes for both acute and chronic 
ailments. For those who had both 
acute and chronic the waiting time is 
averaged. For acute and chronic, we 
have not averaged it across providers 
because the actual waiting time is the 
sum of all of it. But for those who had 
acute and chronic there is a potential 
trade off in care seeking for wither 
which can bring the total time per 
ailment to less than optimal. To be 
able to identify this across acute and 
chronic, it has been averaged. 

Expenditure score Expenditure  
If only acute 	 	 	 e5

6 =)e7

8

7#$
 

If	only	chronic			4!
3 =)44

"

3#$
 

 

The expenditure is the sum of what 
was spent cross providers for those 
with either only acute or chronic 
ailment. For those with both acute and 
chronic illness the expenditure was 
averaged as there was a trade-off in 
care seeking for multiple ailments. 

 For illness as is 
 Did not seek care 0.5 
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Both	acute	and	chronic			
4!
2 + 4!

3

2
 

Provider behaviour 
score 

Behaviour of provider  
If	only	acute			.!

2 =).*

%

*#$
 

If	only	chronic			.!
3 =).4

%

4#$
 

 

Both	acute	and	chronic			
.!
2 + .!

3

2
 

 
j,k = Number	of	behaviours	reported 

Totally 8 items of behaviour were 
asked. Two out of 8 responses were 
negative and therefore no variations 
were observed. The two were “forced 
to make way for others” and “made to 
wait for long to get your injection of 
IV bottle when compared to others”. 
The score was 1 if anyone reported 
any negative experience with the 
provider and 2 if it was not. For 
answers “don’t know” the score was 
0.5 as it implies an inability to even 
recognise a discriminatory process.  

 Spending adequate time 
(No) 

1 

 Avoid touching 1 
 Not giving adequate 

information 
1 

 Speaking rudely 1 
 Derogatory words 1 
 Don’t know 1.5 
 Made to wait long for 

medicines  
1 

 Did not seek care 0.5 
 Did not experience any 

of this behavior 
2   
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Equations Direct effect Indirect effect Total effect

Tanda Village Tanda Village Tanda Village

Migration index
Land index -0.09289 -0.04093 [*] -0.09289 -0.04093

SES index
Migration index [*] -0.01255 -0.00021 -0.01255 -0.00021

Remittance index -0.04100 -0.00062 [*] -0.04100 -0.00062
Land index 0.46101*** 0.37135*** 0.00117 0.00001 0.46218*** 0.37136***

Discrimination index
Migration index [*] -0.00022 0.000002 -0.00022 0.000002

SES index [*] 0.01771 -0.00787 0.01771 -0.00787
Remittance index [*] -0.00073 0.000005 -0.00073 0.000005

Household infrastructure index 0.11192* -0.02900 [*] 0.11192* -0.02900
Land index 0.04620 0.08687 0.00818 -0.00292 0.05439 0.08394

Remittance index
Migration index 0.30599*** 0.32948*** [*] 0.30599*** 0.32948***

Land index [*] -0.02842 -0.01349 -0.02842 -0.01349

Household infrastructure index
Migration index [*] -0.00198 -0.00006 -0.00198 -0.00006

SES index 0.15821** 0.27153*** [*] 0.15821** 0.27153***
Remittance index [*] -0.00649 -0.00017 -0.00649 -0.00017

Land index [*] 0.07312* 0.10083*** 0.07312* 0.10083***

Transportation index
Migration index [*] 0.00031 0.00001 0.00031 0.00001

SES index -0.01863 -0.07552 -0.00614 0.00300 -0.02477 -0.07253
Discrimination index -0.34657*** -0.38059*** [*] -0.34657*** -0.38059***

Remittance index [*] 0.00102 0.00005 0.00102 0.00005
Household infrastructure index [*] -0.03879 0.01104 -0.03879 0.01104

Land index [*] -0.02746 -0.05999* -0.02746 -0.05999*

Facility index
Migration index [*] 0.00966 0.00809 0.00966 0.00809

SES index 0.10074* 0.05075 -0.01598 -0.04440 0.08476 0.00635
Discrimination index [*] -0.22355*** -0.23301*** -0.22355*** -0.23301***

Remittance index 0.03505 0.02455 -0.00348 -0.000004 0.03157 0.24548
Household infrastructure index [*] -0.02502 0.00676 -0.02502 0.00676

Transportation index 0.64505*** 0.61224*** [*] 0.64505*** 0.61224***
Land index [*] 0.02785 -0.01822 0.02785 -0.01822

[*] indicates no path. * p>0.05, **p<0.01, ***p<0.001

A30 SEM results for direct effect, indirect and total effects of structural
discrimination on care seeking
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