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FARMERS CLUB :
AN INITIATIVE OF A DEVELOPMENT PROJECT

Sunita Nambiyar*

INTRODUCTION
The Human civilization, flourished on the riverbanks. The civilization is changing
face. The modern era has different expectations. Man wants to control the resources
unlike earlier times when either there was fear or reverence for that like flood or
famine as an act of Mother Nature. In an attempt to control natural calamities
caused by it and have uninterrupted progress, man begun to control these resources.
The rivers were also not left out as they were constant source of water which is
determining factor for overall development.

The act of controlling of river flows can be in form of constructing dams, reservoirs
and canals. This helps to have regular supply of water during non-monsoon days for
domestic use as well as agricultural and industrial use. It also helps to control floods
and generate hydro-electricity.

There are many attempts made in the world to utilize rivers as a source. There
are man-made marvels in form of river dams in India as well as world. In India,
dams like Bhakhra-Nangal Dam on Satluj river or Hirakud Dam on Mahanadi are
example of that. Similar project is Sardar Sarovar Project on the river Narmada in
Western part of the country in the state of Gujarat.

SARDAR SAROVAR PROJECT
The Sardar Sarovar Project is one of the biggest irrigation and power projects in the
country. It is an inter- state project and benefits of the project will be shared between
the four states of Gujarat, Madhya Pradesh, Maharashtra and Rajasthan.

The benefits of the Project are as below:
� Irrigation and additional agriculture production

� Drinking water supply

� Power

� Flood Protection

� Wild Life

The implementation of the Sardar Sarovar Project necessarily compelled the
submergence of land as there were large stakes involved But, at the same time and
many benefits were available if the project was to be carried out The three states of
MP, Maharashtra and Gujarat are being affected by accumulation of water and
backwater effect thereof.

According to the SSPA.com, collectively, about 37533 hectares of land will come
under submergence. In Gujarat, the dam construction involves the relocation of 4728
families from the 19 villages. The affected people in the State are by and large from
tribal communities. It is expected that a total 41440 families will be affected by the
Sardar Sarovar Project at the Full Reservoir Level. So, there was a need of
resettlement of those affected tribal community as well as other communities. The
people who are to be displaced have to be resettled at appropriate place.

In 1992, the Sardar Sarovar Punarvasvat Agency (SSPA) was constituted for
implementing the Resettlement and Rehabilitation(R&R) activities of the Sardar
Sarovar Project Affected Families (PAFs) in Gujarat. While implementing the
activities, SSPA recognized that resettlement and rehabilitation are two different
issues. Resettlement is more concerned with the change in geographical location
and the provision of basic infrastructure in the new habitat, Rehabilitation is more
concerned with the empowerment of PAFs, so that they can get assimilated and
prosper in their new settlements.

The constitution of Sardar Sarovar Punarvasavat Agency is one the agencies
like that which helps to resettle and rehabilitate people who are displaced due to the
land area submerged to construction of a Sardar Sarovar dam on the river Narmada
for irrigation and hydro-electric power projects.

After concerted efforts to resettle communities, SSPA reflected on the progress
that has been made, and has now devised a multi-pronged approach to make the
resettled communities self-sufficient and self-reliant. The new interventions were
considered after detailed studies of reports, the ground reality, and success in the
already existing initiatives of a similar kind.

FARMERS� CLUB
The resettlement and rehabilitation of work included providing agricultural land

to people who lost their property or other source of income due to Sardar Sarovar
Project. Those people who were given agricultural land started farming in those
land. Eventually some of them formed farmers club for better co-operation among
them.

Farmers� Clubs are grass root level informal forums. Such Clubs are organized*Associate Professor, Faculty of Social work, M.S. University, Baroda
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by rural branches of banks with the support and financial assistance of NABARD
for the mutual benefit of the banks concerned and rural people. Other agencies like
NGO, VAs, KVKs, SAUs etc. are also now included as agencies included in the
formation and promotions of FCs.

NABARD contributes Rs.3000/- every year for a period of 3 years and the
sponsoring Bank also pays Rs.3000/- for two years. This fund is used for conducting
educational tour programs for farmers, useful reading material and for arranging
talks for educating them regarding agriculture and farming.

SSPA has encouraged farmers from RSSPA has encouraged farmers R&R sites
to form the farmers club with a view to making them self reliant and to understand
and use the modern agricultural techniques to get better yield.
METHODOLOGY OF STUDY

The present study is carried out to find out about the Farmers� Club functioning
at the rehabilitation and resettlement sites of Sardar Sarovar Punarvasvat Agency.
How these Farmers� Clubs were formed, how these clubs function and what is their
structure. The present study also aimed at finding out the finance related behavior
of the members of these farmers club.
RESEARCH DESIGN

The present study�s type is descriptive research. The reason behind that is it
provides the state of affairs as it exists at present. It is also a qualitative research as
it provides information about the behaviour of the members of Farmers Club with
reference to loan they acquired through regular agricultural loan and Kisan Credit
Card.
SCOPE OF THE STUDY

The scope of the study is limited to the Farmers� Club constituted in resettlement
and rehabilitation sites of Sardar Sarovar Punarvasvat Agency in Gujarat.

The resettlement and rehabilitation sites are scattered in different districts in
Gujarat.

The data is given below:
Distribution of R & R (Resettlement and Rehabilitation)

Universe
The investigator has tried to cover the resettlement and rehabilitation sites for

displaced of different states like Gujarat, Maharashtra and Madhya Pradesh. This
was done to ascertain whether the origin is more important or the site where they are
resettled and rehabilitated. The appendix provides the details of these sites with
talukas and districts.

The present study�s universe is members of Farmers club of 10 resettlement sites
of SSPA.

It covered 9 resettlement and rehabilitation sites of Vadodara district and 1 site
from Tapi district.

SOURCES OF DATA

The SSPA officials were met to understand the concept of farmers club at
rehabilitation and resettlement sites of Sardar Sarovar Punarvasvat Agency in
Gujarat. And information about Sardar Sarovar Project and various rehabilitation
and resettlement sites for the people affected by Sardar Sarovar Project were also
secured. Secondly, the literature search was carried out to know more about the
related topic. These secondary sources were books, Annual Reports of NABARD
and literatureand website of Sardar Sarovar Punarvasvat Agency.

The Size of Sample

All the members of 10 Farmers Club were taken as sample. There is sample of
151members as 5 members were not available during the time of study conducted.

Sampling Design

The sampling method is non-probability sampling as each item in population has
being included.

Tools of Data Collection

The Interview schedule was tool of data collection. The questions were structured
one and few were open ended question where a qualitative data can be collected.

District GUJ PAFs MP PAFs MH PAFs Total 
Vadodara 82 57 14 153 
Narmada 27 2 3 32 
Kheda 0 14 0 14 
Bharuch 0 13 0 13 
Ahmedabad 0 11 0 11 
Panchmahals 1 10 0 11 
Surat* 0 1 1 2 
Total 110 108 18 236 

PAF: Project Affected Area (source: www.sspa.org)
(* The R & R site is now in Tapi district)
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HISTORY OF FARMERS CLUB

The Farmers Club of the rehabilitation and resettlement sites of Sardar Sarovar
Punarvasvat Agency are formed by the members from the families who are affected
by the Sardar Sarovar Project. Many geographical regions of Narmada river basin
and the area of construction of dam and reservoir were submerged due to the project.
The affected people were allotted some land and rehabilitated at various sites acquired
for rehabilitation and resettlement purpose. These sites are

The Farmers Clubs were earlier known as “Vikas Vahini Volunteers” when the
program was launched in the year 1982 which was rechristened as Farmers Club in
the year 2005.

FINDINGS, SUGGESTIONS AND CONCLUSION
Background of the Farmers� Club

The respondents of the present research were using traditional way of farming.
The reason behind that is most of them are tribals and coming from hilly and forest
area. Earlier many of them were either landless farm labors or daily wage earners.
So, the agricultural activities they were engaged in was old fashioned. The crop
yields were less compare to their counter parts of nearby villages.

The officials of Sardar Sarovar Punarvasvat agency like manager (social work)
and extension officers of various regions provided information to the community
members regarding program of Farmers� Club from NABARD. The community
members were encouraged to form club of their own to improve farming techniques,
update with modern technology and for mutual co-operation among fellow farmers.

Profile of Respondents
The majority of the respondents of the present study are small scale farmers as

most of them are having around five acres of farm land which is provided by the
government as a part of resettlement and rehabilitation package along with the other
facilities.

The majority of the respondents do not have other source of income apart from
the agricultural activity they are carrying out. Some of them are engaged in the
animal husbandry but it is not sufficient. Some work as a farm labors when they
have time or when in need.

Finance related Behaviour
The majority of the respondents are having the bank accounts are well aware

about the credit facility available through banks. Most of them have taken loans
from the bank for agricultural purpose. Many of them have taken loans for more
than two times. The respondents hardly face any difficulty in availing any loan from
the bank. The interest rate for the regular payment of installment and timely paying
loan is as low as 4% but if they are unable to do so on time then they have to pay 7%
of the interest on loan borrowed.

Awareness about the Kisan Credit Card
The Majority of the respondents are not aware about the Kisan Credit Cards and

benefits they can get from it. Hardly few respondents said that they are availing loan
through Kisan Credit Card. They are not aware about its other aspects too. So, it is
sad scenario that the very purpose of Kisan Credit card is defeated.

Suggestions by the Respondents
Most of the respondents were not interested in giving suggestions. Few of them

who gave suggestions were about providing better water facility, drainage system
and easier access to school for further studies for children as the sites are located in
interior areas.

SUGGESTIONS
The researcher has visited the Farmers� Club sites and had interacted with members

of the Farmers� Club. more towards them. More efforts can be made to improve
their quality of life. They should also be provided with opportunity to develop, grow
and be able to contribute in present surrounding. For this some suggestions are
given below:

� They should be provided with more option to choose from livelihood apart
from the agricultural activities.

� They should provide vocational training for that on regular basis.

� There should be provision of better school with good infrastructure and
dedicated teachers.

� There should be platform created where they can interact with local people
apart from the fellow community people.

� There should be more exposure visits and field visits on regular basis.

� There should be opportunity provided to use modern technology in
agricultural activities which should be practical one.

� There should be awareness program for various schemes and project which
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are meant for the farmers.

� The Kisan Credit Card is being provided to them but how to use it should be
taught in practical way.

� The more effort should put in mainstreaming them.

CONCLUSION
The Farmers� Club at the Resettlement and rehabilitation sites are comparatively

in a stage of infancy. The members are not much exposed to the outer world. There
is lot of potential as most of them are very hard working. The Officials of Sardar
Sarovar Punarvasvat agency are doing good job but a lot more can be done.
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APPENDIX - A

NAME OF THE FARMERS� CLUB

1. Yuva Farmers� Club
Morkhala
Ta.- Sankheda, Dist.- Vadodara

2. Jay Santoshima Farmers� Club
Malu-1
Ta.-Sankheda, Dist.-Vadodara

3. Narmadamaiya Farmers� Club
Shinor Road-1
Ta.-Dabhoi, Dist.- Vadoadara

4. Narmada Vasahat Kisan Club
Shimaliya
Ta.-Dabhoi, Dist.-Vadodara

5. Jay Bajrang Farmers� Club
Pachisgam
Ta.-Sankheda, Dist.- Vadodara

6. Shri Sardar Farmers� Club
Lilora
Ta.-Waghodia, Dist.- Vadodara

7. Jay Kisan Farmers� Club
Hareshwar
Ta.-Sankheda, Dist.-Vadodara

8. Shivshakti Farmers� Club
Tandalja
Ta.- Sankheda, Dist.- Vadodara

9. Ramadevpir Farmers� Club
Kavitha
Ta-Sankheda, Dist.-Vadodara

10. Narmadamaiya Kisan Club
Borkhedi
Ta.- Vyara, Dist.-Tapi

APPENDIX - B
INTERVIEW SCHEDULE

PART - A : HISTORY OF FARMER�S CLUB
1. Name of the Farmer�s Club

2. Total number of members of the Club

3. Structure of the Farmer�s Club :

a. President b. Vice President c. Cashier / Treasurer d. Volunteer / Secretary

4. When did it start?

5. How it started?

6. Originally how many members were there?

7. How much land was given to the members?

8. What kind of training was imparted?

a. Expert�s Talk b. Field Visit c. Lecturer d. Exposure Visit e. Seminar

9. If yes, then when and how?

10. If no, then why?

11. Frequency of the meeting with club members?

12. Do you maintain any register for the Club?

a. Yes b. No

13. If yes, then what type of register do you maintain?

a. Membership Register b. Meeting Register c. Minutes Book d. Books of
Accounts

14. What are the activities carried out by the Farmers� Club?

15. How far the Farmers� Club has been successful?

16. Do you have contacts with other Farmer�s Club?

a. Yes b. No

17. If yes, then what kind of interaction do you have?

18. If no, then why?

9 10
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PART – B
I. PERSONAL INFORMATION
A. Name of the Farmer

B. Sex

C. Age

D. Education

E. Place of Origin

F. Number. of Family Member

G. Address

H. Caste or Tribe

1. Type of farmer

a. Marginal Farmer b. Small Farmer c. Medium Farmer

2. Other source/sources of income apart from the farming, if any

3. Duration of stay in Resettlement site

a. Less than 5 years b. More than 5 years but less than 10 years c. More
than 10 years but less than 15 years d. More than 15 years

II. BANK RELATED INFORMATION
1. Do you have a bank account?

a. Yes b. No

2. Do you avail any banking facilities?

a. Yes b. No

3. What are the facilities provided by the bank?

4. Have you taken any loan from the bank?

a. Yes b. No

4(a). If yes, then from which bank you have taken loan?

5. Have you faced any difficulties in procuring loan from the bank?

a. Yes b. No

5(a). If yes, then what kind of difficulties you have faced?

6. How much loan you have taken?

7. For what purpose?

a. Agriculture b. Social c. Health d. Education e. Business f. Any Other

8. How many times loan has been taken from the bank?

9. What is the interest rate of the loan?

10. Have you re-payed the first loan?

a. Yes b. No

10(a).If not, then why?

11. If first loan has been re-payed then which loan at present is going on?

III. AWARENESS ABOUT KISAN CREDIT CARD AND ITS USAGE
1. Are you aware of Kisan Credit Card?

a. Yes b. No

1(a). If yes, then how?

1(b). If no, then why?

2. Do you know how to use Kisan Credit Card?

a. Yes b. No

2(a). If yes then, are you availing the facilities of it?

a. Yes b. No

2(b). If yes, then what kind of facilities you avail?

2(c). If not, then why?

3. For what purpose do you use it?

4. What is the interest rate?

5. Do you face any difficulty in repayment?

a. Yes, b. No

5(a). If yes, then what kind of difficulties you have faced?

IV. SUGGESTIONS BY THE MEMBERS OF THE FARMERS� CLUB

!!!
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WOMEN WITH MENTAL ILLNESS:
NEED FOR UNITED FRONT

Jayalaxmi R. Mahanty *
M.N. Parmar**

INTRODUCTION
In many under-served populations, women have considerable mental health needs.

However, until recent years, the conception of women�s mental health has been
limited. When women�s health issues have been addressed in these populations,
activities have tended to focus on issues associated with reproduction - such as
family planning and child-bearing - while women�s mental health has been relatively
neglected.

Women are integral to all aspects of society. However, the multiple roles that
they fulfill in society render them at greater risk of experiencing mental problems
than others in the community. Women bear the burden of responsibility associated
with being wives, mothers and careers of others. Increasingly, women are becoming
an essential part of the labour force and in one-quarter to one-third of households
they are the prime source of income.

In addition to the many pressures placed on women, they must contend with
significant gender discrimination and the associated factors of poverty, hunger,
malnutrition and overwork. An extreme but common expression of gender inequality
is sexual and domestic violence perpetrated against women. These forms of socio-
cultural violence contribute to the high prevalence of mental problems experienced
by women.

When mental health practitioners work with clients and their families dealing
with emotional and behavioral issues, it is important that they routinely assess and
provide educational intervention on the risks of keeping a gun in the home or otherwise
having access to a firearm.

MENTAL DISORDERS AMONG WOMEN
Prevalence rates of depression and anxiety disorders as well as psychological

distress are higher for women than for men. These findings are consistent across a
range of studies undertaken in different countries and settings (Desjarlais et al,
1995). In addition to the higher rates of depression and anxiety, women are much
more likely to receive a diagnosis of obsessive compulsive disorder, somatization

disorder and panic disorder (Russo, 1990). In contrast men are more likely to receive
a diagnosis of antisocial personality disorder and alcohol abuse/dependency. The
gender differences associated with mental disorders are brought out most clearly in
the case of depression (Russo, 1990). Data from the World Bank study revealed that
depressive disorders accounted for close to 30% of the disability from
neuropsychiatric disorders amongst women in developing countries but only 12.6%
of that among men. The disparity in rates between men and women tend to be even
more pronounced in underserved populations (World Bank, 1993)

GENDER DIFFERENCES IN MENTAL DISORDERS
Explanations for the gender differences in mental disorders have been discussed

in relation to different help-seeking behaviors of the sexes, biological differences,
social causes and the different ways in which women and men acknowledge and
deal with distress (Paykel, 1991). Blue et al, (1995) argue that while all these factors
may contribute to higher rates of depression or psychological problems among women,
social causes seem to be the most significant explanation. Women living in poor
social and environmental circumstances with associated low education, low income
and difficult family and marital relationships, are much more likely than other women
to suffer from mental disorders. They conclude that the combined impact of gender
and low socio-economic status are critical determinants of mental ill-health (Blue et
al, 1995).

PROMOTING WOMEN�S MENTAL HEALTH
It is essential to recognize how the socio-cultural, economic, legal, infrastructural

and environmental factors that affect women�s mental health are configured in each
country or community setting. A gender-based, social model of health needs to be
adopted to investigate critical determinants of women�s mental health with the overall
objective of contributing to improved, more effective promotion of women�s mental
health. Risk factors for mental disorder as well as for good mental health need to be
addressed and where possible, a clear distinction should be made between the
opportunities that exist for individual action and individual behavior change and
those that are dependent on factors outside the control of the individual woman.

To help clarify the meaning women themselves ascribe to mental health and
various forms of psychological distress, findings from qualitative research need to
augment those from quantitative research. Descriptions of life situations, case studies
and direct quotes from women themselves can vivify the contexts in which emotional
distress, depression, anxiety and other psychological disorders occur. Such firsthand
accounts of the experiences of poverty, inequality and violence will assist in developing*Assistant Professor, Faculty of Social Work, M.S.University, Baroda, Gujrat

** Dean , Faculty of Social Work, M.S.University, Baroda, Gujrat
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a more accurate understanding of the structural barriers women face in attempting
to exercise control over the determinants of their mental health and in effecting
behavioral change. Both are needed to better inform the promotion of women�s
mental health.

Women�s views and the meanings they attach to their experiences have to be
heeded by researchers, health care providers and policy makers. Without them,
research and the evidence it gathers, service delivery and policy formation, will be
hampered in responding to women�s identified health priorities, problems and needs.
Moreover, all three will be ignorant of the nature and magnitude of unmet needs and
unaware of the factors influencing women�s utilisation of health care.

The identification and modification of the social factors that influence women�s
mental health holds out the possibility of primary prevention of certain mental
disorders

SOME FACTS: WOMEN�S MENTAL HEALTH
� Depressive disorders account for close to 41.9% of the disability from

neuropsychiatric disorders among women compared to 29.3% among men.

� Leading mental health problems of the elderly are depression, organic brain
syndromes and dementias. A majority are women.

� An estimated 80% of 50 million people affected by violent conflicts, civil
wars, disasters, and displacement are women and children.

� Lifetime prevalence rate of violence against women ranges from 16% to
50%.

� At least one in five women suffers rape or attempted rape in their lifetime.

Depression, anxiety, psychological distress, sexual violence, domestic violence
and escalating rates of substance use affect women to a greater extent than men
across different countries and different settings. Pressures created by their multiple
roles, gender discrimination and associated factors of poverty, hunger, malnutrition,
overwork, domestic violence and sexual abuse, combine to account for women�s
poor mental health. There is a positive relationship between the frequency and severity
of such social factors and the frequency and severity of mental health problems in
women. Severe life events that cause a sense of loss, inferiority, humiliation or
entrapment can predict depression.

Up to 20% of those attending primary health care in developing countries suffer
from anxiety and/or depressive disorders. In most centres, these patients are not

recognized and therefore not treated. Communication between health workers and
women patients is extremely authoritarian in many countries, making a woman�s
disclosure of psychological and emotional distress difficult, and often stigmatized.
When women dare to disclose their problems, many health workers tend to have
gender biases which lead them to either over-treat or under-treat women.

Research shows that there are 3 main factors which are highly protective against
the development of mental problems especially depression. These are:

� Having sufficient autonomy to exercise some control in response to severe
events.

� Access to some material resources that allow the possibility of making choices
in the face of severe events.

� Psychological support from family, friends, or health providers is powerfully
protective.

WHO�S FOCUS IN WOMEN�S MENTAL HEALTH
� Build evidence on the prevalence and causes of mental health problems in

women as well as on the mediating and protective factors.
� Promote the formulation and implementation of health policies that address

women�s needs and concerns from childhood to old age.
� Enhance the competence of primary health care providers to recognize and

treat mental health consequences of domestic violence, sexual abuse, and
acute and chronic stress in women.

ROLE OF SOCIAL WORKER & PRACTITIONER IN MENTAL
HEALTH

Social workers have historically had a major role to play in co-ordinating and
delivering services for people with mental health problems.

At a time of much change to professional roles and organisational structures,
where concerns have been expressed about the diminution of the distinctive part that
social workers have played in the broader provision of health and social services for
people with mental health problems, it is worth noting the role and contribution of
social work in community mental health provision in statutory community mental
health teams, integrated or multidisciplinary teams, assertive outreach and crisis
intervention team are very common.

PROFESSIONAL PERSPECTIVES AND VALUES
People with core values of social work practice directly support the principles
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underpinning self-directed support and the independent living movement.

Similarly, analysis of the “essential capabilities” required to practice in mental
health also emphasises the importance of a professional value base which promotes
dignity, human worth and social justice, and includes a commitment to the principles
and social perspectives of the recovery model.

There is also widespread agreement among people who use services, practitioners
and researchers that service developments such as mental health promotion, crisis
resolution, and the implementation of support based on the principles of recovery,
must be explicitly underpinned by social perspectives. These perspectives can help
promote access for people susceptible to discriminatory institutional practices,
including people from minority ethnic communities.

HOLISTIC APPROACHES
People who use services value social workers who are able to provide practical

help, counselling and advocacy on their behalf and have responded positively to
practice that combines practical assistance with emotional support.

Diary-based research examining differences in approach to care management in
different settings, found that care managers in mental health settings were more
likely to provide direct help alongside their care management role (that is, combining
the practice of assessment, care planning and review, with a significant allocation of
time for counselling and emotional support), than care managers in an older person�s
team, who tended towards spending more time involved in care brokerage (that is,
procuring care packages and practical support).

REDUCING ISOLATION
Several studies have identified the challenges that people with mental health problems
face in sustaining and preserving social contacts and social networks. People with
mental health problems who live in more isolated rural areas and small communities
with little service provision are likely to find it more difficult to develop and preserve
supportive social contacts and networks.

Research into the development of social networks in rural areas has shown the
crucial role that some services, such as drop-in and day centres, play in promoting
and sustaining relationships between people who use services.

Social work and social care staff have a key role to play in working with and
supporting groups of people who use services to secure better practice and resist
marginalisation and discrimination.

PROMOTING SELF-DIRECTED SUPPORT
A random sample of 262 people with severe and lasting mental health problems

found that two-thirds thought that their care programmes helped them to be more
independent, but reported that they were rarely asked if they wanted family members
or informal carers involved in their care. Frameworks which helped people participate
in their own social care included common assessment protocols and the identification
of a named, single key worker or care co-ordinator.

Social work practitioners skilled in family work were identified as being
particularly suited to this role. Research also found that people who use services
responded more positively where there had been joint training of social workers and
community psychiatric nurses towards a common goal of person-centred practice
and a care management model based on strengths.

Mental health social workers carry enormous responsibilities and do important
preventive work. Re- establishing mental health social work as a radical activity is
essential if it is to survive with some degree of professionalism and independence.

� The traditional skills of social work remain important and social workers
have a distinctive role in multi-agency settings.

� Social work needs to develop practices which help people with mental health
problems identify and realise their own needs.

� Social work has a significant role to play in coordinating efforts to support
individuals and groups who may often have negative experiences and
perceptions of mental health services.

� Social workers need to maintain a broad social view of mental health problems
especially in regard to concerns about discriminatory

� Policy makers need to focus on the role that social work plays in integrated
mental health services and support further professional development.

CONCLUSION
Thus providing effective social support for people with mental health problems

is a key challenge in an environment where the views of people who use services are
seen as increasingly significant, where some social groups do not receive services
fairly and equably, and where organizational structures are changing.

In the past people with mental health problems were always considered a low
priority for social work help. The suffering of mentally ill people was largely
discounted by the policy-makers within social services departments. Social workers
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are now finding a role for themselves in community mental health teams (CMHT)
and developing their skills using ideas from counselling and therapy but there is a
serious risk that these social workers could lose their core professional identity. It is
important that social workers continue to provide an alternative to the bio-medical
approach which puts the emphasis on controlling symptoms with medication and
helping people to accept the status quo. Social work believes the social model is
essential in this work and strives to empower clients and raise awareness of the
social and psychological causes of problems.
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CHILD MALTREATMENT:
PLIGHT OF CHILDREN SUFFERING VIOLENCE

IN THEIR FAMILIES
Sheetal Makhija*

INTRODUCTION
Family is seen as the most essential socialization component and of central

significance for the development of the next generation. The notion of the family is
partly defined in recent editions of the Webster�s Dictionary as “parents and their
children considered as a group” sharing the same blood, i.e., a group in which
persons are together under the same identity. “Blood is thicker than water” is a
famous proverb and blood ties should keep the family well connected specially during
the times of needs.

According to many social scientists, family occupies the top of social hierarchies
as a strong power uniting all its members. After referring to number of sociological
text on families one may believe, the family to be the most basic institutions in all
societies, and since the nature of society is dynamic in nature, one may find defining
family in universally accepted way, a challenging work.

Sociologist Ian Robertson defines the family as “a relatively permanent group of
people related by ancestry, marriage, or adoption, who live together from an economic
unit, and take care of their young one.” But the changing dynamics of this unit of
society, the family, has been taken into notice by some sociologist who argues that
family members are not always bound by “legal marriage” or “adoption”. The flexible
and contemporary definition of family as defined by sociologist Mary Ann Lamanna
and Agnes Riedmann, in their book Marriages and Families: Making choices and
Facing the change (1991), define a family as “any sexually expressive or parent-
child relationship in which people-usually related by ancestry, marriage, or adoption-
(1) live together with commitment (2), form an economic unit and care for any
young, and (3) find their identity as importantly attached to the group.”

Nevertheless, it�s an accepted fact that for the purpose of wholesome development
of the child�s personality, it is essential that the family environment is supportive
and conducive, wherein supreme welfare of the child can be achieved. The family
conditions must provide an atmosphere of happiness, love and understanding for the
recognition of the child�s talents and potentials. Family must essentially provide for

* Faculty, Department of Criminology and Police Studies, Sardar Patel University of Police, Security
and Criminal Justice, Jodhpur Rajasthan

19 20



JOURNAL OF SOCIAL WORK AND DEVELOPMENT ISSUES ISSN : 2279-0411 JOURNAL OF SOCIAL WORK AND DEVELOPMENT ISSUES ISSN : 2279-0411

all the emotional, physical and material security needs considered necessary for the
proper development of the child and must prevent situations associated with abuse,
violence and exploitation. The onus of proving an environment free from violence
lies on the institution called family; what if the guardian becomes the perpetrator.
There have being many such cases where one gets this impression that the scenario
of such kind of abuse is so rampant and the condition of such children is worst to the
extent of permanent damage and even losing their precious lives.

CHILD MALTREATMENT AND WITNESSING DOMESTIC
VIOLENCE A SERIOUS FORM OF CHILD ABUSE

A basic assumption of the Convention on the Rights of the Child (CRC) is that
the family is the natural environment for the growth and well-being of all its members
–particularly for children – while the Universal Declaration on Human Rights and
the International Covenant on Civil and Political Rights and the International
Covenant on Economic, Social and Cultural Rights proclaim the family as being the
fundamental group unit of society. The CRC requires the State to fully respect and
support families1.

Child maltreatment has emerged as a serious social problem for centuries. The
definition found in the Federal Child Abuse Prevention and Treatment Act (National
Center For Child Abuse and Neglect [NCCAN], 1988) is used most commonly;
however, many states have modified them, yielding no universally accepted legal
definitions of child maltreatment. Thus following categories express broad conceptual
explanation of five types of maltreatment: physical abuse, sexual abuse, emotional
abuse, neglect and witnessing domestic violence. Also, if we talk in context of Indian
scenario the only governmental study done on the issue of Child abuse, covered
problems related to physical abuse, sexual abuse, emotional abuse, neglect. Further
statistics in this study namely “Study on Child Abuse: INDIA 2007 by Ministry of
Women and Child Development Government of India” shows 2.5 million children
die in India every year, accounting for one in five deaths in the world, with girls
being 50% more likely to die . One out of 16 children die before they attain one year
of age, and one out of 11 die before they attain five years of age. India accounts for
35% of the developing world�s low birth weight babies and 40% of child malnutrition
in developing countries, one of the highest levels in the world. While on the one hand
girls are being killed even before they are born, on the other hand children who are
born and survive suffer from a number of violations. The world�s highest number of
working children is in India. To add to this, India has the world�s largest number of
sexually abused children; with a child below 16 years raped every 155th minute, a
child below 10 every 13th hour and one in every 10 children sexually abused at any

point of time. Across different forms of abuse, and across different evidence groups,
the younger children (5-12 years of age) have reported higher levels of abuse than
the other two age groups. Still one may wonder why the fifth category i.e. witnessing
domestic violence wasn�t taken into account.

The gravity of the situation demands that the issue of child abuse be placed into
consideration immediately. Though the Ministry concerned has taken measures such
as the enabling legislation to establish the National and State Commissions for
Protection of Rights of the Child, the Integrated Child Protection Scheme, the draft
Offences against Children Bill etc few years back. These are considered as few
important steps to ensure protection of children of the country, but clearly, this will
not be enough, the government, civil society and communities need to complement
each other and work towards creating a protective environment for children. The
momentum gained needs to enhance further discussion on the issue amongst all
stakeholders and be translated into a movement to ensure protection of children of
this country. The National Crime Records Bureau (NCRB) reported INCIDENCE
OF CRIME AGAINST CHILDREN DURING 2014, all over India 89,4232.

Various text suggest that most other forms of violence against children such as
child marriage, economic exploitation, practices like the ‘Devadasi� tradition of
dedicating young girls to gods and goddesses, genital mutilation in some parts of the
country are often rationalized on grounds of culture and tradition.  Physical and
psychological punishments take place in the name of disciplining children and are
culturally accepted.

Children in most sections of Indian society are traditionally and conventionally
not consulted about matters and decisions affecting their lives. In the family and
household, the neighborhood and wider community, in school or in work place, and
across the settings of social and cultural life, children�s views are mostly not given
much importance. If they do speak out, they are not normally heard. The imposition
of restrictive norms is especially true for girl children. This limits children�s access
to information and to choice, and often to the possibility of seeking help outside
their immediate circle.

Although there is a dearth of data on the nature and magnitude of the incidence
of child abuse in India, data on offences against children reported by the National
Crime Records Bureau (NCRB) is the only authentic source to estimate the number
of children in abusive situations. It is important to note that the NCRB data is only
indicative in nature as it is based on the reported cases. It is also an accepted fact
that the majority of cases of child abuse go un-reported. In India the problem of
child maltreatment has not received enough attention. However, child abuse is
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prevalent in India as in many other countries and there is a need to understand its
dimensions and complexities. There is a need for study on child maltreatment as
there is a large child population in India and a large percentage of this population is
vulnerable to abuse, exploitation and neglect. There is also inadequate information
about the extent of child maltreatment in the country. A few random studies, with
limited scope, the attempt to understand the different forms and magnitude of child
maltreatment across the country has been inadequate. The government, which has
the tedious task of implementing constitutional and statutory provisions, is concerned
about the lack of data in this area. It was felt that India needs both legislation as well
as large scale interventions to deal with the increasing incidence of child abuse. It
was also felt that the problem of child abuse was bigger than what was either
understood or acknowledged. It was in this context that the Ministry of Women and
Child Development initiated the National Study on Child Abuse.

Child maltreatment is clearly a major social concern. Literally millions of children
are victimized by physical abuse, sexual abuse, emotional abuse, neglect and exposure
to domestic violence, with many experiencing multiple forms. While families
experiencing poverty, isolation, and other stress may be at more risk, child
maltreatment occurs in all kinds of families: stereotypes are often inaccurate. While
victims often keep their abuse or neglect a secret, the negative effects on academic
functioning are often evident. However there is no universal defect, which would
help any researcher identify the maltreated child. Symptoms vary and the impact of
abuse or neglect may be mediated by the specific aspects of the experience, individual
child and parent characteristics, the parent-child relationship, and the response and
support of others. While this extensive information may be overwhelming and
disturbing, its presentation here sets the stage for an informed school based response.

But what about families, societies especially Indian society is yet to atleast
acknowledge that families can be dangerous places for children and in particular for
infants and young children who are even physically weak to defend themselves. The
prevalence of violence against children by parents and other close family members
in various forma like physical, sexual and psychological violence, as well as deliberate
neglect – has begun to be acknowledged and documented in certain text and via
news reports3. Still if we talk in terms of government data records, still no satisfactory
calculations/statistics exists in this regard. Among various kinds of violence against
children, it is a matter of immense challenge to gather knowledge and information
regarding children suffering from violence in the context of the family in all its
forms. There is a reluctance to intervene in what is still perceived in most societies
as a ‘private� sphere. But human rights to full respect for human dignity and physical
integrity – children�s and adults� equal rights – and State obligations to uphold these

rights do not stop at the door of the family home4.

A basic assumption of the Convention on the Rights of the Child (CRC) is that
the family is the natural environment for the growth and well-being of all its members
–particularly for children – while the Universal Declaration on Human Rights and
the International Covenant on Civil and Political Rights and the International
Covenant on Economic, Social and Cultural Rights proclaim the family as being the
fundamental group unit of society. The CRC requires the State to fully respect and
support families4.

A physical cruelty includes commonly, forms of prick, punch, facial bruises,
cigarettes burns, head injuries and fractured bones. Grievous injuries from like knife,
other blunt objects etc, are also reported. According to the certain texts available on
this issue, thousands of children die each year in India due to parental assaults and
many other are permanently paralyzed, physically deformed or mentally retarded.

The newspapers have always reported that the babies and young children have
had scalding water poured on their faces. They have been shut closets for several
days without food. Many times they have been beaten again and again by intoxicated,
drugged parents.

THE THEORETICAL ASPECT
In marriage and family, the struggle involves such areas as unequal power between

men and women, changing traditional gender roles, economic matters, and different
interest, values, and goals. The rising cost of living has now encouraged more women
to work full time outside the home. Conflict theorists consider this significant change
as one of the sources of conflict in the family, since working wives and mothers
continue to do more work despite the fact that they are fully employed. Sociologist
Arlie Hochschild calls the additional work they do at home as “second shift”. The
“second shift” practice is likely to put strain on the family. Sometimes this is seen as
a source of frustration and may lead to child abuse. This may be one of the dimensions
of the problem. Conflict theorists list the problem of child abuse and spouse abuse
as examples of power struggles within families5. It seems unlike functionalist theorists,
who emphasize stability and harmony among different parts of the family, conflict
theorists stress the constant struggle that exist among individual and interest groups6.

Child abuse is done by parents while fulfilling the function of rearing their children.
The isolation and privacy left the family vulnerable to various problems, including
domestic violence7. From a sociological viewpoint, violence is the outcome of many
variables and conditions and to control violence without discovering and treating its
sources are ultimately to invite more violence. Defining ‘Violence in the Home�
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Domestic violence or intimate partner violence is a pattern of assaultive and coercive
behaviors including physical, sexual and psychological attacks, as well as economic
coercion used by adults or adolescents against their current or former intimate
partners8. The devastating effects of domestic violence on women are well
documented. Far less is known about the impact on children who witness a parent or
caregiver being subjected to violence. These children – the forgotten victims of
violence in the home – are the focus of this text. Contrary to Indian culture�s
expectation that family is the place of nurturance and safety, a person is more likely
to be physically assaulted or emotionally injured in home by the member of that
family  than he or she is anywhere else by anyone else. Although society�s attention
often directed toward controlling political violence, community violence, and media
violence, it is within the family that most people suffer their earliest experience with
physical assault or psychological maltreatment. The existence of cultural norms
that discourage outside interference in the privacy of the family tacitly sanctions the
increase of violence in the home. Violent families can be found within all
socioeconomic classes and within all racial groups. Both perpetrator and the victim
are male and female, young and old. Family violence statistics are underestimated
of true incidence of the problem both because of the large number of cases go
unreported and because of the lack of the agreement as to precisely what behaviors
constitute violence and abuse9.

Diagrammatic representation of forms of child maltreatment (Fig.A)

CHILD MALTREATMENT AN INSIGHT INTO THE PROBLEM
States like Andhra Pradesh, Assam, Bihar and Delhi have consistently reported

higher rate of abuse.  Child maltreatment basically consist of following forms of
abuse like physical abuse, sexual abuse, emotional abuse, neglect and child witnessing
domestic violence (refer fig. A).

Physical abuse can be referred as an act of commission by a parent/caregiver
characterized by the infliction of physical injury. Common example of this kind of
abuse are hitting, kicking, and shaking which can be extended physical altercations.
Being burned, thrown down stairs, bitten poisoned can be in the form of brief isolated
incidents. Atimes physical hurt can be intentional as some adults make a conscious
decision to hurt their child. In some instances such act may be painful only and not
intended to inflict extensive injuries. In other cases physical injury may be an
unintentional consequence of a parent loss of self control.

For the purpose of developing our understanding about child sexual abuse, let�s
consider following definition given by Krugman & Jones in 1987, “The involvement
of dependent, developmentally immature children in sexual activities that they don�t
fully comprehend and therefore to which they are unable to give informed consent
and/or which violates the taboos of society”. Following are some examples of acts
commonly considered as sexual abuse and are further categorized as sexual contact
acts and sexual non-contact acts:- Fondling of breast & genitals, forced masturbation
of themselves or the perpetrator, oral sex are some of the examples of sexual contact
acts. Such acts like exposure to pornography, solicitation to engage in sexual activity
where no physical contact occurs.

Emotional abuse generally includes both cognitive & affective component. One
may define emotional abuse as “Repeated acts and or omissions of parents/caregivers
in meeting the child emotional needs and in helping to develop a positive sense of
self and social competence”. Following are some common examples of this kind of
abuse care treating a child in a way that is rejecting, degrading, terrorizing, isolating,
corrupting, denying emotional responsive (love, cure, support). In cases where parents
by making constant degrading harmful comments once and then repeated are of
chronic in nature and needless to mention are abusive. Researchers have shown in
their studies that, children come to believe that they are the way parents describes
them or treats them (stupid, worthless, ugly) and they even begin to act accordingly.

Neglect is another very important form of abuse and irony is that the issue itself
has not been researched adequately/has been neglected by researches in Indian context
from ages. Neglect is considered as a form of maltreatment characterized by a chronic
lack of care in the areas of health, cleanliness, diet, supervision, education or meeting
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of emotional needs, which places the child normal development at risk.  Also there is
a concept of standard involved, as in less than standard minimal level required by
the community and culture at that time, a situation that results in actual or potential
harm. Further neglect can be of three kinds physical (health related matters, clothing,
hygiene needs, sanitary etc), educational (permitted chronic truancy, failure to enroll
a child in school). Common cases of neglect may be children who (circumstantial)
come to school hungry, exhausted, in the same unwashed clothes or without needed
glasses or medications.

The fifth and another important category of child maltreatment which has been
not much emphasized as part of child abuse in Indian context are child witnessing
domestic violence i.e. children witnessing marital conflict or domestic violence. Actual
Incidence rates & Characteristics of children who experience this form of child
maltreatment is not usually defined or reported separately in national incidence
studies. Researchers have begun to examine the incidence, prevalence and negative
effects of witnessing domestic violence among children. Indirectly exposure of
domestic violence to which children are exposed is a form of child maltreatment
they are unintended victims.

Domestic violence is a pattern of behaviours between intimate partners that
involves physical, verbal and/or sexual assaults, threats or coercion. Exposure of
this type of violence is often chronic, severe and occurs inside the home. Children

witnessing domestic violence are believed by many to be victims of psychological
neglect or psychological abuse. One may even say that, they survive in never-ending
risk of harm by living in a violent household. Lastly exposure to domestic violence
clearly can be traumatic and interfere with a child�s development. Thus, clearly
exposure to domestic violence is a form of child maltreatment. And certain researchers
have found common risk factors which can increase the effect of this kind of abuse
are gender of child, perpetrator�s gender and age of child. Like parent/caregiver
characteristics: - Poor impulse control, inter-generational domestic violence. Child
characteristics can be young age, physical or mental disability or difficult behaviour.
Some of the family characteristics include low socio-economic standards, single
parent house hold, and large family size.

CONCLUSION
To know in brief about consequences of child maltreatment, one may not be able to
develop a very clear picture so as to which kind of abuse leads to what kind of
symptom, as still there is need of indepth research on this issue. However, evidence
of variety of psychological correlates among child and adolescent victims. Like
some victims will not exhibit any initial or long term damaging effects, while others
may have delayed effects that do not emerge until adolescence or adulthood, a
phenomenon referred to as sleeper effect. Though scope of this article does not
include in depth details regarding consequences still author is of the opinion that
apart from national study done by a Indian Ministry in 200711 one still need to again
do a nationalized study and now atleast not missing out at the fifth category of child
abuse i.e. children victims of violence in their families. It is high time civil society or
all important agencies of society to intervene in the matter and work in a holistic
way to curb the rampant problem of child abuse at every possible level in terms of
incidence, prevalence and policy implications (refer fig.B).
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ROLE AND EFFECTIVENESS OF
ASHA�S IN RURAL LUCKNOW:

A SOCIAL WORK INTERVENTION STUDY
A.K. Bhartiya*
Vijay Kumar**

INTRODUCTION
The absence of a dedicated cadre of health care professionals at the village level,

the inability of people to establish last-mile connectivity with the health system, and
the poor responsiveness of public systems to community needs represent major
challenges that India faces in the provision of primary health care. The increased
emphasis on primary health care as the core of the UHC system requires appropriately
trained and adequately supported practitioners and providers with relevant expertise
to be located close to people, particularly in marginalised communities (HLEG,
2011).

One of the key components of the N.R.H.M. initiated by government of India on
12 April 2005, is to provide every village in the country with a trained female
community health activist ASHA (Accredited Social Health Activist). Selected from
the village itself and accountable to it, the ASHA is trained to work as an interface
between the community and the public health system. Empowered with knowledge
and a drug-kit to deliver first-contact healthcare, every ASHA is expected to be a
fountainhead of community participation in public health programmes in her village.

These village level community health workers act as a ‘bridge� or an interface
between the rural people and health service outlets and play a central role, in achieving
national health and population policy goals (Srivastava et.al., 2009; Mahyavanshi
et.al., 2011). ASHA is expected to Provide primary medical care with her kit, Control
of diseases by information, education, sanitation and surveillance, antenatal, natal
& postnatal services to women, counselling on family planning, safe abortion, child
Immunization and Vitamin A supplementations, change in behaviour in breast feeding,
birth spacing, sex discrimination, child marriage, girls education, care of the child
especially newborn, household survey, collaborating with health functionaries,
working with community for disease control, to create awareness on health and its
determinants, mobilize the community towards local health planning, and increase
the utilization of the existing health services (Bhatnagar et.al., 2009).

* Dr A K Bhartiya, Associate Professor, Department of Social Work, University of Lucknow, Lucknow
** Research Scholar, Department of Social Work, University of Lucknow, Lucknow
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ASHA has been identified as one of the key strategy for wider coverage of services,
considering her the first port of call for any health related demands, especially women
and children (Sexena, Kakkar & Semwal, 2012). The actualisation of the goal of
NRHM depends on the functional efficacy of the ASHA as the grassroot health
activist (Kansal, Kumar & Kumar, 2012). The discourse on the ASHA�s role centers
around three typologies: ASHA as an activist, as a link worker or facilitator, and as
a community level health care provider. Kaushal, Gupta & Yadav (2012) observed
ASHAs as main informer to the community regarding Immunization program initiated
by government to reduce the child mortality & morbidity.

ASHAs are more identified as ‘link-workers� or facilitators for appropriate care
and the community has less acceptance for their curative role (GOI, 2011). The
success of the ASHA is found to be limited in the role of the ASHA as a person
responding to health care needs of the community and effective in changing health
behaviour. This aspect is seen as less supported administratively yet ASHAs are
reported to be functional in care provision of about 50% of illness episodes and in
visiting newborns within three days activity (NHSRC, 2011:26).

OBJECTIVES:
The main objective of the present study is to study the efficacy of ASHAs with

the help of Social Work Intervention. The specific objectives are:

1. To understand the role of ASHAs under NRHM.

2. To evaluate the work performed by the ASHAs as an Activist.

3. To apprise the problems coming in the working system of ASHAs.

4. To prepare and implement an effective intervention programme.

5. To suggest the measures to enhance the efficacy of ASHA.

CONCEPTUAL FRAMEWORK OF STUDY:
ASHA in this study represents several ideals as reflected in the Conceptual

Framework:

- The ability of the vulnerable communities to take initiatives for their own
health.

- The potential for an ordinary citizen and a non-medical person from the
community to take back the responsibility for her own bodily functions from
the health professionals through the know-how imparted through the CHW.

- The demystification of medical knowledge

- The human potential to learn and grow

- The decentralization of health and development services.

The area of investigation is not the ASHA�s performance but facets of the ASHA�s
engagement with her work, as an individual, with the community and with the health
system. The aim is to explore the perspectives of these stakeholders about the ASHA
because they are the most affected by her functions.

REVIEW OF LITERATURE
Sexena, Kakkar & Semwal (2012) conducted a descriptive study in Imlikhera

Block of Haridwar district in which 150 ASHA were selected. Results of the study
show that 23% ASHA were in less than 25 years of age which is below than the
stipulated selection criteria. About 6.3% ASHAs were not fulfilling the educational
criteria of selection (education upto 8th class). Study reported that majority of ASHA
consider care of pregnant women, vaccination and family planning as their prime
services. 42% ASHA reported that they think this work can pave their ways for
future employment. Researchers suggested that ASHAs should be sensitized about
their major role of motivator & activist, for creating awareness and demand generation
in the society.

Kumar, Kaushik and Kansal (2012) conducted a Cross Sectional Study based on
a sample of 135 ASHAs working in different areas of Chiraigaon Block of Varanasi
district in eastern Uttar Pradesh.  Objective of study was to findout the factors
influencing the work performance of ASHA in community. The study revealed that
only 16.3% ASHAs knew about motivating the community for toilet construction.
23% ASHAs were aware that they should also give medical care for minor ailments.
Their less knowledge for content of responsibility significantly affected their practices
in community. Study concluded that the less knowledge of the content of job
responsibility, caste, incentive oriented practices and delayed and inadequate payment
of incentives for ASHAs influences the work performance.

Bhatt (2012) assessed the functioning of ASHAs as to ascertain how efficient the
ASHAs are to play their defined roles effectively, what are the problems they are
facing and to further suggest measure for optimization of their working. The study
suggested that compensation for ASHAs should be suitably increased. The irregularity
in the area of supply of medicine kits should be investigated. Also capacity building
training should be imparted to the ASHAs as they are unable to conduct meeting in
the community.

Panwar et al. (2012) evaluated the support mechanisms for performance
improvement of Accredited Social Health Activists in Uttar Pradesh. Results of the
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study reveal that the ASHAs possess basic theoretical knowledge, but significant
gaps remain in application of this knowledge. ASHAs lacked operational skills to
translate knowledge to practice. They also lack inter-personal communication skills
required to communicate effectively.

Shashank, et al. (2013) carried out a cross sectional study on 132 ASHA workers
selected from 5 random PHCs in Bijapur taluk. Data was collected through a pre-
structured proforma using interview technique. Results of the study show that
Majority of ASHA (83.7%) were not aware about their role in behaviour modification.
The study suggested that Reorientation training programmes should be conducted
to improve their efficacy.

Vimarsh, Gurgaon (2013) has conducted the evaluation study of ASHA Scheme
in Uttar Pradesh� on behalf of SIFPSA, Lucknow. The results of the study indicate
that ASHAs are not supported by the superiors which are also a major hurdle in her
success. Drugs are not supplied on time and drug kits are also not replenished timely.
There are minimal efforts for ongoing capacity building of ASHAs for better results
and also lack of efforts to resolve the conflicts between ASHAs and ANMs.

Das, et al (2014) assessed ASHAs� ability to recognize illness in infants aged
less than 2 months. Results of the study show that ASHAs did not follow home-
based newborn care formats and skipped critical signs. There is a need for improved
training, tools, and supportive supervision.

RESEARCH DESIGN
The present study is Experimental in nature. Research process is divided in three

stages:

� In the first stage, ASHAs and Mothers of children of 0-01 yrs age group are
interviewed to study the efficacy of ASHAs in addressing health related
demands of deprived sections of the population, especially women and
children, who find it difficult to access health services.

� In the second stage, an intervention programme is organized and implemented
to solve the problems and enhance the efficacy of ASHA.

� In the third stage, the impact assessment is done to evaluate social work
intervention.

UNIVERSE AND SAMPLE DESIGN
The Population frame of present study consists of all ASHAs working in

Mohanlalganj block and all mothers of 0-01 yrs child, which includes (Based on

data received from CHCs in Mohanlalganj Block):

� 204 ASHAs

� All mothers of 0-01 yrs child (To find out the number of mothers of 0-01 yrs
child, data were collected from village health register prepared by ASHAs
who had participated in survey).

The Sample plan of present study is as follows:

� All ASHAs working in Mohanlalganj Block (204).

� 03 mothers of 0-01 yrs child in the area of each ASHAs who had participated
(204x3=612) through simple random sampling method.

INCLUSION/EXCLUSION CRITERIA
As reported by many researchers (Salkind, 1997:107; Finck, 1995:36; Cochran,

1977:396 etc.) that in any survey, 10 to 20% of respondents could not be contacted
due to various reasons. This phenomenon must be considered and adequate measures
must be taken to eliminate under-sizing of sample size due to non-availability of
selected respondents. To eliminate the under-sizing of sample, following inclusion/
exclusion criteria were used:

� Selection of ASHAs is based on census sampling method as to select
maximum number of respondents and it decided to exclude the ASHAs which
could not be contacted or shown unwillingness to participate in survey.

� Mothers of 0-01 yrs child are selected through simple random sampling
method with a provision to include nearest Mothers in case selected
respondent could not be contacted or shown unwillingness to participate in
survey.

METHODS AND TOOLS OF DATA COLLECTION
In the present study, data were collected by using interview and observation

method of data collection. Primary data were collected with the help of interview
schedules which were filled by researcher during interview on the basis of replies
given by respondents. Separate interview schedules were designed and pre-tested
for each categories of respondents as well as for pre- and post-intervention survey.

PILOT STUDY
In the first half of March 2014, a pilot survey was conducted in study area and

the interview schedule was administered on 10% of respondents to test for explicitness,
ease of understanding, and appropriateness of interview Schedule. On the basis of
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the experience in the pilot survey, interview schedule was revised and re-drafted.
This pilot survey also furnished information regarding physical state of sample frame.

The pre-intervention survey work was completed in period of April 2014 to May
2014. On completion of survey, final list has 660 respondents which include 165
ASHAs and 495 mothers of child in age group of 0-01 yrs.

On the basis of results obtained from pre-intervention survey data, an action
plan was made and introduced to change in perceptions, attitude and behaviour of
affected subjects in order to improve the efficacy of ASHAs. This action plan was
implemented within 03 months time span i.e. July to September 2014. After
completion of intervention programme evaluation survey was conducted in the month
of October 2014.

ETHICAL CONSIDERATION
Informed verbal rather than written consent was taken from the study participants

because reluctance to sign paper formats was observed amongst participants. Any
compulsion for written consent would also have biased the data and affected its
quality. The majority of interviews were conducted at the residence/workplace of
the participants to ensure their comfort and confidentiality. The time spent in rapport
building with participants prior to the interviews and informing them about steps
that will be taken to protect their identity and confidentiality ensured their comfort
in sharing information during interviews. The names of participants and their address
are not mentioned in this study to ensure this confidentiality. The individual
participants were coded and their responses were grouped as responses by ASHAs
and mothers of 0-01 yrs. child to ensure confidentiality.

ANALYSIS AND INTERPRETATION OF DATA
1. Correlation between Efficacy of ASHAs and Some important independent

variables
Efficacy of ASHAs is highly depend upon adequacy of training, adequacy of

incentives, opinions of mothers regarding ability of ASHAs to diagnose and provide
proper treatment to minor health problems or mothers� level of acceptance for
suggestions provided by ASHAs regarding sanitation and health care practices. To
find out the degree of dependence, Coefficient of correlation is calculated by using
Karl Pearson�s Correlation methods. The details of Coefficient of correlation for
efficacy of ASHAs and these independent variables are given bellow:

Table 1 presents the Correlation coefficient and inter-correlation between
significant variables related to views/perception of ASHAs and efficacy of ASHAs.

This table shows that views on Adequacy of training (r=0.341), Home Visit by
ASHAs (r=0.423) and Educational Status of ASHAs (r=0.349) are highly positive
correlated to efficacy of ASHAs, where as views of ASHAs on Adequacy of Incentives
(r=0.245) is significantly correlated to their efficacy. It can also be noticed from this
table that most of the significant variables of efficacy of ASHAs are also significantly
inter-correlated to each other.

Table 1: Correlation Matrix for Efficacy of ASHAs and Significant
Independent variables related to ASHAs

Table 2: Multiple Correlations between Efficacy of ASHAs and Significant
Independent variables related to ASHAs

Table 2 reveals that the combined contribution of Adequacy of training, Home
Visit by ASHAs, Educational Status of ASHAs and Adequacy of Incentives was
significant at 0.01 level as the computed value of 0.513 for multiple correlation was
much more than the value of 0.254 required for the multiple correlation coefficient
to be significant at 0.01 level with 160 degrees of freedom.

Therefore, it can be said that Educational Status of ASHAs Home Visit by ASHAs
and views of ASHAs on Adequacy of training and Incentives are the most important
variables which contribute towards efficacy of ASHAs.
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Note: * = Significant at p=0.05 (r>0.195); ** Significant at p=0.01 (r>0.254)

  Adequacy 
of training  

Adequacy of 
Incentives 

Home Visit 
by ASHAs 

Education
al Status 

Efficacy 
of ASHAs 

Adequacy of 
training 

1     

Adequacy of 
Incentives 

0.142 1    

Home Visit 
by ASHAs 

**0.435 **0.333 1   

Educational 
Status 

**0.308 *0.210 0.149 1  

Efficacy of 
ASHAs 

**0.341 *0.245 **0.423 **0.349 1 

Indicator Value 
M ultiple R **0.513 
R  Square 0.263 
Adjusted R Square 0.244 
S tandard Error 2.191 
Observations 165 
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Note: * = Significant at p=0.05 (r>0.195); ** Significant at p=0.01 (r>0.254)

Table 3 presents the Correlation coefficient and inter-correlation between
significant variables of efficacy of ASHAs as per mothers� views. This table shows
that views of mothers on Adequacy of training (r=0.356), Home Visit by ASHAs
(r=0.339), Acceptability of Suggestions (r=0.384) and Ability of ASHAs (r=0.315)
are highly positive correlated to efficacy of ASHAs, where as views of mothers on
Adequacy of Incentives (r=0.246) is significantly correlated to efficacy of ASHAs.
It can also be noticed from this table that most of the significant variables of efficacy
of ASHAs related to views of mothers are also significantly inter-correlated to each
other.

Table 4: Multiple Correlations between Efficacy of ASHAs and Significant
Independent variables related to Mothers

and health care and Ability of ASHAs regarding Diagnosis and treatment of health
problems are the most important variables which contribute towards efficacy of
ASHAs.

INTERVENTION METHODS
� Awareness Campaign regarding Role of ASHAs as an Activist & Health

care service provider.

� Educating mothers regarding ability of ASHAs to diagnose and ability to
provide proper treatment to minor health problems.

� Educating mothers regarding importance of suggestions provided by ASHAs
on sanitation and health care practices.

� Awareness seminar on training of ASHAs.

� Awareness Seminar on Role of ASHAs as an Activist & Health care service
provider.

� Organised Meeting with ASHAs and all stakeholders including senior health
personal at CHC & PHC.

EVALUATION OF INTERVENTION
To evaluate the effect of social work intervention, data related to efficacy of

ASHAs were collected by using post-intervention interview schedule. Collected
information were tabulated and its comparative analysis is presented as follows:

Table no. 5 reveals that there is highly significant positive change in Performance
of ASHAs as an Activist (X2=13.901) and mothers views on Ability of ASHAs
regarding Diagnosis and treatment of health problems (X2=9.301). Apart from these
there is significant positive change in Level of Job Satisfaction among ASHAs
(X2=6.067), Acceptance for ASHAs� Suggestions (X2=6.076), Usefulness of ASHAs
(X2=6.083), Help rendered by ASHAs (X2=6.723), Satisfaction from the Performance
of ASHAs (X2=6.062) and Performance of ASHAs as a Health care Service Provider
(X2=6.465).

There are also remarkable positive change, although not significant, in views on
improvement in Health care services due to ASHAs (X2=5.291), Frequency of Home
Visit by ASHAs (X2=4.204), views on Adequacy of training imparted to ASHAs
(X2=4.798) and Performance of ASHAs as a Facilitator (X2=2.472).

FRAMING OF MODEL FOR SOCIAL WORK INTERVENTION
Based on these findings, a Regression Equation is developed for prediction of

Table 3: Correlation Matrix for Efficacy of ASHAs and Significant
Independent variables related to Mothers views

Table 4 reveals that the combined contribution of views of mothers on Adequacy
of training and Incentives, Home Visit by ASHAs, Acceptance for ASHAs�
Suggestions on Sanitation and health care and Ability of ASHAs regarding Diagnosis
and treatment of health problems was significant at 0.01 level as the computed
value of 0.491 for multiple correlation was much more than the value of 0.254
required for the multiple correlation coefficient to be significant at 0.01 level with
489 degrees of freedom.

Therefore, it can be said that views of mothers on Adequacy of training and
Incentives, Home Visit by ASHAs, Acceptance for ASHAs� Suggestions on Sanitation
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 Adequacy 
of training 

Adequacy  
of Incentives 

Home Visit 
by ASHAs 

Acceptability 
of Suggestions 

Ability  
of ASHAs 

Efficacy  
of ASHAs 

Training 1      
Incentives *0.219 1     
Home Visit **0.304 0.115 1    
Acceptability **0.412 0.188 **0.469 1   
Ability **0.521 0.116 **0.479 **0.461 1  
Efficacy  **0.356 *0.246 **0.339 **0.384 **0.315 1 

Indicator Value 
Multiple R **0.491 
R Square 0.241 
Adjusted R Square 0.233 
Standard Error 1.786 
Observations 495 
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� Views of mothers on Adequacy of training and Incentives, Home Visit by
ASHAs, Acceptance for ASHAs� Suggestions on Sanitation and health care
and Ability of ASHAs regarding Diagnosis and treatment of health problems
are the most important variables which contribute towards efficacy of
ASHAs.

� There is highly significant positive change in Performance of ASHAs as an
Activist and mothers views on Ability of ASHAs regarding Diagnosis and
treatment of health problems. There is significant positive change in Level
of Job Satisfaction among ASHAs, Acceptance for ASHAs� Suggestions,
Usefulness of ASHAs, Help rendered by ASHAs, Satisfaction from the
Performance of ASHAs and Performance of ASHAs as a Health care Service
Provider.

� There are also remarkable positive change, although not significant, in views
on improvement in Health care services due to ASHAs, Frequency of Home
Visit by ASHAs, views on Adequacy of training imparted to ASHAs and
Performance of ASHAs as a Facilitator.

SUGGESTIONS
Based on findings of the study fallowing suggestions have been made to enhance

the efficacy of ASHA:

� Most of ASHAs feel that the incentives being given under ASHA scheme are
very less. There are several key issues regarding incentives and compensation
for ASHAs, which, if mitigated, would greatly contribute to an improvement
in ASHAs motivation and performance.

� The study reveals that acceptability of ASHA can be enhanced through a
communication strategy, which needs to be designed to create awareness on
the ASHA scheme for at community levels and for PRI members better
acceptance for of the ASHAs. This shall help in improvement of the health
status at the community level and would lead to success of the ASHA scheme
as planned.

� Even though ASHA is an important source of awareness, she is sometimes
unheard by the community members and thus a barrier exists to the uptake
of the scheme. It is recommended that collective meetings at the aanganwadi
center with the village women of all age groups should be held so that behavior
change among them is reinforced time to time and improvement in the health
status of the community is given a platform forward.

Table No. 5: Significance of Difference between before and after intervention

Note: * significant at p=0.05; ** significant at p=0.01; *** significant at p=0.001
(Critical X2 at df = 2 and p=0.05 is 5.991; p=0.01 is 9.230; p=0.001 is 13.881)

positive change in efficacy of ASHAs on the basis of significant variables has been
given as follows:

Xy = 0.8808 XT + 0.7397 XI + 0.5849 XHV + 0.6924 XAS+ 0.3129 XAA
+ 0.55 XSW + 9.7083

Where,

Xy = Positive change in efficacy of ASHAs

XT = Adequacy of training

XI = Adequacy of Incentives

XHV = Home Visit by ASHAs

XAS = Acceptability of Suggestions

XAA = Ability of ASHAs

CONCLUSIONS
The findings of the study indicate that

� Educational Status of ASHAs, Home Visit by ASHAs and views of ASHAs
on Adequacy of training and Incentives are the most important variables
which contribute towards efficacy of ASHAs.
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Significant Variable Calculated 
Chi-square 

Level of Job Satisfaction *6.067 
Acceptance for ASHAs' Suggestions *6.076 
Ability of ASHAs **9.301 
Improvement in Health care services due to ASHAs 5.291 
Frequency of Home Visit by ASHAs 4.204 
Usefulness of ASHAs *6.083 
Help rendered by ASHAs *6.723 
Adequacy of training imparted to ASHAs 4.798 
Satisfaction from the Performance of ASHAs *6.062 
Performance of ASHAs as an Activist ***13.901 
Performance of ASHAs as a Facilitator 2.472 
Performance of ASHAs as a Health care Service Provider *6.465 
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� Many ASHAs reported that health staffs at SC/PHC/CHC/DH do not
cooperate with them. Therefore in view of above, ASHAs suggested that
remedial steps in these regard may be taken to redress their grievances and
problems and difficulties being faced by them in their day to day work should
be redressed.

� The success of the ASHA Scheme depends on regular and reliable supervision
by her superiors. Monthly meetings at block level for ASHAs should be
used as a platform for the reinforcement of various health issues.
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HEALTHCARE SYSTEM IN INDIA:
AN OVERVIEW

Ashvini Kumar Singh*

INTRODUCTION
Health is one of the most important assets a human being has It permits us to

fully develop our capacities. If this asset erodes or it is not developed completely, it
can cause physical and emotional weakening, causing obstacles in the lives of people.
The previous connection can be seen as the relationship between income and health.
Life cycle models have explained how one�s health status can determine future income,
wealth and consumption (Lilliard and Weiss 1997; Smith 1998; Smith 1999).
Nowadays, it is possible to say every person could expect to live a long and healthy
life.

Health as Input many of the conventional approaches to health consider the need
to justify expenditures on health through the advantages it can bring to the economy.
World Bank‘s 1993 World Development Report, Investing in Health focuses on the
benefits that improved health would have on economic growth. The approach adopted
here is that healthier is wealthier: we should care about health, not only because it is
an intrinsic good, but also because it contributes to economic growth. It is argued
that health, through its contribution to the quality of human capital, as well as
increases in savings and investment that correspond to longer lives, has a strong and
significant effect on economic growth. Thus, economic growth assumes a central
role in development objectives. Whether wealth to be the input and health the output
– or the reverse, where health is the input for economic growth outputs Health
necessarily improves wealth and wealth invariably improves health. Such approaches
lead us to the critical question of whether economic growth is necessary for improving
health. Sen (1999) asserts that this is not always the case. It is not always necessary
to wait for high economic growth to take place before focusing on improving health.
Health in the context of the human development and capability approach one of the
distinguishing features of the human development and capability approach is its
focus on the process of generating health. This stands in contrast to conventional
approaches, which are mainly concerned with outputs we can measure and the
commodities/resource inputs needed to achieve these outputs. Moreover, the capability
approach recognizes that different people may have different values in terms of
health and often weigh these against other dimensions in life. In acknowledging
human diversity and agency, the capability approach suggests that people may require

different kinds of resources to achieve the outcomes they value and have reason to
value.

INCIDENCE OF DISEASES IN INDIA
After independence, the Indian government lacked both resources and a health

vision. Consequently, apart from taking a few notable national disease control
programmes, it took inordinately long time in creating an adequate health
infrastructure in the country. What followed was mere line expansion of the
institutional structure of primary health care, the lowest part of which, operating at
the local level, never quite delivered the expected tasks. Some expansion of
institutionalized curative health care also took place along the way. While this was
happening, the public health component was quietly buried and the entire attention
was focused on the curative care part. The government itself conceded that the non-
poor—especially the power elites— made overwhelming use of these facilities. Bereft
of quality public health service and suffering from acute poverty, illiteracy, and low
income, the user public had by then concluded to depend more on private practitioners
rather than suffer the incompetence and indifference of the public health care system.
However, given the huge size of population, there were still unmanageable numbers
milling at the public health care institutional facilities. These facilities also did not
possess—and even now do not possess— adequate number of medical professionals;
they certainly lacked—and continue to lack — supplies of diagnostic equipments,
supplies, medicines, and sophisticated facilities for various types of surgeries.

Rural areas report more deaths due to communicable diseases, maternal, perinatal
and nutritional conditions (41 per cent) compared to urban areas. The proportion of
deaths due to non-communicable diseases is less in rural areas (40 per cent) than in
the urban areas (56 per cent). Injuries constitute about the same proportion in both
rural and urban areas. However, the specific causes of injuries vary.

The leading cause of death is cardio-vascular disease (CVD)(19 per cent), followed
by respiratory diseases (9 per cent), diarrhoeal diseases (8 per cent), perinatal
conditions (6.3 per cent), respiratory infections such as acute pneumonia (6.2 per
cent), TB (6 per cent), malignant and other neoplasms (5.7 per cent), senility (5.1
per cent of which is concentrated at ages 70 and +), unintentional injuries, and other
symptoms, signs and ill defined conditions (4.8 per cent). Among the age group 25-
69, CVD caused 25 per cent of total deaths. Furthermore, CVD is the leading cause
of death among both males and females. There is marked regional variation in India
in the distribution of leading causes of deaths. For example, the highest proportions
of deaths from CVD are in the south (25 per cent), and the lowest in the central
regions (12 per cent) of India.*Assistant Professor, Department of Social Work, Jamia Millia Islamia, New Delhi.
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PREDICTED FUTURE DISEASE SCENARIO IN INDIA
The WHO (2004) predicted that over the next 10 years in India:

1. Over 60 million people will die from chronic diseases.

2. Deaths from infectious diseases, maternal and perinatal conditions, and
nutritional deficiencies combined will decrease by 15 per cent.

3. Deaths from chronic diseases will increase by 18 per cent, most markedly;
deaths from diabetes will increase by 35 per cent.

4. The total estimated loss of national income by 2015 as result of the impact
of heart diseases, stroke and diabetes on labour supplies and savings is
estimated to be $54 billion. Further, the accumulated income losses during
the period 2005 and 2015 would be$233.6 billion (at 2005 prices) for India.

THE HEALTH CARE SYSTEMS IN INDIA
In India during British rule, state and philanthropic intervention played a

significant role in healthcare, though most of these facilities were located in large
towns, thus projecting a clear urban bias and neglect of the rural population. Modern
medicine gradually undermined systems of Ayurveda and Unani, and those traditional
practitioners who survived often concentrated in the small towns and rural areas
where modern medicine had not yet penetrated. Despite the Bhore committee�s
recommendations at the dawn of independence towards correcting the rural-urban
imbalance and suggestion of integrated planning for increasing access to health
services, even postindependence the weakness of public health services in rural areas
and growth of private practice continued. Public health remained a low priority in
successive five-year plans and public health efforts remained focused on specific
vertical programmes, of which the Family Planning programme was the most
prominent. This contributed to the slow and inadequate improvement in health of
the population in the period from the 1950s to the 1970s. It may be noted that until
1983 India had no formal health policy; the planning process and various committees
appointed from time to time provided most of the inputs for the formulation of
health programme design. This unsatisfactory situation was recognised in the National
Health Policy of 1983, which was critical of the curative-oriented western, urban-
based model of healthcare, and emphasised a primary healthcare approach. There
were recommendations for preventive services and a decentralised system of
healthcare, focusing on low expenditure, de-professionalisation (involvement of
volunteers and paramedics) and community participation. Although, significant
expansion of healthcare infrastructure did take place during the 1980s, this remained
grossly underutilised because of poor facilities and low attendance by medical staff,

inadequate supplies, insufficient hours, lack of community involvement and lack of
proper monitoring mechanisms. The Primary Healthcare Approach was never
implemented in its full form, and selective vertical programmes were pushed as a
substitute for comprehensive health system development This already unsatisfactory
situation seriously worsened with the onset of globalisation-liberalisation-privatisation
from 1990s onwards. In this situation of inadequate and top-down development of
public health, the impact of neo-liberal policies from the 1990s has precipitated the
crisis of the public health system; there has been a retreat from even the nominal
universal healthcare access objectives. Guided by prescriptions from agencies such
as the World Bank, public healthcare has been further constricted to certain ‘cost
effective� preventive-promotive services and selective interventions, paralleled by
spiraling and unregulated expansion of the private medical sector. Introduction of
user fees at various levels of public health facilities has also been a feature of the
phase since 1990s. A new National Health Policy was announced in 2002, which
acknowledged that the public healthcare system is grossly deficient on various fronts
and resource allocations are generally insufficient. While this policy stated goals
like “increase utilisation of public health facilities from current level of less than
20% to more than 75%”, no corresponding large-scale measures for rejuvenating
and strengthening the debilitated public health system were planned. In fact the
2002 NHP seems like a collection of unconnected statements, a dilution of the role
of public health services and an unabashed promotion of the private health sector,
including ‘medical tourism�. Thus the phase of privatisation-liberalisation has
witnessed staggering health inequities, resurgence of communicable diseases and an
even more unregulated drug industry with drug prices shooting up, adding up to the
current crisis in public health. Along with the retreat from the goal of universal
access, special health needs of women, children and other sections of society with
special needs have become further sidelined or are inadequately addressed. A much
overdue response to this situation, with certain positive features but beset with its
own contradictions, was launched in the form of NRHM in 2005, which is discussed
in a separate section below.

NATIONAL HEALTH POLICY 2002 (NHP)
The National Health Policy was last formulated in 1983.It gave a general

exposition of the policies which required recommendations in the circumstances.
The noteworthy initiatives under the NHP 1983 were; a phased, time-bound
programme of well-dispersed network of comprehensive primary health care services,
linked with extension and health education, designed in the context of the ground
reality that elementary health problems can be resolved by the people themselves;
intermediation through ‘Health Volunteers�; establishment of a well-worked out
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referral system to ensure that patient load at the higher levels of the hierarchy is not
needlessly burdened by those who can be treated at the decentralized level; an
integrated network of super-specialty services; encouragement of such facilities
through private investments for patients who can pay.

The NHP 2002 had to make hard choices. It did not claim to be a road map for
meeting all the health needs of the populace of the country. The Policy recommended
differing emphasis on different policy components. NHP 2002 focuses on the need
of enhanced funding and an organizational restructuring of the national public health
initiatives in order to facilitate more equitable access to health facilities. The Policy
focused on those diseases which were principally contributing to disease burden—
TB, Malaria and blindness from the category of historical diseases, and HIV/AIDS
from the category of ‘newly emerging diseases. It also indicated that an adequate
disaster management plan has to be in place to effectively cope with situations arising
from natural and man-made calamities.

The Policy was concerned with the question of equity as an independent goal in
the health sector. Consequently, it provide for expanding and improving primary
health facilities including new concept of provisioning of essential drugs through
Central funding. The Policy set in motion greater Central funding for the delivery of
public health services at the state level.

The Policy emphasized the fact that despite increased Central assistance to the
health sector, the primary responsibilities for the delivery of health services were to
be delivered by the states, the NGOs, and other institutions of the civil society. It
made it clear that complementary efforts from other areas from the areas of improved
drinking water supply, basic sanitation, minimum nutrition, etc would just be as
essential to improve the health status of the population. The Policy reposed its faith
on the all round improvement in the governance of health facilities through committed
contribution of the service providers, both public and private, and the efforts of the
public.

The government statistics on health care do not provide correct   status of the
ground reality of health services in India. They tend to give this impression as though
every thing in this sector is being determined by the government; that the users are
not playing any role in what is now emerging in this critical field; that the private
sector is sitting idle in spite of its huge potential to generate demand that it can meet
and the revenues it can generate. The facts are dramatically different. Despite
improving health status of Indian population, health care infrastructure in India has
to go a long way to go towards achieving hundred percent quality, technology and
superior health care delivery systems.

The health care delivery responsibilities are roughly divided between the Central
and state governments. The former is responsible for the family welfare and specific
disease control programmes, the latter discharge the limited role of providing curative
care including specialty care. Since the delivery of these packages by these
governments was not comprehensive or even satisfactory in access as well in its
effectiveness, the private sector— a mix of   individual private practitioners, small
groups of medical professionals through their ‘nursing homes�, charitable medical
institutions, and private sector medical companies — entered the scene slowly to
begin with but in droves after the 1990s.

India has a universal healthcare system run by the governments, Central, and
states, but it is very understaffed and underfinanced, and poor services of state –run
hospitals force many patients to seek counseling of private practitioners. Health
services are either offered free or at a very nominal cost. Larger part of the institutional
structure is concerned with primary day health care to the individual patients, while
the smaller one, located at district and bigger cities, offers institutionalized care.
Bigger hospitals, especially those in bigger cities, now also have private wards
where patients can get better institutional care but at a cost that is still far less than
what they would be required to cough up were they to get the same from private
facility.

India has registered fairly decent progress on health care. It has gotten rid of
famines; it has largely controlled mass killers like cholera, plague, kalazar, and
malaria, etc. However, the country still suffers from high levels of malnutrition and
several chronic diseases especially in its rural part. Despite considerable efforts
since the 1980s, safe drinking water supply still remains a chronic problem. Culturally,
the Indians are very poorly socialized on issues of personal hygiene and sanitation.
This has added to the disease burden that directly affects the growth of the economy.

ACHIEVEMENTS IN THE HEALTH CARE SECTOR IN INDIA
Some of the important achievements of health care system in India are as follows

India has registered fairly decent progress on health care. It has gotten rid of
famines; it has largely controlled mass killers like cholera, plague, kalazar, and
malaria, etc. Some of the other positive facts related to Indian health care system are
as follows:

1. It has the largest number of medical colleges in the world

2. It produces among largest numbers of doctors in the developing world. These
doctors are exported to many other countries, and are considered among the
best in the world.
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3. This country gets ‘Medical tourists� from many developed countries reflecting
the high standard of medical skill and expertise here. They seek care in its
state-of-the-art, high-tech hospitals which compare with the best in the world.

4. Turning to medicines, we find that this country is the fourth largest producer
of drugs by volume in the world and is among the largest exporter of drugs
in the world.

5. There is significant increase in life expectancy in India i.e. 33 years to 67
years from 1952 to 2011.

SYSTEMIC DRAWBACKS OF PUBLIC HEALTHCARE SYSTEM IN
INDIA

Despite the existence of such impressive healthcare resources, the country still
suffers from high levels of malnutrition and several chronic diseases especially in its
rural part. Despite considerable efforts since the 1980s, safe drinking water supply
still remains a chronic problem. Culturally, the Indians are very poorly socialized
on issues of personal hygiene and sanitation. This has added to the disease burden
that directly affects the growth of the economy. Some of the other negative facts
related to Indian health care system are as follows:

1. There are low levels of immunisation - in fact less than half of the children
are completely immunised (added to this, complete immunisation coverage
has declined in recent years!).

2. Similarly, the minimum of three checkups during pregnancy remains
unavailable for half of all pregnant women.

3. There are massive inequities in access to healthcare - while the rich avail of
most modern and expensive health services, the poor, especially in rural
areas do not get even rudimentary healthcare.

4. Hospitalisation rates among the well off are six times higher than rates among
the poor!

5. Despite such a large drug industry which exports medicines across the globe,
about two-thirds of the population lack access to essential drugs.

6. This is a country of paradoxes where women from well off families suffer
due to unnecessary cesarean operations - in some urban centres close to half
of deliveries are done by operation - while their poorer rural sisters frequently
die during childbirth due to lack of access to the same cesarean operation at
time of genuine need.

7. Although people spend a lot on healthcare (the poorest spend one-eighth of
their total income on healthcare), the government spends much less. Of the
total health spending in the country, all levels of government make less than
one-fifth, while the remaining major portion is shelled out by ordinary citizens
from their pockets. This makes the healthcare system in this country one of
the most privatised systems in the world.

8. Taking loans or selling assets pays for two out of five hospitalisation episodes.
The proportion of people who are unable to access any form of treatment
due to inability to pay is quite large and increasing. A large private sector
leads to high profit motives of private providers. It has been estimated that
almost two-thirds of the medicines prescribed here by doctors are irrational
or unnecessary. Nearly half of all outpatients receive mostly unnecessary
inject

9. There is Chronic Under- investment in Healthcare system in india

10. There is a huge Difficulty to Access and Inadequacy of Institutional Facilities

11. Indian health care system is struggling with huge crunch of medical and
para medical staffs

SUGGESTION FOR IMPROVEMENT IN HEALTH CARE SYSTEM
IN INDIA

There is a need to make adequate information available to people about various
types and systems of healthcare, enabling them to make informed choices. This
includes information to promote rational self-care and home remedies to avoid over
medicalisation. Over a period of time, there is a need to work out a model of primary
healthcare based on integration of different systems, incorporating various efficacious
and synergistic remedies. These systemic changes would be part of the larger process
of moving towards a system for universal access to healthcare, which provides space
for medical pluralism and rational integration of systems. Keeping the interests of
the general public paramount, powerful vested interests would have to be curbed,
regulated and made accountable. Along with raising public finances for health,
significant redistribution of healthcare resources based on equity considerations would
be necessary. A paradigm shift would be required, with emphasis on rational,
appropriate care for all based on integration of systems instead of expensive, often
irrational care based on hightech ‘medical consumerism� for the few. Besides the
problems related to overall approach and policy, the unacceptable gap between
positive elements of policy and their often dismal implementation would need to be
addressed through a system of regular community based monitoring, rights and
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accountability mechanisms at all levels.

We need to consider moving towards a system of publicly organised, large-scale
social security, covering the entire organised and unorganised working class, which
could rope in all employers to substantially contribute to the public health system
(see below). All donors funding (including that from UN agencies, bilateral donors,
the World Bank and other international donors, global health initiatives) must be
reviewed and managed within a sector-wide approach. This would mean that all
contributions would be evaluated in the framework of the Indian public health decision
making process and priorities, would be required to contribute to strengthening the
overall public healthcare system, would be completely de-linked from programme
specific prescriptions or the pressure to show results in specific programmes. Any
donors not willing to operate in such a coherent framework would need to be politely
shown the door. The participation and commitment of all external actors to a sector-
wide approach, including ‘overall health system goals� would need to be regularly
monitored by the public health system and the people�s health movement. Public
health financing needs to be subjected to the equity principles of ‘equal resources
for equal need� and ‘greater resources for greater need�. With this approach, we
could work out a system of block budgeting wherein a general citizen in either urban
or rural areas, whether in developed or less developed states, anywhere in the country
would receive the same baseline level of public health resources, eliminating existing
inequities in public health resource allocation. Added to this, there would need to be
recognition of special needs (as for women, children, adivasis and other groups),
which would merit additional resources being allocated for various services catering
to these groups. Further, an assessment may be made of financial capacities and
historical levels of development of various states in order to decide on additional
resources required by states such as EAG states. However, the overall principle of
equitable block budgeting would allow every citizen and every Panchayat
representative to know, for example, what is the public support being given per
person, per PHC, for each block in their district and in their state, along with the
rationale, enabling everyone to monitor equitable distribution of public health
resources.  National health accounts would need to be regularly produced, to describe
the way in which healthcare is being financed, as well as the pattern of healthcare
expenditure, including measurements of the per capita expenditure inequities between
geographic areas, between urban and rural areas, between socio-economic groups,
and between secondary / tertiary hospitals and primary health services

A radical break from existing top-down verticals and fragmented health
programmes; instead horizontal integration and community orientation at all levels.
Qualitative strengthening of the general health system at all levels would need to be

accompanied by systems for financial and operational devolution with control and
decentralised health planning by Panchayats and communities, in conjunction with
the District Health System model which could provide an organisational framework
for a comprehensive health systems development agenda. At least 40% of the entire
resources for the health sector could be allocated to Panchayats or equivalent local
representative bodies; such concrete decentralisation of resources needs to be
implemented in a phased manner to make decentralised planning a reality. Combined
with capacity building, this can create a framework for health plans and programmes
to be developed based on the needs and characteristics of local communities; it can
decentralise management authority and capacity, facilitate community involvement
in health and provide a platform for the integration of policies and programmes
emanating from the Union and State Health Ministries. Such a framework could
form the basis for community oriented resource-allocation decisions and could
promote integration between hospitals, clinics and community-based healthcare.

Some specific issues which could be addressed in such a framework would include
district level identification of local morbidity patterns, tracing of local disease
transmission patterns (in a socio-ecological framework) and locally charting
antimicrobial sensitivity of pathogens responsible for common illnesses. Such steps
would enable locally appropriate priority setting and disease control strategies.
Another measure which needs to be considered is decentralised surveillance, enabling
health personnel from the community health worker and ANM /MPW upwards to
detect outbreaks at the earliest stages using simple cut-off points and appropriate
epidemiological tools.
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GENDER JUSTICE
IN POLITICAL SYSTEM

Anupam K. Verma*
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INTRODUCTION
Empowerment emerges as the true method to emancipate women, to make freedom

worthwhile to them. The existing legal framework is not sufficient to protectand
project meaningfully them and to fulfil the Constitutional obligation towards
them.Moreover to carry forward the message from the grass roots; reservation in
thehigher legislative forums seems imperative.

The voice of women can be heard only ifthe institutional practices change to
accommodate them. All the wings of governmentlegislature, executive and judiciary-
have the responsibility towards empowerment ofwomen in the light of Article 15 (3)
of the Constitution. Although Article 15 (3) is anenabling provision that authorises
the state to make special provision for women, thediscretion conferred there under is
to be exercised without fail and exercised reasonably.

The Preamble of the Indian Constitution promises Justice-Social, Economic and
Political.The parity of civil rights has led to the realization that mere sameness
between menand women in public sphere is not enough to change the socially
subordinate positionof women. The gender-neutral laws are required to be replaced
by gender-specificlaws. Formal equality must give way to Substantive equality.
“Political empowermentof women has been rightly perceived as a powerful and
indispensable tool for uplift ofwomen and eliminating gender inequality and
discrimination.” The quantity and qualityof women by empowering them can help
achieve the overall progress and developmentof the society. In a patriarchal social
construction, where power dictates freedom,lack of power on the part of ‘women
because of their position as incomplete agents indemocratic participation is likely to
marginalize their freedom. The term “protection”in the clause ‘equal protection of
the laws� under Article 14 as viewed by GranvilleAustin, “Seems to place upon
government the positive responsibility to give the havelessaccess to those rights
they previously have been powerless to exercise.”It has become difficult for women
to establish a foothold without patronagefrom powerful men in the party- that too
through close personal relations, as wives,daughters and sisters. The existing pattern

of allocation of seats/tickets is not fair dueto patriarchy. Moreover the nationalistic
flea has become an obstacle in their journeytowards empowerment and equal rights.
An effective social reform requires systematiclegislative changes. The problem has
remained that who should initiate the reform?The answer is women can initiate such
reform. The reform in laws is essential asgender issues can be addressed by some
gender-specific structural reformation.

The denial of empowerment to women is a denial for the nation to progress.The
struggle for justice by females or cry for gender equality is not a struggle againstmen.
It is a struggle against traditions that have chained them. It is a struggle againstattitude
that are ingrained in the society it is a struggle against proverbial LakshmanRekha;
which is different for men and different for women. To achieve the
Millenniumdevelopment goals we must empower them and make sure that women
and girls haveall the skills, services and self-confidence to protect themselves. The
results of thisneglect have been low productivity, illiteracy and poor health. This is
an unacceptablecost, both morally and economically, of enduring patriarchy.

The leap, taken by the 73rd-74th constitutional amendments, not withstanding,we
are yet to translate the idea of women in higher legislative bodies into action. Itwas
logical, as a sequel to the reservation by those amendments, that women on thesame
lines have the representation in the House of the People and Legislative Assembliesof
the States. National Commission for Women came up with the idea for
women�sreservation in Parliament and Legislatures. The 81st Constitutional
Amendment Bill(later renumbered as 19th CAB) was presented in the 11th Lok-
Sabha. The Bill wasreferred to a parliamentary panel headed by Ms. Geeta Mukherjee,
following persistentdemands for a sub-quota for Other Backward Classes (OBCs)
and minorities(particularly Muslim women) and the pretext that only elite women
will gain by theBill. It was again in the 12th Lok-Sabha as 84th Constitutional
Amendment Bill. The85th Constitutional Amendment Bill (Which lapsed with the
dissolution of the 13thLok Sabha) has been the repeat of 79th and 84th CAB. It is
down but not out. Womenbeing half the constituents of any constituency are
demanding 33% reservation toconstitute a Critical Mass. There are suggestions and
proposals to modify the Bill.One of them is to make it mandatory for every recognised
political party to nominatewomen candidates for election in one-third of the
constituencies. Another alternativesuggest that this should be done and if there is a
shortfall in 33% seats being filled theother seats be filled by nominations. Another
suggestion has been that double-memberconstituencies be created and in each
constituency one male and one female candidatecontest. There has been a call to
abolish Rajya-Sabha and use the increased seats asdouble member constituencies.
One more suggestion is that each Constituency bebifurcated into two, one men and
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one women Constituency by ‘Merging and Demerging�the existing Constituencies
(Emphasis wherever supplied is to highlight the main thrust,of the alternative, by
the author). None of these suggestions are without limitationslike:

1. The Constitutional goal of Equality not yet achieved: The supreme law
ofthe land should meaningfully” address the women�s issues and respond to
thechallenges by stimulating the whole legal system towards a greater concern
forprotection of women. The law has to deal with issues in a gender
sensitivemanner.

2. Elusive Gender issues: It has become difficult for women to establish a
footholdwithout patronage from powerful men in the party- that too through
closepersonal relations, as wives, daughters and sisters. Recognizing that
womenhave been neglected is one of the rust steps in changing the winds of
policy intheir favour. The results of this neglect have been low productivity,
illiteracyand poor health. This is an unacceptable cost, both morally and
economically,of enduring patriarchy.

3. Patriarchal Structure responsible for lagging behind of women: It
hasbecome impossible for any political party to be hostile to the cause of
genderjustice but the fact remains that political parties are not willing to
allowparticipation of women despite promises in their election manifestoes.
Theallocation of seats/tickets is not fair due to patriarchy.

4. Nationalistic fervour and other complex situations hindering
empowerment: Reservation as such is not opposed on the nationalistic
plea,despite the fact that Congress and Gandhi have opposed it until the
Poona Pactin any form. The problem has been cling.ing historically with the
issue of women�sreservation and legislative representation and is raised
whenever WRB is talkedabout. The nationalistic plea (which was used to
silence demanding women likeMutthulakshmiReddi in 1930�s and used as
self-restraint by Renuka Ray inConstituent Assembly and PhulrenuGuha,
as a Chairperson of Committee onStatus of Women in India (CSWI) despite
having got the opportunity to changethe course of life of their sisters) has
become an obstacle in their journey towardsempowerment and equal
rights.The ground realities have changed much since Poona Pact. We are
not a Britishcolony but a progressive and vibrant democracy. We cannot
ignore half of theconstituents. If this position, of ignoring half the
Constituents, continues over a periodof time, more and more women, losing
faith in the political process may opt out of thepolitical system and become
either passive partners or rebels to change their conditionin life.

5. Differences between men and women are socially constructed and
changeable: The reform in laws is essential as gender issues can be
addressedby some gender-specific structural reformation. The ‘gender� issues
are sociallyconstrued and with changes in policymaking can be changed for
suitable lawsto put women on equal footing.

6. Gender Disparities: a Restraint on National Progress: The denial
ofempowerment to women is a denial for the nation to progress.

7. Formal, Equality has been only possible: The existing legal framework is
notsufficient to protect and project meaningfully the women and to fulfil
theConstitutional obligation towards them. Moreover to carry forward the
messagefrom the grass-roots; reservation in the higher legislative forums
seemsimperative. Organizations of urban as well as poor women are vital as
instrumentsto provide them collective strength, bargaining capacity and
collective articulationof their interests. They are viewed as pressure groups
and levers of power;they combine developmental approaches and are expected
tonegotiate the distributional aspects of power and resources.

THESE STEPS TOWARDS SUBSTANTIVE EQUALITY ARE
ESSENTIAL

A. Opportunity of Education and Employment is essential: The education
andempowerment (economic and political) of girls and women are the
essentialmeasures to remove the inequality. Literacy and education are basic
humanrights that are still too frequently denied to girls. The developing
countries whichallocated substantial resources to female primary education
experienced highereconomic productivity, lower fertility rates, lower infant
and maternal mortalityand improved levels of life, expectancy for both men
and women, compared tocountries with lower levels of women�s educational
attainment.Women have been successful in gaining political influence by
constituting aCritical Mass by getting education and employment
opportunities (In Norway�s nationalAssembly (Storting) thirty years ago,
only 15% (much below Critical Mass) of therepresentatives were women,
whereas in recent years the figure has varied between36 and 39%. This has
been a result of quota for women in politics coupled witheducation and
employment, women themselves being in the policymaking.
Competence,experience, gender-friendly attitudes and goodwill are not
sufficient in themselves.Experience indicates that the proportion of women
in political institutions will notincrease unless gender quotas are employed.
The tool of affirmative action (it is a method short of quotas) comes as
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handyfor such upliftment and empowerment. Affirmative action permits
reparations for thehistoric violations of a legitimate right and may improve
the future well being ofsociety. Affirmative action is voluntary though
governments and organisations mayoffer incentives to encourage its
implementation. Affirmative action alone has helpedin other countries e.g.
in America- for race conscious and gender conscious actionand in
Scandinavian and Nordic (Sweden, Norway, Denmark etc.) countries
since1970�s for gender conscious action of political parties themselves; but
in India thatdoes not seems to be appropriate now al) is a remote possibility
for realempowerment.

B. Quota laws must accompany affirmative action policies: Affirmative
actionand quotas are not one and the same, but complementary. Quota laws
establish minimum percentage shares for target groups and are considered
part of a largerprogram of affirmative action (there is a wide variation in
quota laws betweenvarious countries allowing political participation of
women on a large scale; insome countries there is Constitutional quota for
National Parliament, whereas insome others there is Constitutional quota
for local level bodies, in some there isonly legislative command on political
parties and in some both the above areclubbed, in most of the countries
having quota law it is party quota/party lists thecandidates which is in force,
even election in these countries is as per party listson the basis of %age of
polls in favour of the party). Quota laws may apply topolitical parties and
governmental institutions with the objective of permittingwomen to overcome
the barrier of under-representation in all political decision-makingfora. Quota
laws usually fix the percentage target at between 30% and40%, on the
assumption that a minimum of 30% is required to constitute a CriticalMass
that will ensure more proportional physical representation and
appropriategender representation of attitudes and behaviour as present in
the community atlarge. This, after all, is the guiding principle of representative
democracy.

Women�s meaningful participation in strategic decision-making is not only
justgood for women but also good for society and institutions. Firstly, this
ignored, otherhalf of the society will come into the mainstream and secondly,
women by theirnature are better and more effective agents for social change
than men.

The socio-economic and structural impediments to women�s political
participationin India must be immediately removed, by using the device of
Reservations; otherwise,women�s access to the decision-making process will

be severely impaired and theconstructive and positive energies of women
will not be available for the bettermentof the human condition as long as the
impediments continue. Reservation can bring abig leap forward and
substantial coverage can be made in a short time. Reservationhas the potential
of providing real and equal opportunity and the actual realisation ofthe
opportunity in the form of equal reward.

Quota systems have significantly increased women�s participation
andrepresentation in both elective and appointive political decision-making
positions. Quotashave been viewed as one of the most effective affirmative
actions in increasing women�spolitical participation. There are now 77
countries with constitutional, electoral orpolitical party quotas for women.It
is true that steps in addition to reservation are required for the equal
participationof women, but reservation is minimum requirement. Reservation
to the extent of 30%was supported by a group of scholars (the members of
the task force on law consistedof late Sh. R.Y. Kelkar, Dr. Santosh Kuba,
Dr.Jafar Hussain, Prof. B. Sivaramaya,Prof. (Dr.) UpendraBaxi assisted
the committee) who undertook an examination ofwomen�s role in the political
process at the Committee For Status of Women in India�s(CSWI) request. It
was observed, “Women are not marginal to society as the minoritygroups
might be. They are not a dispensable part of the society and would not
createwhat is feared by the critics as, isolated pockets.” A transitional
provision of reservationto ‘break through� the existing structures of
inequalities would not be retrogression�from the doctrine of equality of sexes
and the principles of demographic representationIt would rather serve the
long-term objectives of the equality and democracy betterthan the present
system where inequalities get intensified. The Official Bill andAlternative
suggestions have also supported quota or reservation for women in oneform
or the other.1990s has been a decade of women in leadership but the ‘glass
ceiling� stillremains due to preconceived notion biases. Political obstacles
that slow downparticipation of women include resistance to women�s
participation, lack of traditionand motivation to actively intervene in politics
and the demanding nature of politicalactivity. Women�s political rights have
been conceived minimally as the right to suffrageand candidacy. While these
are necessary practices, they are not sufficient to guaranteewomen�s equal
participation in political life. The heavy burden of both ‘productive�and
‘reproductive� sphere upon them leaves hardly any time for other activities,
whichempower them in real sense.

The political rights of women have been on the international agenda since
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1946.With the creation of the Commission on the Status of Women that
year, the UnitedNations (UN) began to work on behalf of women. The
Convention on the PoliticalRights of Women was adopted in 1953. First
World Conference on Women in MexicoCity in 1975 was held and the Institute
of Research and Training for the Promotion ofWomen (INSTRAW) and the
United Nations Development Fund for Women (UNIFEM)were created as
additional instruments to achieve gender balance. The most
worthwhileinstrument to women�s meaningful participation in politics is the
Convention on theElimination of All Forms of Discrimination against Women
(CEDAW).

C. Reservation as a Device for Gender Justice is essential to ameliorate the
decliningstatus of women in India. There is recognition of the fact that
biologicaldifferences deny them opportunities in life and to remove such
obstacles, womenneed an artificial lift. Constituting a Critical Mass is
essential:

a. Women best represent women�s Interests- Women will serve the
women�sinterests as experienced by 73rd & 74th Constitutional
amendments and inNordic countries. The social, cultural and economic
bias equations have startedbeing reversed even at village level, where
the empowerment of women doesnot mean much till the real powers are
devolved to the panchayats. The costs ascompared are mainly in the
home that who will look after the kitchen, childrenand men? These need
some structural readjustment, which again women asPolicy makers can
do. If men could do it, 58 years were enough.

b. Participation in Political Life of the country will be highly beneficial
for Women-Women can bring about a change, quantitative as well as
qualitative in the normsand principles of governing the distribution of
resources. Any reduction innumber of reserved seats will cut at the root
of the very idea of reservations.33% reservation is essential for women
to constitute a ‘Critical Mass� so thatthe desired results in change in
perception of gender laws and policy can bemeaningfully made. Women
are sensitive towards even those issues which menfind trivial. They
have more organisational skills. They are always interested inintroduction
of new path breaking mechanisms. They balance their householdduties
with work capabilities in a remarkable manner.

c. Women�s Representation needed to gender sensitise the official
machinery- Theofficials, in reality,are the policy makers. They are

required to be sensitised.This sensitisation can come only when women
representatives go through thefine print and bring conformity in them
with reality.

d. The 73rd and 74th Constitutional amendments have made a new
beginning:Reservation is unavoidable at this stage (It being a natural
fallout of impactmade by 73rd & 74th Constitutional Amendments);
the only thing is how andwhen? Women, who have gained a foothold in
politics by 73rd & 74thConstitutional Amendments, in Panchayati Raj
Institutions and Municipal bodieshave made a tremendous impact, not
only quantitatively but also qualitatively.

They are undergoing training and influencing the policy. The myths about
womenin these institutions have been completely shattered.The Amendments
have strengthened the democratic base & led to activeparticipation of women
in decision-making bodies. Nearly, one million women areholding key
positions; in three tiers of Panchayats and the Municipalities (A similarnumber
is waiting on the other side to unseat them) and are eager to climb the nextrung
of the political ladder i.e. the Legislative Assemblies and the Lok-Sabha.
Theupward mobility of these women (winners as well as losers) cannot be
prevented forlong. The demands for similar representation in Parliament
and State LegislativeAssemblies are natural.

THE IMPACTS THESE AMENDMENTS HAVE MADE ARE
TREMENDOUS

1. Women representatives have got a respectable role. They are not regarded
merelyas women but as ‘Members�.

2. The inhibition of approach no longer exists. Women can approach them
even atodd hours. This has also benefited the secluded/pardanashin women
amongst theminorities and hence the softening of stand of Muslim parties
towards the Bill.

3. The limitations due to being a woman though remains. If for settling
somedispute or attend a function they are required to move at odd hours,
they cannotdo so without some family member.

4. The self-assertion is gradually coming to these new women. They are not
mererubber stamps of their male kins-men. The initial reaction has been
slow butthey have learnt their lessons well.

5. Norms and social conventions underlying procedures and meetings have
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startedto change.

6. Rigidity and formalism has disappeared tom the conduct of these women.

7. Relationships with electorate, bureaucracy and within the parties have
becomemore egalitarian.

8. The tone of discussion has become softer in the party or official meetings.

9. Timing of events now takes into consideration family obligations.

10. The change is not one sided (on the part of these women only) but multi
pronged(society, family, bureaucracy and opponents are all feeling the
change).

11. “Women” have entered the political arena and they are mastering the
politicalagenda. The issues they face in their lives because of their unequal
status insociety are now legitimate topics of public policy debate.

THE OFFICIAL BILL INCLUDED THE FOLLOWING KEY
PROVISIONS

i. As near as One-third of all seats in Lok Sabha and VidhanSabhas shall
bereserved for women.

ii. Such reservation shall also apply in case of seats reserved for Scheduled
Castes(SCs) and Scheduled Tribes (STs).

iii. There shall be rotation of seats so reserved for women.

iv. Such rotation shall be determined by draw of lots, in such a manner that a
seatshall be reserved only once in a block of three general elections.

Some members irrespective of party affiliations stiffly resisted the
ConstitutionalAmendment. Those who are opposing the Bill want reservations to
have some furtherreservations, including those for OBCs and minorities. Some
organisations have proposedother Bills as alternative to the official bill.

Manushi�s Alternative Bill:This alternative suggests that instead of
ConstitutionalAmendment, making it mandatory to have 1/3rd seats kept aside, law
should be enacted to amend the Representation of the People�s Act, 1951. This it
suggests may be doneto make it mandatory for every recognised political party to
nominate women candidatesfor election in one-third of the constituencies. Each party
may be given the liberty tochoose where it wishes to nominate women candidates,
duly taking local, political andsocial factors into account. The seats reserved for
SCs and STs also are proposed tohave similar reservation.

Double/Dual Member Constituencies: This proposal has been made on the
groundthat UK has 600 Members in House of Commons so Lok-Sabha can
legitimatelyconsist of 750 Members. It suggests that rotation of seats at every general
election, asper the official Bill, raises the objection that women will not be able to
nurse theirconstituencies; this can be overcome by a third of the total seats in
Parliament (i.e.250 additional seats may be created) be reserved for women by making
these doublememberconstituencies. These additional seats will be women specific
(it will introduceseparate electorates through backdoor entry and only women will
vote for women,which will be against the spirit of Constitution in view of Article
325).

Another approach to the Women�s Reservation: This proposes to give
women,some fixed quota seats. The total number of Lok-Sabha seats can be envisaged
differentlydepending on the quota. Suppose it is decided to create 50 quota seats in
the Lok-Sabha and set the women�s representation at 181, which is one third of
543,BangiaDesh Model In this model inserted in Bangla Desh Constitution, on 16/
05/2004, 45 members out of 345 members will be women (fixed quota method
similarto one proposed by MukeshDalal model and already employed in Bangladesh
almostsince its inception to 2001 with one gap in 1987-1990 and Soviet Union prior
to1990). Women will be nominated on the basis of %age of votes polled by a
politicalparty (Emphasis supplied by the Researcher).

The various snags in the way of the Bills/suggestions/Models (official
andalternative) are:

· Difficulty in Passage

· The future demands are ignored

· Unseating of Incumbent members

· Women contesting against other women only

· The experience of fixed quotas

· Backward, OBC and Minority women still ignoredMale Backlash and
Reverse Discrimination

DIFFICULTY IN PASSAGE
Complex situations demand complex solutions and historical social

discriminationdemand history-making social corrections. The political parties have
never seriouslydebated the Bill in Parliament so that it is not passed. It has been
shouted down,prevented from being introduced, proposed with alternatives or
discussed in all partymeetings and a Parliamentary committee but not seriously
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discussed in Parliament.

The Women�s Reservation Bill, being a Constitutional Amendment Bill, is required
tobe supported by 2/3rds of the members of both the Houses. The truth is that
partiesapparently supporting the Bill are divided internally. It hurts male ego and
the malesupport is either only lip service or the majority is too shy to show the
minority ofsome ‘privileged� MPs their place. Women have also been causing harm
to the causeof other women. Ms. Sarojini Naidu, in 1930�s, Ms. Renuka Ray, in
ConstituentAssembly, Ms. PhulrenuGuha in Committee on Status of Women in India
(CSWI)opposed any privilege to women on Nationalistic plea. It was Ms. Mamta
Banerjeewho most vocally wanted the Bill to be presented in the Lok-Sabha but she
was alsoresponsible for carrying the debate a little too far and asking for appointment
of aParliamentary Committee. That (debate and Committee) gave the needed time to
OBCand minority members (who on 1211 September 1996 were more worried about
time)to pull down the Bill. Ms. Uma Bharti, played a similar role, by asking for
backwardand OBC women�s sub-quota instead of suggesting an amendment to this
affect. Itresulted in hijack of the Bill from the hands of a willing government into the
hands ofan unwilling coalition.

The future demands are ignored:
There is a well-founded apprehension that passing of WRB, will lead to someother

demands. There may be demand for reservations in education, employmenteven in
super-specialties, also in judiciary, Rajya-Sabha, Legislative councils, Lok-Sabha
committees, autonomous bodies and various boards etc.

Unseating of Incumbent members:
If one-third seats are reserved and rotated (As per Women�s reservation Bill

andalternatives) in every general election it will automatically result in two-thirds
ofincumbent members being forcibly unseated in every general election. Rotation is
thebiggest problem with the Bill. Reservation of geographical constituencies, as
beingsuggested so far, is not the best route especially, given all the effects of, the
rotationsystem. Practically every member of a legislature will be unseated in every
singlegeneral election. Such a change of constituency every time would delink
theresponsibility, accountability and representation. The motivation, for the
developmentand prosperity of the Constituency will be lost. The incentive to Seek
re-election willbe lost as the Legislators will not be able to seek re-election from the
same constituency.

Women contest against other women only:
Such election will be an indirect introduction of the separate electorates.Leadership

acquired in such a manner will be seen as unnatural, artificial and foisted.Such
women will be seen to be lacking the legitimacy and opportunity needed toprove
their ability and acceptability.

The experience of fixed quotas:
As proposed by an alternative approach, has been tried in a few countries, suchas

Bangla Desh, Nepal, Philippines and the erstwhile Soviet Union. This was even
theprevalent method in Panchayati Raj institutions prior to reservation in them. It
has notproduced very successful results for women�s political participation. The
incumbentsof these seats were co-opted or nominated members. The members were
‘selected� onthe basis of loyalty to the government and naturally toe the line of
government. Theyare thus ornamental or set jewels in the jewellery box of the
government. The latestmodel of BangIaDesh presents its own difficulties as the
opposition which walkedout on the Bill (being led by a woman) rightly pointed out
that it will help the governmentto nominate its own members and increase its own
constitutional majority in theHouse.

Backward, OBC and Minority women still ignored:
The Bill or its alternatives do not address the more fundamental issue of

inadequateparticipation of women in politics. The OBC, minority and backward
women are ignoredand none of the above models will grant them a greater
representation. They insteadare likely to suffer from greater marginalisation within
the political� partiesThe Bills and the alternatives though brought on the premise of
justice to women,ignore women from backward, OBC and minority sections. The
Constitution does notprovide for reservations in Articles 330-335 for these sections
(It was only after theMandai Report�s implementation and upholding of it in Mandai
case that 27% reservationto this class constituting almost 52% of the population
was given in employment).

The strength of the OBC members between 1989-2004 has stayed around 200
i.e.nearly 35% in the Lok-Sabha. They have been most rhetorical about a sub-quota
forOBC and minority women. It is ironical that in these 200 members representation
ofwomen is around, which is only tractional of the total strength of the House
(TheOBC members led by Sh. Laloo Yadav raise the foul cry of elite women or
proxywomen eating up the larger share of seats in women�s quota seats but are not
shy togive the command of their own party into the hands of Sh. Laloo�s elite proxy
RabriDevi ) On the contrary, the studies of impact of 73rd & 74th amendments
reveal thatreservation for women (OBC and minority have no separate reservation)
at grass-roothas helped in bringing out the different strata i.e. lower castes and
oppressed classeswithout a compartmentalized reservation for them.
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Male Backlash and Reverse Discrimination:
Men who get pushed out of their constituencies will either sabotage

femalecontenders in revenge, or spend much of their political capital helping their
own femalerelatives in cornering these reserved seats. They will therefore put forward
the womencandidates as fronts for themselves. These are known in common parlance
as ‘proxy�female representatives. Male in that case makes the representation though
the publicappearance in the forum may be of the female (this has been possible at
grass-rootlevel but at the higher level this is unlikely to succeed). These proxies
would beexpected to keep the seat “safe” for the men until the next election, when
they wouldagain try to reclaim their seats. This however seems a theoretical possibility
in thehigher representative bodies. The constituents� gaze on the representative will
keepthem under pressure to be their own. If they fail the constituents will not forgive
themale relative also and his political career may be finished sooner than
contemplated.

SAARC and Developing Countries Look towards India for such legislation:
Most of the SAARC and developing countries are hopeful of India�s Bill on

33%reservation for women. India�s global reputation is at stake because of the
Bill.International efforts like Beijing Conference and its follow up, IPU conventions
andCEDAW etc. are the direct pressures for more and meaningful representation to
women.

This is the time to do it or India will never be taken seriously anywhere in the
world,in future. India�s policy of gender justice will show the strength of India�s
democracyto even western nations, which are still struggling with the idea, as they
had at thetime of allowing equal voting rights to women.

CONCLUSION
Gender justice in the political system, while important on the grounds of social
justice and legitimacy of the political system, does not easily translate into improved
participation/representation of women�s various interests.The cause of concern is
under-representation of women in political field and decision making. They are not
able to express completely and shred themselves from taking part in the development
process.To change the position of women in politics, they must stand out as an
independent. They should be well educated and versed with all the facets of political
system. Women must be confident to take the necessary decisions apart from handling
women related issues. Lot more is required to be done for the gender justice in
political system.
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SCHOOL MANAGEMENT COMMITTEE
AS A TOOL OF PARENT-TEACHER PARTNERSHIP

TO ENSURE RIGHT TO EDUCATION
Alka Singh*

INTRODUCTION
“Education is the most powerful weapon you can use to change the world”

-Nelson Mandela
The above famous quote sums up the cardinal importance of education and it is

all the more true as far as our country is concerned. As a young democracy, India is
growing in leaps and bounds on the education front.

After Independence, the policy makers worked hard to transform the elitist system
of education created by the British into a mass based system, built on principles of
equality and social justice. In 1968, the National Policy on Education (NPE), was
formed which was the first official document evidence the Indian government�s
commitment towards school education. The NPE went through a couple of
amendments thereafter. A key milestone in history of achieving access to education
was 86th Constitutional Amendment Act passed in December 2002 making free and
compulsory education a Fundamental Right for all the children in the age group of
6-14 years. Article 21-A of the Constitution of India and its consequent legislation,
the Right of Children to Free and Compulsory Education (RTE) Act,2009 .Right to
Education was made a fundamental right with the formulation of the Right to
Education in 2009 and a National Education Policy was alsoannounced.
Subsequently, policy makers tried to universalize education through measures like
the Sarva Siksha Abhiyan and Mid-Day Meal Scheme.

Today, India enjoys a pride place in the international arena not only as a fast
emerging economy but also as a vast pool of powerful human resource consisting of
suitable and educatedpersonnel. Highly educated,tech-savvy and scientifically trained
Indian citizens are engaged in a variety of employments in every nook and corner of
the world doing India proud.One of the noteworthy achievements over the years has
been the increased literacy level. At the time of attaining freedom, India�s literacy
rate was just 12 per cent.Today,as per 2011 census, ourliteracy rate comes to 74.4
percent,Kerala with 93.91 and Mizoram with 91.58 per cent lead and inspire other
states to achieve further heights.

Articles 14 and 15(1) of Part III (Fundamental Rights) of the Indian Constitution
guarantee ‘equality before the law� and prohibit the State from discriminating ‘against
any citizen on grounds only of religion, race, caste, sex, place of birth or any of
them.� Article 45 of the Indian Constitution in conjunction with these two articles
makes it clear that the State is duty bound to build a system of education that provides
education equitable quality to all children without any discrimination whatsoever.

In Decembern2002,the Indian Parliament passed the Constitution (Eighty Sixth)
Amendment Act making “Right to Education a fundamental  right”; and then on
April 1, 2010, the government brought into force the Right to Children to Free and
Compulsory education Act,2009 (more popularly known as Right to Education act
or RTE Act  ‘to give effect�) to this  Constitutional amendment.

Not undermining the contribution of the State Governments, education being on
concurrent list, Government of India also initiated several schemes/programmes to
improve access to quality education. Following is a list of key programmes/schemes
which Central Government started –

� Operation Black Board

� LokJumbish Project

� Strengthening of Teacher Education

� MahilaSamakhya

� Education Guarantee Scheme and Alternative and Innovative Education

� District Primary Education Programme

� Kasturba Gandhi BalikaVidyalaya

� Mid- Day Meal Scheme

� Scheme for Providing Quality Education for Madarsa

� Infrastructure Development in Minority Institutions

� Sarva ShikshaAbhiyan

� RashtriyaMadhyamikShikshaAbhiyan

� RashtriyaUchchatarShikshaAbhiyan

Through the above mentioned programmes and schemes, significant progress
has been achieved to provide “access to schooling facility”. However, “access to
quality education” demands not merely physical access to a neighbourhood school
within a notified distance, but also social access by providing basic facilities, adequate*Research Scholar,  Department of Social Work, Jamia Millia Islamia, New Delhi
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teachers and addressing innovative practices.

A School Management Committee (SMC) has a very important role in realising
the goals of Right to Education. The RTE Act requires a School Management
Committee to be set up in every school other than the unaided private schools.
Through its positive action and a practical planning the SMC can work towards
ensuring a well-functioning school system.

SCHOOL MANAGEMENT COMMITTEES
The School Management Committee should consist of the following members:

1. Parents or guardians of the children studying in the school

2. Teachers

3. Elected representatives of the local authority

COMPOSITION OF THE SMC
Following is the composition of a SchoolManagement Committee:

� Three fourth (75%) members of the SMC fromthe parents/ guardians. Out
of these 50%must be women. Depending on the percentageof children from
the weaker section anddisadvantaged groups in schools, their parentswill be
represented in the SMC.

� Rest one fourth (25%) will be as: (1/3rd localauthorities; 1/3rd school
teachers; 1/3rdacademicians/students)

Participation of Women
The RTE Act very clearly designates 50% place for mothers among the elected

members. The positive impact of women�s participation is clearly visible at the
grassroots levels, in their participation in Panchayats and Self Help Groups. It is
also desired to encourage women to take leadership of the SMC. Therefore, it will
be desirable that least one woman should be selected at the level of President or vice
President of the SMC as per the local situation.

KEY FUNCTIONS
1. Making School Development Plan (SDP) as per the RTE guidelines/norms,

2. Management of school,

3. Supervising and supporting implementation of SDP,

4. Supervision/monitoring of finance, management, academic progress,

distribution of entitlements & other functions,

5. Ensuring accountability and transparency in the system through the social
audit mechanism,

6. Keeping proper accounts of the fund available and sharing its deployment
and utilization with all members,

7. Creating and maintaining an educational database,

 8. Coordinating with the local authority, generating funds from other sources
for development of schools,

9. Monitoring academic progress of the children,

10. Instituting social audit mechanism and processes to bring transparency in
the system and ensure universal participation.

PREPARING SCHOOL DEVELOPMENT PLAN
To prepare the School Development Plan, it is essential to ensure the

followinginformations:

� Estimates of class wise enrolment for each year

� Number of additional teachers required including head teachers, sub teachers
and part time teachers

� Requirement of additional infrastructure suchas class rooms, equipment etc.

� Financial requirement to meet the above and to meet requirement of special
training needs and free text books and uniforms.

� The SDP should be signed by the Chairperson/ Vice-Chairperson and
Convenor of the Committee shall be submitted to the local authority before
the end of the financial period in which it is to be prepared.

CHALLENGES BEFORE SMC
Following challenges are coming in front of the proper functioning of SMC

�  The local people aren�t informed about what SMC is

� The SMC members aren�t aware about what their roles and responsibilities
are in detail.

� No regular training is being provided to SMC members in schools.

�  The School Development Plan is not being prepared in the schools on a
regular basis with required efforts and seriousness. Even the head
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teachersarenot well trained and aware about what the School Development
Plan should contain.

� There is no adequate infrastructure and seating arrangements and rooms for
carrying out SMC meetings without any disturbance.

� Most of the SMC members want to attend the SMC meetings but they lack
to ensure their participation because most of them are daily wage earner and
if they attend meeting then they lose their wages of that particular day of
meeting.

� If SMC is to work according to what government has envisioned it to, then
definitely the mostcrucial thing that is missing is awareness. If people aren�t
even aware about what theirresponsibilities are, then how can they be expected
to work the way they are supposed to?

� Unawareness among SMC members -Majority of the SMC members and
parents are not aware ofthe importance of school education for children,
Many SMC members are not well informed about RTE Act.

MEASURES TO BE TAKEN TO OVERCOME CHALLENGES
BEFORE SMC
Creating Awareness

Awareness generation is first step to make SMC effective .The committee should
be given more authority for proper implementation of Right to Education Act. It
shouldn�t only be expected to highlightproblems but rather, it should be given more
power to solve it. For instance, if a school is lackingenough teachers then it should
be given power to hire teachers according to the need. Ifsomebody is not sending
his/her child to school then it shouldn�t only be expected to report tohigher offices,
but rather it should be allowed to do something against it. If a teacher is beingabsent
for long exceeding his allowed period of leave, School Management Committee
shouldhave the power to do something against it. Then, I believe members will be
more serious andmore responsible for the running of the schools.

Training and Capacity building
Proper training and capacity building of SMC members as well as teachers is

required to ensure quality education to all children. All SMC members should get
some honorarium while attending the training so that daily wage earner can ensure
their active participation. Study materials must be in understandable language and
should also fulfil the need of less literate SMC members, role play and discussion
method should be incorporated in the training modules.

Understanding between Parents and Teachers
Parents and Teachers must work as a partner and they must take active

participation in ensuring Right to Education Act. Empathy is also required to
understand each other�s needs and situation.

Community mobilization
It is required to engage community also in a meaningful way forSmooth and

proper functioning of SMC and   to implement RTE effectively. Community members
should be aware about all the available resources for the betterment of school. They
should also be trained to take proper and essential initiatives to make available all
children quality education with the help of School Management Committee members
and teachers.

Effective Evaluation and Monitoring Mechanism
SMC can play effective role to implement RTE Act it is essential to ensure regular

evaluation of school development plan and adequate monitoring of SMC meetings.

CONCLUSION
Right to Education Act gives power to parents and community members to ensure

their participation for their children�s quality education. SMC is an important tool
for advocacy of children�s right to education. It is required to strengthen SMC
members through awareness generation and training programme to make SMC more
effective. Community members are now getting empowered through the power of
decision making and they are also utilizing the all available resources and technologies
for the betterment of the school children. This paper can be concluded by saying it�s
the first step to transfer the power of decision making to community members to
strengthen the parent- teacher partnership for proper and effective implementation
of RTE Act.
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CHALLENGES IN SUPERVISION OF
DIFFERENTLY - ABLED STUDENT

A CASE STUDY FROM SOCIAL WORK FIELD PRACTICUM
Asiya Nasreen*

INTRODUCTION
The uniqueness of social work education is that it is a blend of theory and practice.

The theory classes are held in the classrooms and for practice, students are required
to attend field work. Field work is considered as an integral part of the curriculum
by all schools of social work. Social Work knowledge, skills and techniques are
practiced through field work.

It has been described by Srinivas (1979) that field work is an educationally
planned and professionally guided programme of interaction of a student with a real
situation experienced through welfare, institutional, multi-organizations and people
based system in order to help him, perceive and understand appropriate human
conditions and work to bring about designed improvement and change in them.

There are enough opportunities of practical learning by way of field work Social
work education. The guided practice learning through field work makes the
educational programme wholistic and complete. Field work training is supervised
practice of social work under the guidance of trained social work educator or field
personnel to achieve the following general objectives:

� To develop among students the ability to integrate theoretical learning with
practical experiences.

� To enable students develop core skills of social work practice

� To facilitate the development of thinking, feeling and attitudes relevant to
professional practice.

Thus, field work is an inseparable educational component of social work education
and is done under the supervision of the supervisor

SUPERVISION IN FIELD WORK
Supervision is an interpersonal interaction between supervisor and supervisee. It

is derived from the latin word super (over) and videre (to watch, to see), Kadushin,
2002. Supervision is one of the core elements in the development and maintenance
of optimal standards of social work practice.  Supervision is important to the quality
* Assistant Professor, Department of Social Work, Jamia Millia Islamia.
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of human service delivery and the professional development of social work
practitioners.  The primary purpose of supervision is to enable, ensure, and enhance
humanistic, competent, and independent social work practice.  Ultimately, supervision
should benefit the social work clientele.

The term “supervision” has a specific meaning in the social work education.  It
includes the monitoring of student�s performance by the supervisor and the efficiency
of developing interventions in the field. Supervision is most effective when it is
valued by field work agencies, supervisors, and supervisees.

The process of supervision includes two important partners viz a supervisor and
a supervisee. A supervisor is an overseer, who watches over the work of another
with responsibility for its quality. It is dynamic educational process involving the
faculty supervisor, student, peers of the student and agency supervisor to develop
knowledge, attitudes, and skills in accordance with the professional standards of
social work practice (Sajid, 1999).

Historically, the roots of social work supervision were in its administrative function
followed by educational and supportive function (Shulman, 1995). The administrative
function can be traced back to the Charity Organization Societies movement (COS),
which began in 1878 (Munson, 2002). Supervision acquired an educational purpose
in 1911, when the first course in supervision was offered by Mary Richmond and
observed that providing support is the third function of social work supervision.
This combination of functions makes social work supervision unique and humanistic.
These three functions are interrelated and should be fulfilled by agencies, but the
proportion of time and effort demanded by each function may be based on the service
context and needs of the staff.

OBJECTIVES OF SUPERVISION
Supervision is a core component of the professional social work education. It

enables in inculcation of professional values, provision of knowledge, and training
in practical skills and encourages the self-introspection, enhance self awareness and
sensitivity among students. The objectives of supervision (Sajid, 1999) can be
described as following:

1. To facilitate an educational and learning environment which encourages the
student to participate freely in discussing issues arising out of applying theory
in a practice setting

2. To assist students to acquire a capacity for critical analysis of the issues
involved in any practice setting

3. To encourage students for self knowledge, awareness and development

4. To help students evolve a framework of social work practice appropriate to
the requirements of field setting

5. To inculcate among students values and attitudes appropriate to the practice
of professional social work

6. To help students to assume an independent professional status.

ROLES AND RESPONSIBILITIES OF A SUPERVISOR
To achieve the objectives of supervision, there is a faculty supervisor with the

following responsibilities (Sajid, 1999):

1. Making student comfortable with the field setting and its requirements

2. Assisting the students to deal with their thinking, feeling and action in relation
to their placements

3. Working out a work schedule in consonance of field work objectives

4. Enabling student to relate theory with practice

5. Providing periodic feedback to students about their professional growth

6. Maintaining regular contact with the placement agency and agency supervisor

7. Acting as a role model of professional practice

Every student is unique and hence needs to be treated as a unique learner in the
field work process with all his/her strengths and limitations. Besides, limitations of
the personality, it could also include physical disabilities which become a barrier in
access to knowledge, information and learning.

The perspective is applicable to all students in order to achieve professional
growth. However, the supervision of differently able student has to be planned in a
different manner. As an educational process it requires insight and responsiveness
from the supervisor towards the needs and issues of differently able students. The
subsequent paragraphs discuss the case of the differently able student who was
admitted in the department of social work, JMI under disability quota. An insight
has also been made into the challenges that were experienced in the supervision.

ABOUT THE STUDENT
The student Miss X was visually impaired person. The vision loss was gradual

that started when she was in High school. It seriously affected her morale, self
esteem and educational performance. The vision loss made her dependent and
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incapacitated even in doing activities of daily living but over the period of time she
raised herself above these problems. She was extremely hard working and full of
determination. Initially, when she lost her vision had to face problems in doing her
tasks of daily living but then took mobility training for performing the tasks of daily
living. Later, she also learnt operating computers and performed most of the school
and college assignments with the help of computers. However, she didn�t learn Braille
as it is time consuming and has lost its relevance in the contemporary life.

Educationally, she completed graduation in Psychology and took admission in
MSW at Jamia Millia Islamia. She was also the recipient of the Scholarship from
All India Confederation for Blind. After the admission the classes were regularly
attended by her.

ABOUT FIELD WORK TRAINING
The course of MSW is a blend of theory and practice. The theory classes are

held in the classrooms of the department. It is convenient to attend the lectures and
sometimes she used audio tapes to capture the lectures in classrooms. For the other
aspect of the course that is concurrent field work training of two days a week, no
relaxation on grounds of disability was provided. Field work was done under the
supervision of the supervisor who was assigned by the department.

SUPERVISION AT DIFFERENT STAGES OF FIELD WORK
Undergoing rigorous field work training was a challenge for Miss X on one side

and undertaking supervision of the visually challenged student was a challenge for
the department as well. The department was not well prepared for the field work
placement of a differently able student nor have faculty members supervised
differently able student. The unpreparedness was also there among the placement
agency and co-worker to accept her due to insensitive mindset for persons with
disability. Further, student herself has limitation that could have hampered her learning

ORIENTATION ABOUT FIELD WORK
The student Miss X was told about the importance of field work in social work

and general expectations from field work before its commencement. The field work
training in the first year comprised of community based agency placement. As a part
of supervisory process, she was given an introduction of the agency, explained the
concept of community, community work, client system and the role of field work in
the course of MSW.

FIELD WORK TRAINING IN MSW (FIRST YEAR)
In the first year, Miss X did her field work in two organizations namely community

based project of Ministry of Human Resource Development (M/HRD) and Jamia
Millia Islamia and another community based NGO. The focus of the project of M/
HRD was on providing education and vocational training to adolescent girls.  The
student practiced social group work with adolescent girls and some of the tasks
undertaken by her included:

� Preparation of community profile

� Conducting sessions on life skills education with adolescent girls

� Conducting sessions on RCH, personality development, sanitation and
hygiene

� Conducting home visits

The student was facilitated by the faculty supervisor in executing the tasks of
field work. Her strengths in terms of knowledge were identified and efforts were
made to link them in field work. For example, Miss X has attended training
programme on life skills education and RCH at the undergraduate level and the
same was then used in planning and conducting activities in field work.

In the second semester, the field work agency was changed and she was placed in
community based NGO that worked with children on issue of education. As the
project of Ministry of Human Resource Development and Jamia Millia Islamia got
completed, so she was placed in different setting. Miss X was placed in Jogabai
community alongwith another female student. The tasks undertaken included the
following:

� Formation of children�s group and organizing recreational and educational
activities with them

� Conducting sessions for promoting  education using programme media
techniques of storytelling and group games with community children

� Participation in ‘Inter-Agency Sports and Cultural Meet�

� Preparation for Group conference

FIELD WORK TRAINING IN MSW (SECOND YEAR)
In the third and the fourth semester that is, Second year of field work, Miss X

was placed in Child Guidance centre. The field work placement was agency based
in a social welfare setting. The tasks undertaken by her included:

� Preparation of agency profile

� Assessment of the work environment of the organization
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� Preparation of Job profile of the staff members

� Behaviour modification sessions with mentally challenged children

� Recreational group sessions on dance, paintings with mentally challenged
children

� Personality development sessions with children

� Research project on ‘Awareness regarding problems and issues of children
in schools.

The supervisor at this level helped the student to make use of her knowledge of
psychology in organizing activities with children and staff members in Child Guidance
centre.

CHALLENGES EXPERIENCED IN FIELD WORK AND
SUPERVISORY INPUTS

In this case where a student has special needs, the supervision was more than
overseeing the professional growth of the student. The faculty supervisors supported
the student through meaningful relationship that operates at three interconnected
levels: relationship between the supervisee and the faculty/school supervisor,
relationship between the supervisor and the field with trained or untrained resource
persons and groups and relationship between the student and the field.

It also reiterates the fact that supervisory process is educational, yet creative and
dynamic as well. There was investment by the supervisor in terms of knowledge,
attitudes, skills and perspective in guiding a student to meet the demands of learning
as well as of the field. Some of the challenges felt during the process of supervision
are as follows:

1. There was lack of preparedness at the departmental and other levels as student
having visual disability was admitted for the first time in department. The
arrangement of field placement has to be made taking into consideration the
special needs. The student was allocated to a faculty supervisor who could
empathetically facilitate the supervision process.

2. There was change of field work placement in the MSW (Previous). The
project of M/HRD was closed down abruptly and the supervisee was without
field work placement in the mid year. The Field Work and Placement Unit of
Department of Social Work with the help of concerned supervisor searched
for an alternate placement in a community based NGO. The effort of helping
out student in exploring the field work agency by the faculty supervisor is a

task beyond the realm of supervision.

3. The field work placement in NGO was a pure community based placement.
The supervisor worked with sensitivity in looking out for the new field work
agency and the community where the supervisee�s could easily reach.

4. The supervisee was also facilitated in the report writing process. Since she
was computer savvy so the typed reports were submitted and the printing of
the reports was done in the department. The arrangements for it at the
departmental level were made by the supervisor.

5. There was non- acceptance by co-worker in the first instance for the
supervisee who used to accompany her in the community. The faculty
supervisor has to intervene into the matter and provided necessary guidance
to the supervisee so that she could travel independently without anybody�s
assistance to the field.

6. The pinch in field work was felt more in the second year due to lack of
sensitivity towards disability among agency personnel. The agency supervisor
in Child Guidance Centre was quite rude and non-cooperative towards her.
For example as a part of field work she was supposed to do examine Case
studies but was rarely given chance to read them. She was also not allowed
to sit in counseling sessions with children. The matter was sorted out by
discussing the supervisee�s problem with agency supervisor by the faculty
supervisor

7. The insensitivity of agency personnel was also reflected in the fact that the
student was asked to practice group work sessions with mentally challenged
children. It was quite difficult to interact with the group as one was physically
challenged and the other was mentally challenged. The faculty supervisor
then chalked out work plan for the supervisee and discussed the same with
the agency supervisor.

The challenges were managed with determination, courage, confidence, hard work,
communication and acquisitive skills of the field work supervisor and the supervisee.
Supervision fosters growth and awareness in the student. However, in case of this
supervisee, it has also engendered a similar process in the supervisor.

a. It was a testing ground for effective supervision, that the supervisor accepts
the differently able supervisee.

b. As the supervision of visually challenged student was being undertaken for
the first time, supervisor also had to be well equipped with the needs of
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disabled persons and have sensitivity towards them.

c. The supervisor has to constantly take pains to strike a balance between the
educational and service components of a field.

d. The supervisor has to play the role of enabler and facilitator to ensure that
she complies with the formalities of field work.

e. The supervisor has also exercised the psychological support and authority
in order to help the supervisee to cope with some of the problems of low self
esteem (like that of change in field work placement or insensitivity of agency
supervisor).

f. The skills of patient listening and observation were required a lot that may
not be so relevant with other students.

g. It was generally thought that because of disability supervisee may require
assistance but she was quite independent to the extent she walked without a
stick. These revelations about her ability sometimes used to surprise the
faculty supervisor.

h. Apart from specific discussion concerning field work, considerable time
was also spent on deliberating other non field work issues. This entailed
considerable amount of time invested on supervisee.

CONCLUSION
Field work is an integral part of social work education. There is ample scope of

practical learning opportunities through field work. It is guided practice learning
under the supervision of a supervisor. Supervision is core of field work and is a two
way process between supervisor and supervisee in which the supervisor instruct,
enable, guide, support and communicate with the student for developing professional
social work skills, knowledge and attitudes.

Supervision as a process is same for all students but with differently able student
has to be planned differently. Such a situation makes supervision a challenge as
besides, giving educational inputs, supervisor needs to be well equipped with the
needs of disabled persons and have sensitivity towards them. The goals of supervision
and formalities of field work could be achieved when supervisor acts as an enabler
and facilitator. Even the psychological support is rendered to disabled student and
authority is exercised at different levels to help the supervisee to overcome the
problems.
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HR INTERVENTIONS FOR EMPLOYEE�S WORK-
LIFE BALANCE

Naval Singh Rajput*

INTRODUCTION
Work–life balance is a concept including proper prioritizing between “work”

(career and ambition) and “lifestyle” (health, pleasure, leisure, family and spiritual
development/meditation). Companies have begun to realize how important the work-
life balance is to the productivity and creativity of their employees. It is a concept
that supports the efforts of employees to split their time and energy between work
and the other important aspects of their lives. Work-life balance is a daily effort to
make time for family, friends, community participation, spirituality, personal growth,
self care, and other personal activities, in addition to the demands of the workplace.

Work-life balance is assisted by employers who institute policies, procedures,
actions, and expectations that enable employees to easily pursue more balanced
lives. The pursuit of work-life balance reduces the stress employee�s experience.
When they spend the majority of their days on work-related activities and feel as if
they are neglecting the other important components of their lives, stress and
unhappiness result. Work-life balance enables employees to feel as if they are paying
attention to all the important aspects of their lives. Many employees experience a
personal, professional, and monetary need to achieve, work-life balance is challenging.
Employers can assist employees to experience work-life balance by offering such
opportunities as flexible work schedules, paid time off (PTO) policies, responsible
time and communication expectations, and company-sponsored family events and
activities. Managers are important to employees seeking work-life balance. Managers
who pursue work-life balance in their own lives model appropriate behavior and
support employees in their pursuit of work-life balance. They create a work
environment in which work-life balance is expected, enabled, and supported. They
retain outstanding employees to whom work-life balance is important. The WLB is
warranted for the following reasons:

� To manage on professional and personal/social fronts meaningfully.

� To reduce the stress level.

� To better manage the work and non-work time.

� To promote the concept of total employee involvement.

DEFINING WLB
Frame and Hartog (2003) define WLB as “Work life balance means that the

employee feels that he or she can freely use flexible working hours to balance his or
her work and other commitments like family, hobbies, art, traveling, studies etc.

According to the latest view of WLB is defined as a core of HRD functions and
that it may be a powerful leverage point for promoting individual and organizational
effectiveness(Grzywacz  and Calson).According to a recent study conducted by the
Centre for Work life policy, 1.7 million people consider their jobs and their work
hours excessive because of globalization. According to a recent study conducted by
the National Life Insurance Company, four out of ten employees state that their jobs
are ‘extremely� stressful. The study done by Evans and Steptoe 2002, Crouter 2001,
shows that stressful work life conflicts have been associated with psychological and
physical health problems; marital and family relationship problems, Increased
sickness absence and decreased life and job satisfaction.

OBJECTIVE OF THE STUDY
� To study the concept of work-life balance;

� To study the needs of work-life balance strategies in modern business
environment;

RESEARCH METHODOLOGY
The present research article is based on the secondary data. The information

collected from various sources such as published reports of Ministry of Labour,
Government of India and various other sources like books, journals, periodicals and
news papers etc.

CONSEQUENCES
The concern for work life balance (WLB) is increased day by day. At the initial

stages, work life imbalance seems to be the problem effecting employees only, but in
the long run, it also affects the employer. Because of the negative consequences like
job burnout, job dissatisfaction, job stress and physical and mantel illness. These
consequences lead to mental diseases and depression. On the other hand negative
consequences faced by employers include problems like reduced productivity,
absenteeism, reduced in organizational commitment, and ultimately the last most
harmful consequences, employee turnover.

SUGGESTIONS FOR IMPROVING WLB OF EMPLOYEES
Followings are the suggested strategies to the employers, to achieve work-life

*Assistant Professor, Udaipur School of Social Work, J.R.Nagar Rajasthan Vidhyapeeth University,
Udaipur.
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balance:

• Flexible Working: There are many different forms of flexible working. Followings
are the common kinds of flexible working Hours include:

• Flexi timing: where the employee chooses when to work, bearing in mind
there is normally a core period during which the individual must be present.

• Part-time: Part-time is when employees are contracted to work for anything
less than the normal basic full-time hours.

� Annualized hours: set the hours that an employee is expected to work over
a year, If the employee works more than average hours over some period,
this is compensated by lower than average hours at some time of the year.

• Compressed hours: working your agreed hours over fewer days.

• Staggered hours: different starting, break and finishing times for employees
in the same workplace.

• Job sharing: sharing a job designed for one person with someone else.

• Home working: working from home.

• Conducting Exit Interview: It will help the company to know why people choose
to quit and try to retain them after knowing the reasons for their quitting because
all employees are a valuable resources for the company.

� Counselling services for employees to solve their adjustment problems.

� Review of work processes to see if the burden on employees can be lightened.

� Maintaining dialogue with the employees and considering their suggestions on
a continuous basis.

� Leave plans, both paid and unpaid to suit employee�s need.

� Facilities like Meditation, yoga, Gym, Rest room, Workplace,  crèche, Phased
return from maternity are  some  strategies that are being provided by many
employer, and have helped to mitigate the problem of Work life imbalance.

CONCLUSION
Work-life balance has become a subject of concern for both research scholars

and business leaders in view of the contemporary demographic, technological, market,
and organizational changes associated with it.In the competitive era of today, there
is need for organizations to adopt strategies and policies that accommodate the work
life needs of a diverse workforce. Companies have begun to realize how important

the work-life balance is to the productivity and creativity of their employees. Stressful
work life conflicts have been associated with psychological and physical health
problems; marital and family relationship problems, Increased sickness absence
and decreased life and job satisfaction. These issues are not only important for
employee�s point of view but it is also as important for employers.  it may be a
powerful leverage point for promoting individual and organizational effectiveness.
With the help of above mentioned strategies employer can achieve work-life balance
of their employees.
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SCHOOLING AND INEQUALITY:
AN EMPIRICAL STUDY OF KUSUMPUR

PAHARI SLUM IN DELHI

Rinki Chokhani*

INTRODUCTION
The Indian society has been traditionally stratified into four varnas, an iniquitous,

hierarchical social order legitimizing the marginalization and exploitation of some
communities by those others enjoying a dominant position in the hierarchy. These
caste groups are further divided into numerous jatis, with the notions of purity and
pollution associated closely with almost every aspect of their life and work. The
erstwhile untouchable communities fell outside the four fold Varna system and were
known by various names, reflecting their untouchable status like, Achut, Panchamas,
Atishudras, Avarnas, Antyaja, Asparshyas and Pariahs or government-assigned
designations such as Depressed Castes and Scheduled Castes (Valmiki 2007).

Despite several Constitutional provisions and abolishment of untouchability in
India, the menace associated with it still continues. For years these communities
have been denied basic human rights and the right to live a life of dignity. Among
these communities, the position of those Dalits who migrated from villages and
settled in urban slums for livelihood becomes even more vulnerable.

In 2012 I conducted this study in Kusumpur pahari slum area in Delhi where
maximum inhabitants were Dalit, who migrated from Uttar Pradesh. The data was
collected with Dalit children (both girls and boys) enrolled in Government schools
and their parents. The sample size was 40, out of which 20 children in the age group
6-16 and 20 of their parents in the age group 25 to 30 were the key researched of the
study. Interview, focus group discussion, community profile and photographs were
used as a method to acquire validity in data.  Snowball sampling strategy is used, as
through one sanitation worker others and their children studying in Government
schools were identified.

The study was conducted with the objective to examine the socio, economic,
educational and living condition of dalit migrant slum dwellers in Delhi. Also To
understand the conditions of their schooling and identify factors responsible for
their Educational backwardness.

SOCIO-ECONOMIC PROFILE AND LIVING CONDITION
Kusumpur Pahari slum is segregated from the main city of Delhi. There are

around 2000 households and density is very less and looks very compact. Each
households consists of one small room which is used for multiple purpose like cooking,
sleeping, eating, studying and chatting etc.

They suffer from acute water shortage as there is only one water pipeline which
is distributed among 24 households. Each household receive limited quantity of
Drinking water as it is supplied once in 7-10 days   . As a result they have to store
the water which is not sufficient for the family. The area is also supplied with sow
water every morning and evening for an hour. Since there are many households so
water is not sufficient for all. The family who has more influence get water prior
and in more quantity and rest are left without water. Most of the times they are
unable to take bath. The scarcity of water also result in dirty surroundings. They do
not have proper drainage system due to which breeding of mosquitoes was a common
occurrence that leads to the spread of diseases like malaria, dengue, etc. During rain
it�s becomes flooded, dirty water enters their houses as the level of their house
ground and drainage is equal. There are no toilets so they go to the jungle carrying
water. They also suffer from electricity problems especially during summers as
many times there is no current throughout the night; even then they have to pay rs
1500 per month for the same.

The locality even do not have government hospital nearby and the patients have
to travel for an hour to reach during emergency. After reaching they had to wait for
a long time in queue. Sometimes the patients becomes critical because of lack of
transport facility and extreme distance of hospital and also after reaching hospital
because of delayed  prosigers  patients become even more critical. Moreover during
pregnancy they prefer home delivery rather than institutional. They remarked- “It�s
better to die in home rather than hospital”. Because of all the complication in
government hospitals they visit small private clinics and jholachap doctors who
charge rs 150 to 200 per visit. Many a times they just take medicine from medical
shops for problems like headache, fever, stomachache etc.

They  migrated from UP and  Haryana in search of better livelihood opportunity
since in their villages they have to starve because of poverty and lack of employment
opportunities. they were mainly landless agricultural laborers and were exploited
by the landlords. They migrated in city in order to improve their socio economic
condition But in actuality it did not materialized and in city as well they do not have
any choice of occupation and are engaged in sanitation work, manual scavenging,
rag picking and labor work. Most of the female sanitation workers earned around

*Research Scholar, Centre for the Study of Social System,School of Social Sciences, Jawahar Lal
Nehru University,New Delhi
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RS 1000 to 2500 per month. But that is not fixed as they are in unorganized sector
and they do not get regular employment. The average total income together of both
husband and wife in a household after 9 hours of work each day sometimes comes
around rs 3000 to 4000. But it often varies because of irregular nature of employment.
They have to struggle in the work place as their working condition is not conducive
and are not given leave during festivals, and other official holidays. They are neither
provided medical facilities in the work place, nor are given paid leave during health
emergencies. Moreover the employee remarks that “we do not have to do anything
with your health”. Even if they are ill their salary is deducted. In such a meagure
salary it becomes difficult for them to meet their day to day expenses in Delhi and
save money to send to their family in villages. Moreover  in spite of the fact that they
fall under BPL category they do not have the cards and are unable to access the
government schemes like Target public distribution scheme(TPDS), old age pension
scheme(OAPS), maternity benefit scheme(MBS), janini suraksha yogna(JSY), family
beneficiary scheme(FBS) etc. Since they migrated from the village they do not have
the required documents and those who have the documents are asked for bribes by
the middle man to help them in making BPL card. Among them who have power and
political influence have the access of all the government schemes. Even during delivery
they do not get the access to rs 1800 as per MBS instead they have to pay for minute
things. Mid day meal is the only scheme which is available for the children in schools.

CASTE BACKGROUND
Most of the inhabitants belong to Balmiki (Dalit caste); Because of their caste

status even today in their villages they are secluded from non-dalit people.
Untouchability is practiced in day to day life as they are prohibited to enter the
temple, take water from the public tube well, restricted to shave and hair cut in
saloon. Higher caste do not interact with them and come in their contact and do not
accept water or eatables from their hands. During walking on the public road if by
mistake they happen to touch the high caste people then they do not use those clothes,
as they consider them polluted and hence their clothes becomes polluted by their
touch. The practice of untouchability and pollution against them led them to convert
into Christianity. Some of them converted their religion because of the illness of the
family members; they believed that unlike Hindu, Christian religion will cure the
patient�s disease. Since they were discriminated in Hindu religion they lost faith in it
and after conversion they received great emotional and religious support from
Christianity, which also boosted their confidence and morale. As some of them
expressed that after conversion their illness was cured without medical treatment.
The practice of untouchability according to them varies in villages and cities, as
they does experience discrimination in cities on the grounds of their caste status but

it�s comparatively less than villages.

SCHOOLING AND INEQUALITY
The caste status of these migrant workers restricted them to access the benefit of

schooling as 60% of the parent interviewed revealed that they never attended school.
Rest acquired education till primary level. All the parents falls under the age group
25 to 27 and though provision of free and compulsory education took momentum
during new education policy 1986 but then it seems in villages it was not materialized.
They reported that due to poverty they could not afford the school expenses, as they
even have crises for food hence have to dropout. In such a situation they questioned
that weather they will think of filling their stomach or attend school.

ASPIRATION FOR SCHOOLING
Even though they were not able to attend schooling they have a great aspiration

for their children�s education and have enrolled them in nearby Government school,
in the expectation that their status will improve if their children will acquire education.
They locate their children�s future career to be doctor, teacher, inspector etc, and do
not want their children to engage in same occupation of manual scavenging. In
order to achieve their objective they desired to enroll their children in better private
schools but were unable to produce birth certificate and several other documents
demanded by the schools. Also the school in which their children are enrolled is of
very poor quality hence after completing their primary education if they try to take
admission in other government schools they experience disappointment, as the school
personaile refuse to take their admission simply on the ground that they passed out
from that particular school.

INFRASTRUCTURE AND RESOURCES
The schools for these children lacks even basic facilities like water, electricity,

classrooms etc. children are deprived of it even though if it is available. Water tap
does exist but is purposefully closed to restrict the children from using it. There
exists hierarchical relationship between teachers and students as the teacher�s office
rooms have the facility of cooler but the classrooms do not even have fan availability
and children perspire during summers. Also Class rooms are in pathetic condition,
and windows are broken. There is no desk and table for children so they sit on the
floor itself, as a result their uniform becomes dirty. . Toilet is also in pathetic condition,
broken up, is very unhygienic, never cleaned as a result children often suffers from
urinal infections. Also it is common for girls and boys which makes the girls
uncomfortable. Hierarchical relationship is even observed in terms of toilet facility
as separate toilets does exist for teachers which is comparatively in a far better
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condition.

They do not receive any scholarship amount but gets rs 300 for uniform till 3rd

and rs 500 in later class which is not sufficient as they only have a single pair of
clothes. They are provided textbooks till eight and that too six months after the
semester begin so it becomes very difficult for them study according to time.  But
after 8th STD they have to purchase it on their own cost. Which becomes difficult
for them to afford?

MID DAY MEAL
Regarding MDM all of the children take packed lunch from home, as none of

them like food given in school. Though there are varieties in meal like aloo puri,
rice, kheer etc but they do not like the taste. In rare cases if they ask for extra they
are not given the second time. Also the food is not prepared in hygienic manner, as
once they also identified lizard in meal.

CLASSROOM LEARNING AND TEACHERS ATTITUDE
Apart from deficiency of all these basic facilities Teachers are even reluctant to

teach the students except during exam time, As a result even after passing 8th they
are unable to read and write. Most of the time they are either busy in attending their
personal phone calls, or chatting among themselves. Since they are not interested to
teach the students so assign the responsibility of teaching to the class monitors. The
class monitors even are given the power to correct the exam copies and grade the
children according to them. Even though children do not learn anything they are
promoted in higher classes. Since they are not taught in class so have to rely on
tuition teachers who charge them rs 200 per month. Even after spending money in
tuition most of the times they do not get the access of good tutor to train their
children.

The attitude of teachers towards these children is very negative as they often
beat, abuse and scold them without any reason. Since they are not interested to
teach so if children happen to study by themselves and try to clarify their doubts
then they are beaten up. These children are very ambitious to study and acquire a
renouned position after completion of their education, so are often disappointed
when they express their desire to study in front of their teachers. Some of the children
unlike their parents also revealed that teachers does clarify their doubts when ever is
required.

CONCLUSION
Education system in India is unequal, hierarchical and based on high caste and

dominant ideologies ever since history. The environment of school as a hole reflects
the interest of the privileged class. the attitude of teaching and non-teaching staffs
towards  Dalit students is  extremely biased, as they consider Dalit students inferior.
Even the curriculum represents the culture of a dominant class which is clearly
depicted in the selection of the texts. Further the manner in which the lesson is
represented by the teachers in the class reflects the high caste approach. Not only
this the discriminatory attitude of teachers towards   these  children also shapes the
behaviour of non-Dalit children towards them,  as a result they also begin to feel
that  their Dalit  classmates are inferior to them, and gradually develops a kind of
superiority complex and start dominating them. The school creates such an
environment that these children are made realize that they are inferior.   (See kidd,
ET.AL, , 1981, Kumar 1989). In order to provide equal opportunity to all the citizens
though government of India put forward numerous policies and programs of social
justice and equality to ameliorate their educational condition, but till date Dalits are
largely unbenifitted.
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HIV/AIDS RELATED STIGMA AND DISCRIMINATION
FELT BY PLHAs IN HEALTH CARE SYSTEM

Nita Kumari*

INTRODUCTION
People living with HIV/AIDS face lot of problems in hospitals while availing

services which affect their level of satisfaction with the services provided. According
to Verma  and  Sarma (2000) “human satisfaction is a complex concept that is
related to a number of factors including lifestyle, past experiences, future expectations
and the value of both individual and society.”  The concept of health care delivery is
different today from what it used to be in the past. Earlier, importance was given to
traditional custodian functions but today it is recognized as a social institution. As
we are moving to service economy the customers are more critical and keen towards
quality services and high standards. Patients, the only reason for a hospital�s existence,
need quality services, which are reasonably accessible and readily available at all
times. In this changed environment patient becomes focal point. Hence, the hospitals
must strive for maximum patient satisfaction and provide patient oriented services
(Sreenivas and Prasad, 2003). However, HIV-related stigma in healthcare settings
has been shown to pose a significant barrier to the provision of care to people living
with HIV/AIDS (Cassell and Surdo, 2008; Yang et al., 2005). PLHAs are generally
being discriminated as stigma related to HIV/AIDS tends to be associated with
sexual behaviour in people�s minds. This attitude puts PLHAs into unnecessary
embarrassing situation because of which they avoid seeking counselling and testing
for HIV. This may further lead to transmission of infection to other uninfected people.

Health care workers must understand that care of people infected with HIV and
suffering from AIDS does not mean only medical treatment is provided to them.
They must approach patients with respect for their right to decide for themselves,
right to confidentiality, and their right to non-discrimination. However, the stigma
in healthcare system which was being frequently reported by the respondents cover:

Excessive and unnecessary precautions

Even though the health care providers are ready to treat HIV patients along with
other diseases, the discriminatory behaviour while treating them still exists. Taking
excessive and unnecessary precautions and isolating individuals with HIV infection
is one of the discriminatory behaviour practiced by many of the health care
professionals in health care setting. With regard to such behaviour, 62 percent of the
respondents  stated that because of their positive status, health care professionals

took unnecessary and excessive precautions like wearing 2-3 gloves while treating
them, avoided touching them, scolded them for no reason or became impolite during
the process of providing treatment.

Labels posted on patient�s beds/file covers

Mahendra et al. (2007) revealed in their study  that in some of the wards, use of
labels such as ‘High Risk�, Barrier Precautions� and ‘Danger� were posted on top of
patient�s beds to indicate their HIV-infected status. In the present study, the researcher
did not get an opportunity to directly visit the hospital departments except one due
to lengthy governmental procedures to get permission. However, the respondents
(81%) in the present study reported that they did not know about such practice.

Dissatisfactory treatment and apathetic attitude

Stigma and discrimination have been obstacles to care and support services in
the context of HIV/AIDS. In the study, nearly 71 percent of the participants reported
that they found the treatment to be very dissatisfactory and usually the health care
professionals were found to be very unfriendly with hostile and apathetic attitude
which demotivates them for seeking the services. They felt that they were being
stared at with disapproving facial expressions and were being ignored by health
care professionals.

When asked about gossiping by health care professionals, majority (60%) of the
respondents reported that they do not know if such type of behaviour was being
shown. However, about 15 percent of the respondents agreed with the statement that
health care professionals did gossip behind their back which was a humiliating
experience.

Insufficient time during the visit

When a health care professional gives sufficient time and listen carefully to the
patients, they feel comforted. In Sullivan et al. (2000), patient satisfaction was
found to be greatest among patients who were more comfortable discussing personal
issues with their physicians, who perceived their primary care physicians as more
empathetic, and those who perceived their physicians as more knowledgeable about
HIV. In the study, 78 percent of the respondents told that health care professionals
usually gave insufficient time to them during the visit and tried to make the interaction
brief during examination (about 83%).

Denied/delayed/referred elsewhere for services available within the hospital

At some places in India, stigma has resulted in physicians denying care to those
who are infected and hospitals are providing inadequate care and treatment…denial*Assistant Professor, Dr. B.R. Ambedkar College, University of Delhi
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of these  basic services has led to  lot of people living with HIV/AIDS dying at their
own homes without any medical care (AIDS Alert, 2002).

A majority (54%) of the respondents in the study reported that many times they
were being sent to other departments to consult and that department again sent them
to some other department. They also stated that it was very difficult to get admitted
even if the condition was very critical. If got admission then they had to be there for
many days, sometime months. On being enquired, why they were not being treated
(especially in case of operations)? It was reported to the researcher that they got the
response that some serious cases were to be operated first.

Waiting for getting the treatment

PLHAs had to wait for long for getting the treatment: Time spent in various
activities specially waiting time, is considered very strong with regard to patient
satisfaction (Ramirez and  Crowne, 1997). The findings of the study also reveal that
patients (92%) had to wait for long for getting the treatment. Several respondents
described that it was a routine practice in all the departments except ART centers.

Every individual should be treated as a normal human being and has right to
human dignity. He/she should be treated and respected with what he/she is. However,
more than 75 percent of the respondents reported that they were not given importance
and treated like a disease rather than a normal human being.

In the study , respondents were found to be satisfied with ART Unit. Similar
findings have been observed in a study conducted by National AIDS Control
Organisation (NACO) of India in 2007. At 27 ART centers in India including 1373
PLHAs, also revealed that more than 80 percent of PLHAs were overall satisfied
with services availed from these centers (Sogarwal, Bachani &   Rao, 2008).

HIV TESTING, COUNSELLING AND ISSUES OF CONFIDEN-
TIALITY

Although HIV testing is now considered a key component of HIV prevention and
treatment efforts, the most appropriate means of promoting HIV testing has long
been a contentious issue. For many years and in many settings, health care
professionals – influenced by societal paranoia about AIDS and uncertainty about
modes of transmission of a new disease – have violated ethical codes of medical
practice and broken patients� trust in the context of HIV testing. Some health care
workers tested patients secretly with the intention not to treat those who were HIV
positive (Infante et al., 2006); others breached confidentiality by disclosing their
patients� HIV status without permission, sometimes resulting in serious unemployment
and/or social discrimination (Marum and  Campbell, 2002). Stigmatisation of HIV

positive patients by health care workers has been reported widely (Wong & Wong,
2006).

According to Indian National Guidelines, voluntary counselling and testing is
the appropriate practice and is promoted among health care professionals. Mandatory
HIV testing is the violation of patient�s rights.  Every individual is given the right of
expressing his/her views and taking decision.

In the study, all the respondents reported that they were asked to get the diagnostic
test done in the hospital but majority (66%) responded that they were never explained
why those tests were required.  In all, 98 percent of the respondents reported that
even after getting the report of the test (other than HIV also), they were never informed
why it was necessary and what was the result. They simply prescribed the medicines
which were very costly and difficult to afford.

Counselling

Counselling is a process where one person, explicitly and purposefully, gives
his/her time, attention and skills to assist a client to explore their situation, identify
and act upon solutions within the limitations of their given environment.  World
Health Organisation (WHO) defines HIV/AIDS counselling as a dialogue between
a client and a care provider aimed at enabling the client to cope with stress and to
take personal decisions relating to HIV/AIDS. The counselling process includes the
evaluation of personal risk of HIV transmission and the facilitation of preventive
behaviour (NACO, 2007).

Counselling poses an essential part of HIV antibody testing. HIV/AIDS counseling
is universally performed in two distinct phases-before (pre-test) and after testing
(post-test) regardless of the client�s HIV status.  On being asked about the counseling,
66 percent (99 out of 150) of the respondents reported  that they were given counseling
for HIV in the hospital. However, about 41 percent (41 out of 99 respondents)
reported that the practice of pre-test counselling was ignored. They only got post-
test counselling and that was for not more than 5-6 minutes in the hospital.

One respondent reported that �I had some queries but the counsellor did not
give me time to ask, I was afraid with his/her behaviour so I did not get courage to
ask anything related to the epidemic�.

Conduciveness of the  environment (place)

Counselling for a client should be organized in such a way that it minimizes the
possibility of information disclosure or of discrimination.

With regard to the conduciveness of the environment (place) where the counselling
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was given, nearly 64 percent (63 out of 99) of the respondents who received
counseling, reported that they did not find the place conducive.

One respondent told: �During the process of counselling, the counselor was out
for more than one hour and he had to wait for the counsellor till he came back.�

It is evident from the above reported facts that counseling was not being provided
to the respondents seriously and sincerely. However counseling plays a vital role to
cope up with the stressful situation. In an evaluation study, (Kaleeba et al., 1997)
researchers found that counselling had a positive effect on people�s ability to cope.
A study in India found that around 40 percent of the HIV-positive men and 32
percent of HIV-positive women reported that the counselling received from the
counsellors helped them to come to terms with the situation (Pradhan and Sundar,
2006).

Confidentiality

Confidentiality of physician-patient encounters is a basic medical ethic, even
reflected in the Hippocratic Oath (NACO, 2007). The patient has the right to
confidentiality. The confidential communication should not be revealed by the health
care professionals without the consent of the patient. In the study, several respondents
described occasions where the confidentiality was breached by the treating staff and
status was revealed to others without taking permission from them.

When asked about who broke the news about the test result? Majority (40%) of
them were not aware about the designation of the staff who broke the news to them.
In all, 34 percent respondents reported that counselor broke the news, about 25
percent revealed that the news was shared by the doctor and rest 1 percent told that
hospital�s nurse shared the information with them.

With respect to the presence of people at the time of test result, majority (about
45%) of the respondents told that they were with their family members including
brother, sister, mother, father, in-laws, sister-in-law, brother-in-law etc.  In all, 34
percent said that they were alone at the time of test result followed by 18 percent
which included their spouse and remaining (about 3%) had their friends with them
during the disclosure of test result.

Most of the respondents reported that they were not aware about the disease at
the time of testing or test result. Therefore, it was the responsibility of the hospital
staff not to disclose the test result in front of others. However, the staff did not make
it confidential and disclosed it in the presence of others due to which they had to
face/ have been facing lot of problems in their day to day life.

It is very shocking for a person to hear that he/she has to survive with such a
disease which does not have a cure till date and they have to survive on medicines
throughout their life. In the present study, majority (60%) of the respondents kept
themselves cool and calm during the disclosure of the test result, as they were not
aware that the life will be so miserable after this. They took it as a normal disease
but after some time when they observed negative behaviour of the people towards
them and met with other PLHAs and heard their stories then they realized what the
disease is all about.  About 22 percent of the respondents thought how the family
will survive now; nothing is left; thought of committing suicide; thought not to
disclose the status; life has no meaning and so on…Around 9 percent started crying
at the time of disclosure of test result and equal number of the respondents (about
9%) felt ashamed and guilty. As stated by one of the female respondents:

�My family did not agree for my marriage with this person (her husband). They
knew that he used to go to the sex workers but I became very adamant and married
him, now I got the disease from him and I feel very guilty. If I would have obeyed
my parents my situation could have been better�.

Other respondent admitted:  �I cheated my wife, I had another girl friend who
was  HIV-positive. She only gave me this virus. Now I am very ashamed why I did
this�. He also said that from the time I got to know that I have this disease I always
suggest people to be faithful with their partner�.

As per government�s policy a patient�s confidentiality should be protected.
However respondents viewed that in practice, hospital staff were often informed
about the patient�s HIV status. Though, maintaining confidentiality may encourage
people at risk to access the health care services and helps to instill faith about the
health care system among the people.

It is evident from the above discussion that testing patients for HIV without
counselling and informed consent from the patients was one of the common practices
among health care professionals.

No free medicines given due to corruption

It was also mentioned by many of the respondents that if a doctor writes a
prescription and asks to take the medicines from the hospital, the distributing staff
does not give medicines (especially the medicines that are very costly) by making an
excuse that they do not have stock and suggest to ask next time or to take it from the
medical store. If the patient insists by telling the problem of money, they (staff)
scold the patient very badly.  As one respondent stated that: �When I pleaded with
him he said haan  hai  merey pass ye medicine par nahi  doonga, shikayat  kar do
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jisse  bhi  karni  hai (I have the medicines with me but would not give you, you go
and lodge the complaint wherever you want)�. It was the case of a very well-known
Govt. hospital of Delhi.

ROLE OF SOCIAL WORKERS/MEDICAL SOCIAL WORKER IN
HEALTH CARE SYSTEM

The role of a medical social worker in a medical team is as important as that of
a physician. While the medical practitioner�s role is limited to treatment of a patient,
the social worker deals with the social, physical and psychological aspects of the
patient who is under treatment. In fact, it is the primary task of the social worker to
supervise the arrangements or the treatment of the patient. To the patient and his
family, social worker is a friend, philosopher and guide (Thomas, 2010). Social
workers can play a very effective role in the global effort to deal with the HIV
epidemic and the empowerment of those infected and affected. During their field
work placement, social workers are exposed to work with various settings including
HIV/AIDS and apply the theory into practice. They are also employed as medical
social workers in various hospitals. All professionally qualified social workers are
equipped with skills, knowledge and an attitude necessary to work effectively with
the infected and affected. They deal with the patients within the framework of a
democratic and humanistic way.  A social worker helps the patient from the moment,
they enters the hospital, till the adjustment with the present situation. They help the
patient in restoration of health and to prevent personal deterioration as a result of
the disease.

� A social worker equips himself/herself with accurate and specialized
knowledge about the disease, its progression, various tests available,
prevention, treatment, care and management, ethical issues, rights of the
patients, and various resources available in the hospital as well as in the
community. Having vast knowledge about the subject, social workers enable
the patients overcome the feelings of stigma, discrimination, shame and fear
through direct intervention with the patient and their support system, specially
the family.

� The social workers get involved in providing education and counselling
services to the PLHAs and their family members. Providing accurate
information regarding HIV/AIDS would clear misconceptions and provide
a better understanding of the problem. Social workers enable patients to
regain their emotional equilibrium and help them towards an adjustment to
their situation. Social workers are the only person in medical team, who
provides emotional support and satisfaction to the patient.

� Social workers are well trained to provide counselling to people living with
HIV/AIDS. They are well-versed with the knowledge about the syndrome
and possess required skills to provide pre-and-post-test counselling, follow
up counselling, counselling the affected such as spouse, family, friends,
caregivers and significant others. Social workers promote behaviour change
through counselling so that a person can prevent himself/herself from
acquiring HIV infection or transmitting it to others.

� No one knows how a patient would react after knowing his/her HIV-positive
result despite preparing him/her during the pre-test counselling. A patient
may come under shock, anger, denial, panic, numbness and so on. A social
worker can handle the patient with the information of positive test result;
helps the client to accept the situation; and helps them to plan for the future.
He also provides full support and crisis counselling to the patient.

� They are involved in helping family members to have better problem solving
and coping skills to get used to with the stressful situation in order to maintain
the family functioning in normal manner.

� The prolonged sickness makes the patient isolated. Family and friends may
become less cordial. In such situations, social workers provide emotional as
well as social support in order to help the patients to have access to other
resources and assistance.

� Social workers build a good rapport with the PLHAs and develop a
relationship of trust and confidence in the patient.  It helps the patient to
develop healthy decision making and helps them to cope with better strategies
for an enhanced quality of life.

� Honest listening without non-judgemental attitude is one of the best medicines
which a social worker offers to his/her client. Social worker shows an
unbiased and friendly attitude with lot of regards towards the patient.

� Every individual wants to live a life with respect and dignity. They have the
right to food, shelter, health, education and right against discrimination.
There are three most important rights in the HIV scenario including: right to
informed consent, right to confidentiality and right against discrimination.
However, the rights of PLHAs have been violated in a great way as they are
unaware about their basic rights. The social worker makes them aware about
their basic rights. Social workers do advocacy on their behalf in order to
protect their rights so that they can live a life full with dignity.
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� The social workers have extensive knowledge of the functioning of the health
organisations. They also keep them well informed about the various
programmes running for PLHAs and know how to utilise these services and
programmes for both curative and preventive ends. They also provides referral
services to the PLHAs to various community care centres, positive people
network and any other organisations rendering help to the PLHAs.

� Social workers also participate in programme planning and policy formulation
of the hospital. They may involve themselves in proposing various
modifications to provide better and effective care, as they deal directly with
PLHAs.

� Social workers play the role of a mediator, enabler, coordinator of services,
mobilizer of the resources being a member of team of professionals. He/she
can mediate/facilitate between doctors & patients and administration &
patients in order to avail the facilities of the hospital exclusively meant for
the patients.

CONCLUSION
It is very unfortunate that people living with HIV find the health care system

very unfavourable. Though, every patient deserves a healthy work environment so
that he/she can approach the health care setting without any prejudice and hesitation.
A conducive environment is needed for a rational, effective and compassionate
response to fight the epidemic like HIV/AIDS. While significant progress has been
made in preventing and treating HIV/AIDS, stigmatization, violence and
discrimination against PLHAs is still continued. There is a great need to bring
understanding among the health care providers not to discriminate against people
living with HIV/AIDS and treat them with a positive and non-discriminatory attitude
for an effective development of large scale effective public health programme.
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WOMEN�S FINANCIAL INCLUSION THROUGH SHG�S:
ISSUES AND CHALLENGES

Ashish Khatra*

INTRODUCTION
With rapid growth and development in last few decades India has forces to change

concept from poor and backward country to fast developing country. In Indiacurrently
latest Technology, the quick changes in demography has created new values and
makes changes in previous systems. To balancing these changes particularly in socio-
economic fabric of the Country, nation�s requires strategies which make inclusive
growth that creates human resource having skills and Knowledge to get advantages
of innovation and changes. Developing nation�s like India must have proper system
to equally share fruits of these Developments.

Beside it the dark side of India is that there are number of people still lives below
poverty line. There are vast difference in per capita Income and expenditure.One
particular group able to optimum use of welfare resources, another is far away to
fill their basic needs.

India on of the largest economy in world despite of thereismillions of people
deprived from this economic growth due to unequal opportunities in access financial
inclusion. Access to finance by the poor and vulnerable groups is a prerequisite for
poverty reduction and social cohesion. This has to become an integral part of our
efforts to promote inclusive growth. In fact, providing access to finance is a form of
empowerment of the vulnerable groups. Financial inclusion denotes delivery of
financial services at an affordable cost to the vast sections of the disadvantaged and
low-income groups.

History of India showed equal status of Women in ancient time in India but last
few centuries witness that negligible status of women. After freedom women�s rights
are secured under the Constitutionmainly equality, dignity, and freedom from any
kind of discrimination.Despite of this India ranked 134 in 2011 among 187 countries
in terms of the UNDP HumanDevelopment Index (HDI) and Gender Inequality Index
(GII).These shows women were excluded in all segments in India.

In 1917, the first women�s delegation met the Secretary of State to demand
women�s political rights, supported by the Indian National Congress but still few
women able get political positions. The All India Women�s Education Conference
was held in Pune in 1927 even though till women literacy rate is miserable. In 1929,
*Assistant Professor, Department of Social Work, Kachchh University-Bhuj, Gujrat
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the Child Marriage Restraint Act was passed though as per NFHS and DLHS data
shows that there are several girls get married early age of 18th.

The Government of India declared 2001 as the Year of Women�s Empowerment
and declares policy for empowerment of women with aim to empower women in all
segment of their human right. New law enacted, new schemes are launched for
mainstreaming.Throughthese sincere efforts some successes meet, particularly in
urban area. Even these efforts there are lots of problems still continuing facing by
rural women. More than 40% women are illiterate, High MMR, Health related
problems, not able to achieve political positions and many more.

REVIEW OF LITERATURE
The concept of Women Empowerment became popular during 1980. Dr. Amartya

Sen (1993) defines empowerment as “altering relations of power…which constrain
women�s options and autonomy and adversely affect health and well-being.”Malhotra
et al. (2002) suggest expanding empowerment to include six dimensions: economic,
sociocultural, family/interpersonal, legal, political, and psychological. Each of these
dimensions is complex with various sub dimensions. Financial sector is Key factor
to empowered women. The Global Financial Inclusion (Global Findex) Database
suggests that only 42% of female adults in India have an account with a formal
financial institution compared to 62% of male adults in 2014 (World Bank 2014).

Esther Duflo, Abhijit Banerjee, Rachel Glennerster, Cynthia G. Kinnan (2013)
in their working paper e find that access to microcredit appears to have no discernible
effect on education, health, or women�s empowerment in the short run. In Long term
the results differ but as a whole they don�t paint a picture of dramatic changes in
basic development outcomes for poor families.

In line with ICRA�s estimates, microfinance institutions reported a 33% growth
in loan book in 2013-14, the growth being enabled by an increase of 37% in the
number of active borrowers and of 8% in ticket sizes. Excluding the MFIs admitted
to corporate debt restructuring, the growth rate was higher at 48%.

MICRO FINANCE, FINANCIAL INCLUSION AND WOMEN
Exclusion is never tolerable in civilized society than whatever nature it has.

Particularly financial inclusion is prerequisite to sustainable development. Dr. C.
Rangarajan Committee (2008): Financial inclusion isthe process of ensuring access
to financial services and timely and adequate credit where needed by vulnerable
groups such as weaker sections and low-income groups at an affordable cost.

United Nations Advisors Group on Inclusive Financial Sectors Report (June

2008): Inclusive finance recognizes those poor and low-income households and micro
and small-scale entrepreneurs seek a broad range of financial opportunities; these
include better ways to borrow, save, insure, and transfer money.

Reserve Bank of India: The process of ensuring access to appropriate financial
products and services needed by all sections of the society in general and vulnerable
groups such as weaker sections and low income groups in particular at an affordable
cost in a fair and transparent manner by mainstream institutional players.

Malegam Committee (2011) defined ̄ Micro Finance as follows: Micro Finance
is an economic development tool whose objective is to assist the poor to work with
their way out of poverty. It covers a range of services which include, in addition to
the provision of credit, many other services such as savings, insurance, money
transfers, counseling, etc..

There are several steps taken to inclusion and particularly financial inclusion but
these efforts not assure that these actions included all weaker sections. There are
several government schemes which shown exclusion of women in major parts of
human development. For example the government has provided a number of insurance
and pension schemes such as AamAadmiBima Yojana, Indira Gandhi National Old
Age Pension Scheme (IGNOPS), and widow pension scheme. However, only the
head of the family or one earning member in the family of the household is covered
under most of the social security schemes. Typically, in low-income households, the
oldest male in the household is designated as the head of the household or the chief
decision maker, regardless of whether he is the primary source of economic support.
As a result, women are inadvertently excluded from these schemes.

These all shown the problems rooted in our policies and in implementing process
of program. These create inequalities in opportunities and deprived women from
accessing benefits of inclusive programs. In sum-up the requirement of proper policies
and programs to benefit the weaker section and systematically approaches to inclusion
and financial inclusion of women for financial literacy. Microfinance play vital role
to improve status of marginalized groups with empowering women from these groups.

ISSUES AND CHALLENGES
AS per SLBC Gujarat 2015 data there are 88% out of total SHG�s are Women

SHG�s with 2.2 million women members,even though its impact on status of women
is not preferable. This shows that there are some hidden facts that become hindrances
in financial empowerment of women. The followings are the main huddle in front of
sincere efforts of actors in development field.
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I. Literacy and Education
As per Census 2011, 74.0% of the population is literate comprising 65.5%

femalesand 82.1% males. The incremental increase over Census 2001 of 11.8%
forfemales is higher than 6.8% for males.As per NSS 64th Round, 2007 08, Share
of females getting free education/ exemption from tuition fee and receivingdifferent
types of incentives is higher than that for males in all the levels of school education.
However, the average annual expenditure for females islower than that of males.
These shows causes of failure of less successiveness of any programs for women
empowerment. In rural area female education level is lower than men and its impact
awareness of women and ultimately flash in decision making in family matter. Mostly
these are main reasons for less dominance of women in family and society. This
unawareness drive away from their basic rights and not only family decision but
their own decision also taken by male members of family. As per SLBC Gujarat
march 2015, 2.2 million women in Gujarat engaged in SHG�s though the progress
of women remain miserable. SHG�s are considering by men as free time activities of
women and women also accept it.

II. Poverty
According to United Nation�s Millennium Development Goal (MGD) programme

270 million ( 21.9%) people out of 1.2 billion of Indians lived below poverty line of
$1.25 in 2011-2012. several studies by various researchers shows that Poverty and
gender disparity has correlation and it seems in health and education expenditure for
male and female. Angus Deaton and Jean Dreze (2002) examined various
developmental variables. They found that most indicators have continued to improve
in the nineties, but social progress has followed very diverse patterns, ranging from
accelerated progress in some fields to slow down and even regression in others. This
partiality has drag women lagging behind and more dependent on male.

III. Low level of participation in Decision
According to National Family Health Survey–III (2005 06) in the rural

sectorcurrently married women take 26% decisions regarding obtaining health care
forherself and 7.6% in case of purchasing major household items. 10% decisions
aretaken by females in respect of visiting their family or relatives. For urban areas,
thesefigures are 29.7 %, 10.4 % and 12.2 % respectively.In the age group of 15 19
years, 46% of women are not involved in any kindof decision making. In the rural
sector, 23.4 % females are not involved in any decision making while, in the urban
sector, only 13.9 % of urban resident women are notinvolved in any decision making.
It is found that 32.7% illiterate women, 21.6% unemployedwomen are not involved
in any decision making. For the country as awhole, 59.6% have access to money.

All decision related women�s about own self mostly taken by male members
(Father, Husband, Brother or etc.) of Family. Policy and programs are not able to
achieve their goal when women are not prepared to take lead and put themselves out
from traditional way of thinking.

IV. Work participation
The workforce participation rate of females in rural sector was 26.1 in 2009 10

(NSS 64th Round) while that for males was 54.7. In Urban sector, it was 13.8
forfemales and 54.3 for males. In the rural sector, 55.7% females were self employed,
4.4% females hadregular wage/salaried employment and 39.9% females were casual
labours comparedwith 53.5%, 8.5% and 38.0% males in the same categories
respectively.A total of 20.4% women were employed in the organized sector in 2010
with17.9% working in the public sector and 24.5% in the private.The labour force
participation rate of women across all age groups was 20.8in rural sector and 12.8
in urban sector compared with 54.8 and 55.6 for men in therural and urban sectors
respectively in 2009 10 (NSS 64th Round).

In 2009 10, the average wage/salary received by regular wage/salaried
employeesof age 15 59 years was Rs. 155.87 per day for females compared with
Rs.249.15 per day for males in rural areas. For urban areas, it was Rs. 308.79 and
Rs.377.16 per day for females and males respectively.

V. Misconception of Women empowerment
UN in international conferences of the 1990�s defineswomen empowerment and

suggestsfivecomponents related to women empowerment. women�s sense of self-
worth; their right to have andto determine choices; their right to have access to
opportunitiesand resources; their right to have the power to control their ownlives,
both within and outside the home; and their ability toinfluence the direction of social
change to create a more justsocial and economic order, nationally and internationally.
The question is do the all programs have been able to do the above mentioned?

VI. Family responsibilities of Women
According to the pilot Time Use Survey conducted in 18,620 householdsspread

over six selected States, namely, Haryana, Madhya Pradesh, Gujarat, Orissa,Tamil
Nadu and Meghalaya during the period June 1998 to July 1999, women spentabout
2.1 hours per day on cooking food and about 1.1 hours on cleaning the householdsand
utensils. Men�s participation in these activities was nominal. Taking care ofchildren
was one of the major responsibilities of women, as they spent about 3.16hours per
week on these activities as compared to only 0.32 hours by males.
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VII. Administrative level problems

Heena K. Bijli (2012) Poor women are definitely bankable, but lack of information
and guidance regarding practices of savings and credit result in women taking wrong
financial decisions. The information and guidance level of SHG�s members mostly
low. Some time they are not able to maintain records, documents and communicate
in proper ways.

VIII. Procedural problems

The World development report (2000) noted financial markets, because of their
special features, often serve poor people badly…Since poor people often have
insufficient traditional forms of collateral(such as physical assets) to offer, they are
often excluded from traditional financial markets… transaction costs are often high
relative to the small loans typically demanded by poor people. And in areas where
population density is low, physical access to banking services can be very difficult.

IX. Poor role of NGO�s

The NGOs should be imparted skills in organizing motivational camps and training
programmes so that they may motivate the villagers and create faith in them in the
potential of SHGs. NGOs should not be deployed only for the formation of SHGs
they must stay and work with the SHGs till they mature and able to financial activities
through linking with financial market. But practically there are problems regarding
finance, Project time bound and other face by NGO�s.

X. Policy level problems

As per planning commission report (2008) in some State like Gujarat and Andhra
Pradesh quality of SHGs had been built with great care and devotion than other
state. Policy makers need to appreciate the fact that, the poor do intensely use the
limited knowledge and experience at their command. If their lives are to be changed
significantly, then outside agencies have to bring in substantial inputs of a kind that
they want but cannot get. For this it is important to find out what they do know and
have. It is only then that schemes can be devised that can give right inputs in right
quantities.

XI. Unskilled employees to deal with SHG�s

Voluntary Operation in Community & Environment (2008) in their survey they
observed that the block level officials and extension workers were inadequately
available and most of the posts were vacant.

XII. Institutional savings by women are low
Research has indicated that formal saving products could help women save more

effectively. The government allows SHGs to mobilized savings, where a group of
women come together and save on a regular basis. Despite these efforts, institutional
savings by women in India are low. RBI 2013 reported only 13% of total deposits
(savings) held at scheduled commercial banks belong to women

CONCLUSION
As half of the population the role of women in the development of the nation is

equally important as man. to improve financial inclusion financial service providers
must understand that women constitute a profitable customer base. We need to change
the perception of women by showing successful women micro-entrepreneurs taking
loans for their businesses, or mothers depositing savings in banks for their children�s
education. We have special strategies such as division of money for personal and
business use, reinvestment of money in business and keeping track of business income
and expenditures are critical for strengthening financial capabilities of entrepreneurial
women.
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AN OVERVIEW OF CORPORATE SOCIAL
RESPONSIBILITY (CSR) FOR THE SOCIO-ECONOMIC

DEVELOPMENT OF THE POOR
Veena Dwivedi*

Bijayalaxmi Panda**

Though India is one of the fastest growing economies, socio-economic problems
like poverty, illiteracy, lack of healthcare etc. are still ubiquitous and the government
has limited resources to tackle these challenges. A 2011 study by the Oxford Poverty
and Human Development initiative estimated that approximately 650 million people,
or fifty-three percent of India�s population, live in poverty. In 2010, the World Bank
estimated that about 400 million people in India live on less than U.S. $ 1.25 a day.
This scenario has opened up several areas for businesses to contribute towards
social development but the present condition seems to be changing as many companies
are trying to accept CSR as more than just planting trees or giving away charity to
the needy. Nearly all leading corporate in India are involved in CSR programs in
areas like education, skill development, health, livelihood creation, and empowerment
of weaker sections of society. According to World Business Council for Sustainable
Development, 2001, “CSR is the commitment of business to contribute to sustainable
economic development, working with employees, their families, and the local
communities.” Indian business has a rich history of philanthropy and organizations
have long adhered to the spirit of promoting accountable and responsible businesses.
Today, it has become obligatory as the parliament has approved the new companies
Bill, which mandates that companies spend two percent of their three-year average
annual profit towards corporate social responsibility (CSR). “Corporate Social
Responsibility is the continuing commitment by business to behave ethically and
contribute to economic development while improving the quality of life of the
workforce and their families as well as of the local community and society at large”
by World Business Council for Sustainable Development. Skills and knowledge are
the driving forces of economic growth and social development. The economy becomes
more productive, innovative and competitive through the development of more skilled
human capital. The emerging CSR perspective on addressing issues of poverty and
exclusion (of communities) constitutes a strong case for enhancing the employability/
self employment of artisans in construction, maintenance, repairs, industry (small,
medium and micro) and  production of utility items, in terms of skill development
training. Through CSR activities, income, employment opportunities and saving
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attitude of poor also improved. According to Section VII of the companies bill lists
the following activities qualify as CSR initiatives:

· Poverty eradication

· Promotion of education, gender equality and women empowerment

· Reducing child mortality and improving maternal health

· Combating HIV/AIDS, malaria and other diseases.

· Ensuring environmental sustainability

· Employment enhancing vocational skills and social business projects

· Relief and funds for socio-economic development such as for welfare of
SC/ST,OBCs, minorities, and women

Carroll (1991) has defined four responsibilities of CSR like ethical, economical,
social and philanthropic responsibilities. Ramendra Singh and Sharad Agarwal
(2013), proposed a study on “corporate social responsibility for social impact:
approach to measure social impact using CSR impact index. They have taken 200
samples of Indian corporate having their own foundations to carry out their CSR
activities. It was found that many firms have adopted the same sectors like healthcare,
or education, rural development, environment and for this they spend CSR budgets
on projects related to health camps, adopting a village, building roads, maintaining
facility and so on. Pradhan Sanjay and Akhilesh Ranjan (2010) conducted a study
on “corporate social responsibility in rural development sector:  Evidences from
India.” In their research they have taken samples of 14 prominent companies in
India were classified under five areas to define their CSR activities in rural
development: livelihood, health, education, environment, and infrastructure. 12
companies out of 14 works for livelihood, 13 companies work for health, all 14
companies work for education, 8 companies work for environment protection, and
seven companies work on infrastructure of rural areas. Mostly companies take
initiatives for education of rural areas for rural development.  Rani Pooja and Khan
M.S (2015) mentioned regarding role of banks in poverty eradication through CSR.
It was found that banks are running many projects like adoption of villages, provide
food or nourishment, microfinance, provide loans, skill development training, financial
literacy, health care, medical facilities, advancing primary health and setting up
rural self-employment training institutes for poor people or rural areas for their
social upliftment. These projects are playing a very important role to eradicate the
poverty by generating employment, productive their economic growth, giving money
to do their business or shelter or agriculture.

Societal Initiatives taken by Indian Companies:

Corporate citizens like Infosys have been sponsoring midday meals for school
children so as to transform the younger generation in to literate and highly productive
human resources.It supports causes in health care, culture and rural development.
A large number of villages have been adopted by Ambanis in Gujarat which was
struck by tremor in 2001. Community work is being carried out by “The Aditya
Birla Centre for Community Initiatives and Rural Development”. It has straddles
3500 villages across the country ( Usha, L.2012, p.42).  The  organizations  like
Bharath Petroleum Corporation Limited, Maruti Suzuki India Limited, and Hindustan
Unilever Limited, adopt villages where they focus on holistic development. They
provide better medical and sanitation facilities, build schools and houses, and help
the villagers become self-reliant by teaching them vocational and business skills.

Some of the major players who are actively involved in CSR in M.P are : Suzlon
foundation, Ranbaxy limited, Bridgestone India, Grasim Nagda, Cummins Turbo
technologies, Lupin pharma, Crompton Greaves, Mafoi foundation some of the
MNC�s have even adopted villages and are contributing in developmental activities
with the help of local NGOs (Verma Simple, Sandhar Kaur Simmanjeet,2012).

Reliance Industries Ltd. launched a countrywide initiative known as “Project
Drishti”, to restore the eye-sights of visually challenged Indians from the economically
weaker sections of the society. This project, started by one of India�s corporate
giants has brightened up the lives of over 5000 people so far.

Indian Oil has a concerted social responsibility programme to partner communities
in health, family welfare, education, environment protection, providing potable water,
sanitation, and empowerment of women and other marginalized groups. On the other
hand Glaxo SmithKline Pharmaceuticals CSR programs primarily focus on health
and healthy living. They work in tribal villages where they provide medical check-
up and treatment, health camps and health awareness programs. They also provide
money, medicines and equipment to non-profit organizations that work towards
improving health and education in under-served communities.

SAP India in partnership with Hope Foundation, an NGO that works for the
betterment of the poor and the needy throughout India, has been working on short
and long-term rebuilding initiatives for the tsunami victims. Together, they also
started The SAP Labs Center of HOPE in Bangalore, a home for street children,
where they provide food, clothing, shelter, medical care and education.

As part of its corporate service corps programme, IBM has joined hand with the
tribal development department of Gujrat for a development project aimed at upliftment
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of tribal in the Sasan area of Gir Forest. The Tata steel rural development society
aims to improve agricultural productivity and raise farmers “standard of living”.
The many facets of Tata Steels efforts are medical and health services in the rural
and semi-urban areas, sports, women�s health and education, water harvesting and
tribal development, relief and rehabilitation and income generation, among others.
Oil and natural gas Corporation offers community-based health care services in
rural areas through 30 mobile care units. BHEL and Indian airlines have been
acclaimed for disaster management efforts. BHEL has also adopted 56 villages having
nearly 80,000 inhabitants. Vodaphone India Limited through its CSR supports
programmes/projects and activities in the domains of empowerment,   healthcare,
education, environment, disaster relief, eradication of poverty, technology incubators.

Nayak Lalit (2014) discussed about CSR activities of Moserbaer Trust in Noida.
The objective of the Aakar project is to provide the rural women from weaker socio
economic strata with skills to augment their household livelihood portfolio. , it was
found that through this project women are able to come outside from the home and
it is strengthening their financial position. Center is the platform where they can
share their feeling to each other and they can think to their education of their children.
It was observed that elderly women, widows, adolescent girls were also working in
the designing of bags for their livelihood. As per the discussion with the trainer of
sanitary napkins in moser baer trust, four women informed that their skills improved
in context of manufacturing and packaging the low cost napkins. It also improves
their economic condition due to placement in this unit. A group of rural women
nearby villagers were also trained in manufacturing and packaging the sanitary
napkins.

Bikshapathu (2014) conducted a study on CSR: An initiative in the Indian
information technology sector (A case study on Tech Mahindra Foundation). Tech
Mahindra foundation enhanced the skills of youth through its CSR initiatives in the
areas of educational, vocational training, disability and corporate volunteering
through flagship programs. Since 2007, TMF has worked with more than 100 partners
across India, and reached out to the underprivileged through programs in education,
vocational training and disability. It was found that TMF is actively participating in
community services to empower the urban poor and helping them cross over the
poverty line, supports vocational training initiatives through SMART (Skill-for-
market Training), which has helped thousands of young men and women find
employment in areas such as  IT, Hospitality, Business process outsourcing, Retail
,Interior Design and more. It works to facilitate integrated development and inclusion
of the disabled into the mainstream.

The Bill and Melinda Gates Foundation set up in 1997 focuses on just two areas:

education and health care. The foundation then made efforts in making clean drinking
water available to people in third world countries. In India, the Azim Premji foundation
focuses on improving the quality and access to education along with related
development like health, nutrition and environment. It has maintained this effort
since 2001. The Piramal foundation operates its healthcare initiatives internally, but
has outsourced its education related activities to Madhav Chavan of Pratham and
Aditya Natraj of Kaivalya education foundation.

Many Indian corporate have started their foundations to achieve their CSR goals.
64 corporations in the sample have their own dedicated foundations to carry out
their CSR activities. Top Indian Corporations used in analysis to pursue their CSR
activities.  Foundations are not for profit organizations created for serving the society
through various activities such as upliftment of women, promoting education, child
development etc. In India foundations are generally registered as charitable trusts
for the purpose of social development through poverty eradication programs,
healthcare development programs etc. Association of Healthcare providers (India)
(AHPI), an organization which has assumed the leadership and mentoring role in
healthcare and allied industry in India, has  started the innovative customized quality
training programs for capacity building, holistic improvement of delivery of
healthcare, create better employment opportunities for young professionals and serve
the social cause of community at large. Hindustan Unilever, an Indian FMCG
promotes unilever foundation which works towards improving the lives of poor in
local communities and simultaneously nurtures markets of the future. The Unilever
foundation is a key initiative taken by Hindustan Unilever to achieve its ambitious
goal of helping more than one billion people to improve their health and well-being
and, in turn, create a sustainable future (Unilever foundation, 2012). 62 out of the
200 Indian companies in India work with NGOs, charitable trusts and other like-
minded organizations for achieving their objectives of carrying out development in
the society in which these organizations operate. For example Jet airways, India�s
leading airline with the widest domestic network and operations in 24 international
destinations across four continents, works with several NGOs to carry out its CSR
activities (Rajput Naita and Batra Geetanjali).

Dabar�s SUNDESH sustainable development society is sworn to the mission of
ensuring overall socio-economic development of the rural and urban poor on a
sustainable basis, through different participatory and need based initiatives. It aims
to reach out to the weaker and more vulnerable sections – such as women and
children, illiterate and unemployed-of the society. It has contributed to many worthy
causes, addressing children�s literacy, improving healthcare services, skill
development and environment (Puri Neha and Ashok Shruti, 2013).
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From the above, it was concluded that all the above companies are working in
CSR for the socio-economic development of the poor, particularly for women,
disability, children and youth in different areas like education, health, skill
development, empowerment etc. It is running in an integrated manner in few
organizations and companies. There are few challenges also find out in the
implementation of CSR programmes such as lack of community participation in
CSR activities, lack of capacity building of the local NGOs and stakeholders, lack
of transparency, non-availability of well organized NGOs, lacking in clarity about
CSR among community and NGOs, and lack of consensus on implementing CSR
issues.

Conclusion: In the recent years corporate business houses have substantially
involved towards societal responsibilities. It is found that there is a need for creation
of awareness about CSR amongst the general public to make CSR initiatives more
effective. This effort will also motivate other corporate houses to join the league and
play an effective role I addressing issues such as access to education, health care
and livelihood opportunities for a large number of people in India through their
innovative CSR practices.

Problems and challenges
Lack of proper Monitoring and Evaluation strategies

Lack of communication strategy

Lacking ethics and culture

Lack of attitudinal and behavioral change training

Lack of use of qualitative Research methodology in need identification and
evaluation

Non availability of well organized NGOs and CBOs

Few areas can be emerge
Holistic empowerment of community and Family as well as individuals

Disaster Management

Urban development mainly slums civilization

Sport activities with youth generation

Youth development

Child protection

Human trafficking
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PSYCHOLOGICAL IMPACT OF  PANCHAYTI RAJ
ON TRIBAL WOMEN

Richa Chowdhary*

We can start with some pictorial glimpse of women in this system-

units of administration. It has 3 levels: Gram (village, though it can comprise more
than one village), Janpad (block) and Zilla (district). The term “panchayat raj” is
relatively new, having originated during the British administration. Raj literally means
“rule”. Mahatma Gandhi advocated Panchayati Raj, a decentralized form of
Government where each village is responsible for its own affairs, as the foundation
of India�s political system. The term for such a vision was Gram Swaraj (“village
self-governance”).The leader of the panchayat was generally called the mukhiya, a
position which was both hereditary and elected.

Funds from three sources:
1. Local body grants, as recommended by the Central Finance Commission

2. Funds for implementation of centrally sponsored schemes

3. Funds released by the state governments on the recommendations of the
State Finance Commissions.

The Balwant Rai Mehta Committee was a committee appointed by the
Government of India in January 1957 to examine the working of the Community
Development Programme (1952) The Act aims to provide a 3-tier system of
Panchayati Raj for all States having a population of over 2 million, to hold Panchayat
elections regularly every 5 years, to provide seats reservations for scheduled castes,
scheduled tribes and women; to appoint a State Finance Commission to make
recommendations as regards to the financial powers of the Panchayats and to
constitute a District Planning Committee to prepare a development plan draft for
the district. The 3-tier system of Panchayati Raj consists:

1. Village-level Panchayats

2. Block-level Panchayats

3. District-level Panchayats.

Powers and responsibilities are delegated to panchayats at the appropriate level:

� Preparation of the economic development plan and social justice plan.

� Implementation of schemes for economic development and social justice in
relation to 29 subjects given in the Eleventh Schedule of the Constitution.

� To levy and collect appropriate taxes, duties, tolls and fees.

RESERVATION FOR WOMEN IN PRIS IN INDIA
The Union Cabinet of the Government of India, on 27 August 2009, approved

50% reservation for women in PRIs (Panchayati Raj Institutions). The Indian states*Associate Professor, Department of Social Work, B.R.A.C., University of Delhi

With these pictures you can imagine the Role Change & Personality Change
of  “women”panchayat leaders.

INTRODUCTION OF PANCHAYAT RAJ:
Panchayat Raj is a system of governance in which gram panchayats are the basic
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which have already implemented 50% reservation for
women in PRIs are Madhya Pradesh, Bihar,
Uttarakhand and Himachal Pradesh.As of 25
November 2011, the states of Andhra Pradesh,
Chhatisgarh, Jharkhand, Kerala, Maharastra, Orissa,
Rajasthan and Tripura also reserve 50% of their posts
for women.

PARTICIPATION IN PANCHAYATI RAJ,
PESA AND TRIBAL RIGHTS

The crucial link between the two components of
tribal rights and their realization is participation. Political acceptance of rights and
their legal creation is of little value if they cannot be exercised by the individuals of
the group concerned, in this case the STs. This is the rationale behind the brief focus
on institutions of local governance in Jharkhand. Jharkhand has had a long tradition
of customary institutions of local governance, the legitimacy of which was recognized
by various enactments in the pre-independence era such as, amongst others, the
Chota Nagpur Tenency Act (1908) and the Santhal Pargana Tenancy Act
(1949).While scholars and activist have stressed the importance of such provisions
in sustaining the autonomy of the tribal customary society, culture and livelihood,
these laws raise significant issues of debate.

The introduction of the provisions of the Panchayatis (Extension to the Scheduled
Areas) Act (1996), commonly known as the PESA, was an attempt to extend modern
democratic institutions of local governance among the tribal population in scheduled
areas, while not totally replacing the traditional institutions. PESA aimed at
“facilitating participatory democracy in tribal areas by empowering the  Gram Sabha
to manage and control its own resources.” For this, the ‘ Gram Sabhas were given
special functions and responsibilities to ensure effective participation of tribal
communities in their own development in harmony with their culture so as to preserve/
conserve their traditional rights over natural resources. The Act restored  primary
control over natural resources including land, water, forest and minerals and  bestowed
rights over minor forest produces to the Gram Sabha. The Act provides  that “within
the boundaries of the Gram Panchayat, it can use customary mode to plan and
manage natural resources that include land, water and forests in conformity with
PESA.” The most glaring omission is that there is no mention of ownership rights
over MFPs, unlike the PESA. Instead, it provides only for “the collection, storage,
processing and marketing of MFPs is to be arranged or organized by the Gram
Panchayat in all areas including Scheduled Areas” and for the management and

supervision of MFPs by the Zilla Panchayats.The introduction of PESA created a
sharp divide between traditional systems premised on customary tribal headmen
and the statutory Panchayats.who are elected democratically. The tribal groups under
the banners of Jharkhand Pradesh ,Parha Raja, Manjhi Parganait Manki Munda,
Doklo Sohor Maha Samiti, Samiti are opposed to elections in tribal areas despite
the fact that the “very idea of a special panchayat law for scheduled areas ... was to
enable a form of government which built upon local traditions of participatory
democracy”. On the other hand, the supporters of the PESA under the banners of
Chatra Yuva Sangharsh Samiti and Jharkhand Pradesh Panchayati Raj Adhikar
Manch have been demanding immediate elections for the Panchayats.

THIS STATUS/ROLE�S IMPACT CAN BE SEEN AS
Psychological impact of leadership….

Leadership and the Big Five Since the 1960s, researchers have examined whether
there is a relationship between the basic agreed-on factors that make up personality
and leadership. The Big Five personality factors are conscientiousness, agreeableness,
neuroticism, openness, and extraversion, which some researchers have labeled the
CANOE personality model as an easy aid to remembering each
factor.Conscientiousness is defined as an individual�s tendency to be organized,
thorough, controlled, decisive, and dependable. Of the Big Five factors, it is the
personality factor that has been related to leadership second most strongly (after
extraversion) in previous research. Agreeableness, or an individual�s tendency to be
trusting, nurturing, conforming, and accepting, has been only weakly associated
with leadership. Neuroticism or the tendency to be anxious, hostile, depressed,
vulnerable, and insecure, has been moderately and negatively related to leadership,
suggesting that most leaders tend to be low in neuroticism. Openness, sometimes
referred to as openness to experience, refers to an individual�s tendency to be curious,
creative, insightful, and informed.

Openness has been moderately related to leadership, suggesting that leaders tend
to be somewhat higher in openness than non leaders. Finally, extraversion is the
personality factor that has been most strongly associated with leadership. Defined
as the tendency to be sociable (discussed in greater detail below), assertive, and
have positive energy, extraversion has been described as the most important
personality trait of effective leaders.

Although research on the Big Five personality factors has found some
relationships between these overall personality factors and leadership, focusing on
more specific traits has led to more consistent findings between effective leadership
and the following five traits: intelligence, self-confidence, determination,

Example of  Jharkhand STs
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sociability, and integrity. Specific Traits Associated With Leadership Intelligence
A great deal of research suggests that leaders have above-average intelligence.
Intellectual ability has been positively associated with cognitive reasoning skills,
the capacity to articulate ideas and thoughts to others, and the perceptual ability to
recognize important situational factors. Research has focused on the link between
intelligence and a leader�s development of good problem-solving skills, the ability to
adequately assess social situations, and the ability to understand complex
organizational issues. Although intelligence has consistently been shown, in a wide
variety of studies, to relate positively to leadership, other research has pointed out
that it is important that the leader�s intellectual ability is not too dissimilar from that
of his or her followers. If leaders far surpass their followers in intelligence, they
may be unable to express ideas and issues in ways that appeal to or connect with
their followers. Self-Confidence Additional research has pointed to a consistent
relationship between a leader�s effectiveness, on one hand, and confidence in his or
her skills, technical competencies, and ideas, on the other. Having  high self-esteem,
a positive regard for one�s own ability to lead, and assurance that one�s vision or
purpose is the right one all help a leader influence others. While some studies have
examined self-confidence and others have focused on confidence more generally, it
is clear that feeling and communicating certainty about one�s own abilities as a
leader is a common leadership trait. Determination or Perseverance Leadership is
often a difficult, thankless, long, and arduous process. Perhaps as a result of this
fact, a great deal of research has suggested that leaders must be determined to complete
a task or get a job done, even in the face of adversity or when there is less than
overwhelming support  from others. Leaders show initiative and drive and frequently
constitute the motivational energy behind a project or social change movement.
Thus, the ability to assert oneself when necessary, be proactive, and continue to
push on in the face of obstacles is a key component of leadership. In addition, this
determination often involves displaying dominance and a drive to succeed even in
the face of initial failures. Sociability  Sociability  is defined as a leader�s desire for
high-quality social relationships and the ability to maintain and restore positive
relationships in difficult times that often involve adversity and crisis. Across studies,
leaders often demonstrate the ability to be friendly, extraverted (outgoing), courteous,
tactful, and diplomatic. In addition, leaders tend to be sensitive to the needs of
others, even at the cost of attending to their own needs. In short, leaders care about
the interests of others and put others� interests before their own. Leaders have good
interpersonal skills that communicate their concern for others, and they work to
smooth out conflicts and disagreements to maintain the group�s social harmony &
Integrity.

None of the previous traits addresses the fact that smart, confident, determined,

and sociable leaders can also be fundamentally immoral and corrupt. The fifth factor,
integrity, addresses the finding that leaders tend to be honest and trust worthy, inspiring
others to respect them and trust them with important decisions and resources. Leaders
are often variously described as loyal, responsible, dependable, and honest. These
characteristics inspire the confidence of others and provide evidence that leaders are
authentic and have the best interests of the group at heart. This is in stark opposition
to individuals who use the efforts and resources of the group for their own prosperity
or power and manipulate the group�s time and money for their own personal gain
(e.g., cult leaders Jim Jones and David Koresh).

ONE MORE ASPECT IS THERE
Leadership and Emotional Intelligence:

In the early 1990s, the concept of emotional intelligence was introduced by Daniel
Goleman and others, and it has captured a great deal of attention from practicing
leaders and from organizations seeking to enhance the leadership abilities of their
employees. Emotional intelligence, abbreviated variously as EQ or EI, is defined as
one�s ability to perceive and express emotions, understand and reason with emotions,
and effectively manage emotions, both in oneself and in others. More recently, a
number of assessments have been developed to measure emotional intelligence, and
efforts have been made to link emotional intelligence to one�s leadership abilities
and even one�s ultimate successes in life.

There has been considerable debate, however, as to whether emotional intelligence
represents a unique construct that is sufficiently different from the five key traits
and Big Five personality factors described above. Despite this debate, it seems likely
that people who are sensitive to both their own emotions and the emotions of others,
and who are adept at managing emotions and accurately discerning their impact,
will be more effective leaders. Critiques of the Trait says that.

Approach to Leadership:
Similar in many ways to the early great man theories, trait and personality theories
assume that people inherit certain qualities and traits that  make them suited to be
good leaders. By looking at a range of different leaders in a variety of situations
over time, trait theorists seek to identify particular personality or behavioral
characteristics that leaders share. However, this approach has been criticized for its
lack of explanatory power: It is unable to consistently distinguish between leaders
and non leaders. If particular traits are key features of leadership, how do we explain
people who possess those qualities but are not leaders?

Does an individual need one of these traits, some of them, or all of them to be a
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good leader? And how do we explain people who have been leaders and exerted
widespread influence without possessing some or all of these traits? These questions
highlight the difficulties in using trait theories to explain leadership. Other scholars
have pointed out that the recent interest in charismatic leadership essentially represents
a neo-personality approach to leadership.

Use of the term charisma in the popular vernacular focuses primarily on a
personalized magnetic appeal that allows leaders to charm and influence others.
This approach emphasizes the personal characteristics of the leader to attract and
influence others and suggests that charisma is a quality that some leaders can
effectively capitalize on to galvanize others into action.

In a similar vein, a prominent critique of the trait or personality approach to
leadership is that it discourages individuals from believing they have the “right
stuff” to become effective leaders.

Approaching leadership as a relationship between leaders and followers or as a
set of behaviors and competencies that anyone can develop provides a much more
optimistic, democratic, and inclusive picture of leadership. These latter approaches
emphasize that given the right experiences, circumstances, and training, each of us
has both the capacity and the ability to enact effective leadership, regardless of the
specific traits and personality characteristics with which we were born.

These  are some of the psychological points /areas can be affected by power
position in tribal women:

in the diagram given below (wheel )you can see

The insight discovery profile says about the traits which are responsible for
change in behavioral style after getting leadership in panchayats.

By the time, after achieving this psychosynthesis within herself. While some
women are more inclined to fulfill primarily the function of being man�s companion,
others become absorbed in this role.

But apart from constitutional tendencies toward these different vocations, the
circumstances of life induce and often oblige a woman to centre her interests and
activities in one or the other of these two functions. The woman that has a husband
but no child has a greater opportunity to devote herself to spiritual communion,
intellectual rapport, and practical collaboration with her role. She can even make
something more of the relationship by being also “maternal” toward her target groups.
And this protective, kindly and generous behavior can add a new note that makes
the union of the two souls( personal as well as professional) and personalities richer
and more harmonious. On the other hand, the woman who has lost her husband or
who, for some reason, cannot live in harmonious communion with him, may adopt
this role as her central aim. She then seeks the reason, the meaning and the value of
her life in that role.
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These are some diagrams given by psychologist in regard to human psychology
and change within individuals due to ROLES….

At last we can say—
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NUTRITIONAL STATUS AND NUTRIENT INTAKE:
A REVIEW OF THE METHODOLOGY

AND METHODOLOGICAL CHANGES IN
NNMB ROUNDS

Krishna Kumar Choudhary*

INTRODUCTION
The National Nutrition Monitoring Bureau (NNMB) was established by the

support of Indian Council of Medical Research (ICMR) in 1972 in 10 states. The
states are Andhra Pradesh, Gujarat, Karnataka, Kerala, Madhya Pradesh,
Maharashtra, Orissa, Tamil Nadu, Utter Pradesh and West Bengal. The Central
Reference Laboratory (CRL) is the coordinating center which is in the National
Institute of Nutrition (NIN), Hyderabad. The aims of NNMB are, to collect, on a
continuous basis, diet and nutritional status of the communities in the urban, rural
and tribal area using a standard and uniform methodology by adopting statistically
valid study design and sample size, and to periodically evaluate the ongoing National
Nutritional Programs to identify their strengths and weaknesses, and to recommend
appropriate corrective measure.[1]with the  aim to collectcontinuous data, to study
the time trends in the diet and nutritional status of the communities, the NNMB has
carried out first, second and third repeat survey among rural population during
1988-90, 1996-97, and 2011-12, respectively.[2,3,4]

SELECTION OF HOUSEHOLD
The selection criteria for household differed in rounds. In the first round, data

was based on two different phases of the survey.The Phase-I was carried out in
1975-76 and in this survey 918 villages from theeight states were included.In phase-
II, carried out in 1988-89, re-survey of 441 villages from the Phase I, and 441new
villageswere included. 400 householdsfrom all districts of each state were divided in
4 groups on the basis of the rank. Ranking of the district was decided on 3 basic
criteria: one was based on the total food-grains produce per year (making corrections
for rural to urban ratio, within each district); second was the proportion of area
under food crops to total irrigated area; and third was proportion of agriculturists to
the total number engaged in agriculture (i.e. agriculturists and agricultural labourers).

Sample of study was, if the maximum rank value of the district is 20, then four
quarter are obtained, first quarter or group A include those district which has rank
between 1-5, second quarter or group B was 6-10, third quarter or group C was 11-

15, fourth quarter or group D rank was 16 and above. Selection of the villages in
based on population; further villages were divided in three category (A) population
below 1000, (B) population between 1000-3000, and (C) population more than
3000. The number of household in each three category of villages has fixed 5, 10
and 20, respectively for the survey. As per the population of the districts, the
proportion of the households was 5:18:5.1 The all 420 HH divided according to
thisproportion.As per this proportion, category A, B, and C accounting 75, 270,
and75 HH, respectively.Total 6018 HH2 targeted in first round [5].

The second round of repeat survey was carried out in 1996-97. 7 NNMB states
out of 10 were included whereas 3 were excluded due to administrative and human
resources issues. For the selection, 120 villages were included from each state, of
those 75% villages were those which covered in 1975-79 and 1988-89 survey and
25% new set of villages included. From each of the selected village, 20 HH were
selected by cluster sampling method3 and total 2400 HH were targeted in this round
from each state [6]. The same methodology (as adopted in the second round) was
followed in NNMB third round [7]. However, in third round, Uttar Pradesh was
included.

It needs to be noted that in the first round of NNMB the selection of HH is
through the systematic random sampling, but in the second and the third round, first
cluster sampling was done, and again randomized cluster sampling was employed

*Junior Research Fellow, Centre for Social Medicity and Community Health, Jawahar Lal University,
New Delhi

1. The total population in each category 50,000, 180,000, and 50,000 respectively then the proportion was 5:18:5.
As per this proportion, divided 420 households (ex. 5/28(total study proportion) x 420 and same processor
followed).

2. As per calculation 420 HH from each state and total state covered in 8.
3. In this survey the cluster sampling was used and again used random sampling in cluster, basically in cluster

sampling all units must be a part of sample units, so that the wrong method was apply for sampling.
4. The international reference growth curves were formulated in the 1970s by combining growth data from two

distinct data sets, which were originally planned to serve as a reference for the USA. The reference for ages 0 to
23 months is based on a group of children in the Ohio Fels Research Institute Longitudinal Study which was
conducted from 1929 to 1975. The height curves for this part of the reference are based on recumbent length
measurements. The reference from 2 to 18 years of age is based on data of three cross-sectional USA represen-
tative surveys conducted between 1960 and 1975. The height curves for this part of the reference are based on
standing height measurements. All samples consisted of healthy well-nourished US children. (http://www.who.int/
nutgrowthdb/about/introduction/en/index3.html)

5. The Multicenter Growth Reference Study (MGRS) combined a longitudinal follow-up from birth to 24 months
and a cross-sectional survey of children aged 18 to 71 months. Primary growth data and related information
were gathered from 8440 healthy breastfed infants and young children from widely diverse ethnic backgrounds
and cultural settings (Brazil, Ghana, India, Norway, Oman and USA). The MGRS is unique in that it was
purposely designed to produce a standard by selecting healthy children living under conditions likely to favour
the achievement of their full genetic growth potential. Furthermore, the mothers of the children selected for the
construction of the standards engaged in fundamental health-promoting practices, namely breastfeeding and
not smoking. (http://www.who.int/childgrowth/standards/tr_summary/en/)

6. Cereals & millets, Pulses & legumes, Green leafy vegetables,other vegetables, Roots & tubers, Milk & milk
products, Fats & oils, Sugar &jaggery

7. Protein, Energy,Calcium,Iron, Vitamin A, Thiamine,  Riboflavin,  Niacin,  Vitamin C, and  Dietary Folate
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as per the size of village e.g. Mohalla, hamlet. Further, is HH size was different in
all three rounds.

NUTRITIONAL ASSESSMENT
Nutritional status is a crucial indicator of development of the nation. Through

the repeat surveys of NNMB in the first, second and third rounds, data for the
assessment of nutritional status among rural population in NNMB states have been
collected. In the rounds, assessment of nutritional status was based on anthropometric
(weight for age or underweight, weight for height or wasting, height for age or
stunting and MUAC), clinical examination (iron, vitamin deficiency, and diet survey).
Additionally, in the third round, the nutritional status assessment also included history
of morbidity, blood pressure, fasting blood glucose, knowledge and practice of
hypertension and diabetes, and infant and young child feeding practices (IYCF).
For the nutritional assessment of adult, compute BMI (weight/height in Miter2).
However, in first repeat survey report, no BMI data available. Major methodological
changes made in three rounds were in anthropometric measurement. Both first and
second rounds, for assessment of nutritional status, the National Centre for Health
Statistic (NCHS)4growth standard was used[8].However, in third round new WHO
child growth standard was used5. Both first and second rounds were expressed as
percentage of NCHS standard and categorized into different nutritional grades (90%
and above- Normal, 75-89%- Mild, 60-74%- Moderate, and below 60%- severe)
based on Gomez classification [9]. However, the third round was on new WHO
growth standard.

Epidemiologically, there are significant differences between the NCHS/WHO
reference and new WHO standards. The differencesvary by age, sex, anthropometric
measure and specific percentile or z-score curve. If we use the new WHO standards
compared to the NCHS reference, stunting will be greater. The growth pattern of
infants will result in a substantial increase in rates of underweight during the first
half of infancy and thereafter will decrease. Forwasting, during the infancy rates
will be substantially higher with new WHO standard. With respect to overweight,
this data first time include in the 3rd repeat survey. The using of new WHO standards
then result shows greater prevalence and that result will vary by age, sex and
nutritional status of the index population [10].

FOOD AND NUTRIENT INTAKE
In all rounds of NNMB repeat surveys, data was collected on food6 and nutrient

intake7 of the individual over a period of time. The average daily intake of different
foods by individual was calculated according to age/gender, physiological status
and physical activity group. The nutrient composition of the foods intakes was

computed by using Food Composition Table from Nutritive Value of Indian Food.
The mean intake of foods and median intake of various nutrients were compared
with the Recommended Dietary Intakes for Indian (RDI) and Recommended Dietary
Allowance (RDA) for Indiansrespectively, as suggested by the ICMR Expert
Committee.

The food consumption by the individual was compared with RDI level suggests
by ICMR in 1981 [11] in all repeat surveys.  The nutrients level compared in first
and second round was based on RDA level suggested by ICMR in 1990, whereas,for
the third repeat survey, itwas compared with RDA 2010. The major difference in
RDA level of 1990 and 2010 for adult is that, the minimum calorie value
decreasesfrom 2425 to 2320 Kcal/Day in male but in female, increases from 1875
to 1900 Kcal/day. Iron requirement decreases from 28 to 17 mg/day in male and 30
to 21 mg/day in female while calcium increases from 400 to 600 mg/Day in both
male and female. Further, the dietary folate increasesfrom 100 to 200 µg/day[12].
As general principle, if we reduce the cutoff of the indicator then we include more
people in criteria, which increase the prevalence of disease. Contrarily, if we increase
the cutoff then we miss those people who are suffering or have latent of infection or
disease. In the 2010RDA level, reference men and women ages were changed.  Age
was decreased from 20-29 years to 18-29 years and weight changed 60 to 55 kg in
women. As a consequence, results might be affected in all repeat surveys.

TIME TRENDS OF NUTRITIONAL STATUS
The prevalence of underweight, stunting and wasting according to WHO growth

standards for the periods 1975-79, 1996-97 and 2011-12 has been declining Overall
reduction in the prevalence of underweight from 76% to 43% among boys and 74%
to 42% among girls, stunting from 83% to 46% among boys and 81% to 43%
among girls and wasting from 29% to 20% among boys and 24% to 19% among
girls have been recorded. The average decline in underweight was 76 % in both boy
and girls, decline in stunting was 80% and 88% in boy and girls, respectively, and
decline in wasting was 45% and 26 % in boys and girls, respectively (Fig. 1-3, and
see Tables 89.1-91.3 in NNMB 3rd round).

The prevalence of clinical signs of nutrition(in the infant generally the severe
forms of PEM i.e. Marasmus and Kwashiorkor)was not observed during the current
survey in all the states, except in Utter Pradesh. The prevalence of conjuctivalxerosis
(vitamin A deficiency) among infant was 0.4%.  The trends show decline in the
prevalence of most of the clinical signsof nutritional deficiency over the 4 decades.
The prevalence of marasmus (1.3% to nil), Bitot�s spot (1.8% to 0.2%), angular
stomatitis (5.7% to 0.3%) declined over the same period (Fig. 4, and Table 88 in
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NNMB 3rd round).

The distribution of Chronic Energy Deficiency (CED), declined from 59.3% to
32.4 % in male and 52.4% to 33.3% in female from 1975-79 to 2011-12. The
average reduction of CED was 83 % and 57 % in men and women, respectively. The
average increase in normal BMI was 44% and 15 % in men and women, respectively.
Here,the average reduction and increase of the indicators present a clear gender
nuance. Increasing of normal BMI was almost 3 times higher in men while increasing
in obesity was 7 times higher in female (Fig. 5-6, and see Table 92.1, 92.2 in NNMB
3rd round).

FOOD AND NUTRIENT INTAKE
Food and Nutrient Intake of cereals & millets has declined by about 137g from

505 gm in 1975-79 to 368 gm in 2011-12. The average reduction of RDA (%) was
37 percent. The proportion of HHs consuming cereals & millets in quantities e”70%
of RDI, ranged from a low 31% in Kerala to a maximum 93% in the State of Orissa.
Same as rest of other foodstuff show decline while Greenleaf vegetable increased
almost double (100% of RDA) and Fats & Oil 12.5 % increased but still less 60 %
and 20% of RDA, respectively. The proportion of HHs consuming GLV even <50%
of RDI ranged between 63-92% in different States, and in the States of Gujarat,
Maharashtra, Uttar Pradesh and Andhra Pradesh, about 51-65% were consuming
fats & oils e”70% of RDI. The highest amount of decrease of cereals & millets and
Pulses was observed in Karnataka. All intake foodstuffs were less than RDA (%)
except roots and tubers, for which the variation of 18 % to 60 % was recorded. The
proportion of HHs consuming pulses & legumes e”70% of RDI was lowest in the
State of West Bengal (16%), while it was highest 57% in Uttar Pradesh (Fig. 7, and
see table 18.1, 18.2 and 84 of NNMB 3rd round).

The intake of all nutrients declined (except Thiamin and Vitamin C) over a period
of 4 decades. The total decline of energy intake was 497 Kcal/CU/day, from 2349 in
1975-79 (3% less than RDA) to 1852 Kcal/CU/day in 2011-12 and the median
intake of energy was 1787Kcal which is less than RDA of 2320Kcal in all the
States. The average reduction was over a period of 4 decades was 26%. Going
through the states, then the extent of decline was maximum in Karnataka (885 Kcal)
and minimum in Gujarat (218 Kcal.).The proportion of HHs consuming e”70% of
RDA was highest in Orissa (88.4%) and lowest in West Bengal (34.1%). The
proportion of HHs consuming <50% of RDA was lowest in the State of Orissa
(0.4%) and highest in Kerala (19.2%) & Maharashtra (18.9%). At present in the
MMNB states, people consume 24% less calorie by the recommended dietary intake.
The Intake of protein has been declined average 20 % from 1975-79 to 2011-12
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(17% of RDI).

The protein intake declined in all states except Kerala, where an increase by 7.5
% was recorded which is still 17% less than RDI. The proportion of HHs consuming
e”70% of RDA ranged from a low 31% in the State of West Bengal to a high 89% in
Madhya Pradesh. The decrease in the intake of Calcium was that of average 36%
but it still more than RDI. The intake of other nutrients such as iron, thiamine and
riboflavin also decreased over the period. The proportion of HHs consuming e”70%

of RDA ranged from a low 31% in the State of West Bengal to a high 89% in
Madhya Pradesh(Fig. 8 and see table 19.1, 19.2 and 85 in MMNB 3rd round).

DISCUSSION
The first, second and third repeat surveys were carried out in all NMB states

during 1975-79, 1996-97 and 2011-12, respectively with the objective to assess the
current diet and nutritional status of the rural communities and time trends over the
period of time. Since the data is available only for the seven states at all the time
points, results only for these states are discussed in this paper. With regards the
overweight and obesity, it was assessed for the first time in the 3rd repeat survey.

The overall prevalence of underweight, stunting and wasting among 1-5 year
children had declined (49% Vs 44%, 53% Vs 49% & 23% Vs 18%, respectively)
over a period of time (1996-97 to 2011-12). The current prevalence of underweight,
stunting and wasting among <5 year children is comparable to the figures reported
by NFHS-3 (43%, 48% and 20% respectively)[13]. the prevalence of < 5 year
children as recoded by the HUNGaMA survey conducted by Naandi foundation in
2011 is, comparable with NNMB round where underweight 42%, stunting 59% and
wasting 11 % were recorded [14]. A study by NIN during 2010-11 in five regions of
India reported the prevalence of underweight, stunting and wasting as 38%, 45%
and 19% respectively [15].

The current prevalence of under nutrition in India with respect of neighboring
countries Pakistan (underweight 32%, stunting 44%, wasting 15%), Sri Lanka
(underweight 21%, stunting19%, wasting 15%), Bangladesh (underweight 36%,
stunting 41%, wasting 16%), Nepal (underweight 32%, stunting 41%, wasting 11%)
are lower [16].

The prevalence of decline in forms of PEM was not observed in the third repeat
survey and the vitamin A deficiency signs like Bitot�s spot and vitamin B complex
deficiency declined over the period of time. The clinical Vitamin A deficiency has
declined drastically during the last 40 years. There is the sharp decline in the
prevalence of Bitot spot. However, the decline did not happen because of an increase
in coverage with universal vitamin A supplementation program [17].

All over,intakes of various foodstuffs were lower than the RDI, except for roots
& tubers. The average intake of all the foodstuffs except for green leafy vegetables,
pulses and fats & oils declined over the period of time at house hold level, while
marginal increase was observed in the intake of green leafy vegetables and fats
&oils. The intake of all nutrients declined (except Thiamin and Vitamin C) over a
period of 4 decades.The decline ratehappens after the changes in RDA level, the
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general assumption that if the RDA level was same in all survey than the % of
decline of nutrients intakes were also high. The National Sample Survey Organization
(NSSO) carried out the survey in different states in different rounds in different
points of time. The NSSO round results show that the average calorie intake was
declining in all states over a period of time and fat intake was increasing with time
trend [18].

Changes in the median cutoff in indicators resulted in contradictory value of the
nutrition status and nutrient intake. Epidemiologically, there are significant differences
between the NCHS/WHO reference and new WHO standards. The differences vary
by age, sex, anthropometric measure and specific percentile or z-score curve. If we
use the new WHO standards compared to the NCHS reference, stunting will be
greater. The growth pattern of infants will result in a substantial increase in rates of
underweight during the first half of infancy and thereafter will decrease. For wasting,
during the infancy rates will be substantially higher with new WHO standard. With
respect to overweight, this data first time include in the 3rd repeat survey. The using
of new WHO standards then result shows greater prevalence and that result will
vary by age, sex and nutritional status of the index population

CONCLUSION
For the improvements in the nutritional status of the individual, the major need is

to improve the accesses to food and purchasing power rather than production of
food. The reports of   NNMB and NSSO indicate decline in calorie intake resulting
in micronutrient deficiency. The current nutritional interventions focus on program
specific intervention to reduce malnutrition through the supply of micronutrient
using common food vehicle. However, the need to improve environmental sanitation,
better reach of health care services and improvements in the overall socio-economic
conditions. Analysis of the cutoff point for the assessment is a primary need to
conduct any survey because of without determination of accurate median cutoff we
miss true positive or true negative cases. As consequences of the false cutoff, survey
result might be differing.
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PERSONS WITH CANCER IN INDIA:
ROLE OF SOCIAL DETERMINANTS OF HEALTH

IN ATTAINING HEALTH-RELATED QUALITY OF LIFE

Milincy Mathews T.*
Ashvini Kumar Singh**

INTRODUCTION
Cancer is emerging as a major public health problem and it is one of the leading
causes of death in India. The International Agency for Research on Cancer (IARC)
estimated cancer mortality in India in 2008 that about 635000, representing about
8% of all estimated global cancer deaths and about 6% of all deaths in India. As
India have different cultures, languages and life style variations in itself it is very
important that to understand the geographical and social distribution of specific
cancers to target cancer control programmes and spur further research into the causes
of cancer (Rajesh Dikshit et al., 2012). When Review the oncological literature,
especially in the last two decades, indicates that investigators have been paying
attention to quality of life (QoL). In relation to health, health status is increasingly
referred to as quality of life, and, so as to narrow down its operationalization in
research studies, quality of life is referred to as health- related quality of life (Bowling,
2001). It is a double sided concept, incorporating positive and negative aspects of
well being and life, and it is multidimensional incorporating various aspects like
physical, psychological, social and spiritual aspects of well being. It is also ultimately,
a personal and dynamic concept for, as health status deteriorations, perspectives on
life, roles, relationships, and experiences change (Sherwood et al. 1977, Morris et
al. 1986). Based on the evidence practice government, NGOs and civil society
organisations are come up with programmes to address quality of life issues of
patients with cancer, still it would not be accomplished unless address social
determinants which is very culture specific, especially in India. Increased risk of
cancer is associated with tobacco use, diet and alcohol, reduced physical activity,
exposure to the sun and to environmental toxins. These relationships are relatively
well established and quantified and there is broad understanding of their
pathophysiological role in the etiology of cancer. All these factors are influenced by
social, cultural, and environmental factors (Bahrami, 2011).

It is into recognition that persons living in socially and economically disadvantaged
circumstances are at greater risk of ill health: that there are, broadly called as social
determinants of health (SDH). Keeping this in account World Health Organisation
(WHO) established a Commission on SDH: this Commission has recently published
*Research Scholar, UGC-JRF, Department of Social Work, Jamia Millia Islamia, New Delhi.
**Assistant Professor,  Department of Social Work, Jamia Millia Islamia, New Delhi.
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a final report (Commission on Social Determinants of Health, 2008; World Health
Organization, 2007). The Commission�s goal was reducing inequity has been a stated
priority for public health for last thirty years of discussions (Stacy M. Carter, 2009).
The WHO�s (1978) Declaration of Alma-Ata argued that ‘‘the existing gross
inequality in the health status of the people�s politically, socially and economically
unacceptable�� and the Ottawa Charter (World Health Organization, 1986) talked of
a health promotion ‘‘focused on achieving equity in health��. Despite this, SDH are
ignored in many public health interventions (Mechanic, 2000).While reviewing the
literature it is understandable that social determinants of health (SDH) are
demonstrable, important, and insufficiently attended to in policy and practice.
Research should be prioritised to determine how the social determinants of health
can best be addressed. (Stacy M. Carter, 2009). This paper attempts to discuss the
social determinants of cancer (SDH of Cancer) and how it is associated with the
health related quality of life (HRQoL) of persons with cancer in India.

SOCIAL DETERMINANTS OF HEALTH (SDH)
Social determinants of health described as a wide range of interrelated living and

working conditions – ‘‘the social characteristics within which living takes place��
(Tarlov, 1996). They are generally divided into structural determinants and
intermediate determinants. Structural determinants encompasses factors such as
governance, macroeconomics, policy, culture, social cohesion, class, gender, ethnicity,
education, occupation, income, and place, and intermediate determinants include
material circumstances, psychological makeup, health behaviour, biology, and health
service provision and access (Mechanic, 2000; Mechanic & Tanner, 2007; Solar &
Irwin, 2007).

It is evident that social determinants of health will be different across cultures
and societies.  India, as a developing country and because of its diversities socially
and culturally both structural and intermediate social determinants varies region to
region and from disease to disease. The conventional biomedical approach to
determinants of health does not generally  address causal pathways to illness that
originate in laws, tax systems, the behaviour of multinational organisations, or global
financial systems. The social determinants approach implies from macro social,
political, and economic factors to the pathogenesis of disease. These causal factors
produce disease not only in individuals but also in highly patterned ways in
populations. These patterns are shaped by distributions of socioeconomic advantage
and disadvantage and are observable across entire societies, rich and poor alike, and
between groups (Kelly PM, 2007).

SOCIAL DETERMINANTS AND HEALTH INEQUALITIES
The gross inequalities in health that we see within and between countries present

a challenge to the world (Marmot, 2005). One welcome response to these health
inequalities is to put more effort into the control of major diseases that kill and to
improve health systems. To understand the social determinants of health, how they
operate, and how they can be changed to improve health and reduce health inequalities,
WHO is setting up an independent Commission on Social Determinants of Health,
with the mission to link knowledge with action. This report argues that health status
should be of concern to all policy makers, not merely those within the health sector.
If health of a population suffers it is an indicator that the set of social arrangements
needs to change (Marmot, 2005).

SOCIAL DETERMINANTS OF HEALTH (SDH) AND CANCER
Importance of social determinants in cancer care and research is because of its

direct and indirect effects through individual risk factors or behaviours, interaction
of genetic factors with environmental factors and causation by regardless of
intervening factors. Understanding the link between social factors with cancer requires
multilevel analysis, which include the social environment, where a consistent inverse
relationship between socioeconomic status and overall mortality has been found,
the behavioural and psychological dimensions, which mediate the impact of social
factors on the human organism, and the biological realm where we need to understand
how these external environmental factors act on the cellular and molecular level. It
is, of course, necessary to include the role of the health care system in the first two
levels mentioned because of the significant role it plays in disparities in cancer
outcomes. (Bahrami, 2011). More work is needed to ascertain the the relationships
between various measures of socioeconomic status and cancer (Bonomi, 2000).
There is also a need for multi-level models to tease out the differential roles of
society, culture, behaviour, and the environment, and elucidate how they manifest
themselves through individual behaviours and biologic pathways (Bottomley, A,
2002).

HEALTH RELATED QUALITY OF LIFE AND SOCIAL
DETERMINANTS OF CANCER

In the past, the main QoL domain that has been measured was restricted to physical
aspects. However, most experts would agree that QoL consists of, at the very least,
the physical, psychological and social domains (Boling, Fouladi, & Basen-Engquist,
2003; Cox, 2003; Tallis, 2005). Additional domains have also been identify ed
including functional (Brunelli et al., 1998; Cella, Chang, Lai, & Webster, 2002;
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Fallowfi eld, 2002; Wilson, Dowling, Abdolell, & Tannock, 2000), emotional (Cella
et al., 2002; Fallowfield, 2002; Movsas, 2003; Schumacher et al., 1991) and spiritual
(Bonomi, Patrick, Bushnell, & Martin, 2000; Ferrell, Dow, & Grant, 1995; King et
al., 1997). Taking working definitions into account, health related quality of life is
defined as the optimum levels of mental, physical, role and social functioning,
including relationships, and perceptions of health, life satisfaction and well-being
(Bowling, 2001). Quality of life as a whole has also been divided into subjective and
objective areas: it encompasses what a person is capable of doing (functional status),
access to resources and opportunities to use these abilities to pursue interests, and
sense of well being. The former two dimensions are often referred as objective quality
of life and the later as subjective quality of life (Lehman et al. 1995). World health
organization quality of life group (WHOQOL Group, 1993b: 3) defined quality of
life as “an individual�s perception of their position in life in the context of culture
and value systems in which they live and in relation to their goals, expectations,
standards, and concerns. It is a broad ranging concept affected in a complex way by
person�s physical health, psychological state, level of independence, social
relationships, and their salient features of their environment.”

Adverse life events occur across the life span in various contexts and settings
and it has impact on the social, emotional, and spiritual well being of individuals.
There is considerable evidence that the experience of illness has potentially negative
effects on mental and physical health of individuals and also affects a person�s well
being (Strobe, Strobe & Hansson, 1993). Non-communicable diseases including
cancer are already emerging as major public health problems in India. These diseases
are lifestyle related, have a long latent period and need specialized infrastructure
and human resource for treatment. With the control of infectious diseases and
increased longevity of the growing population in a country like India, the spectrum
of disease changes and the burden of cancer are on the increase. Health related
quality of life is now considered as important endpoint in cancer clinical trials
(Bahrami, 2011). It has been shown that assessing quality of life in cancer patients
could contribute to improved treatment and could be even as be prognostic as medical
factors could be prognostic.

Studies of health related quality of life can further indicate the directions needed
for more efficient treatment and care of cancer patients. Quality of life research has
indicated that the diagnosis and subsequent treatment of cancer impairs cancer
patients� work and social activities, management of the home, family and other
relationships. In addition, studies exploring the psychological dimension of cancer
have suggested that cancer patients experience clinically significant levels of anxiety
and depression (Girgis et al., 2004). Although both cancer specialists and persons

with cancer may accept physical and psychosocial problems as an inevitable part of
the disease and its treatment, these problems have a substantial affect on persons
with cancer� compliance with their treatment and with outcomes. Therefore, it is
important for cancer care specialists to be aware of the prevalence of such problems
among the persons with cancer and to do their best to prevent them where possible
or to address them when they occur.

CRITICAL ISSUES IN ADDRESSING SOCIAL DETERMINANTS OF
CANCER

Cancer is not a single disease, rather it is cancers. This increases the complexity
of addressing the social determinants according to the response of the social
environment they are in. it is essential to highlight the importance of not only access
to medical care and health behaviours but also economic and social determinants of
health (referred to here as SDH) such as poverty, education, working conditions,
hous ing conditions, social support, stress, and neighbourhood context (e.g., Berkman
and Kawachi 2000; Wilkinson and Marmot 2003). Also there should be a focus on
the distribution of health, not just the average level of health, across populations
(e.g., Kindig 2007; Mechanic 2007). Here is an attempt to discuss various issues of
addressing social determinants of cancer.

1. Prevention level: various factors from socio economic variables to policy
level make difference in addressing cancer in prevention level.
Contextualisation of programmes is essential like creating awareness,
diagnostic camps, lifestyle education, identification and reduction of risk
factors and so on.

2. Intervention level: it is important to understand the difference between
population-wide and targeted interventions. A fundamental principle of public
health is that if a risk factor is essentially normally distributed, the majority
of the population will be at moderate rather than high risk. The maximum
Population-based strategies. Explicitly prioritize efficiency – maximum effect
for effort. The alternative is a targeted strategy (Stacy M. Carter, 2009).

3. The distinction between intermediate and structural determinants is to be
understood.

� Population health interventions usually focus on an intermediate
determinant, aiming, for example, to moderately increase the physical
activity of the whole population.

� A population-based intervention targeting structural determinants can
be readily viewed as an intervention in SDH.
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4. Inequities in health : are unnecessary and avoid able, but in addition, are
also considered unfair and unjust� while Equity in health: means ‘everyone
has the fair opportunity to attain their full health potential�; by contrast
(Krieger, 2005)

5. Inequalities in health: by contrast, as a term, is not explicit about injustice
or fairness and instead could refer to differences that do not necessarily
arise from inequity (Krieger, 2005).

STATE AND CIVIL SOCIETY RESPONSE TOWARDS SOCIAL
DETERMINANTS OF CANCER IN INDIA

Government can act in at least three ways to reduce health inequity. First, they
can provide basic services and promote human rights. Second is the establishment
of legislator and regulatory frame works for influencing all the programmes within
and of others. Third, maintaining an efficient monitoring system of health status and
social outcomes (Erik Blas, 2008). Civil society can be powerful drivers for positive
social, political, and economic changes that affect health equity. These actions include
those of informal community groups, formal civil society organisations such as
labour unions, and large-scale social movements. People who are the intended
beneficiaries of government policies and actions have a right to participate in their
design, delivery, and assessment. Kerala state palliative care policy is an example
for outcome of civil society initiatives along with treatment professionals. Other
highlights of Indian cancer care are rehabilitation and research centre, cancer detection
centres, government and private speciality hospitals, population based cancer
registries, professional cancer journal, association for oncologists, membership in
WHO international expert committee, NGOs, insurance schemes and so on. NGOs
or companies providing cancer insurance policies are- Cancer Patients Aid Association
(Cancer Insurance Policy), Indian Cancer Society (with New India Insurance), Life
Insurance Corporation (Asha Deep Policy-2), ICICI (Critical Care Insurance) and
Kidwai Cancer Care Foundation Trust, Bangalore (Care Against Tumour) (source:
www.indiancancersociety.org).

CONCLUSION
This paper discusses a synthesis on social determinants of health in cancer

incidence in India and its relation with health related quality of life. A substantial
volume of literature has been published after the first IARC comprehensive
publication on social inequalities and cancer showing that large social inequalities
in cancer incidence and mortality do exist. Social inequalities can be generated, or
increased, among people who survive after a diagnosis of cancer. CSDH final frame

work of action proposes that addressing structural and intermediary determinants of
health can produce an impact on equity in health and well being, which is obviously
an outcome of quality of life. Policies and programmes with contextualization of
social determinants of cancer can light education, training and research in cancer
care in India.
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