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FOREWORD

The Intemationa} Covenznt on Ecenomic, Socal and Cuttural Rights (o which India
is ¢ paoty, recognizes the right of every aoo 10 be free from hunger, It also recognizes the
fight of every cns to education and asserts that “Primary Education shall be compultory and
available free to all®. |t further recopnizes the right of every one to the enjoyment of highest
eitalnable standards of physical and mental health,

_hhﬁ&Emmi&Sodﬂnnd&ﬂummuwmmddasﬁglmwﬁchmﬁm
resources and policy initiatives on the part of the Govemment for their realization &nd wese
therefore prtin -~ Pact TV of be Constitntion. Same espects of these rights are considered
10 be within the concept of Hfe and fiberty as envitaged in Articte 21 which is a fundamental
dght 1t is now ¢learly recognized that dividon between Civil and Political Rights on ene
tend god Ecomomic, Social and Culioret Rights on the other is o arfificial coe. They are
indeed. indivisible and imterdependent. Despite the enactment of & [args number of soclal
weelfare Iegistations, there Sl exist large gaps in the reslization of economic, socia) and
cultural fights which need immediate mitention and redressal.

Recognizing the cruclal fmpartznce of rescarch in the fisld of Bconomie, Social snd
Cultural Rights end elso the need for collabarative cfforty with NGOu, the Commission
entristed o Research Study In this regard o the National Centre for Advocacy Studies, Pdne.-
Tt sought to mulyzs the Govermment's imifisives znd interventions for realization of
Economis, Social and Cultural Rights and In particular the vight to food, education and health
_in Mabamshira, Kamataks end Chhattfegmrh,  In pacticular, the study focused on the
realization of thess rights by persons belonging to valnereble groups like Dalits, other
backward castes and marginalized groups. /

There is « need to carmy out in-depth research on the realization of Economie, Social
and Cultural Rights by the people and in particular the most volnerable sections.
Docirnentetion of gaps in the realization of thess rights would go = long wamy in
strengthening the effarts tawerds their protection. The Commission sincercly hopes ihat this
study would prove useful to Policy planners, Goverment authosities, scadewmics, NGOs,
human rights sctivists snd others, In Jight of findings browght out by this Rescarch Study, the
Commission hopes that authorities conterned would toke necessary Jegislative, excoutive snd
other mesgures for the realiztion of cconomic, sociz! and culturel rights particularly for
pecple belonging 1o vulnerable sections.

r\

%&M
(S. Ralendra Babu)

5% Decesber, 2007

Residence : 5, Tughlak Road, New Deth!-11004] *Ph ; 011-23018085,*Fax : 23017181
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PREFACE

The National Centre for Advocacy Studies (NCAS) has been working for the past
fifieen years as a resource centre for social change and is cornmitted to a himan rights
framework. Over the years, cur attempt has been to systematically strengthen the homean
rights discourse as an integral and inalienable part of the democratic ethos of the country,
with a special emphasis on BEconomic, Social and Cultural rights. As part of this endeavour,
NCAS is delighted to share a report on the ‘Study to Assess the Promotion of Economic,
Social and Cultoral Rights in India’ with you.

This study focuses on three crucial rights essential for life with dignity, namely, the
right to education, right to health and the right to food, with particular reference to the
marginalized sections (dalits, adivasis, women and children). The study was conducted in
three States of India: Maharashtra, Kamataka and Chhattisgarh,

In an era, when the dominant socio-economic and political paradigm is of efficiency
and economic growth, a study on the promotion of Economic, Social and Cultural Rights
becomes significant. Hopefully, the research findings and recommendations would helpus
in building a stronger discourse on Human Rights and facilitating the access of Economic,
Social and Cultural rights for every citizen, particularly the marginalized.

We would also like to sincerely thank and acknowledge the support of the National
Human Rights Commission (NHRC) for this study. The personal interest of the NHRC in
this smdy was ovcmhclming This opportunity of working with the NHRC is crucial for
NCAS as we believe that it is imperative for all State and non-State actors committed to
Human Rights to work in alliance for building a just and ‘rights based’ society.

In solidarity,

Amitabh Behar*

Executive Director
National Centre for Advocacy Studies (NCAS)
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S EXECU IIVE'SUMMARY-
FAa M. © 7 -
b Hurnan nghts are mherenl.. inalienable and universal in nature. nghts give
enmlements and put correspondmg obhgauans cn the State and other actors to respect,
prolecl and promote human freedom and dignity. Fot freedom and life with dignity, certain
bas:c'nghts like the to'life, to freedom of specch and expression, 1o adcquate standard of
living, to housing, work, food, health, education, etc are essential. It is the responsnbxhty of
the State to ensure that alI those lmng within i its amblt enjoy a certain level of social and
gf:'onorruc secunty wn
4 t-uHuman rights perspective entails lhat all people have the right to food and not to
starvé, the right to health and not to suffer from preveritable disease; the right to education
to have access to knowledge and information, and to decide on anything that affects their
life. However, in developmg ceuntncs like India, the growing capability deprivation,
" exacerbated' by the 'new ecoriomic'reforms and'structural adjustments, cannot be
addressed by only securing civil and political freedom, but by addressing the issues of socio-
economic and cultural deprivation, :md investing iri the realization of these rights.

H YL F I TP LTt VTR
:{ li ;Ihe present study was undcna.ken to analyze government initiatives and interventions

for realization of Economig, Social and Cultural Rights (BSCR) witha focus on the rightto
food security, elementary.education apd health care services. The study was conducted in
Lhreq Indian states; Maharashtra, Karnataka and Chhattisgarh with a focus on the ESCR of
the Dalits, Adwasxs. Other Backward Castes {OBC) and other ma.rgmahzed groups.

Methodology of the study

La- The stidy is based on primary and secondary data, withi a survey research design for
collecting primary data, and review of:literature from the govemment for secondary data.
Literatire-on the goals and. benclimarks; laws, policies,jbudgetary. aflocation and other
process initiatives of the government to respect, protect and promote ESCR'in India was
reviewed extensively, Primary data was collected-from-10 villages from.each of three
blocks, namely, Harapanaha]ly block in Devangiri district of Kamataka, Wada block in
Thine district in’ Mahaxashtra, and Bodla block in Karwardha district of Chhattisgarh. The
blocks were chosen randomly from a list of blocks that had a majonty ‘of enther Scheduled
Castes (SC) or Scheduled Tribes (8T). . . -

- [ TR i 1 ! T
Findmgs of the sludy andtrecnmm_l_:_ndahuns .- '

The | major lhrust of I.ndta s educatzon pohcy at the pnmary level is on improving
enrolment, retention, ‘arid achievernent of childfen in the 6-14 years age group in school.
The focus is on reducing disparities among, different segments of the population and
ehmmalmg gender dlspanty However. inadequate budgel allocation, dismal school
infrastructure in rural areas, hi gh dmpout rates, caste-bias, gender-bias etc have become
the hallmark of the Indizn education system.

13



The study shows that the number of girls who have never goae to school is more than
the boys in all categeries (SCs, STs and OBCs) and the total literacy campaign has Jost its
momentum. Much improvement is needed in infrastructure of ,schools, their physical
accessibility, the student teachier ratio and exploration of altemauve teachmg methods The:
mid-day meal programme also peeds to be m'tpmved Grealcr awareness. has to be
generated among the people about the 1mponanoe uf schoohng, particularly among | the
ma.rgmahzed sections, . D ;

The Indian health system is hlghly pnvahzed even lhough about half of the poor
depend on public sector hospllals for care. The pnvatlzanon and deregulation of the health
system has resulted in rising medication and drug prices: Access to health care is limited by
the fact that sufficient numbers: of medical and. paramedtcal staff are mot avmlable in
govemnment health centres. T :

. s P i

'I‘he. study shows l.hat the heaILh of STsis real.ly penlous whcn compared to others,
and systems.need.to be put in place to provide health care even to the remotest regions
where many of them live, States need to improve the quality, of health infrastructure, the
training prowded to pa:amed:ca.l staff, and the number of hospuals and primary health
centres. The concept of a usér fee was promoted to increase the efficiency of the ‘health
services, but it has proved to be a déterrent in access to government health services. The
mushrodming private health care sector nieeds to be better regulated in terms of quality and
quantity ‘of service, and some provision mast b friads to ensute that it also caters to ‘the
poor. Simultaneously, traditional healing systems riced to be rejiveiiited and should be uséd
as a support system for modemn medicine. e e

With regard to the right to food, it is clear that there is no need for more food related
schemes; wha is essential is to make a concerted effort to implement the already existing
schemes, so that they achieve what.they are expected‘to. The right to work is the-best
protection against-hunger and poverty, and in order to.secure the-right to food, right to
gamful employment necds to be addressed sxmultaneously R TTE A B

. The smdy has found that to,improve- nuu'mon. .the focus should be on pro\rldmg
nutritional cereals such as millet;bajra and jowar, instead of wheai and rice, under various
nutrition schemes. An efficient mechanism for sprcadmg mformanon about I.he existing
schemes and current entitlements is also necessary. ‘The distribution of food grains needs to
be scrutinized in the context of large amounts'of mofiey being spent bn overflowing food
godowns and their maintenance. Below- -poverty-line (BPL) families need 10 be correctly
Idennﬁcd and (he process of identifi cation must be tranSparent arrd aocountablc h

Underthe mﬂuence of the policies of globalxzaunn thc Govemment of India is cutung
dowri the welfare budget on the msistence of the World ‘Bank 'and the Intematlonal
Monetary Fund. India is thus trmlmg behind ‘in achtc\nng lhe Mlllenmum Devclopment
Geals (MDGs) as public health budgets are slashad, Based on the rescaich fi ndmgs of the

14



study we make the following broad recommendations for the realization of the ESCR of
Dalits, Adivasis, OBCs and other marginalized people: .

» Integration of rights perspective and approach to plans, policies, programmes and
Processes "

Strengthening civil society interventions to promote and ensure ESC Rights

» Greater public awareness and education on ESCR so that people demand their
rights.

» Greateraccountability of the authorities involved, and a sense of ownership amoag
the beneficiaries of the varicus programmes for realization of ESCR.

15



16




Tk el ot
Lt be . Y1

ottt

i .
it A CHAPTER 1:

¢l

._t:[}_; :‘r.’ e . - 1 n i per
! HEEN . G

** 7" INTRODUCTIONTO THE STUDY
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1 l. HUMAN RIGHTS RESPECT, PROTECTION AND FULFH,MENT

" 7HumanRights are inherent, inalicnable and universal in nature. All struggles for
hurman rights strive to create a condition where every individual can live 4 life of digaity.
Freedom from fear and want.are the basic requirements for living a life with dignity.

Freedom ffom fear and want éncompass certain basic rights such as the right-to’lifé,
fréedom of speech and expressmn. adequate standard of living, housing, work; food; health,
and education. Rights give entitlements and put coresponding obligations on the State and

other actors to respect, protect, and pmmou: human freedom and dignity.

| S PR
ﬁut thmughout human hlstory, it 15 the nghts of the m:ghty that have been uphe!d The

poor ‘have never been frec from fear and want., The supprcssmn of llberty. the lack of
equa.hty and human dlgmty. pcrcnmal hungerand malnumtlo:f morbldxty apd mortality, have
Been the lot of the poor throughout history. Rellglous dogma or cocrcwn prevented large
numbers of people from determining their own destiny. People were forced to accept the
suppression of their freedom and lowering of their dignity s a fait accompli. However,
history has also beén witness to the protests of the poor and arginalized agamsl the unjust
social order whenever Lhezr backs were pushcd to the wall

" The root of human nghts and dlgmty was found in natu:ai Iaws, a.nd all religions and,
epics dlrer,tly or md1ractly yalued human nghts and the dlgmty of the individual. It was
wester political ph:losophers such as Thomas Hobbcs and John Locke' who 1mt1aled the
modcm dlscourse on human rights. They remtexpreted thc nouons of natural law and
art:culated what can be: termed the liberal position on rights, This posmon cmphas:zed the
right_to llfe. llbeny secure possessron of property, freedom of speech, freedom of .
assoclauon, ete. The prederumance of mdmdual nghts. and the stress on the nght lo
property was, in many ways, reflecied in the intellectual contcxt of the Enlightenment, and
the economic context of the rise of Capllallsm (Samuel 2003).

17



Capitalism created a Jarge army of the labour class to rur its big industrial houses. To
. maximize profits, labourers were kept in abject poverty and penury. This created unrest and
resentment among them and led to outbussts in various parts of Europe and North America
in the eighteenth and nineteenth centuries.

Along with the iabour class, the 'ph;a.:sani class also started pressing for control over
production of what they were producing in order to better their living conditions. Gradually,
masses joined hands with labour and peasant class movements and this snowballed into
freedom movements across the world that demanded better living conc!mons {foed security,
health care, and freedom of expréssion, etc.). .. ' . ¢ L0, &

These developments laid the groundwork for the praxis of human rights across the
world, It could therefore be said that the growth of capitalism, directly or indirectly paved
the way for human rights discourse across the world. Economic, Social and Cultural Rights
(ESCR) grewasa n:amon to the exploitative capitalist regime. However, it will not be out
of context to say that Civil and Political Rights (CPR) was promoted by the industrialists
since it served to protect them from State intervention.

‘w1« Human. rights. were, cedified with the establishment of the United Nations
Organization (UNOQ) in, 1945, The UNO, for ‘the first time, listed a number ofibasic
necessities, which are considered fundamental to human dignity and human rights. The
UNQO list was elaborated in the Universal Declaration of Human Rights (UDHR) in 1948.
The UDHR was a ray.of hope to millions whose freedom and dignity had been suppressed
throughout human history. It endersed a new, humanistic'vision. and-set of principles to
respect, protect and fulfil universal human rights. Articles 1 to 22 of the UDHR emphasize
civil and political nghts whlle the other articles emphasize economic, social and cultural
nghts 'I1le UDHR was lmportam because it recogmzed basic necessities as human rights
and put correspcmdmg obhganon on States to tespect, protu:t and promote these rights. By
putting obl;ganon on States. the UDHR sought to fix responSlblhty for vnolanons of human ]
rights and to provide an appropnate response .

YR L BT T L tu o .-!‘ o

‘These basic rights were ﬁmher concreuzed in-the International Convention of Civil
and Political Ri ghts; 1966 (ICCPR) and the Intemational Convention of Economic! Social
and Cultural Rights, 1966 (ICESCR). The ICCPR and ICESCR conferred legal status on
Civil and Political nghls (CPR) and Economic, Social and Cultural nghls (ESCR). makmg
these an mtegml pan of Intemauonal human rights laws. The international hurhan nghts
law rccogmzed the mdw:snblllty and interdependence of CPR and ESCR The ICESCR
|mposes nm Gnly 'the obhg:mon of conduct (“to promote and 1o respecl )'but also the
obligation of results (‘to fulﬁl‘) The human rights perspective entails that all’ peoplc have
the right to food and not to’ s'larve, the nght to health and not to suffer from preventable
disease, the right to education to have access to knowledge and information, and 1o decide’
on anything that aﬁects theu- Ilves (Chena etall 2004:1). These laws have put legal bindings™
on all States to take initiatives'fo guarantee all these nghts to their citizens and to respect,'
protect and promote the universality of human rights and dignity,
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1.2 RELATION BETWEEN CPR AND ESCR

Any human rights approach should be comprehensive, stressing the lmponance of all
hum.an rlghts be they cml and political or econcmie, secial and cultural. This approach not
only recognizes the equal value of each right, but it is also more realistic. Rights are
inextricably intertwined with one another, and the full enjoyment of one right often requlrcs_
the full enjoyment of another (Ams et all 2003). The relation between CPR and ESCR is
thus complementary and contributory. The preamble of the Quito Conference! declared
that enjoyment of ESCR is essential to the effective, egalitarian and non-discriminatory
enjoyment of CPR. The promotion of CPR without considering the full enjoyment of ESCR
ignores social inequities and permits intolerable discrimination favouring those sectors that
benefit from the unequal distribution of wealth (ibid).

Although the UDHR accorded equal weightage to both CPR and ESCR, over the
years an artificial wall has been erected between CPR and ESCR, and more patronage has
been given to CPR over ESCR. Supporting the prominence given to CPR aver ESCR, a
sect:on of people argue that CPRs are negatwe rights and only restrain States from doing
certam lhmgs Hence, States do not néed to allocate any exira money o ensure these
nghts. But ESCRs are p0smve nghts and require States to allocate more and more
résovirces. Theréfore, there is no mandatory obligation on States t6 implement ESCR. This
view forgets that the concept of negative and positive rights appeared to be a misnomer.
Both CPR and ESCR have.certain positive and negative, ingrained, characteristics. For

- CPR, as for ESCR, States have to allocate money to maintain cousts, police forces, etc.

M. .
1.3. RELEVANCE OF ESCR

ESCR are basie entitlements that people can claim as human beings. Its constituents
are’ very iinportant for freedom and dignity. Nobel Laureate Mma Sen has said that the
lack of schooling, meagre | health care and madcquate economic oppertunities can impede
human freedom and dignity {2003. iv). Suppomng the arguments of Sen, the UN
Commmee on ESCR opined that the Tightto liven dlgmf’ fed life can never be attained unless
all basic necessitics of life - work, foed, housing, heaith‘care, education and culture - are
adequately and equitably available to everyone (www.nnhchr.ch, General Comments). It
implied that ESCR are ingrained in the human rights principles and are essential for
protecting and upholding human dignity. .

Human dignity and integrity could be impaired by social and economic factors such as
hunger, homelessness, and deprivation of other basic necessities of life. The ESCR have a
value and are an end in themselves. The enjoyment of ESCR enhances the freedom of
individuals by increasing their capabilities and their quality of life (www.hrusa.orgfhr
materials). Greater literacy and educational achievemnents of dis-advantaged groups can
increase their ability to resist oppression, to organize politically, and to get a fairer deal (Sen

'QUITO DECLARATION: Op the enfer it and cenlization of ie, social, and cueltural rights in Lotin
America and the Coribbean (July 24, 1998}
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and Dreze 1998:11). ESCR have a direct relationship with the concept of empowerment,
As individuals begin to regard ESCR as entitlements, they no longer tolerate the inaction or
neglect of their governments on these social issues. They start to mobilize and demand that
their governments fulfil their obligations to the people {Artis et all 2003).

1.4, STATES’ OBLIGATION IN IMPLEMENTATION OF ESCR

Article 2 (1) of the ICESCR has dealt with the ifnplementation of ESCR and put an
obligation on States to implement the proviso of the convention:

‘Each State party to the present Covenant undertakes to take steps,
individually and through international assistance and co-operation,
especially economic and technical, to the maximum of its available
resources, with a view to achieving progressively the full realization of the
rights recognized in the present Covenant by all appropriate means,
including particularly the adoption of legislative measures.’

The Article has some vague words like *to the maximum of its available resources’
and ‘progressively’. These words have made it very difficult to hold the State responsible
for the violation of ESCR, although many States delayed the implementation of ICESCR,
ciling reasons like scarcity of resources.

But the State cannot ask its people to wait indefinitely for access to basic rights like
right ta food, right to education, right to health, et when it is spending millions of rupees for:
defence and other expenditure. The UN Commiltes on Economic, Social and Cultural
Rights is very categorical about the responsibility of States in implementing ESCR. Danilo
Turk, the UN Special Rapporteur on ESCR has said that States are obliged, regardless of
their leve! of economic development, te ensure respect for minimum subsistence rights for
all (Centre for Economic and Social Rights 2000). Along the same lines, the UN Committee.
has affirmed that a State in which any significant mumber of individuals is deprived of
essential foodstuffs, of essential primary health care, of basic shelter and housing, or of the
most basic forms of education, is, prima facle, failing to discharge its obhgauons under the
Covenant (www.unhchr.ch,Gemeral Comments No 3).

The General Comments No 3 of ICESCR he!d the State to be the primary agency for
protecting and realizing buman rights; attaining minimum levels of ESCR is a core obligation
of the State. It considered that breaches to these very minimum levels of obligations
constitute violations of these rights, Violation can occur throuph the direct action of the
State (act of commission) and alse due to the State's failure to take steps that are required
under ICESCR {acts of omission).

Within the progressive realization paradigm, there are two types of policies that
always constitute violations of ESCR. First are policies that deprive people of a basic level
of subsistence necessary to live with dignity, ie, the principle of minimum core content.
Second are measures that actually worsen people’s access to ESCR, ie, the principle of
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'=n°n.i-egression (Centre for Economic and Social Rights, 2000).

1.5 STATUS OF ESCR IN THE LAST 55 YEARS

_,{ Although the UDHR, the ICESCR and other intemational humau nghts conventions,
treaties and declarations accorded equal importance to ESCR and CPR, in practise ESCR

remained a policy mirage. Both CPR and ESCR were entangled in the mess of cold-war
politics amidst ¢laims and counter-claims. The Quito Conference of July 1998 commented
that during the last 55 years, ESCRs have not only been systematically threatened and

violated, but were also widely unknown and ignored. As a result, unlike CPR, ESCR does
not have a coheswe, comprehenmvc or recognizable framcwork, but rather exists as bits
and pieces of programmauc ob_;ectwes, which States may tre.at as negouahlc and wlnch
lhercfom can bff withdrawn of mhemuse compromlsed (Manama 1998).
-~ “‘C”"" " wie At dipet y

e ESCR was buried in the slush of cold-wa.r politics. As a result, the jurisprudence for
ESCR was not created. Hence, it was very difficult to fix responsibility for violations of
ESCR. At the same ume. there was also no pressure from civil society to force policy
makers fo réspéct and promote ESCR. People' were given: to ‘understand that’ CPR alone is
huma.n rights and’ lhal ESCR w1ll follow CPR.

In India, peoplc were soon disillusioned with this approach when post-1980s it was
scen:that advecacy of the growth-based development model along with-priority of CPR
could not pm\ude dlgmty and fmedom lo m11110ns of peoplc whose nghls were snatched

N i )
away. X

LIV T v
:The intematiopal commnmty reahzed l.hat unul and unless priority is shlfted towards
human development and promotion and fulfilment of ESCR, human dignity and freedom of
*marginalized people could not be protected and ensured. This realization of the intergational
community was articulated in all intemational conferences'and conventions sponsored by
the United Nations. Meanwhile, the United Nations Development Programme (UNDP)
.came out with a new Human Development Index (HDD and pubﬁshcd its first Hurnan
.Development Report (HDR) in 1990..Thke HDR mclude,d all the major provnsos of the
ICESCR. " o ; _

" However, cwll society orgamzauons have realized  the Timitation of micto-level
.development interventions and poverty eradication programmes in questioning the politics
.and policy framework that perpetuate deprivation. They played a ma_;or role in creating a
'dgscourse that made ESCR an integral part of the human tights praxis:

16 RECOGNITION OF ESCR IN INDIA

India signed the ICESCR in 1979. However, long ago, the Indian Constitution
incorporated atl the major provisions of UDHR, ICCPR and ICESCR in Chapter Il and
Chapter IV of the Indian Constitution. Unlike in UDHR,"in the Indian Constitution, a
distinction was made between CPR and ESCR much before the intemational community
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divided these two sets of rights in 1966 into two intemational conventions - ICCPR and
ICESCR.

R (AR 0o

All the coraponents of CPR were incorporated under the catcgery ‘of Funldmnental
Righis (FR) in Chapter III of the Indian Constitution, and all the components of ESCR were
incorporated under the category of Directive Principles of State Policy (DPSP) in Chapter
TV. India’s Constitution’ makers .gave the upper hand to fundamental fights.over the
directive principles’ by. making implemientation of fundamental rights :obligatory. and
]ustmlable, and implementation of the directive pnnc1ples (}pthIlal and non~1ust1c1able

4

Intcrpretmg lhe nature of the d:rectlve prmc1ples the chalrm.an of the const:tuuon
dradting comrmuee B R Ambedka: opmed that the duecuve prmmples wou]d be the guldmg
principles of governance, and each succcsswe gavemmem would have to lmplemenl these
principles under public pressure, Article 37 6f the Indian Constitution says that the directive
principles are fundamental in the governance of the country, and it shall be the duty of the
‘State todpply these'principles: ..« M m.oge oy LML

Legt ., £y et

However, there is no gamsaymg that 'the Iudla.n gavernment never, whole—hearted]y
pursueﬂ the 1mplementallon of the directive pnnc1ples Rather, the government dllly-dalhed
on the implementation of each principle pleading alack of resources. The Indian leglslature
also did fiot pass strictures against the government for not takmg thei mmatwe o unplement
the provlsmns of the dlre.cnve pnnmples oTes :

i The DPSP slarted geltmg “some unfmﬂance when lhe judtcrary chlpped m and
mterpreted its underlying principles. When the Emergency imposed in the mid 1970s was
lifted, the courts played a significant role in promoting ESCR by accepting Public Interest
nganon cases (PIL), The PIL has provided a:legal framework for ESCR. in-India. The
Supreme Court, while delwenng judgments in Mathew, J. in the Fundamental Rights case,
ruled that, in building up 4 just social order, it is'sometimes:imperative that fundamental
rights should be subdrdinited to directive principles (Ravindran 2000:879). In another case,
Justice V'R Kiishna Tyer commented that fundamental rights and the directive principles
_ are complementary, neither part being superior to the other (V-RiKrishna Iyer, Lin-State of

Kerala vs N. M Thomas, 1976) (ibid: 367). In the case of Francis Coralie Mullin.vs the
Adﬁumstrator. Umon 'Ibrmory of Delhl (1981 2 SCR 516) (xb:d 529), the Supreme Court
declared:” T

LRI AT M - ST B - LAY
- “The right to hfc mcludes the nght to Iwe -with heman dxgmty and all thax S
gees with it;namely, the bare necessaries of life such as adequate nutrition,
clothing and shelter and facilities for reading, wntmg and expressing
oneself in diverse forms, freely moving about and mixing and commingling » 1.
with fellow human bemgs

TeEn g W iy .3 R * ul

+ The Right to Educatzon was upheld for the first time in Indra‘ in Unm Knshnan vs
State of AP ([1993] 1 SCC 645) which raised the right to compulsory education up to the
age of 14 years, to the level of a fundamental right. Similarly in Bandliua Mukti Morcha vs

22



Union of India, in 1984, the Supreme Court held that the 'right to life” must include the'right
10:health for the enjoyment-of human life with dignity; and that °...neither the central
govemment nor any state government has the right to take any action which will deprive a
person of the enjoyment of these basic essentials’ (Sengupta 2004).

*%"qhus, the courts in India have related healthcare, food security and elementary
L Eidss to the right to life (Article 21) under the Constitution making these rights
justiciable. These judgements enabled civil socisty organizations to mount pressure on the
govemment to.make all these.rights fundamental rights. For example, under the 86th
constitutional amendment, elementary education has been made a fundamental right under
the Constitution. Now civil society erganizations are demanding that the right to healthcare
and the right to food be made fundamental rights (Art 21) under the Indian Constitution.

1.7. RELEVANCE OF STUDY ON ESCR IN INDIA

~ .Any, study on ESCR serves two purposes: one, that civil society organizations and
common people will come to know what steps the State has taken to fulfil the provisions of
ICESCR, and two, the State also comes to know how far its initiatives in providing ESCR to
its citizens have been successful.

- On the basis of the findings, the State’s accountability towards fulfilment of ESCR to
st citizens can be understood. As the Human Development Report 2000 states, information
Yand statistics are 2 powerful tool for creating a culture of acconntability and for realizing

h”ﬁ“m‘iﬁ'nghE(UN'DE_’}?.OOO) Oﬂiéﬁisg!lcuquqn'ics_ that ratify or accede to specific human
'rights;‘.'i'q'gtmmems;‘ga;.:no}nqsscss thieir,,own performance in promoting meaningful
realization of the enumerated tigl'llts. Further, without effective monitoring, States cannot be
held accountable for implementation of, or-be made liable for, violations of these rights
_(Chai)m.an, R A, www.3aas.org)

. . /

| Indian society is a ‘highly inequitable society where the richest 10% per cent
consumes 33.5% of resources and the poorest 10% gets only 3.5% of resources (UNDP
2003). Aroand 233 million people are chronically bungry. As per the recent estimate of the
National Sample Survey Organization, 16 families out of 1600 in rural areas and three
fé_':pilies out of 1000 in urban am:;s do not have two square meals throughout the year. The
Govemiment of India ‘claims that’ otily -26% people are living below the poverty line.
Hoviever, according to the Altemative Economic Survey 2000-01 based on the National
Sample Survey Organization figures, the number of people living below the poverty line in
rural areas increased from 35% in 1990 to 45.3% in 1998. In the urban areas.the number
remained roughly the same at 35% over the same period (Alternative Economic Survey
2000-01). The World Bank estimates that 34.7% of the population is living below the
poverty line (under $1 a day) in India (UNDP 2003). '

rs Around 51% of the population does not have sustainable access to affordable
essential drugs, The infant mortality rate is 68 per 1000; the under-5 child mortality rate is
93 per 1000; 26% of children are underweight and 24% of the population is undernourished.
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The maternal mortality ratio is 440 per-1,00,000, and 72% of the Population does not have
access to improved sanitation. A total of 16% of the Ppopulation does not have access to

sustainable water sources. Mortality due to malarja js 3 per 1,00,000 population, mortality

dnd 'c:d'mer_rof the country, Woimen and childrén accomnt for 739%of those living below the
poverty line. : -“ - ’ o

- ke S

Around-35% of the population is stili groping in'the darkness of illiteracy. About 50
million children are out of schaol. Among children between sik and ten, the total enrolment
15 86%. Bven if the enrolment is high, the dropout rate is over 50% by the time the students
move to high school. The Gender Parity Index is 0.82; that mens that for évery 1000 boys
enrolled, there are 820 girls seeking admissicn (UNDP 2003). .
: st ra BRemogn,y 4T e v
Due to the onset of globalization, the Government of India is cutting down its welfare
budget on the insistence of the World Bank and the International Monetary Fund (see
Table 1 below). : L

'lhblel:Cenh-nIGovemmen'texpenFIihue ' e
“'1_“.).;pes;fExpenditure ‘ Pn‘:-_rcfnrn; period 1985.90 |, _l'_lg:_fonnpc'rideS_‘M:W '
TET e . Ttototal. | Ftototal @ttotal | % to'total
el xpenditire | (GOP | Cepentinive | g
Plan Expenditure ' 35 68 17 23 43
quelbpmem.E;p‘ . 564 13_5__ | w0 . 85
Capital Experidiure’ . T n1 40

" The table shows that development expendituce has fallen by s such as 3% of GDP,
tie bulk of which comes from a drop in welfare expenditure. (www.peoplesmarch.com,
Economic and Political Weekly, March 4, 2000.)

The Indian government is boasting that the Indian economy is booining with a growth
raté of 8%, but the deteriorating social sector in India punctures the boast of a ‘fee] good’
economy. Only last year, in 2006, 1.25 million children died. Indiajs trailing in fulfilling the
Millennium Development Goals (MDGs) because of non-aHocation of requisite money;
Indiz needs only US 3900 billicn to meet the MDGs,

Against this backdrop, this study itas been undertaken to find out to what extent India
has fulfilled its obligation of providing ESCR to its citizens under the proviso of ICESCR,
The study focuses on three rights: the right to education, the right to health and the right to
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food. The study has documented the various goals set by the :govemment (laws and
pohclcs. budgetary allocation, building of mfrastmcmre. available human resources, etc)
and pmgrammes initiated t6 meet the goals and whether people are enJoymg these rights.

1.8. OBJECTIVES OF THE STUDY \
The objectives of the study are: . .
g T e LN A TR 4 ’ i ' t -
« To analyse the Government’s initiatives and intervention in terms of allocation of
-1+ n~f pesources for the realization of ESCR, especially ‘the rights to food, health and

education, with pamcular reference to the marginalized (Adivasis, Dalits, women
and children); " :
f thoa e

= To understand how far people are gethg bcneﬁts from govemment mmau\res
pcnmnmg to ESCR. bor

{‘3 W lr i,-

1.9. METHODOLOGY OF THIS: STUDY i .

po_vr

1. Research Design S R AL LI AP R S

We have adopted the survey research design to collect the primary, data. Besides, we have
done tan: extensive- review, of, the literature -to, know, the: goals and benchmarks, laws,
pehc:eS. budgetary allocation and other process initiatives of the government to respect,
protect -and ; promote. the ESCR. in_India. Further,- we-have scanned literature of, the
govemment and other sources to document the macro-level outcome related to ESCR in
India: We have also resorted to case study research design to understand the role of civil
society groups in facilitating people to claim on ESCR.

2. Area of the study

’
T t AL ] PR L+ LI

Thc study was conducted m Lhtee. states of Indla ﬁaharashtra, Kamataka
Chhamsgaxh From lhcsc th:cc stales pnmary data was, co]lected from Harapanahally
block of De\rangm dlstnct m Kamalaka. Wada block in] 'I‘hane dlsmc( in Maharashtra “ard
Bodla block in, Karwardlm dlstnct of Chhamsgarh 'Ihcsc "blocks 'have been chosen
randomly from the hst of l;lchs that have a mjonty of elthcr Scheduled Castcs (SC) or
Scheduled Tribes (ST).

3. Selection of Respondents

« Tt g [

The respondents of the study were selected in the following ways:
»  Ten villages were selected randomly from each selected block.
~w  From the selected villages, a list of BPL cards was collected.

s From the BPL list the name of SC, ST and Other Backward Castes (OBC)
families were identified.

» From the identified families 10% of families were selected applying the simple
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random sampling method. R R R "I

o SRR gt

.+ This the simple in'each it i 106 (k105 ramiiel and the total Samplé for the
study is 300 (100x3) families. = ~ - CTTRT R e
4. Data Collection fobd L iy g

Secondary data has been collected through review of literature fi"brh the government
and other reports brought out by other civil society organizations: Primary, data has been
collected through a structured interview schedile. Besides; researchers undertook lengthy

discussions with the people o cross-verify data. . REEES T
- Y IR LS

5. Focus of the Study o
1 e 1 e v

- [ LI S T PR L .

Unlike other development research, human rights research focuses.on the rights of
the marginalized that have been denied them., Hence, the study focuses on the ESCR of the
Dalits, Adivasis, OBCs and other marginalized People. 1ir g v ;o g, .

1.10. LIMITATIONS OF THE STUDY : DT L T

" ICESCR coveis a large area’ Besides, there is no standardized ¢oncept to condudt
study on'each provision of ICESCR. However, due to the paucity of time we could oaly
cover Right to Education,' Right to Health Care.and Right to Food. Besides, this ‘shidy
covered three states; and primary data was collected ‘only’from one'development block
from each'state, Another major limitation of the study is prevalence of eitherof the required
population of SC/ST/OBC in the studied states, Chhattisgarh; Kamataka, Maharashtra, 1!

G?"’.l 'R L "'rt‘:_:.l i ‘ e " -
1.11. CONCLUSION
LE S L -
. n this Chapter, we have set the background for the study of economic, social and
cultural rights, In the followiig chapters we go into the three rights thiat are {He focus of thi

study namely, the ight to education, the right to health care and the right to food! In Chapter

Two, the realization of the }'ig'ht'té!'educa_t.ijjjg"i_s. examined sing both primary and secondary
data, The Chapter threé deals with the right 0 health ¢are, and ‘Chaptet folur, the right to
food. In the concluding Chapter, an assessment is made with regard to these rights.

el PR eeg
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CHAPTER 2:

RIGHT TO EDUCATION

2.1. INTRODUCTION

Education is a fundamental human right. It is considered central to the realization of
both ESCR and CPR. 1t is the primary vehicle by which economically and socially
marginalized adults and children can lift themselves out of poverty and obtain the means to
partici-pate fully in their communities, It has a vital role to play in empowering women,
safeguarding children from exploitative and hazardous labour and sexual exploitation,
promoting human rights and democracy, and protecting the environment. (General
Commcms of UN Committee on ESCR No 13,1999).

22, INTERNATIONAL 1NITIATIVES '

-The U'DHZR. the ICESCR, the Convention on the Elimination of All Forms of
Discrimination against Wemen (CEDAW), the Convention on Elimination of all forms of
Racial Dlscnnunanon (CERD) the Convention on the RJghé of the Child (CRC) etc have
unequivocally recogmwd this right. Articles 13 and 14 of the ICESCR have dealt at length
with the State’s obligation to respect, protect and fulfil the right to education of its citizens,
The Committee on Economic, Social and Cultural Rights, in its General Comuments (11 and
13), specifies the responsibilities of States in providing education to all. Besides, the General
Comments provide a framework for launching any study on right to education.

i In the World Conference on Education for All (EFA), held at Jomtien in Thailand in’

1990, 155 countries, including India, made a joint declaration to provide primary education
to everybody by the year 2000. In the Dakar Conference, held in Senegal in 2000, a
framework of action, popularly known as the Dakar Framework of Action, declared that
every child, youth, and adult should get education by 2015 (see Box 1).
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Box 1:
Global Initiatives

Adticle 28 of the Convention on Rights of the Child (CRC), 1989, says that the State
shall do the following:-

= Make primary education compulsory and available free to all.-

= Eucourage the development of different fonns of secondary education (including
general and vocational education) and‘make thern’available and accessible to
every child. The State is also expected to introduce free education and offer
financial assistance to those who need it.

= Make higher' education accessible to all.

= Make educational information and vocational gmdanee available and accessibla to
mllchtldren B T " ; §

*-The Wotld Conférence on Ediication for All 'he!d in 1990in- Jomtlen, Thailand,
1marked a joint commitment by 155 nations and tie United Nations to universalize basic *
leducation Znd eradicate llhlemcy The wsmn of the Jomtien Conference was! v

T

s ExpahSton of ea:ly chlldhood care a.r_id deirelopmemal actmtxes especwlly for -

poor, disadvantaged and disabled cluldren o

» Universal access to, and completion of, pnmary educanon by the y year 2000,
[P be ot i)ty =
s Improvement in leaming achievements. Reducnon of adult tlhlemc;' rates by one

z. :halfof its 1990 level by the year 2000 with suffi otent emphasns on female literacy.

borTe iy

) Expansxon of basw educanou and tremmg' ?m other essentlal Skitls requu'ed by
youths and adults, and mcreased aequlsmon by mdmduals and falmlles of the”
knowledge, Skl]]S a.nd va.luee reqmred for bener Imng and sound and sustamahle
development ‘made avmlab!e through all educahon channels mcludmg the ma.ss -
medla. olher forms of modem and Iradmonal comminication 2nd soc:al acl:on

[EEE T A

182 countries arteoded the World Education Forum at Dakar in Senegal in 2000 The -
Dakar Framework of Acnon [as been adopted by all of them.

s It recogmzes the rlght to educauon asa fundamem‘.a] human nght

MERES 'I"rlala; oy

.
a It feaffitms commnment to I.he expanded thon of education as articuldted in
Jomten. - S SV 0y

» It calls for renewed action to ensure tﬁat every child. 'youth and adult receive
education by 2015.
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23. NATIONAL INITIATIVES ~ ~ =~ -

In Indxa. underthe colomal reglmc. dlfferem Educatmn Commissions a.nd Committees
in 1882, had recommended that the State give maximum gmphnsts_t_o elementary education.
At the Congress meeting in Wardha in 1937, a committee was constituted under the.
cha:rmanshlp of Dr Zakir Hussain, which argued for eight years of education. The Kher
Comumittee set up in 1938-39 argued for eight years of compulsory education for children
between, the ages of 6-14 years. The Inter-University Board suggested eight years of
compulsory cducanon sta.rtmg from the age of five. The Central Advisory Board jof
Educatlon "(CABE) sét up by the British government in 1944, rex:ommended free primary
education for all children between the ages of 6 and 14. The CABE emphasized the
1Emportance of universalization of education and human resources dc\relopment

i After independence, our constitution makers' accorded the highest- importance™to
education and msened vanous provlsmns inthe consntuuon (see Box 2), Article 45 of the
Constitution assumes spcc:al importance be¢duse among all the provisions of econormic, .
social and cultura] rights which were included in the Directive Principles of State Pglicy, a,
specific time frame was given only to provide elementary education to all children.

To streamline the education policy, the Government of.India (GOI) constituted the
Education Commission {1964-65), popularly known as the Kothari Commission, which
recommended five years.of-primary education-for-all children-to be achieved-within 10
years, and.seven,years of elementary education within 20 years. The GOI declared the
National Pelicy on Education (NPE) in:1986, which.set the target of achieving universal
primary education(for;age-group .6~I1 comesponding- to classes 1-¥). by 1990, and
Universal Elemcn!.ary -Education (for age-group 6-14 comresponding to classes 1- V]Il) by
1995. ., %L, vabn .ot * I i L / i Lo

Additionally, the GOI particigaied i the Tomtien Corifsrenicé and agresd to ifiplernent
the vision of-the.conference. Accordingly,.the GOl modified. the national .policy.on
educanon in ‘1992 through ancther Programmie of Planning (POP), to achieve this
objectwc The Supreme Court of India, in the Unm Krishnan case in 1993, declared
education as a fundamental fight.~ - &, woe ST

[ - [ -
- Pl . . -
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Box 2:
Ind:an Cnnsututmn and the nght to Education
Part III Fundamental nghis N

Article 28: Freedom as to, ancndancc at rehglous instruction or religious worship in
.certain educzmona] institution. - : :

Article 29(2) No citizen shall be denied ndm:ssmn inta any'educational institution
‘maintained by the State or teceiving aid from the State on the grounds of religion,
race, caste, language, or any of them.

Article 30: Rights of minorities to establish and administer educational instirations.
Part IV: Directive Principles of State Policy
Article 41: Right to work, to eduvcation and to fmb'lic assistance in certain cases.

Article 45: Free and compulsory education for children within a period of 10 years
after the enforcement of the constitution.

Article 46: Promotion of educational and economic interests of Scheduled Castes,
Scheduled Tribes and other weaker section;.

‘The GOI also sent its representative to the Weeld Education Forum at Drakar, Senegal

in 2000, Back home, ihe GOI launched the Sarva Shiksha Abhiyan (SSA) in 2000 (sec Box

3). Elementary education has been made a fandamental right under the 86th amendment to

the Constitution.- Bcsndes, a central legislation, the Free and Compulsory Education Bili
2004, has beeq introduced to provide and ensute education for a1l children, And a total of 19

states have passed legislations related to compulsory education (sce Table 2).

Box 3:
Sarva Shiksha Abhiyan (SSA)

»  Allchildren in school, Education Guarantee Centre, Altemative School, ‘Back
to School’ Camp by 2003

v All children to complete five years of primary schooling by 2007
»  Alichildren to complete eight years of schooling by 2010
»  Focus on quality elementary education with emphasis an education for life

= To bridge all gender and social category gaps at primary stage by 2007 and at
elementary education level by 2010; and universal retention by 2010,
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+Table 2; States and the Right to Edueation

Name of the A!:{'nnd Year

Mo | States '

1 Andhra Prade.sh The Andhra Pradesh Education Act, 1982

2 Assam - The Assam Elementary Education Act, 1974

3 Bihar The Bihar and Orissa Primary Education Act, 1919, as amended in

1945

4 Chandigarh The Punjab Primary Education Act, 1960

5 Delhi The Delhi Primary Education Act, 1960

6 Goa The Goa Compulsory Education Act, 1995

7 Gujarat The Gujarat Compulsory Primary Education Act, 1961

8 Haryana The Punjab Primary Education Act, 1960

9 Himachal Pradesh The Himachal Pradesh Con}pulsory Primary Education Act, 1961
10 Ka.mal:aka The Kamataka Education Act, 1983 (Act No 1 of 1995)

11| Kerala The Kerala Education Act, 1958

12 | Maharashira “The Bombay Primary Bducation Act, 1947

13 | Orissa The Bikar and Orissa Primary Education Act, 1919, as amended in

’ 1945

1 | Punjab The Punjab Primary Education Act, 1960

15 | Rajasthan The Rajasthan Primary Eduveation Act, 1954

16 | Skiim The Rajasthan Primary Education Act, 1964

17 | TamilNada “The Tamil Nadu Compulsory Primary Education Act, 1994

8 | Uttar Pradesh ' The Uttar Pradesh Primary Edvcation Act, 1919
‘19 ' | West Bengal ‘The West Bengal Primary Education Act, 1973

As'far as the hudgeta.ry a!Ioca!:on for r:dumuon is concerned, Thble 3 shows the resource
allocation in all the five-year plans in India.
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Table 3: Expenditure during the plan penocls' oneducation

Five-yearplans (outlay) - Planexpenditureon | Plan total expenditure ou
HEementary education different sectors of education

- - ""  (inRserores) , - y (in Rs crop;s)

FirstPlan (1951-56) - soErew |- 1510

Second Plan (1956- 61) .950(34.8%) 2730

Third Plan (1961-66) 2,010(34.0%) 5890

Fourth Plan (1969-74) 3,743(43.0%) 7774

Fifth Plan (1974- 79) . soBeLE) 11,435

Sixth Plan (1980-85) © BA14(20%) 26,187

Seventh Plan (1985-90) 28,494 (37.0%) ' 76329

Eighth Plan (1992-97) 1,03940(47.7%) 218,001

Ninth Plan (1997-2002) " 1,63,696(65.7%) _ 249084

Tenth Plan (2002- 2007) 2.87,500(67.0%) 4,23,'500.

Source: Five-Year Plan Documents, Planning Comunission and Analysis of Budger Expenditure,
Ministry of Human Resource Development, .

The above table shows that the first five-year plan allocated 57% of the total
allocation on education to elementary educaticn. However, from the Second plan onwards,
budgetary allocation for elementary education®came down Iill the Eighth plan. The:
proportion of budgetary allocation for elementary education picked up from the ninth five-
year plan. The Tenth ﬁve«year plan allocated 67% of the total allocation on educatmn to
clementary education. .

The election mamfcslo of every major polmcal parly has cmpha:.lscd ralsmg the
public expenditure on education up to 6% of GDP. Yet (ke ratio of public education’
expenditure to GDP has actually declined in the 1990s under successive governments, from
apeak of 4.4% in 198910 2.75% in 1998- 99. The state governments have tended to refrain
from major expanstons of public expenditure on education, As a result, public expenditure
on elementary education declined in the majority of states in the 19905 (Dreze and Sen
2002:170).
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Tuble 4: Decline in states’ expenditure on elementary edacation

STATES % share of elementary education expenditure
in niet state domestic produet
1990-91 1997-98
Maharashtra 12 13
Orissa 25 28
Assam 26 37
Karnataka 20 19
Himachal Pradesh 41 ' N/A
Rajasthan 24 25
Haryana 12 il
Gujarat 19 16
Tamil Nadu 23 18
Madhya Pradesh 20 19
Andhra Pradesh 15 12
Kerala ) a3 21
Bihar 33 36
Uttar Pradesh ' 25 ) 20
West Bengal 15 , 10
15 st;}tes!combined 20 :’ 18

Source: India Development and Parsicipation (2002). pp-169.

. Box 4: Expenditure on Education, Art and: Culture

The combined expcndimre {on education, art and culture) in central and state
budgets has registered a significant decline from 3.3 % of GDP in 1999-200010 2.8 %
in 2004-05 (BE). This confirms the fears expressed by many that even though the
Union government has been stepping up its budgetary allocations for education in the
recent past, the overall allocations for this sector could have fallen because of cuts in
social sector spending by the states. This is a consequence of the fiscal crisis of the
states in the post-liberalization era, especially since the late 1990s.
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Table § Expenditure on Education, Art and Culture in Union and stafe budpeis (19@6-97 1o 2004-05)

: - | Binendilure] - Combined GLP at Expendi- | Expendi- Com-
Eigc;dgm_ . ‘P:,I:,m expenditurs | current | ture from | twre from bined
e om |~ Unien budgets from Unien | - market - Union budgets expendi-
pudget of alf the and state prices bodpet of all ture
on saes on tudgens isos states from
vear® ~ | Education, | Education, on % of GDP a8 the
'Ant & Al & Educaticn, % of Union
Cultare Cultare Art & GEP and
! Culture state
budgéts
oz % of
[Rs. crare} {Rs. crore) ! (Rs crore} | (Rs. crore} GDP
1996.97 4158.98 | 33540.62 37154.14 | 1368208 0.30 2.46 2.7
1997.98 521658 | 3764044 423128 1522547 0.34 2.47 28
1998-99 7027.33 | 46401.72 32595.66 | 1740985 0,40 2,67 30
1995-00| . 8050.8 56436.8 63173.73 | 1936831 0.42 292 313
2000-01 8730.15 | 56707.84 63756.02 | 2089500 0.42 2.71 3.1
2001-02 9002.95 | 60303.02 GTEE1.45 2271984 0.40 2.65 3.0
2002.03 10177.01 61571.5! L TI117.38 2463324 0.41 2.49 2.§
2003.04 11379.77 | 70144.88 81221.5% 2760025 _0‘41 2.54 2.9
(RE) .
2004-05 [2330.71 | 73876.64 85711.73 308561 4.40 2.38 2.2
(BE)
Notes:

(1) In the figures for Combined expenditure from Union and state, budgets, inter-
govemmcmal transfers like grants and Ioans to the states have been netted in Lhe
process of consolidation.

(2) GDP at current market prices refers to the 1993-94 series released by.the Central
Statistical Organization,

(3) Expenditures from the Union Budget, presented above, include those of the Unicn
Territories, which do not have legislatures. Delhi has been included in the states,

Source:. Amitabh Behar, Subrat Das, Debdulal Thakur, ‘Reaching the Exciuded: Need for
“New Imagination”', NCAS- CBGA, 2006

2.3.1. India’s progressive achievement towards education
Reach and access;to elementary schools: As per government estimates, India

has made progress towards Universalization of Elementary Education (UEE) (see Table
6).
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Table 6: Result of government efforts towards UEE

. Number of Institations (in lakhs)
1950-51 1995-96
Primary Schools (1Y) 210 590
" Upper Primary Schools (VI-VII) 013 171
 Total p 223 761
Number of Teachers (in lakhs)
+ Primary Schools (V) CETI 1740
' Uppér Primary Schools (VI-VIID) 036 uss,, L, -
, Total . 624 29.05
GrossEarolment, Lo
Primary Stage )
ToulEnolientGomillion) | e, 10973
- ..GrossEnrolmemRano parcentage-— .- 431 - 104.30
UpperanaryStage IR o - - —- =
'Ibta.lEnrolment {in lmlllon) - . 31 4101-
' Gmss Enrohncnt Ratio percentage 120 &3 !-

Saun:e www:m.or;g inffanshala/janl1999

p 1o However, many villages in India do not have primary and elemmaxy schools within § i
reach Acoordmg to the Sixth All India Educanonal Survey, out of the 10.6 lakh rural
hablta.tlons. 8.84 lakh (83.4%) had primary schools within the national norm of 1 kem. Thus,
16.6% of habitations were not served by primary schools within a distance of 1 kn. In cise
of upper primary schools; about 23.85% of habitations were not served by upper primary .
schools within the official distance of 3 km. Further, with the setting up of fore and more
pnmary schools, physical chstancc might have receded but what about the social distance?

i In'many areas, villages are, dmded into separate hamlets and children from one
hamlet may be reluctant or unable to go to school in another hamlet due to caste and other
socla] digparities: Only half of all hamlets in rural India have primary schools, and in states
like Uttar Pradesh, the proportion of such hamlets is as low as 30% (PROBE Report'
1999; l) ‘Atotal of 4.3% girls and 3.5% boys have never gone to school bécause schools are
fa.r away from the:r homes. Besuies, 3. 9% of glrl.s in rural areas havc dmpped out for the

Infrastructnre_ln.schools. Thc S:xth All Indla-Educancual-Survey also. revealed
that about 41,198 primary schools and 5,638 upper primary schools were being run in
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thatched huts, tents and epen spaces; about 4,000 schools were without teachers; and
single teachers were running 1,15 lakh primary schools. As per recent statistics, around 5%
of primary schools do not have any classrooms at ail, and another 15-20% have only cne
classroom, Aboul 40% of schools do not have safe drinking water, and only 15-20% of
schools have separatc toilet facilitiés for girls.

at |

. Only 15% of schocls have two classtooms, two teachers, basic leaming kits and
leachcr r Lraining onentauon (Govinda 2002:12). Some 20% of primary schocls are run by a
smgle tencher, 61% of primary. schools have no female teacher, and 26% of schools have
a teacher-pupil ratio above [:60 (Dreze and Sen 2002:167).

- Dropout rate in schools: Even those who are enrolled are not finishing their
elemeniary education. The first-ever Human Development Report of India (2001)
menticned that even those wha are enrolling in school do not continue with their education.
As per the recent statistics available, of the students enrolled in classes I-V, over 40%
dropped out in 1999-2000 as against 38.2% in 1997-98, and nearly 55% of students enrolled
in classes 1-VIII dropped out in the same year as against 50,7% in 1997-98.

Table 7: Reasons for children not attending schoo! in India (1998-99)
{Children who have never attended school)

Reasons Rural Usbran Total
Fomle | Mz |Female | Mde |Fermle | Mk

School.too far away 1 a5 38| 28 13 43 35
Transport not available 1 o7 06 06 02 07 0.6
Education not considered necessary 131 78| 129 6.l 131 76
Required for houschold work 155 a7 96 46| 149 64
Required for work on farm/family business| 34 52 12* 28 32 49
Required for outside work for payment 26 43 29 46 26 44

in cash or kind _
301 285 2145 262

Costs tgo much ' |, B8 258

No proper scheol facilities for girls 26 oo L1 an 25 0o
Required for care of siblings a0 09 1.7 056 29 Q9
Not intcrested in studies 159 257 1587 265 158 258
Other 128 | 170 186 [ 219 134 176
Don't know 21 20 28 30 22 22
‘Total percent 100,0 | 100.0 ) 100.0 | 100.0 | 100.0 100.0

Source: ‘Women and Men in India’, 2001, Ministry of Statistics and Programme
Implementation, Govt of India
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A National Sample Survey Organization (NSSO) survey for the year 1995-96 showed
that the dropout rate increases curmulatively with the level of education. It was estimated
that of the ever-enralled persons in the age group 5-24 years, 21% dropped cut before
completing primary leve! education. Half the children dropped out after attaining middle
level school; over three-fourths dropped out before attaining secondary level, and 9 out of
10 persons ever earolled could not complete their schooling. The children from poorer
sections of society drop out in the early stages of education, while those from the better off
sections drop out at later stages (Planning Commission 2001:56).

Table 8: Reasons for children not attending school in India (1998-99)
{Children who have dropped oat of school) .

Reasons Rural Urban Total
. Fonale | Mzl |Femule Mae [Fenle M

School too far away 59 10 10 0z 48 08
Transport not available 16 04 02 01 13 03
Further education not considered necessary | * 43 23 54 24 45 24
Required for household work 173 87| 147 57 167 80
Required for work on farm/family business| 29 92 16 47 26 80
Required for outside work for payment 37 59 30 113 5 103
in cash or kind . :

Costs too much 114 133 170 152 126 138
No proper school facilitics for girls s oo 12 00 30 00
Required for care of sii;lings 23 06 15 02 22 05
Not interested in studies 248 | 400 _f302 425 | 260 406
Repeated failures _ 37 |.53| & 60 | 42 55
Got married 85 02 49 01 77 02
Other . | 6| s3| s2 | s8| 66 | ss
Don't know : 40 33 51 53 42 42
Total percent : 100.0 |180.0 (1000 |100.0 (100.0 | 1000

Source: “Women and Men in India’, 2001, Ministry of Statisiics and Programme
Implementation, Govt of India

Elementary education of girls: Nearly 40% of women are unlettered in India. Only
43.6% of girl children take admission in primary school. Of these, only 40.1% take
admission in middle schools (see Table 9). The dropout rate is higher for girls. It was 42.3%
for classes I-V and 58% for classes I-VIII in 1999-2000 (Planning Commission 2001).
Intra-female disparities between rucal-urban argas and among the general population,
Dalits, Adivasis, Cther Backward Castes (OBCs) and some minorities are sharp.

37

2,4



'I‘.'lble 9: Percentage of girls® enrolment at Elementary stage

Co Yc,aa_:s . Primary School{1-V) Mldd]eSd:ool(VIvm)
" w051 | 281 T
'-. N 1, 196060 0 b 326 . ’ 739
' « 1970 . 374 293 |
198081 86 ' - 29 L .
* 199091 - . 415 B Y L
1997.98 RGPy a0l

Source: Department of Education {various years), Ministry of Human Resource Development
{GO1) as reported in India Education Repor: 2002.pp-37.

Around 15% of girls have never gone to school because of the pressure of household
‘wcrk. and cirrently, 17% of girls are not going to school after being enrelled for the same
reason (National Family Health Survey -'II 1998-99, www.indiastat. com),

' Elenientary educaticn of Dalits: In the mid-1990s, barely 41.5% of Dalits in raral
JIndia were literate, and only 62.5% of children in the 6-14 age group had been enrclled in
school at any point of time (Nambissan and Sedwal 2002:72). The progress of schooling
‘among Dalit children (5-14 years) has been relatively poor compared to that of the general
population, Schaol attendance rates in rural areas in 1993-94 were 64.3% for Dalit boys as
compared to 74.9% for non-Dalit boys. A total of 66.6% Dalits dropped out in 1997-78 as
compared to 60.5% for the general pepulation (Planning Commission 2001). There are
more non school-going children and dropouts among Dalits. A total of 49.35% of Dalit
students drop out at primary level, 67.77% at the secondary level, and only 22:35% Dalit
stedents cross the'secondary education (ibid).

Elementary education of Adivasis: The Sixth All India Educational Survey (1998)
shows that 78% of the Adivasi population and 56% of Adivasi habitations have been
provided primary schoels within the habitation area. Another 11% of the Adivasi population
and 20% of Adivasi habitations have schools within a 1 km radius. The propottion of
Adivasi glrls being educated has increased from 36.5% in 1989-90 to 43% in 1997-98 at the
all-India level. Still, the literady rate of Adivasis was only 29.50% in 1991, ey

The gap in literacy of Adivasis and non-Adivasis has also increased from 22,50% in
1971, 10.33.05% in 1991, Female literacy among Adivasis is substantially lower than male
litéracy. It was only 18.16% in 1991 (Sujatha 2002:87-94). In 1900-91, a total of 65:52%
Adivast students dropped out at the primary level, 78.57% at the middle level and 85.01% at
the secondary level of schocling.

Education of disabled children: There are 10 to 15 million children with disabilities
in India. Of these, only about 60,000 get an edircation in about 1,400 special schools, and
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ahout 50,000 disabled children are in the integrated education programme. The present
coverage of disabled children under the umbrella of education is not more than 1%
(Dasgupta 2002: 45).

2.4. FINDINGS OF THE STUDY

In this study'we set certain common parameters €0 fathom the status of right to
education in the selected three states. These parameters are adult literacy (age above 14
years), enrolment, children never gone to school, dropout rate, reasens for dropping out,
incentives given to retain children in schools, ete.

- 541, CHHATTISGARH

Chhattisgarh was created on November 1, 2000. The government of Chhattisgarh
has taken a policy decision that there should not be any primary school without adequate
number of teachers. The teachers were appointed for three years in three different grades
- Rs 3,000 per month, Rs 2,500 per month and Rs 2,000 per month. The plan outlay on
education for 2001-02 as a percentage of total plan outlay for the state was 15%, which
was much higher than most of the BIMARU states such as Orissa (3.94%), Bihar (8.18%)
and Uttar Pradesh (4.44%).

This study found that the government of Chhattisgarh has also adopted some
measures to ensure right to education of all children (see Box §).

Box 5: Educational programmes in Chhattisgarh-
« The Rajiv Gandhi Education Missien focuses on increasing the reach of primary

education services and creating the requisite environment for. education.-Around
85% of the project funds are spent iancreashg educ{ationa] levels in rural areas

« , The District Primary Education Programme (DPEP) runs in 15 districts of the
state and focuses on regicns of extreme poverty and low female literacy.

. "The Education Guarantee Scheme (EGS) aims to ensure that primary education is
available within ane kilometre of every habitation, and that' there should be 2
minimum of 40 children (25 in the case of tribal Habitations) in the 6-14 age group.

P

= The state govemnment is also running,a pilot scheme .for imparting distance
learning education in collaboration with the United Nations Educational Scientific
and Cultural Organization (UNESCO).

1. Literacy rate of adults (14 years and above)

The literacy rate in Chhattisgarh is 65.18%. Male literacy is 77.86% and female
literacy is 52.40%. Chhattisgarh recorded a jump of 24.87% in literacy among womea from
1991 to 2001. However, in Kawardha district where this stady was done, the literacy rate is
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535.38%. It is 71.35% for men and 39.60% for women, This means that in Kawardha the
literacy rate is almost 10% lower than the state and national rates, and there is a wide
gender gap of 31.75%, much higher than the national gap of 21%.

Table 10: Educational status of respondents (above 14 years) in Knwardha ,

Class 5Cs (%) STs (%) OBCs (%)
Primary 12.19 659 18.18
Middle 9.75 0.57 13.63
High School 0 0 0
Higher Secondary 243 0.57 0
Depree [H 0 0
Post Graduate 0 0 0
Tliterate = 75.60 91.95 68.18
Any other Lo, .0 N 0
Total 100.00 100.00 100.00

Source: Primary Data

The literacy gap is more glaring among 'the marginalized sections in Chhattisgarh. As
can be seen from Tab!c 9, 76% of SCs, 92% of STs and 68% of OBCs are illiterate in
Kawardha dlsmcl -

2. Availability of primary schools and hlgher primary schools in villages

The ICESCR stipulates that it is obligatory for the State to ensure that there are a
sufficient number of schools, As per government norms there should be ene primary school
in each village. As per the 1991 census, Chhattisgarh has 20,279 villages of which 19,720
are inhabited. As per the 2001 census, there are 24,594 primary schools and 5,406 higher
primary. schools in Chhattisgarh. This is interesting because we have mare than one
primary schoolina village. If we go by government statistics, al{ \rlllages have schools. But
each viliage is composcd of many hamlets that are set at a considerable distance from cach
other. Also the terrain is arduous for children to negotiate.
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. Table 11; District-wise schools in Chhaitisgarh

Districts - | Pre-Primary | Primary . Middle Literacy rate (in %)
Bastar - 21 2643 37 ’ 4548
Bilaspur 100 213" 561 6368
Dantewada 10 1250 A5 3001
Dhamatri 15 i3 ol o |0 716
Durg % ' 2283 755 7584 .
Jangir p) 1520 3 6626
Janshpur ) 1137 23 * 6537
Kanker 61 106 x5 7331
Kawardha- - 3 873 -137 5539
Korba 0 22 18 6324
Korea ‘o3 02 i) 6344
Mahasamund 1. 1206 2% 67.64
Ruigarh 2 1 B2 | a5 705
Raipur _ _ _ i . 92 71} 6858
Rajnandgaon 0 1254 361 7158
Surguja 8 2678 52 5537
Total , 528 UM | 5406 65.18
Source: State Fdueation Department and 200f Census f.’ .

"However, the stedy found that 92% of.villages have primary schools and 8% of
villages still do not have primary schools. Settmg up schools for the sake of it is not enough;
'there should be a school buildmg with drmkmg water, toilet facilities, silting arrangements,
adequate number of rooms, adequate number of teachers, etc. The study found that
students of different standards are squeezed together into a single filthy classroom. There
is no space to sit comfortably. One teacher teaches the students of oné class, and
simultaneously he teaches the stidents of other classes also. There are almost two or three
times more children per teacher than thé prescribed norm. Most teachers are male, and
absenteeism among teachers is zampant. There is no stringent monitoring mechanism to
oversee the functioning and performance of each school. The government is irregular in
providing textbooks to the students though there is provision for providing books te every
student; stidents manage by either borrowing or buying their teatbooks.

In terms of availability of higher primary school, the state level data shows that the
ratio of higher p:‘imary‘ schools to primary schools is 1:5_. In Kawardha district, it is 1:6.
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From this ratio; one can infer that students will drop out before reaching class VIIL, This
study found that 80% of villages do not have higher primary schools. Some 27% of
respondents said that they would have to trudge more than five kilometres along a hilly road
to reach a higher primary school if they wanted to continue their education after the
primary level. To achieve universal elementary education, it is necessary to have a higher
primary school in the vicinity,

3. Accessibility of schools in Chhattisgarh:

In Chhattisgarh, the study found that about 94% of Dalit, Adivasi and OBC children
study in government schools.

Table 12: Accessibility of government schools in Chbattisgarh

TypcofSchool .+ , %

Government School ' 93.87
GovcmmenEAltemaltive Schooel 24

Private §c!1ml ; 408 |
Schocls run by NGOs 0

Total 2999

Source: Primary Data

According to the Economic Survey 2000-01, during 1998-99 the gross enrolment ratio
for primary school children in Chhattisgarh was 92.14%.-But for the upper primary level
(classes 6 to 8), the enrolment ratio was only 58% during the same period.

Table 13: Children enrolment and retention rates in Chhattisparh

Districts Child Enrolment (1998) Retention rates (1994-95)

Male Female Male Female
Bastar 400% - ] 3000% 3130%. 23.10%
Bilaspur 8L.60% 49.10% “47.70% 4290%
Dantewada 44.00% 30.00% " 3130% 23.10%
Dhamarri 85.60% 58.50% GO.20% 58.20%
Durg T790% S830% 67.90% 1.80%
Jangir 81.60% 49.10% 47.70% 42.90%
Janshpur 7920% 3690% 54.80% 49.50%
Kanker 44.00% 30.00% 31.30% 23.10%
Kawardha 67.20% 47.60% 59.508 45.10%
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Korba

Korea
Mahasamund
Raigarh *
Raipur
Rajnandgao:n

Surguja

N

49.10%
43.710%
58.50%
3690%
5850%
47.60%
| 4371

41.70%
T040%
66.20%
54.80%
. 6620%
59.50%
T040%

4290%
60.20%
3820%
49.50%
" 5820%
45.10%
60.20%

;Sou'rce' Chhattisgarh, A State in Bom, 2001 Census

Table 14 shows that the number of children contmumg with education from ST
families is less than in the SC and'OBC families, From ST families, 44.27% boys and
41.33% girls, in the age of 6-14 years, are out of school. Of the children from the surveyed
families and falling in the age group of 6-14 years, 69% belong to ST families, 12.9% belong
to SCs, and 16.12% to OBC families and the remaining 1.9% are from the open category.
Among the said percentages, only 63.87% children goto school 20% have never ever gone
to school and 16. 13% are dropouts. .

Table 14: Chu]dmn continuing with education (%)

I3

'SC ST OBC

' Male (Female | Male | Female:| Male | Femnale..
" Children of school gaing v[838 | 452 | 3935| 067 | 968) 645

age {6-14 years) .

Children continuing with education 109 | 322 _}ém 1741 | 709 | 516

Percentage (%) of children continuing | 8460 | 7123 | 5573/ 5867 | 7324 8000

with education / children in school -7

going age .

Source: Primary Data
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Of the ST families surveyed, the percentage of ST children who have never gone to
school and who are droponts is also much higher than the 8Cs and OBCs. Another striking
outcomi reflected in the table is that the member of glrls ‘who have never gone to school is
more than those who have drepped out. With’ boys it is the opposite, the dropout rate is
higher and the percentage of those who have never gone to sehool is less (See Table 15).

Table 15: Children never gone to school and dropouts (nge group 6-14 years)

. §C% |- 1 ST® OBC%

Male' [Femalé | Male |Female [ Male | Female

Children never gone 1o school 0 3| 645 -[~4193 | 3548 | 967 | 645
Children dropouts .. 8 .0, 5% 2 4 0

Source: Primary Data ) - ’

or -

4. Dropouts . . . S

The dropout rate isan important indicator to measure the performance of states in
fulfilling the right to education to all its citizens. In 2000201, the school dropout rate (Class1-
8) in Chhattisgarh was 47.15%. The dropout rate was higher among SCs (49.95%) and STs
(63.68%). In Kawardha district, enrolment of boys was 67.20% and of girls, 47.20%
{Census 2001). There was a difference of almost 20% between enrolment of male and
female children. Out of the enrdlled children, the retention rate was only 59.50% in case of
males and 45.10% in case of females. This implics that 40% of male children and 55% of
female children drop out from school in the district before they complete their elementary
education. This study revealed that 60% of Dalit children drop out from class 2, Among
Adivasis, on an average, approximately 55% of children leave school from class 3 (see
Table 16).

Table 16: Dropouts class-wise
Class SCdropoutrates % ST dropout rates%
Male Female Male Femnle

ClassI 2666 0 2165 2321
ClassIT @ 0 st 1785
Class Il 1333 0 51 5892
ClassTV 0 0 1.66 0
Class V 0 0 0 0
Class VI 0 L] 0 0
Class VII 0 0 0 0
Class VI 0 0 0 0

Source: Primary Dara



The study reveals that migration of parents is the major reason for dropouts in the
state, followed by inability to afford education.

Table 17: Reasons for dropout

Reasons Percentage of dropouts
Migration of parents 17.80
School is not affordable 1506
Have to look after young sibling : 1506
Eduecation is not important 1369
‘Have 10 cam money for the family 1232
Have to work in household chores 958
Cattle grazing 8 829
Schooling is not interesting 829

Source: Primary Data

The Government of Chhattisgarh has itself confessed that the reasens for most of
these dropouts is the extreme poverty in rural areas and the pressure to work in the fields
and in household activities, to ean a lwcllhood and ensure sustenance. Migration, looking
after young siblings and catt!s grazing are major reasons for children dropping out of school
in Chhattisgarh. Dropout rates are highest among girls pnma:nly becaunse they have to look
after their younger siblings at home while their parents are-out working, or because the
school is located far from their homes, or because a gisl is considered more fit fer menial
work in the house and sending her to school is considered a waste of time and resources.

5. Retention of children

In Chhattisgarh we found that all the children are gwel( only cooked rice as their mid-
day meal. They are told to bring the vegetables, daf and salt from home. Only 13.48% of
respondents said that the school provides school bags and books. Some 2.24% of children
get scholarships. Only ST glrls are gwen schalarships of Rs 250 per year.

242, KARNATAKA

In Kamataka, the total literacy rate is 81.05% with male literacy at 86.85% and
female literacy at 74.87%. Here the geader gap is only 11%, The total literacy rate in rural
areas is 59.68% and in urban areas, 67.04%. The number of primary schools in Kamataka
went up from about 25,800 in 1960 to over 46,900 in 1997-98. The Sixth All India Education
Survey, 1993 indicated that nearly 91% of the population was served with primary schools
within the habitation itself, and over 96% have schools within one kilometre, Over 60% of
the population is served by upper primary schools within the habitation arca and 85% have
upper primary schdols within three kilometres. Enrolment at primary level went up from 23
fakh in 1959-60 to 82 lakh in 1999. Kamataka has over 50,000 schools of which 22,342 are
Government Lower Pri{nary Schools and 26,374 are Government Higher Primary Schools
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(Human Development in Kamataka, 1999),

The departmental expenditure on elementary education is Rs 1,758 crore as agdinst a
total educational expenditure of Rs 2,886.65 crore. Elementary education gets 54.5% of
this, followed by secondary education at 32.7%. The per capita expenditure on education in
the state is Rs 493.9. Karnataka spends 3.2% of its State Domestic Product on education,
and 90% of this goes towards teachers’ salarjes,

There is no dearth of infrastructure in schools. There is lack of adequate education
.material and appropriate teaching staff alongwith close monitoring, The researchers were
surprised to find that those who were recruited as Hindi teachers were unable to speak
Hindi or understand it. When the researchers started talking in Hindi to the students for
whom Hindi is 2 compulsory subject, they discovered that the students did rot understand
anything. The same is the case with English. The researchers also noticed that in most of
the Lambani dominated villages, children are neither able to speak or understand Kannada,
yet the teacher speaks only Kannada and teaches only in Kannada.

According to the Human Development Report for Karnataka (1999), out of a total
estimated child population of 94 lakh in the 6-14 age group, 26 lakh children are cut of
school. Estimates of out-of-school children in the state range from 3 million or 27.7% of the
total child population in the 6-14 age group, in the Heman Development Report (HDR) for
Karnataka 1999, to 11.12% as per a government of Kamnataka report. According to the
HDR repert, 43.71% of the enrolled children drop out before they reach class 7. Qut of
every 100 children who join primary school in Kamnataka in class 1, 50 have left by the time
they reach class 6. Only eight out of every 100 childrén finish twelve years of schooling. In
rural areas, the figures are even more dismal: only three out of every 100 children who join
school in class 1 finish twelve years of schooling (Sixth All Indiz Education Survey, 1997).

1. Literacy Rate of Adults (14 years and above)
Tahle 18: Edocational statas of re_spondents (above 14 years)in Kamatakn

Class 5Cs s STs | OBCs
Primary 638 1538 Cte 617
Middle 479 95 30
High School 585 7469 864
Hr Secondary 639 335 . 247

" Degree 0 0 0
Post Graduate 0 0 0
Tlliterate 7606 12 790
Any other : 053 0 G
Total 10000 10000 100.00

Source: Primary Data

A total of 76% of 5C 72% of ST and 79% of OBC respondents were illiterate,
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2. Availability of Primary and Upper Primary Schools

The Sixth All India Education Survey, 1997, found that 85% of schools have two
rooms or less, and of these schools, 38% have 50 children, and 41% have 100 children.
Eighty-nine per cent of schools have two or less teachers. The majority of schools have
books, but the cramped conditions of the schools makes it impossible to store or utilize the
bocks properly. Only 36% of the schools have playgrounds, which are in a usable condition,
23.94% have drinking water and 4.57% have toilet facilities,

In field investigation the researchers found that all the villages have a government
primary school with sufficient rooms and a corcrete strrcture. But most of the schools do
not have drinking water and toilet facilities. However, recently, the state government
declared that each .schoal would be given Rs 25,000 for construction of toilets and Rs
10,000 for providing drinking water. In
some schoels the researchers found that

Box 6: the povernment bkas supplied musical
‘Keli-Kali' Educational Radio Programme instruments and in some schools the
"Kefi-Kali'is a radio program on AIR, covers govemnment has supplied a tape recorder
about 50,000 schools and 70 lakh children. with transistor for using the school radio
The broadcast started from ten stations of programm ‘Keli-Kali'. However, teachers
AIR in 2000-01, aiming a1 Classes -V of .. | rarely used the, transistor. About 80% of
the schoals in some of the backward north- schools the rescarchers visited had a
eastern districts of the state. . playground. Teaching instruments were
tep:#www.stisti.otg/jmelshiksha , Supplied regulasly, The researchers found

that in one higher primary school, students
were drawing with computers supplied by
the Azim Premji Fonndation.

! .
The study found that all the villages have primary schools within 1 km, and 67.27%

villages have upper primary schocls within 1 km of their villages. A toial of 6.36%
respondents “said that they, have to walk around 5 km to reach the nearest Higher Primary
School. Teacher-student ratio is almost 1:50 in all schools. Most of the primary schools are
being converted to Higher Primary Schools.

3. Accessihility of schools

The Kamataka State Plan of Action for Children (KSPAC, 2003-2010) claims that
98% of the population has accessibility to a Lower Primary School within 1 km of their
habitations and to a Higher Primary School within 3 km.
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Table 19; Accessibility of government schools

Type of school %
Formal school run by the government - 9774
Non-formal school run by the government 225
School fun by NGOs 0
Total 100.00

Source: Primary data

The study found that 97.74% children study in formal schools run by the government.
The researchers didn’t find any private school or school run by an NGO in the villages

where the study was conducted. Only one NGO ‘REACH’ was Tunning two pre-primary
centres and non-formal schoals for child labourers -

Table 20 shows that 78.06% of boys and 69.41% of girls in the age group of 6-14
years and from SC families are out of school. In the same age group, 50.05% of ST boys

and 46.75% of ST gitls, and 22.21% of OBC boys and 55.60% of OBC gitls are not in
school.

Table 20: Children continuing with education

5C% - ST% OBC%

Male - [Feanale | Male | Female | Male | Fermale
Children of schoel going 27170 [ 3311 | 1081 10)4 | 1216 608 )
age (6-14)
Children continuing with 608 | 1013 540 | 540 946 2.70
education
Percentage (%) of children 2154 | 3059 | 4995 S3io5 T | 4440
continuing with education / children
in school going age

Source: Primary data

The Karnataka field survey shows that among SCs, more girls drop out of school than
boys. The ratio of bays never enrolled in schoal education is more than that of girfs, Table
21 reveals that in ST families, the dropout percentage is more among both girls and boys. In
the case of OBC families, the data collected shows that the children who are out of school

are those who have never gone to school, and girls are more likely to drop out after some
classes.
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‘Table 21: Children never gone to school and dropouts

T o - O -. 8C% . ST%, OBC%

- - Male | Female| Male |Femak | Male | Female |
Never gone to school 4737 | 2106 | 526 | 526 | 2105 0
Dropouts 3239 | 4225 ( 985 | 845 o 7.04

Source: Primary data
4. Dropouts .

In standard 2, more children ameng SCs drop out, both boys and girls, while more
boys among STs and girls among OBCs; drop out, More girls among STs are prone to
drop oot in standard L.

- -Table 22: Dropout Status -

Standard SCDropoutRates % | ST DropoutRates % | OBC I‘:'ropout Rates %
Male | Female Male | Female Male Female
;(?l?s;sl_ 1666 B® | 46 | BI6 0 625
ClassIT a5 | s | @ 2043 .0 625
i c!aésm 358 379 | M4 0 .0 3125
Class IV 0 o | o 0 o 0
 ClassV ¢ 0 0 0 0 0
" Class v 0 .0 o, | o 0 0.
Class VI /» 0 -0 0n ] 0 <0 "0
* Class VI o " o 0™ o Yo 0

Source: Primary data

- o ' e T oot 1 i
_This study was conducted in a drought-prone region of Karnataka where mJgranon is
a common problem People migrate just to earn Rs 50-60 per day. In Harapanahalli, the
daily wage is just Rs 20 for men and Rs 10-15 for women, Therefere, people migrate to get
minimum wages. But this migration causes major problems forthc children, and 20% of the
chlldren dropout of school bécause ot‘ the parents® migration: The researchers felt that the
low minimum wage is'the use for dropouts in this part of Kamataka. Both mother
and father work not less thmq}Z ‘hours'a day to eam only Rs 35-40 per day. During their
absence, the eldest child, girl or boy, looks after the younger siblings and does the
housework It is because of the pcrcnmal poveny that parents send their chi{dren to earn
extra moncy despne knowing the lmportance of education. For them, today’s food is morce
|mporl.am than tomorrow S cmpowennent and capabilities.
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Takle 23: Reasons for dropouts in Karmataka

. Reasons for dropouts’ Percentage (%)
Mi_gratiun of parents y.I]
School is not affordable ' 19
Have to look after young sibling I7
Have to do household work 13
Have to earn money for the family 12
Schooling is not interesting g
Education is not imporian( 6
Cattle-grazing 5

Source: Primary data
5. Retenfion of children -

The Government of Kamataka provides free uniforms and textbooks to all children in
classes I-IV (in government schools). SC/ST children in classes V-VII are also given free
uniforms and textbooks. SC and ST girls studying in classes V-VII are provided a school
bag as an incentive to continue their education beyond the lower primary level. Health
cards have been provided to all schools. Each child in classes I-IV is given a health check

up (Kamataka Human Development Report 1999).

All the schools provide a mid-day meal (cooked rice with sambar) 1o all children. The
children find the rice with sambar very delicious because at home they eat only ragi ki roti
with chilly chutney. It is because of the mid-day meal that many children are coming to
school. However, after luach, many children disappear from school to look after young
siblings and contribute to household work.

The researchers found that this year (2003) the state government has not provided
school nniforms and school bags. There was no health check-up for the children either,

2.4.3, MAHARASHTRA -

In Maharashtra, 77.27% of the people are literate; male literacy is 86.27% and
female literacy is 67.51%. In Thane district, where this study was conducted, there was
" 81% literacy - 86.06% male and 75% female, all of which is higher than the state average.
Thane district has 40,516 villages, and 36,982 villages have primary schools, 17,621 villages
have upper primary schools, 6,821 villages have secondary schools and 1,234 vitlages have
higher secondary schools (1993 figures from www.indiastat.com). The state government
has fixed the noom of ene primary school for every 1.5 km of habitasions with a minimam
population of 200. For tribal areas, this applies to every one kilometre with a population of
100.
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Since 1985-86; education up to standard 12 has been free for girls in the state.
Education up to standard 10 has been free for boys since 1996-97, The expenditure
incurred by the government per student in 1996-97 was Rs 1,579 for ptimary schools and
Rs 2,046 for secondary schools. ‘The proportion for ele.mcnta.ry education was around 45%
of the total education budget from 1988-89 to 1995-96. In 1996-97 to 1998-99, it increased
to around 50% of the total expenditure on education. The education budget was 17.3% of
the state budget (Human Development Report Maharashtra, 2002).

Table 24; Actual Exi;éndih:'n on Elétiientary education

Descnphon Actualexpenditure | Actua)expenditure | Actuzal expéﬁdx'ture
] 199597 1997.98 1998-99

Total expenditure on 68699 43,0404 ¢ 465649

education .

Expenditure on elementary 186580 214822 82719

education - - . - -

Percentage (%) of expenditure 0 —_ 4588 4998

on primary education to

total expenditure

Note-Expenditureis Rupeesinmillion <

Source: Human Development Report Maha.mshmr. 2002

1. Literacy rate of adults (14 years and above)

gpble 25: Edricationial status of resporidents (above 1d years) in Maharashtrn

“Cliss v ot | S _ /
Primary mr 368
Middle 6%
= ~High School . 798 - - -
-Higher Secondary 138
Degree ) ) 0 )
Post Graduate 034
Dlitérate: ™ ' : ' < “7395
Total 100.00

Source: Primary data

In Maharashtra, 73.95% of ST respondents were illiterate. Data for SCs and OBCs is
not given because responses were not statistically significant since the study was mainly
conducted in a place that is inhabited by Scheduled Tribes.
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2. Availability of primary scheol and higher primary schoo!l in villages

The study found that all the villages had a primary school run by the govemm'cnt.
However, all the villages did not have a higher primary school. In 60% of the villages,
children had to walk two to three kilometres to reach the nearest higher primary school.

3. Accessibility
Table 26: Accessibility of schools

i

Type of school - : %
Government school ’ 9545
Governmen1 alternative school 0
Private school 114
School run by NGOs dl
Total 10000

Source: Primary data

The study found thar 12.77% ST boys and 14.72% of ST girls had not gone 10 school.
Whereas in the surveyed OBC and SC families, all children in the age group of 6-14 years
were continuing their education (See Table 26).

Table 27: Children continuing with edncation

SC% ST% | OBC%
Male | Fernale| Male |Female | Male |Female
Children of school gaing age (6-14) 225 0 5280 | 3820 | 337 337
Children continuing with education 225 0 4506 | 3258 | 337 337

Percentage (%) of children continuing witll
10

education / children in schoo! going agé 0 8723 | 8528 0 10

Source: Primary data

In Maharashtra, the state of elementary education was found to be more satisfactory
than in Chhattisgarh and Kamataka. No SC or OBC child in the families interviewed was
a dropout. As.discussed earlier and presented in Table 27, all children from these two
categories and in the 6-14 age group are in school. But the sitation does not seem to be
cqually promising for children in ST families. Of the total number of children out of school
in this category, 33.33% boys are dropouts and 66.67% boys have never gone to school,
whereas 55.55% girls in the same category. are dropouts,
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Table 28: Children never gone toschoo! and dropouts

. ] .esc . ST ;| oOBC
1 < | Male | Female| Male [Femmle | Male | Female -
"Never gonc'to School 0 0 | eses| 0 0 0
Dropouts _ 0 6 3333 | 5555 0 0
Source: Primary data . - — .
4. Dropouts h

The dropout rate at the state level is 34% for boys and 32% for girls. In Thane district,
ll: is 44% for boys and 33% for girls (HDRM 2002: 91). Only 19% males and 17.83%
females have completed primary school, and 16% males and 10.8% females completed
middle school {ibid). However, another source reported that the state-wise gross dropout
rate in standands 1-8 during 1999-2000 and 2000-2001 in Maharashtra was 53.72% for
boys and 60.92% for girls. Total dropout rate is 53.72% (www.indiastat.com). As per the
available data for the year 1998-99, of 100 students who got enrolled in Std 1, only 85% of-
boys and 86% of girls remained till they reached Sid 4. The dropout rate increases in $td 7
and only 69% of boys and 66% of girls continue schooling (HDRM, 2002) Dropout rates
for boys and girls are quite similar up tor Std 4 but diverge as the children progress to higher
classes. (See Table 29). In Maharashtra, the gross dropout rate up to.1999-2000 was
57.1%, which is almost 10% less than the national average dropout rate,

! 'Fable 29: Dropout Status
Gross drop-ont rates in classes I - 8 in Maharashtra(1999-2000 & 2000-2001)

YT Year - Boys - : Gu-ls . Total
Maharashims |~ 7 19992000 © . x ¥ 7] . _@92 57.1
India 1959-2000 66.58 - 706 6328

Source: Annual Report 2001-02, M:'Fixr}y of Human Resource Development, Government of India,
‘Thble 30: Dropouts among §Ts

Class . ¢ [ ) Drop outs % .\
"Total Male Female
Class| - 1333 R 1667
ClassZ | - 666 0” . 1667 T
-~Class3 ————- . e 2665 -, 1B 1667
Class 4 2000 NP 1667
Class 5 ., 2000 .1 333
. Class6 . 686 .1 0
Class7. .0 o 0
Class 8 . 666 . 111 0

Source: Primary Data
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The study revealed a startling fact: that the majority of children are dropping out from
school because schooling is not interesting: It implies that there are some fundamental
problems with the teaching method, which does not conform to the values and ethos of the
students. Another serious impedirent to schoolmg was the fees; more than 17% of children
" gave up schooling because they couldn’ t afford it. This punctures the big boast of the
government that it is providing free education to all children,

- Table 31: Reasons for dropouts
Reasons for dropouts % (Total) N
Schooling is not interesting i
Have to ].ook after young siblings 2173,
School is oot affordable . 1789
Have to earn money for the family 1739
Migration of paécnts 434
Educaticn ié nol important 434 .

Source: Primary data '
5, Retention of children

In Maharashtra all the children were given a cooked lunch. Around 28% of
respondents said that their children were given uniforms, and 37% of students were getting
books. Around 11% students were getiing yearly scholarships from their schools (see Table

32). : o .
. ) Table 32: Incentives to retain children

Incentives provided at govt school %
Cooked food 57.84
Cooked food, uniform, bag and books ' 1764
Crooked foed, bag and books 10.78
Cooked foad, uniform, bag, books and schelarship 686
Cooked food and uniform B - 254
Cooked food, bag and bc_)oks, scholarship . 1.96
Cocked food and scholarship 1.96
Total 10000

Source: Primary data

The Union ministry of human resources development has pulled up the Maharashtra
government for not deing encugh for primary education. In 2003-04 , the state government
spent enly 7% of the funds allocated to it under the Sarva Shiksha Abhiyan (S8SA). Of the
Rs 620°crore it was allocated, the state spent only Rs 45 crore till March 2004, (quoted in
Times of India, March 18, 2004).
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2.5. CONCLUSION AND RECOMMENDATIONS

O Adult Literacy Rate: It is acknowledged both by the govemnment and the people
that the Total Literacy Campaign lost the momentum it had gathered from 1989-
1992. Consequently it became a routine government programme for the
bureaucracy. The impact of the literacy campaign is marginally significant in the
disadvantaged strata of society, especially the tribals in remote areas. In
Chhattisgarh, the adult literacy rate is very low among STs at 8% compared to
24% for SCs and 32% for OBCs. In Karnataka, the literacy rate is 24% for SCs,
28% for STs and 21% for OBCs. In Maharashtra, almost 95% of respondents
were STs and the adult literacy rate was only 16%.

0 Infrastructure facilities and retention of study among children: In
Chhattisgarh, the ratio of higher primary schools to primary schools is 1:5 and in
Kawardha it is 1:6. In Kawardha district, 8% of villages do not have even a
primary school. Geographical conditions were the main reason for children not
continuing their education from primary to higher primary. For a child in the age of
6-14 years, hilly forested roads are difficult to traverse as is the distance of five
kilometres from home to school. This discouragés ST families from allowing their
children to continue their studies. Schools in Chhattisgach do not have enough
classrooms to accommodate all the children, and in many ptaces the higher primary
school is run in a panchayat building. Lack of drinking water and toilet facilities in
schaols are common and there are few playgronnds.

The teacher-student ratio of 1:50 is almost the same in all three states. Kamataka is
better in terms of availability of higher primary schools; approximately 67% of
villages have one within a distance of J km. But for 6.36% of respondents the

.distance was not less than § km. The school structure in Karnataka was good with
a sufficient number of classrooms. The goveq{ment also provides musical
instruments, transistors and tape recorders to schools as teaching aids. In
Karnataka, 80% of schools have playgrounds.

Maharashtra is better off than the other two states. Villages selected for the study
had priméry schools and there wers higher primary schools at a distance of 2-3 km
from the children's homes. However, there were not enough classrooms and toilet
and drinking water facilities were poor. Only 50% of schools had drinking water
facility of any kind and almost 70% of schools had no toilet facility.

The teacher-student ratio was unsatisfactory; in all three states one teacher
handles two to three classes.

O Accessibility: In all three states the majority of children attending school were
found studying in govemment schools. In government-run schools enrolment was
94% in Chhattisgarh, 97% in Karaataka and 95% in Maharashtra. ‘
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O Dropouts: In Chhattisgarh,” greater numbers of SC.and OBC children*are. in
school but44 21% STboys and4l 33% ST gu]sa.reoulof school Thcpercentage
* of dropouts afid children ne\rer gone lo school fs also more among ST famlhes The,
govemment of Chhamsga:h accepts lhat ke reason for school dropouts is the
extreme vacrty in rural areas, The pressure to work m the fields, perform
hmischold chores and share the burden of eaming a Ilvehhood for the family keeps
chlldren out of school. Another Il'lﬂ]Ol‘ teason identified in the study was migration
“of parents affordablhty of school educatlon. takmg care of siblings and taking
cattle for grazmg The Importanoe attached to a school educauon is still not
* "fécognized in ST families. Thitteen per cent'of the families of children not
attending school think that ‘school education is not important and 8% of families did
not find schooling;interesting., The, distance of the school. from, the. home was
another major reason why girls did not pursue a school education, 0

In Kmnataka, ‘of the total number of chlldren in SC families'in the age "of 6-14
years, 76% boys and 69% g1rls were out of school. ‘Among ST families, 50% boys
and 46% g1rls were not in scheol. Among OBCs, 55% of girls and 22% of boys
were not ifi school. Among SC and OBC families the number of glrls droppmg out
was more lhan of boys Among ST farml:cs, the number of dropouts and of children
who had never gone to school were equally hlgh for glrls and boys The rmgranon
not being able to aﬂ'urd a school educam:m. the need 10 look after 51b1mg5 and to
earn in order to augment ‘the family income ‘were other important réasons for
, children not continuing with school education. For girls, housework was a major
reason for discontinuing their educati on..

In Maharashtra, children in the school—gomg ages of 6-14 years continuied their
educauon except'12.77% boys and 14:72% ‘girls from ST familics. The'dropout
rate among ST boys and girls is moré than the rate of children never admitted to
'school. In Maharashtra, the drepout continied till Std 8 whereas in'Karnataka and
Chhattisgarh children dropped out’ mmnly inthe primary classes. One of the major
reasons for.non-attendance is that the school is not interesting. Besides, looking
after siblings, being unable (o afford schoo] cducauon. and contnhuung to the
family income were other important neasons for dropping out.

Whlle the gross enrolment rate has increased significantly over the years, retention
and comipletion rates are still a canse for concern. Even among those who survive
the first five years of school, achievement levels are deplorably low, The National
Sample Survey Organisation (NSSO) 52nd round data reportad that almosl 47% of
children who drop out of school cite inability to cope academically and lack of
mterest in studies as the predominant reasons (Indta E.ducanon Report 2002).

a Retention of children in school: From 1995, lhe government of Ind:a began
implementing a national mid-day meal programme in ail states as one of the
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strategies to bring more children to school and to attend to their health and
nutritional needs. In practice, the mid-day meal provides little in the way of
nutrition. In Chhattisgarh, only ricé is served. In Karnataka and Maharashtra, the
mid-day meal scheme was found to be operating well.

To bring greater numbers of children from disadvantaged sections to school, free
books, school uniforms and scholarships are to be distributed by state
governments, In Chhattisgarh, it was found that merely 13.48% of children get
bags and books. Girls from ST families receive a scholarship of Rs 250 per year as
against Rs 318 per year which the National Courcil of Applied Economic
Research estimates is the requirement for primary education. State govemments
must provide schael uniforms to giris and bocks to SC and ST children but in 2003
no books and uniforms were distributed. Kamataka provides beoks and uniferms;,
but in 2003, the supply had not reacked the schools. The Karmnataka government
has also initiated a health card scheme for regular health check-ups, but no check-
ups were done. In Maharashtra, 37% of students were getting books, 11% of
- students were getting scholarships and 28% were getting school uniforms.

The UNDP Human Development Report 2603 says that the costs associated with
education discriminates against the poorest people by cating up a large share of
limited household budgets, Uniforms are often the biggest cost for parents. Ineight
states in India together containing two-thirds of Indian children out of schaol,
uniforms are one of the largest out-of-pocket education expenses.

From the study it is clear that India has to go a long way to realize the dream of
achieving Universalization of Elementary Education (UEE). One-third of its population
(34.62%) in the age group of seven years and above is illiterate (Census 2001). The
Approach Paper of the Tenth five-year plan estimates that 80 million children are not in
schoal. The Millennium Development Goals campaign SE_I.§S that despite promises made in
the Sarva Shiksha Abhiyan to achieve 100% enroiment by December 2003, about 50 million
children are still out of school, The Education For All (EFA) monitoring repor, released by
UNESCO on Novemnber 6, 2003, cautioned that India is “at risk of not achieving the goal by
20157, - :

" Indiahas miserably failed to fulfil the right to éducation of girls, Dalits, Adivasis, and
the disabled. Now under the Sarva Shiksha Abhiyan, the central and state governments are
promoting low cost second track education schemes like Education Guarantee Scheme,
Non Formal School, Shiksha Karmi Project etc, under mounting pressure from national and
international campaigns to provide elementary education to-all children. But the second
track education is gradeally tuming to second grade education jeopardizing 'the quality,
equity and sustainability of education. This system of education poses the real danger of
diluting the right of underprivileged children to quality education (Dreze and Sen 2002: 170).

As per the ICESCR and the Constitution of India, children are supposed to get frce
elementary education up to 14 years, and the govemment claims that children are given
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free education. But the Ieallty belies the claim of the govcmment. "

2.6. CIVIL SOCIETY INITIAT[VES [N EDUCATION - e

The Right to Education has been at the centie of Huiman Rights discourse for reasons
that it would enhance understanding of life and situations among the citizens of the world,
This has been recognised by the practioners of cducation as 2 means of political education
and aware citizenship in-every country, -On cne hand where, the state responsibility in
ensuring and imparting proper education fo its citizen stands imperative, on the other hand
the initiatives started by concemed civil society individuals and groups suggesung better
educational models and providing education to all is added value to the ongoing efforts on
education. The analysis of the State initiatives on education Yepresents the- largcr picture;
nonetheless, it is important to understand civil society initiatives for improving the access
and quality of education.-This section documents some of the key and innovative civil
society initiatives for guarantying education forall, _ = . .

Bhonga Shala; Edvcation Model for Migrant Children ; . . . ... _

. Vidhayak Sansad of Maharashtra created-a model for education of migrant children
with the Bhonga Shala project in 1995-96. Bhonga Shalas are special schaols for migrant,
tribal child labourers working in brick kilns in Thane district in Maharashtra, Bhonga Shalas
are temporary structures constructed of reeds and | grass Where classes are held,

Female tezchers are appomted frorn the concemed v1llage, who stay mth the chlldren
for six months full time and are also responsible for inculcating cleanliness and hygiene in
the students. Due to the similarity between their homes and these structures, children who
may otherwise be scared of formal schicol bulldmgs. feel at home. Teaching mcthods use
song and dance for improved retention and interest in the students ot

The ultlmale aim of | these schools is to mtegralc chlldten mto the mamstream formal
education system and the. number of such cluld:en is mcreasmg '

LRI b

.o ' r

The year wisestatus othonga Shalas

Year | No of schools En:dmé;t Appearedforexam | Noof passed | % Passed
199596 - 11 457 25 218 8 "
199697 ‘u Y s 662 0 L8
199768 z | m % - 827 &
199899 2 2080 C 0 .o 9,
1999-2000 4 784 1481 M2 . %
20002001 ) 3500° . . .

Source; Data f:?m the education department of Vidhayak Sansad
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Kerala Sastra Sahitya Parishad:. Campaigning for literacy * - i

In 1989, the Kerala Sastra Sahitya Parishad (KSSP), one of the' pmueenng People ]
Science Movements (PSMs) in the country, undertook a massive literacy. campaign in the
district of Ernakulam in collaboration with the district administration. KSSP made us¢ of its
time-tested medium of kalajathas (cultural caravans) to reach every nook and corner of
the district to create awareness of the literacy. programme. The district administration and
KSSP, along with various other voluntary and mass organizations worked hand in hand on
the platform of the now famous-Zilla Saksharatha Samithi. Hundreds and. thousands of
young men and women becamne voluntary literacy teachers. The.campaign approach of
Emakulam proved to be a major success as there was a substantial response to hteracy
. efforts in the distrdct.

Later, in 1989, when the National Literacy Mission (NL.M) decided to replicate the
Emakulam experiment nationwide with the idea of a broad-based experiment for
propagating literacy, the All India People s Science Network (AIPSN) atthe request of the
Government of India, decided to form' the Bharat Gyan Vigyan Samithi (BGVS) with the
pnmary responsnblllty of placing literacy on the national agenda.

Source h{tp Swwwkssp.org.in

Bharta Gyan Vigyan Samiti: Mass Ligem'cy Mo'vetlnent by Civil Society

A-voluntary agency, Bharat Gyan Vigyan Samiti (BGVS) formed in 1989 with the
primary objective of creating an environment conducive to literacy. This initiative was to
facilitate mass literacy with an understanding that it will provide necessary vigour and
capability for rap:d change. Started undér umbrella“of the ‘People’s Science’ Network
(PSN) this-initiative was'aimed to'facilitate political, social and scientific education to
masses. BGVS considers literacy as a possible starting point for social transformation, and
a means-for a crusade’ agamst conditions-that ma.mtam/lllueracy. communalism, and
. dependence & oppresswn i The cential slogan of BGVS has been “science and literacy for
hational integration and self-reliance™: Through this, it seeks-to capture the “emotional”
support’of the people. It is mtcrvenmg in areas such as universalisation of elementary
education, science popularisation, participatory watershed development programmes, rural
enterprise programmes. library and cultural movements, health, environment protection and
sustmnable models of dcvelopmcnl.

2,1 +The need for mmatmg mass, act:on for. brmgmg about change in the social erder
BGVS has been involved in large-scale mobilizations for literacy through the powerful
medium of kala jathas. One of the most significant outcomes of the literacy campaign of
BGVS in 1990’s has been the formation of ‘Samata’, a campaign under which a lasge
number of community-based women's organizations have come together to collectively
address issues related 1o women and, to transform it into a women’s movement. Today,
BGVS has units in 22 states and union territories and plays an active role in supporting the
TLCs (Total Literacy Campaign’s) in more than 250 districts. .
Source: http:/fwiw.kssp.org.in and hitp:ffwww dorabjitatatrust.org/annual_rep

39



Centre for Learning Resources: Early Childhood Development and Elementary
Education Initiative

The CLR is a non-ptofit, non-govemmental organisation {(NGO) located in Pune,
India. It is working in early childhood care-and development and elementary education
since 1984 in Maharashtra and other. Set up as a resource centre to support efforts in early
and primary education, the Centre has developed resources for materials development and
training of teachers, as well as supervisory staff. Especially rich in mathematics material
for primary school, the Centre has recently developed material for the education of tribal

" children, a particularly difficult area of work.

Source: www.clrindia.net

Ekalavya: Institute For.Educational Research And Innovative Action

In the early years of the decade of the 1980s, a group of educationists and social
activists met to discuss the possibility of setting up an institute for educational researchand
innovative action in the Indian state of Madhya Pradesh. This group had a long association
with a pioneering science education project that had started in 1972 and was then running in
around 225 middle schools of Hoshangabad district of Madhya Pradesh. Known as the
Hoshangabad Science Teaching Programme (HSTP), this project was a collaborative
venture between two non~govcmmental orgamsauons. Friends Rural Centre (FRC) and
Kishore Bharati (KB), and lhe educatmn department :of the Govemment of Madhya
Pradesh.

The continuing impact of Eklavya's interaction with people’s science movements was
seen in the early half of the 1990s with the establishment of a vibrant network of nearly. 100
'Chakmak ¢lubs', beginning with the Dewas region and later spreading around.the field
centres in Hoshangabad district (1992). These clubs, run entirely-by local students and
village youth, -served as out-of-schoo] meseting points for students to pursue creative
activities and projects and develop their leadership qualities. The children themselves began
erganising activities that the Eklavya field centres had been conducting earhier in villages,
such as bal-melas, creative workshops, study groups, libraries, etc.

‘The Chakmak clubs in Hoshangabad were later modified into ‘Bal-samoohs' (2000),
which are essentially centred around libraries run by village youth from their homes. The

 activities of each Bal-samaoh-are managed by a team of three or four youths and this

forum,; like the Chakmak clubs, provides an outlet for channelising the creative faculties of
children in villages and develeping the leadership abilities of the organising team.

}xrlp.'//Ww.ekIawa. in
M ¥ Foundation: Education of Child Worlkers in Andhra Pradesh

The M V Foundation is an organisation active in the field of education of child
workers. Foundation organises regular ‘camps’, where working children find a supportive,
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stimulating atmosphere in which they leam a surprisingly great amount in the short duration
of three months. MVF today works in 491 viilages of Ranga Reddy district of Andhra
Pradesh, It has so far withdrawn 100,000 children out of work and retained them in
schools. In 169 villages in the project area all children in the age group 5-14 years are in
school. o

Though there are no monetary incentives for parents sending their children to the
camps, the demand for these camps has grown dramatically, as also the number of
volunteers or motivated teachers, A very high percentage ¢ of children who attend these
camps acquire a minimum leaming level as well as the motivation to go back to school. One
of the key reasens for this success is the nature of the relationship established between
teachers and children during the camp.

Source: hup:feducation.nic.in and wwwmyfindia.in
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CHAPTER 3:

RIGHTTOHEALTH

3.I. INTRODUCTION

Every year, across the globe, more than 10 millien children (30,000 a day) die of
preventable illnesses. In Sierra Leone alone, an estimated 18% children do rot live long
enough to reach their first birthday. The matemal mortality rate of 50,000 women pet year
is a matter of shame. Such alarming statistics show that health, which is central to human
and social development, is well beyond the reach of millions of people worldwide. A
burgeoning population, high matemal moality rates and the heavy burden of both
communicable and non-communicable diseases are the daunting challenges that the world
still faces. And it defies the historic global pledge of "Health for All by 2000° set at Alma-
Ata 25 years ago.

The fact that, in many countries of the world, health systems have deteriorated-
access is poor, quality is poor, and drugs are not available proves that we have not made
substantive improvements in the main underlying determinants of health. Unacceptably
high levels of poverty, a widening gap between the rich and poor nations, drastic depleticn
of patural resources and a further degradation of the global environment pose serious
threats to huran health.

Around 54 countries are poorer now than they were in 1950. The last decade has also
seen East Asia and the Pacific, led by China, reducing their poverty levels to almost half,
whereas extreme poverty still reigns in Scuth-Asia. South-Asia remains one of the world's
poorest regions with more than one-third of South Asians lacking access to improved
sanitation, one-third living in poventy, one-quarter hungry, one-fifth of children out of
primary school and almost one-tenth of children dying before the age of five. Inequity in
accessibility to kealth care thus remains vital in achieving the Human Right to Health.

3.2, WORLD HEALTH SCENARIO

Due to the persisting and increasing gap in access to health cate, a pregnant woman
in Sub-Saharan Africa is a hundred times more likely to die of pregnancy related diseases

62



thana woman in a high-income OECD tOrganisation for Economic Cooperation and
Development) country. Thus, an analysis of the health situation and its determinants is a
story of inequality and unequal distribution.

In the: quest for health care delivery, privatization of:health services is an easy
solution, However, privatization poses more threats to accessibility of health care services
as a large section of the poor population cannot afford expensive privatized health services.
Specialized healthservices are meant for the affluent section of the population while a
much larger section is left to the mercy of public-health care services, which are being
rendered ineffective by declining public expenditure. Poverty remains the major cause of ill
health across the globe leading to the socio-economic marginalization and diminishing
participation of poor people in the political process. Economic vu]nerabﬂlty Surely
contributes to the resulting mequallry in health outcomes. Peoplé lmng in absolute poverty
are five times more hkely to die before reachmg five years of age than those in hlghcr
income groups; Thls isa centml isste of human rights and social justice.

The World- Health Report of 1999 rightly says that because ill health traps pecple in
poverty, sustained investment.by States in the health of the poor could help alléviate
persistent poverty. If a nation invests in the health of its citizens it improves productivity and
creates wealth. 01'1 the contrary, what we see today around the world is a growing
resurgence of ‘diseases of poverty', mostly infections and parasitic diseases, as well as
women’s reproductive health problems and chronic  diseases. Cancer, hypertension,
dlabetes, obesity, decidents and depressmn have become scrious pubhc health problems
worldwrdc Third world countries are faced With the double burden of rising incidence of
mfecuous and" chromc diseases. Combatmg this requires investment and upgrading of
pubhc hcalth semces* bat this is Imposs'ble given the economic and political constrains they
facé. -

There has also been a resurgence of ‘0ld diseases suéh as tuberculosis, malaria and
vaccme-prevenzable diseases. This is a dn‘ect result of i mcreasmg poverty, deteriorating
living condmons and ma.dequate health ser\"lces New diseases such as HIV/AIDS have
appeared and’ are sprcadmg most’ raprdly wherc social and _gender inequalities are the
greatest. Increasing crime ‘and violence-add to this growing health crisis. The same is true
for substance abuse, increasing violence, su1c1de and other “diseases of dcspalr Far from
rwchmg the intemnational goal of ‘Health for All by the Year 2000, the health of htfnankind
is sadly cumpromlscd '

3.3 HEALTH A COMPONENT OF ECONOMIC, SOCIAL AND CULTURAL
RIGHTS

The World Health Organization (WHO) defines health as a complete state of
physwa] mental and social well-bemg and not merely the absence of disease or infirmity,
This hollsuc bealth concept views health as a state of equilibrium between a human being’s
external and mtcrnal en\'u‘onment Health thus is a balanced state or condition of body and
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mind which defines the ability of a person within his/her respective situation, to exercise the
choices available for purposes of personal, professional, emotional and spititual growth or
to protect himself/herself from any il or diseased envirenment.

The word ‘healthy’ denotes the security and successful functioning of the human
mind and body. Absence of sufficient income to maintain subsistence requirements of food,
shelter and clothing, and insufficient access to essential services of safe drinking water,
sanitation, health services and educatton, accompany poor health. A poor health outcome is
the result of socio-economic deprivation which in tum results in deterioration of economic
status partly due to loss of eaming and partly due to the heavy cost of health care, Thus
health is a fundamental human and social right to strive for. ‘

The WHQ's definition of health lays the foundation for right to health as a
fundamental human right. This has been carried forward and discussed in important human
rights documents including the UDHR. Article 12.2 of the ICESCR acknowledges that the
right to health embraces a wide range of socio-economic factars that premote conditions in
which people can lead a healthy life, and extends to the underlying determinants of health,
such as food and nutrition, housing, access to safe and potable water and adequate
sanitation, safe and healthy working conditions, and a healthy environment.

Realization of (he right to health is closely related and dependent upon the realization
of other human rights as contained in the Intemational Bill of Rights, including the right to
food, housing, work, education, human dignity, life, non- -discrimination, equality, the
prohibition against torture, privacy, access to information and the freedom of association,
assembly and movement. These and other nghts and freedoms address integral
components of the right to health. In fact, the right to health, linked to the ﬁll_ﬁlmpnt of basic
needs - food, shelter, education, etc, is an integral part of the right to life that demands a life
with dignity and self esteem.

Good health, *a balanced body and mind’, contributes to ecoromic stability and
political consciousness and enhanced social status. Good health is an asset for humaris, and
jtis the State's responsibility to assure health protection, timely and appropriate health care,
and also address the underlying causes of ill health of all its citizens.

3.3.1. Human rights and health as enshrined in international treati:és

In 1946, WHO defined health in its Constitution, and in 1948, the- UDHR. reaffirmed
this by saying that everyone has the right to a standard of living adequate for the health,
medical care and economic and social security in times of sickness or disability as explicitly
embedded in Article 25. In 1978 this vision was emphasized in the call for ‘Health for All by
2000 AD" of the Alma Ata Declaration. Alma Ata stated that Primary Health Care is the
key to attaining health for all as part of overall development. It defined primary health care
as ‘essential health care made universally accessible to individuals and families in the
community by means acceptable to them, through their full participation and at a cost that
community and the country can afford.’ Alma Ata was the first to recognize health as a
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fundamental right. ~

The right to health also finds mention in Article 5 of the Convention on Elimination of
Racial Discrimination and Article 24 of the Convention on the Rights of the Child, Twenty-
five years after Alma Ata, the Mlllenmurn Development Goals. (MDGs) once again
cxtended the scope for the realization of the cight to health and health care Agreed to and
endorscd by 149 countncs. "the MDGs exphculy mdlcatc (he. com:mtment ‘of the
intemational community to uplift millions of peoplé living in poverty and'to'¢create an:
equitable and just space for them in the process of development. Of the!'MDGs to: be'
atlamcd by 2015, three specifically call for health improvements: reducing child deaths,
lowering maternal mortality, and stopping the spread of HIV/AIDS, mala.na and
tuberculosis. However, the achievement of oticr MDGs - particularly eradlcatmg poverty]
and hunger, achieving universal primary education and empowering women - to a greatcr
extent depends on better health status of the people. - _, 7

!
The right to health clearly establishes the fact that health is one of the lmperatwci
condltwns for the reahzanon of socio-economic and cultural rights. The right to healthi
n:qulres tbuntries to do more than merely provide for comprehensive systems of. health,
care delivery and insurance. It obligates them to undertake measures aimed at pmmolmg!
individual and community, health and at-preventing diseases, removing other extemal;
canses of morbidity and mortality, eliminating health_inequalities.and improving the
conditions that may hamper achievement of the highest attainable level of health.

*  The right to health imposes three types of obhgatlons on countries: obligations tol
respect, to préteét and to fulfil huifian rights. Obligations to Téspect requue “countries to'
refrain from mterfenng with individual’s rights and dignity; obligations to protect require’
themto prevent third parties fromm vidlating individual'sTights and dignity;afd obligations to
fulfil require them to take all appropriate legislative, administrative, budgetary, judicial and
other measures to ensure progressively greater sansfastlon 6f human rights.  ; 1j: .

3.3.2 Human nght to Heslth? " o

Lo
Every woman, man, youth and child has the human nght to thc highest attmnable
N standardof physical and mental health, wlmoutdlscrmunatwnofanykmd Enjoyment of the
human right to health is vital to all aspects of a person’s life and well-being, and is crucial to
the realization of many other fundamental human rights and freedoms. Human rights
relatmg to health are set out in basic human rights treaties (see Box 11).
T N T T, LI
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Box ¥ + The human rights at !ssue

13 . Fl

» The human right to the highest attainable standard of phys:ca] a.nd mental hcallh.
mcludmg reproduclwc and scxual heallh .

-
. Thl: human nght to equal access to adequale health care and hcalth-relaled
services, regardless of sex, race, or other staius

..» Thehumanright to equltable distribution of food o : .

- o *The human nghl to dccess to safe drmkmg water and sanitation.” '
aE

s The human nght toan adequate s!andmtl of Iwmg and adcquate houmng
. The human nght toa safe and hea.lthy enwmnment \

o The human right to a safe and healthy workplace, and to adequate protection for-
pregnant women in work proven to be harmful to lhem

PSR B |

1-.; Thc kuman nght to freedom from d:scnmmauon a.nd discriminatory socnal
practices, including female genital mutilation, prenatal gender sclection, and
female infanticide. L Wt e 3 1 [

e 'The human right to education and access to information relating to hedlth,
. including -reproductive health and family planning to enable couplés and
individuals to decide freely-and fesponsibly all matters of .reproduction and
scxuallty \

. The human right of the chlld to an enwronmenl appropnate for physical and
,.mental devclopmcm .

e L DL [

34, 'GOVERNM'ENTS’ OBLIGATIONS 'DO ENSU'RE TI{E HUMAN RIGHT
TO HEALTH -

The State’s obligation to respect the right to health prohibits it from taking action that
would dlrcctly injure health, The cbligation to protect suggests that the State must offer
somé redress'that people know about and can access if violation of the right does occur
(Gruskm and 'I‘aramola, 2002). Sm-nlarly, the obhganon to fulfil the right to health, apart from
the obllganon 1o facilitate and to prmrlde als0 incorporates an oblization to promote because
of the critical importance of health promotion. The immediate obligations include the
guarantees of non-discrimination and eqdal reatment as well as the obligation to take
deliberate, concrete and targeted steps towards the full realization of the right to health;
such as the preparation of a naticnal public kealth strategy and plan of action {(ibid).

To determine which actions or omissions amount to a violation of the right to health, it
is important to distinguish the ingbility of the State from the unwillingness of the State to
comply with its'obligations (Sengupta, 2004). Article 2(1) of the ICESCR obliges each State
party to take necessary steps te the maximum of its available resources. Violations of the
right to health can occur through the direct action of States or other entities insufficiently
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regulated by the State. A State that is unwilling to use the maximum of its available
resources for the realization of the right to health is violating its obligations under Article 12
of ICESCR. If resource constraints render it impossible for a State to comply fully with its
obligations, it has to prove that every effort has been made to use all available” resources at
its disposal in order to satisfy, as a matter of pnomy. these obligations. However, the
General Comment 14 clearly states that a State party cannot, under any c1rcumstance§'
whatsoever, justify its non-compliance with the core obligations, which are non—gierogabl X

3.4.1. Government’s commitment to ¢nsure human right to health e

The State’s obligations to right to health determine the commitments from the States
to respect, protect and fulfil, States have committed themselves to assure the right to health
in different international declarations. In Agenda 21, health is seen more in relation with
the right to development, and States have agreed that there is insufficient and inappropriaxe
development leading to poverty. In Habitat Agenda, State parties have agreed to the view
that “human health and quality of life are at the centre of the effort to develop sustainable
human settlements.” States have comimiited to the goals of universal and equal access to
the highest attainable standard of physical, meatal and environmental health, and to the
equal access of all to primary health care, by making particular efforts to rectify inequalities
relating to social and economic conditions, without distinction as to race, national origin,
gender, age, or disability. It'was acclaimed that good health throughout the life-span-of
every man and woman, good health for every child are fundamental to ensuring that people
of all ages are able to participate fully in the social, economic and political processes of
human settlements. And sustainable human settlements deperd on the policies to provide
access to food and nutrition, safe drinking water, sanitation, and a universal access to the
widest range of primary ‘health care services. It is.therefore recognized distinctively in
Habitat Agenda that it is essential to take a holistic approach to health. '

3.5. RIGHT TO HEALTH IN [NDIAN CONTEXT

sl Right to Health and Consﬁtutwn of India

_The Constitution of India also has provisions regarding the right to health. They are
outlined in the Directive Principles of State Policy (DPSP) - Articles 42 and 47, in Chapter.
1V, and are therefore non-justiciable. v .

- Article 42: The State shall make provision for securing just and human conditions of
woﬂ( and for maternity relief.

Artlcle 47:The State shall regard the raising of the level of nutrition and the standard
of lwmg of its people and the improvement of public health as among its primary duties, and
in particular, the State shall endeavour to bring about prohibition of the consumption, except
formedicinal purposes, of intoxicating drinks and of drugs which are injurious to health.

The above articles act as guidelines that the State must pursue towards achieving
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certain standards of living for its citizens. It also shows clearly the understanding of the
State that nutrition, conditions of work and matemity benefits are integral 1o health. ~

The Right to Life in Article 21 of Fundamental Rights in Chapter IV has been
extended to include the right to hcalth and health care in its periphery in several judicial
decisions. The recognitica that the right to health is essential for htman existence and is,
thercfore, an integral part of the right to life, is laid out clearly in Consumer Education and
Resource Centre vs Union of India, It is also held in the same judgment that humane
working conditions, health services and medical care are an essential part of Article 21.

In spite of the constitutional provisions in India, the State's economic incapacity is
always presented as the mam cause forits failure to fulfil its socio-economic commitments.
In truth, the lack of substantial progress is due to the lack of pohuca.l will on the part of
government and inappropriate policy decisions,

3.5.2, Trends in policy development in India

The focus of the National Health Policy (NHP) of 1983 was the formulation of an
integrated and comprehensive approach towards the development of health services,
appropriately supported by medical education and research, with special emphasis on PHC
and related support services. During the Seventh five-year plan, a great deal was done to
establish a health infrastructare, especially in rural areas. The Bighth five-year plan (1992-
97) identified ‘human development' as its main focus, with health and population contral
listed as two of the six priority objectives. It was emphasized that health facilitics must
reach the entire population by the end of the plan period. The plan also identified peoples’

" initiative and participation as a key elernent. With the enactment of the 73rd Constitutional

Amendment Act (1992), Panchayati Raj Institutions (PRIs) were revitalised, and a process
of democratic decentralisation was ushered in, with similar provisions made for urban local
bodies, municipalities and ragarpalikas.

Recognising the importance of sustamablc dcve!opment, a national conservation
strategy and a policy statement on environment and development were formulated in 1992
to bring environmental considerations into the developmental process. Lmkagcs were
drawn between poverty, pepulatien growth and the environment. The National Health
Policy identifted nutrition as a problem necding urgent attention, and in 1993, a National
Nutrition Policy was formulated with long and short-term strategies.

The vertically structured family welfare programme needed to be replaced by amore
democratic, decentralized alternative. In 1994 a draft National Population Policy was
submitted to Parliament as well as a revised report in 1996, It advocated a holistic, multi-
sectoral approach towdrds population stabilization, with no targets for specific
contraceptive methods except for achieving a national average Total Fertility Rate {TFR)
of 2.1 by the year 2010, This has resulted in a radical shift in implementation from centratly
fixed targets to a target-free dispensation through a deceatralized, participatory approach,
A Population and Social Development Commission was also established in support of the
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popalation pelicy.

India accepted the recommendations ef the Intemational Conference on Population
and Development (ICPD), 1994, and has also ratifted various international conventions for
securing equal rights for women. Following the World Summit on Survival, Protection and
Development of Children in 1990, India formulated a Plan of Action for Children in 1992
with actions that directly and indirectly affect child health.

Déspfte the commitment to Health for All, enormous health problems still need to be
addressed. While overall mertality has declined considerably, living standards are still
among the poorest in the world, The major constraints facing the health sector are lack of
resources, lack of an integrated multi-sectoral approach, insufficient information, education
and communication {IEC) support, poor involvement of NGOs, inadequate laboratory
services, a manually operated Health Management Information System (HMIS), poor
disease surveillance and response systems, and the heavy investments needed in dealing
with non-communicable diseases. The problem of gender disparity still manifests itself in
various forms as evidenced by the declining female to male population ratio, social
stereotyping, violence at the domestic and social level, and contlnumg apen discrimination
apainst the gir] child, adolescent gitls and women.

In order to address concems regardmg the non-auammenl of goals set for ‘Health for
All by 2000 AD’, the government initiated a new policy, the National Health Policy, 2002,
18 years after the first policy. The main objective of the new policy is to achieve an
accepiable standard of good health in the general population of the country. It is to be
achieved through increase in access to ‘the decentralized public health system by
establishing new infrastructure in deficient areas and by upgrading the infrastructure in the
exXisting institutions.

However, the goal of ‘providing universal, compreh{:nsive primary health care
services’, as stated in the 1983 policy, does not find mention in this new policy document.
The new policy acknowledges that India's public health care system is grossly short of
defined requirements, its functioning is far from satisfactory, that morbidity and mortality
due to diseases that are curable centinues to be unacceptably high, and resource allocations
are generally insufficient.

The NHP 2002 is quite explicit in its acknowledgment of the poor state of affairs in
the health sector. It also recognizes globalisation as a concemn, takes a critical view of
Trade Related Aspects of Intellectual Property Rights (TRIPS) and its impact, envisages
regulation of the private health care sector, and proposes to increase tite expenditure on
primary health care. It recommends increasing public health expenditure from the present
1% of GDP to 2% of GDP by 2010. The NHP 2002 expresses a valid concemn regarding
inefficient use of resources of various kinds in the renning of the programmes sponsored by
the central govemment, eg, the wastage on account of vertical disease conirol
programmes. But it is silent when it comes to making concrete and wotthwhile policy
suggestions to improve the situation, and also on the overshadowing of the public sector by
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the private sector.

Moreover, it is biased towards urban-centrie, specialist-based health care by ignoring
the pressing needs of primary health care services. It proposes privatization of secondary
and tertiary level care, ignores the simple fact that 45% of the poorest in the country
continue to depend on public hospitals for critical indoor care (Qadeer 2002). It also
proposes to use Indian health facilitics, particularly in the private sector, to attract patients
from abroad. It suggests that the income derived from this can be termed *deemed exports’
and should be exempt from taxes. Such a policy is subservient to'the interests of the rich
and powerful in the global health market but denies minimum heallh care entitlements to the
large numbers of the poor and less well off sections,

Another important point is that the NHP 2002 proposes to strengthen the provision of
user fees in public hospitals with the qualification that it will target those who can pay.
However, a recent study of vser fees in Gujarat, Madhya Pradesh, Orissa, Rajasthan and
West Bengal shows that they do not contribute more than 2% to the hospital budget (Sen,
Iyer and George, 2002). Moreover, identification of those *who can pay’ is an exceedingly
difficult task, and often large sections of the vulnerable may get left out of the count of
those who cannot pay, Farther, strengthening of user fees will inevitably result in driving out
substantial sections of the poor from the public health care system.

3.5.3. Expenditure and allocation on health in India

The pattern of public expenditure on health in India speaks volumes about the status
of the health sector, Allocation of funds for health programmes in consecutive five- year
plan periods shows a steady increase, but in.percentage (of GDP) terms, it has declined.
This has been due to increased attention to and funding of selective health services from
the mid-60s. The introduction of Structural Adjustment Programmes (SAP) sharpened this
trend of long focused vertical health programme interventions with service charges in
public services, and handing over more responsibility to the private sector. The consecutive
plan outlays cpenly advocate the cxpansion of private investment in curative care while
restricting public spending in preventive services, ie, public health.

The table below shows the declining trend in plan expenditure for public health in
different plan periods.
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Table 33: Plan allocation for expenditure on health

Plans = “'| Healthoutlay(inRscrore) | ~ Qutlayas % of total
“First Plan(1951-56) 1 &2 _ a3
Second Plan (1956.61) ) S T
Third Plan {1961-66) 259 T T
Annual Plans(1966-69) 1402 ' 21f 0 7
Fourth Plan (1969-74) 355 . 21+
FifhPlan(197479) - %8 V19 e
Annual Plan (1979-80) 1 ' TR
SixthPlan(1980.85) : T ' w , Lt
SevenhPlan(1985:90) 33929 19 0 .
Annual Plans (1990-9Q) 1,965.6 16 r
. EgmhPm(929n) 75159 17

Source:i-Fifteenth Report of Pricing and Availability of Drugs/Pharmaceuticals, Ministry of
Chemicals & Fertilizers (Department of Chemicals & Petrochemicals).

' 1 the Nmth five- year plan (199?-2002), the allocauon of funds for health was Rs
5,118.00 crore While for fa:mly welfa.re it was Rs 15,120.00 croré, This‘increased to R$
27,125.00 crore for family ‘Welfare in the Tenth ﬁve-yea: plan (2002-07), whereas the
allocanon for hea.lth was ralsed toonly Rs 9, 253 00 crone

C. Table34 AllocatlouoffundsforﬂealthandFam:lyWelfnre

(in Rs crore) .
Allocation  ° NinthFivéYearPlan - |- /  TenthFiveYearPlan
FTE (1997-2002) ,{2002-2007)
’ Health ! 50800 9253.00
Fa:mlyWelfare s, 12000 g 2712500

Sourr.'e LS. (U. S.Q No. 1413} dated Navzmber 27,2002, answered byA Raja, Mmmer of
State in the Ministry of Health and Fomily Welfare. Aditya Yogi raised the question. (Parliamens
Digest. winter session 2002, putished by NCAS)

1It-is to be noted that while every high-income country spends at least 5% of its GDF on
public heatth care, Indiz, as a developing country, spends only 0.9% of its GDP on heaith. The
expendlmre on health as a share of the aggregate annual public expenditure on health is 96.9%
in China, but in India it is a meagre 17.3%. Accordingto the Human Dévelopment Repart of
2003, India’s GDP ranked 0.56 in the world GDP index, But its public expenditure on health
aamunrs 16 a low 0.9% of GDP whereas private expenditure on health as share of GDP is 4%.
Compamuvely, acountry like Bangladesh, withonly 0.46 GDPindex, spends 1.5% of its GDPon
health and allows private expenditure amounting to only 2.6% of its GDP.

71



3.5.4, Availability of- esséntial drugs -

The avallablhty of essential drugs in India does rot present a different picture. It is
said that in countries with a high human developmcnt mdex, almost the entire pOplllatlon has
access (o essential drugs whereas in countries with a low human development index, the
situation is the reverse. In India, less than 50% of people have access to essential drugs.
But Bhutan, with a low Human development ranking,. succeeded in providing essenua.l
medicines to 80-94% of its population.

In India, the systematic deregulation of the pricing of drugs is another reason for
pushing up costs in the health sector. When the Drug Price Control Order was issued in
1970, all dmgs were under price control. In 1979, only 347 drugs were under price control.
This number was almost halved to 163 by 1987, and subscqucntly brought down to 76 in
1995. The Pharmaceutical Policy of 2002 reduced this number further, to 35 drugs. ’I‘oday

- India is the fourth largest drug producer (by volume) in the world, exporting 45% of its total

production (Duggal 2004). ;
Per capita dmg sales in India have now increased to Rs 309 annually, Research

“shows that this is more than sufficient to cater to the needs of primary health care of al] the

people, provided drug production and use is scientifically managed. As of today, only about
20% of patients go to public health facilities for out-patient care. The Tamil Nadu Medical
Service Corporation, a public. bady worlqng for the Tamil Nadu govemment. has been
buying quality, tested drugs in huge quantities dlrectly frorm the drug companies at tendex
rates which are one-tenth to one -fifiteth ,of -retail- market prices, This practice can be
implemented by public health bodies in other stats and can help 1o reduce the disparity in
accessibility to essential drugs. (JSA, Press Release; ‘Ensuré Peoplé’s Right to Essential
Drogs’, 2004)

Based on statistical estimates received from WHO's country and regional offices and
through the World Drug Situation Survey carried out in 1998-1999, the. Department of
Essential Drugs and Medicines Palicy of the WHO divided couniries into four categones of
classification for people’s access to essential drugs, Countries such as USA, UK, Australia
and even Sti Lanka have shown the best (95-100% access); China, Indonesia, etc came in
the 80-94% category; Pakistan, Myatimar and Bangladesh were in the 50-79% category;
and India fell in the last (0-49%) category (HDR 2002). '

The National Health Surveys provide clear evidence of the declining use of public
health services, from 60% for hospitalizations in 1986-87, to 45% in 1995-96, and for out-
patient care, from 26% to19% during the same period (Duggal 2004),

3.5.5. Private health sector in India

In India, the availability of data on the share of the private health sector in tota:l health
infrastructore is both inadequate atid unreliable, and this is an area demandmg urgent
attention from both the government and research i institutions {India Health Report. 2003).
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The spatial distribution of private facilities and doctors between the states, and between the
urban and rural areas is also not according te.the policy norms of equal access: For
cxample, 12% of Himachal Pradesh’s hospitals are in the private sector, as compared to
Kerala's 95%. Hamachal Pradesh and Madhya Pradesh have negligible presence of
quahﬁed medical private practitioners, as compared to developed states such as Kerala,
Maharashtra, and Pun]ab But urexpectedly, private hospitals are relatively less urban
biased than public Hospitals: about 31% of private sector hospitals and 29% of its beds are
in rural areas, whilé only 25% of public sector hospitals and 10% of its beds are in rural
'areas (Dn'ectory of Hospitals in India, 1998; Nandraj 2000).”

The uullzauon pattern of private health care in India is dominant in both out-patient
(OP) and m-patlent (IP} care. Reasons for the poor use of public facilities are many, and
across India, the pcrcepﬂon is that the private sector responds better to the patient's
interests than the public sector. Data from the National Sample Survey 52* round reveals
hidt 44% of patients chose the private sector because the doctor was more easily available,
36% because they were not satisfred with the treatment in the public sector and 7%
because medic¢ines are not available. Distance and long waiting timne are also quoted as
reasons for the poor use of public health facilities. The private sector accounts for 82% of
all out-patient visits at the all-India level, with no significant variations by income group, The
range is from 79-85% from pootest to.richest quintile, by urban and rural, by gender, caste,
or- tribe, While the private sector shows a slight edge over the public sector in
hospitalizations and institutional deliveries, there is dramatic decline in antenatal care and
immunization. |

Table 35: Share of publxc and pri{fat_e sector service delivery

Services Private sector (%) ' Publicsector (%)
Immunization 2 | i1 . 91
Antenatal care 40 &

. Institutional deliveries = ‘ T
Hosp;tallzauon 5 45
Out»anent care .22 , 18

Source: Mahal et al., ‘Who benefits from public health spending in India’, NCAER, 2000

During the 1990s the public health system was collapsing due to under financing of
public health services. The SAP and ecenomic reform programmes,’ which began in 1992
after the 1991-92 fiscal crises, further shrank rescurce allocations for public ‘hiealth
services. The national health surveys reveal that the rate of hospitalization has very strong
class gradients with the top quintile reporting aver ten times thé hospitalization rate of the
bottom quintile. This is because of increasing dependence on the market for health care,
which makes the poor delay their decision to seek medical care. However, it was the
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decline in public investment in health care and the introduction of user fees that was tha
final blow for the poor who make the most use of public health facilities (Duggal 2004).

Tabde 36: Health expenditure in_Ix;dizg asaratiofo Gross Domesti:: }’rudui:t (GDP)at current
prices 1975-2002 and hospitalsand beds in the private sector ’

1976- 19I}0: 1985-] 1991-[1995- | 1996-] 1997 19983 1599-12000- | 2001,

76 | 8i 86 | 92 | 96 97 98 | 99 [ 2000]| ot |o2
Public vl RE | +BE
%GDP 098 | 1.07| 132 088 086 | 082 082 091 | 0.89 [ 087 | 081
Private . .
%GDP 3.3 ] 388 345| 260|294 | 292 | 330 | 409 | 476 | 472 | 498
FHospitals 43 57 | 68 o 76
FBeds | 28 2|3 . 55

(Source: Duggal, 2004) ! el

The few studies that estimate health expenditure at household level show that 7-9%
of annual household consiimption expenditure is on health care needs; about 85% of which
goes to the private sector (Bhat 1993). The growing trend to over-refer, over-test, over-
medicate and over-use diagnostic techniques in the private sector has been making health
care unaffordable and a major drain.on the resources of the poor. Since economic
liberalization, India opened the door to private partners in health care as well as'in other
sectors, but appropriate legislation is Izcking to effectively regulate the private sector and
its high charges. There is a growing need [to regulate the quality and guantity of the
mushrooming private health sector and fix its social responsibility to the 20-30% of poor for
which they it getting tax exempticn.” . T _ o

3.5.6. Health sector development In India

India was a'pieneer in focusing on primary health care, and did so even before thej
Alma Ata Declaration. In 1946, the Health Survey and Developmient Commitee,
recommended establishing a well structured and comprehensive health service with af
sound primary health care infrastructurg (the Bhore Report). The primary responsibility for
building the infrastrecture and manpower rests with the state governments and is
suppiemented by funds from ihe federal ‘government and extemal assistance. Major
disease control programmes and family welfare programmes are centrally funded (some
with extemal assistance) and implemented through the state. infrastructure. Food
supplementary programmes for mothers and children are funded by state govemments and
implemented through the centrally funded Integrated Child. Development Services
Programme (ICDS) infrastrueture. The Department of Urban and Rural Development and
the Department of Environment (both centrally and in the states) fund programmes for safe
drinking water and environmental sanitation,

Universal coverage of the papulation through primary health service facilities in miral
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and urban areas is cne of the seven Basic Minimum Services (BMS) identified for priority
attention under the Minimum Needs Programme (MNP). If is estimated that a properly
functioning universal primary health care infrastructure providing integrated promative,
preventive, curative and rehabilitative services would meet over 80% of the health care
needs of the population. The remaining needs would be met through referral to secondary
or tertiary health care institutions. P

Inadequate and an ill-equipped public health infrastructure is unable to meet the health
needs of the people. A national survey of public health infrastructure in 1999-2000 revealed
that critical public health facilities were grossly madequale (Duggal 2004). The table below
illustrates this. . P

Table 37: Percent of different units adequately equipped  * o
(having at least 60% critical inputs) '

Units “Infastructure Stafl Supply Equipment Training
Dist hospital ] 8 » & B
FRUs 84 % % & o,
CHCs & % 10 & 25
PHCs* k' T 3 % 2

{Source: Duggal, 2004)

The national norm for primary health care in'raral areas is a three-tier infrastructure
of Sub-Centres (SCs)covering a population of between 3, 000-5,000, Primary Health
Centres (PHCs) cavering a population between 20, 000-30,000, or nearly siX sub-centres),
-and Community Health Centres (CHCs covering four PHCs). The table below showing the
status in 2001 of the availability of government | health care ipstitutions in rural India reveals
that the numbers fall short of the requiremeat.

Table 38: Numberof §Cs, PHCs and CHCs required and resulting shortfall in India
{As on March 31, 2001)

Centres Required In Position Shortfall
Sub Centre 1,34.108 137311 1325
PHCs 72,349 2842 1,776
CHCs 5587 3043 259

Source: Annual Report 2002-03, Ministry of Health and Family Welfare & Govt. of India.

The major impediments:to people’s social develepment are widespread urnder-
nutrition, low levels of literacy, poor infrastructure in the health sector and high mortality
rates among the poorest sections including the rural Scheduled caste and Schedule Tribe
populations.
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.. Box;8: Hidia's Health neﬁ@i-t Card,|

DR
o OFf 25 million chlldren bom in Indla every year, ncarly 2 mlllmn dle before .

reaching their fitstyear.- w100 La i T R I

» Of 16 million tuberculosis eases world wide 12.7 million are in India.

e  Water born diseases, like diarrhoea, typhoid, cholera and-infectious hepatitis
,account for 80% of India's health problems; every fourth person dymg of such. -
ﬂdlseaselsmllﬂdiﬂn L LR PR S LA R amo

» Every third person suffering from leprosy is an Indlan
e More than 90% of the world’s polio cases exist in India;. .

=y

Source: Health Action, seprembe?zob}‘ T e

TSN o . i

India has been a party o the oommltmems made at the World Surntm! for Soc:al
Development in Copenhagen in 1995 to address the “profound social prohlems"
confronting, in particular, thé marginalized and dlsadvantaged gfoups. Among many other
desirable goals of the Summit, India too, agreed and committed itself to universal access to
education and primary health care, But the fact is that there is a yawning gap between mural
1and urban health_ infrastructure as a resulf of which millions of the rural poor are denied
even basic health care facilities (Table 39), :

v w0 e . o Thble3%:HealthScenarione o\ , 115 -

T Helib e [T TR T ] T o

S Ct ot | ™ (e 1000 popalation) | (Pér 1000 poputation)

ST PO M FURRT)

Doctors © 06 - - 34

Pubhc expend.lturc Rs 80,000 Rs35, 60,003
ol Bviun b Hisana W e LA S

Out of pocke.tcxpendlmre +Re2,50000 - BI 500(1]

" InfaMoraliyRate |-~ 7atoorB— 7 1~ ——4:1;1cmus -
“Undchl\rdartaIityRate - l1‘3_3."1(.'1'.'0LB" - - - S71000LB
Births attended T 335% ' 13%

Full immunization ° 37% ) 6%
MedianA-NCs . R 25! - - -1- - 42 -

" Source: Duggal 2003

In India,access to basic health care, especially in the rural areas, remains unavailable
to 2 large majority. On the one hand the overall share of communicable diseases in-rural
India’s déath profile fell from about 47.7% in 1969-71 to 22.1% by the mid-1990s; but on

. the othei’ hand, the share of non-communicable diseases in rural mortality rose from about
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35.9% in 1969-71 t6 54.9% in 1994-95, |

‘The undeslying emphasis of government health programmes remains family planning
orpopulation control. There is also the skewed rural-urban divide in public health services,
The primary health care approach has failed to improve people's access to health: care.
Due to the lack of integrated and comprehensive health services, the Indian health system
still remains selective, pregramme-oriented and fragmented. There is very little attempt to,
involve the community in health care services. Though there is development of heaithl
infrastructure, the quality and availability of even minimal services cannot be guaranteed in'
the absence of drugs, materfals and equipment. [

!
Table40: The gap between “Health for All’ targets and performance

Indicators Status in 1983 Target set Status in 1998
Infant Morsality Rate 125 <) @
Under 5 Monzlity Rate 140 <X 105
Crude Death Rate 4 9 9
Life Bxpectancy 5 i) @
Maternal Mértality Rate S 40 0 410
Crude Birth Rate i B 2 pal
Total Fertility, Rate 33 - 31
Immunizafion 8CG) | . | 1 0% %
Immunization (DPT) 100% 7%
Immunization (Measles) 100% 665
Pregnancy — TT 100% 80%
Trained Dai or Inst. Deliveries 100% 4%

Source: Jan Swasthya Sabha, National Ca-ordination Commistee, 2000

. - No wonder, then, that the Indian health scenario looks grim. India’s infant mortality
rate is still pinned at 67 per 1,000 live births whereas under-5 mortality is at 93 per 1,000 live,
births. [t is estimated that by 2025, India would have 110 million people affected by the HIV
v1rus (reducmg life expectancy by 13 years).
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Box 9: Expenditure on medical, public health, sanitation and family welfare

The combined expenditure on medical, public heatth, sanitation and family welfare in
central and state budgets has stagn'alcd at the level of 1.3 % of GDP over ten years, from 1996-
97 10 2004-05. The expenditure in statc budgets reglstcrcd a decline from 1.17 % of GDP in
19989910 1.07%in2004-05(BE). ,. .

Expenditure on ‘Medical, Public Health, Sanitation and Family Welfare' from Union
and state Budgets (1996-97 to 2004-05)
Expenditure on Education, Art and Culture in Unien and state budgets (1996-97 to 2004-05)

Expenditure | Expenditure| Combined GDP at Expendi- | Bapendi- Com-
from the from expenditure- | current ture from | fure from bined
Union budgets | from Urioa market Unicn budgets expendi-
budget of all the and stats. prices bodget of all tre
on states ‘on budgets is as states from
Year Medica), Medigal, on % of GDP as v ke
Public Health |Public Health Medical, % of Unicn
Sznitntion Sanitation | Public Health GDFP and
and C2mily and family | Sanitation state
Welfare ‘Weifare and family budgets
Welfare - as % of
{Rs. crore) (Re. crore) | (Rs crore) | (Rs. crore) GopP
1996-97 3209,76 14576.38 1612042 | 1368208 023 1.07 1.2
1997-98 381371 17012.69 18999.63 1522547 0.25 L12 1.2
1998-99 479442 | 20296.09 22808,73 | 1740935 0.28 *1.17 1.3
1999-00 5869.96 22380.74 25265.26 | 1936821 1 0,30 "'1e 1)
2003-01 6251.62 23722.26 27186.63 | 2089500 0.30 1.14 1.3
2001-02 6979.7 24562.44 28439.75 | 2271934 0.31 1.08 1.3
2002-03 T598.96 25201.98 2941%.86 | 2463224 0.3] 1.02 1.2
2003-04 8396.8 30952.56 35792.43 | 2760025 0.30 1.12 1.3
{RE) .
2004.05 9938.86 33212.72 1338191 3108561 0.32 1.07 1.3
(BE)
Ta
Notes:

(1) Inthe figures for combined expenditure from Unton and state budgets, inter-governmental
transfers like grants and loans 1o the states have been netted in the process of
consolidation.

(2) GDP at current market prices refers 1o the 1993-94 scries released by the Central Statistical
Organization.

(3) Expenditures from Union Budget presented above include those of the Union Tesmitories,
which do not have legislatures, Delhi has been included in the states.

Source: Amitabh Behar, Subrat Das, Debdulal Thakur, ‘Reaching the Excluded: Need for “New
Imagination”', NCAS- CBGA, 2006
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3.6. FINDINGS OF THE STUDY

Are. lhere different ways of reforming the system 50 lhat people § access to health
care is 1mpro\red and patients’ rights are strengthened? Are the existing models of health
service delwery easily accessible to the people? Are people bcnefitmg from available health
services in their time of need relatwc to their socio-economic condition? This study
attempts to take stock of the currént health'sGénario vis*a-Vis the prclsent health pmwsxous
and cornmnmems The health aspect is configured around availability of health services m
\nllages and the health needs of the people. This part of the chapter deals W’lﬂ] the state
scenano in brief and study findings in detail with the key results of the stddy. * A

C e
3.6.1. CHHATTISGARH

Accort:img to the 2001 Censas, the total population residing in Chhattisgarh: was;
207.95 lakh, that i is, 2.03% of the population of India. The state of Chhattisgarh was carved:
out of 30 .49% of the land area and 26.6% of:the population of the undivided Madhya
Pradesh in 2000. Out of 146 development blocks, 88 are predominantly Schedule 'Ihbe,
with 20% of lhc population being Scheduled caste. Only 20.08% of the population fives in
urban cities whereas 79.92% lives in wllages Of the total population, 32.5% are §Ts and
12.2% are, SCs As shown in Table 40, the basic health indicators related to birth rate, death
rate, mfant mortahty rate (IMR), efc in Chhamsgarh is far behmd the national average,

Table 41: Health indicators in Chhattisgarh (2001}

i
1

. . T ! Bl '
- Indicators : ' oo Tndia' ]12‘2' * Chhatiisgarh
Human Development Index ' a0 " 390
 BirthRate(1997) * : 72 M 83
Death Rate (1997) ] e 7 106
ToulFeciltyRme (199D, , . . .| . .33 | . 3
Infznt Mortality Rate (1997) wooNEy CLTO ! 40
Couple Protection Raté (By Steritization %) 302 25

Source: Ciihat:isgrz‘rh éavemmcm. 2001 -

.~ ~—Table 42 presents some basic health indicators from the 1991 Census. The life,
expectancy at birth in Chhattisgarh is betlér as compared to Madhya Pradesh. In 1991,]
while life expectancy in Chhattisgarh was 61.4 years,, it was 57.3 years for the whole of
Madhya Pradesh. What is also very encouraging is that female life expectancy is hlgher
than (hat of males in Chharttisgarh: Chhattisgarh’s sex ratio is also much beiter than other
better off states: in'1999 it was 985 females per 1000 malcs, which 1mproved to 990 per

1000 maIes in lhe 2001 Census » o e )
‘ 1

Mortahty mchcators arc still very highin ChhattIsgarh The infant mortality rates of 12
and 47 achieved by Ker_ala and Mal;araihgra respectively shows the long gap Cl}hamsg_arh
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has to fill. Other mortality and fertility indicators tell the same story, Basic primary health
care, pre- and post-natal care, putritional status grid preventive care are the essential
requirements of the new state. Long distarices, 1arge forest cover;and a large nuinber of
forest villages and remote villages make acc and delive_ry;{df heallthfbare a cfu1c1al issue.
m oty o, 1 "’E.)‘ T =TT il H wd! L% I

; C oMy W

Table42; Healthindicaforsin ChbatfsgarE (199), . .. ..

T

Indicators . Al | Male | Femsle | Rurl | UThban,
Mean Age of Marriage 2547 1,255 || B3 254 |, 252 -
Tota] Festility Rate | 43 - - 43 42
Infant Mortality Rate 80 880 00| " | s20”
Life Expectancy &t Birth 614 609 * 620 600 | -686
Populstion expected fo 0173 ol | om | oiss | ‘0109
sv.n'vivcb?:}'pndZOYca:s ‘ N D “-') N i
Child mortality up toSyears, [ 1200 | 1340 ), 1240 410 |, WO

1 . ' £ - o G
I 1a Mg e . L . '

' Source:- www.chhatiisgarh.govin g

The curcent primary healtlicare infrastriscture in the state ¢oniprising 5 12 PHCs and
3,818 sub-centres is inadequate to cater (o the necds of the vast rural populition, A peor
transport network, remote villages and dense forest cover deter the government's efforts to
deliver health services to all people of the state. The state also lacks quality health
infrastructure, .and the number of hospitals and primary health centres are inadequate.
Paramedical staff is also inadequately, trained u? providing health services to the population. !

At present, 38.91% of the state’s population is below the poverty line. The ratio of
number of hospital beds to total population in Chhattisgarh is 1:33 (Vision Docurment:'
Chhattisgarh 2010, 2001)..In 2001, Chhattisgarh had only one medical college when the
requirement was for three colleges, There are fo district hospitals in 10 outof 16 dis'ti'i':’:ts;iI
no CHCs in 54 out of 146 blocks; and 400 PHCs are needed; Five -hundred 'posts for
doctors are vacant in the public sector; there are inadequate and inefficient paramedics;’
and there are very few qualified doctors and paramedics in the private sector in rural areas
(GOC 2001). o -

- Box 10:, |, . . e
" Inhovative heaith schemes initiated by the Goveriiment of Chhizt‘tiéga'rhr
w T . ' O PR T B . et
s Mitanin Programme: In the local: language *mitaan’ means a friend, (The .-
government, of - Chhattisgarh. started the Mitanin programme . urder -the. Indira ,
Swasthya Mitanin Yojana in 2001 to cater to the health needs of villagers specifically
those who live far f}:om the health centres. The state has 20,379 villages, 54,000
habitifs: and"3,818 Sab:céntres; many of ‘these villages are ot accessible and
v . WA v I

i oy
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difficultto reach in the rainy seasor, This programme was startcd inl4 development
‘blocks of Chhattlsgarh -

- "

In the Mitanin programme, ‘the commumty selects a wornan health voluntecr to help
develop a village health plan, and she has to help in community actions related to
health. The programme helps reduce the gap between the local people’s under-
standing of health problems and the avaﬂable health services. It thus decentralizes
health knowledge and health services by using the Mitanin for mforrnauon and
communication. The target was 54,000 Mitanins by May 2002.

.» Rajiv Jeevan Rekha Kosh: This programme was launched on November 1, 2001
to provide financial assistance lo lhc poor living below the poverty line for tmalment
of serious illness.

| « Ayushmati Yojana: This prograiime was launched: to" support poor girls and
" women who could not afford treatment. The panents are given free treatment and -
free board and lodgmg facility when. admitted to. health care centres.. But tlns -
. scheme applies only in selected health centres in development blocks.

s Life Line Express: The Lifeline Express is another initiative to provide health care
to the poor and needy pecple from rural areas.

I Health Care Semces

et

For 48% of respondcnts t.he nearesl health service was available at a distance of (-5

km This health centre is the government run community health centre. For 22%.of the
respoadent families, the nearest health centre was 15-20 km away. For 4% it was more
than 20 km away. For 68% of Schedule Tribe families, the nearest health centre was not
less than eight kilometres away. | Forthe rest it was between 0/8 km. Thrrty-two per cent of

the tutal ‘TeSpondents paid for visits made to govemment hospitals.

ST h

|
Tuble 43. Dlstanr.;e and availability of health centres

Distance in ki 8Cs (%) STs (%) OBCs (%)
.02 8000 1905 5294
24 ‘ v 2000 1% ., . 3529
48 o - - 1L11 ' 5B

¢ Mot than 3 aw | [ e L ss8

Source: Primary data
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If they fall ill, 73.33% of SCs said they preferred to go to private medical clinics for
treatment, whereas 61.9% of STs preferred going to government hespitals, and OBCs
frequented both equally (47%).



Table 44: Preference for public and private health care

Preference 5Cs (%) STs (%) OBCs (%)
Gevt hospital 2667 €2.90 4706
Private medical clinic 7333 3387 . 4106
Govt doctor practising privately * 000 17 ©00
Vlllagc vmdya . OCD 000 . e

Source: Primary data

Of the. -respondents interviewed, 73.33% SCs, 62% STs and 75%. OBCs .showed
reluctance to take sick persons to government hospitals.  The reasons stated were poor

treatment provided in such hospitals and the non-availability of doctors.

.- Table45: Reloctance to visit Public Health Centre _ ¢

Prefercnce ~ , SCs (%) (| STs(%) OBCs (%)
Yes . 7333 6191 5.
No . 2667 38,18, -

Source: Primary data -
2. Prenatal and Postnatal Care

Some 83.3% of SCs register cases of pregnancy in government hospltals vl.vhcreas
approximately 92% ST families and 58.24% OBC families havé never registered m a

hospital. Those who registered agreed that penod[c examination was done. *- :

. Tableds: Pattern of pregnancy reglsh'at:on in govemment bospital

"Pregnancy registered SCs (%) STs (%) | . OBCs(%)

Yes 8333 806 41.18

No : L7 yegr |7 b 5882
Source: Primary dara L P

Around 56% of the reSpondents said that a child was born in their family in the last
three years, while the remaining 44% said no child was bom in the last three years in their
families. Of the 56%, the majority of the births were at home (24.34%), out of which
53 85% were attended by an untrained dai and 30.8% by a frained dai. Furthcr, 74. 18% of
ST families and 50% OBC said that an umramed dai had attended the delivery, while 85.7%
of $Cs said that the delivery was through a trained dai. No health worker had visited after
delivery in 88.24% of cases and this was confirmed by the rest.
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Table47: Child delivery attended by -

Deliveryatiended i SCs (%) | STe(®) , ,_‘,onc,,j(%]'_.'
ANM 000 " 000 2000 ' - -
Trained dai Coesm [ % 2000

Untraineddii 1429 7419 50 "
Other - o - ‘2o | topo---

Source: anary data :

1
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Sixty-nine per cent of respondents admitted that t'llmy didn't practise family plénhin;g
However, 82% of the ST respondents said they didn’t practise it because of a govemmcnt
ban smce they belong to the Baiga tribe I.Iila.t is in danger of being extinct.

3. Ctuld Immunization - - . . I ___i

Only 21.92% of respondents admitted having a health card Of these, 50% were STs.
13.33% SCs and 7.14% were OBCs, That means that 86.7% of STs, 50% of SCs and 83%
of OBCs do not have a health card. The rate of immunization is 82.67%. As repards the
follow up, the respondcnts in all threc categoncs sa:d thal there are. no follow-ups
4. stease Control Co : - I-' iy |

i

— I case of outbreaks of dlscascs, 82% said thal no health visitor has ever visited lhc1r
house While 47% adinitted incidences of itlness in their families recently, 46.6% visited
prwatc hospitals for ireatment. Another 13% preferred government hospitals, or those’ ron
by chiaritablé institutions, or else were treated at home. To meet the expenses, 28.57% SCs'
borfowed money from a moneylender or from other sourcesand 66.67% met the expenses
out of their savings. Fifty per centof OBCs ananged for money from moneylenders and an
equal nurrber tllsed their savings. coort

5., General Health‘ Awarencss . .!_ ’ - .. .- {
1

Nutnnonal awareness level was very fow in all three categories of respondents SCs.
STs and OBCs, but it was a little better in SCs (33.33%) compared to the others. Only. 3%
of ST families had any ‘nutritional awarenéss, which i is 'almost negligible. Similarly only 8%
of STs had any kind of understanding about prenatal and postnatal care of women. Among
STs;92% of respondent families were completely lgnoram of it. Family planning gota good
rcsponse in terrns of awareness: 2 majonty in all three categories knew about it. 1

—-There was very little awareness about diseases like tuberculosis, leprosy and AI.DS*
Arcund 0-4% of STs, 5-11% of OBCs and 20-46% of SCs were aware of ‘the ' diseases.
Programmes for immunization were known to 93% of SCs and 76% of OBC:s but to only
36% of STs. Polio drop awareness was high in all three categories. Table 48 shows that -

SCs and OBCs have better awareness about health than $Ts. Sanitation awareness
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ranged from 53% in SCs to 11% in STs and 47% in OBCs. The use of safe drinking water
was well known to the SCs and OBCs, but 87% of ST families said they had no knowledge
about the harmful effects of nnsafe drinking water, The level of awareness about diseases

was low in all three categodes.

Table 48: Level of health awareness

Awarepess Opinion 8Cs (%) STs (%) | OBCs (%)

Nutrition Yes 3333 317 1764
No 6667 96.82 8235

Prenatal and post natal care of women |  Yes 6667 793 4705
No "33 | 9206 5294

Family planning Yes 7333 G349 8235
Ne. 26.67 3650 1764

TB symptoms and treatment Yes 46.67 4.761 1176
No 5333 9523 8823.

Leprosy Yes 4667 317 11.76
No 5333 9682 883

AIDS Yes .4 o 588
_ . No 0 100 94.11
Immunization Programme, Yes 9333 43650 7647
: No 667 6349 2352

Polio drop ’ . Yes 93.33 5047 100
. No - 667 , 952 0
Health Care Yes 6667 2539 5882

No KLk) , 6D JALYT

Sanitation Yes 5333 11.11 4105
. "No | 4667 88.88 5294

Use of safe drinking water Yes 66.67. 12.69 5882
‘o " Ne 3333 8730 41.17

Diseases Yes 40 476 1176
No @ 9523 8823

Source: Primary data
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3.6.2. KARNATAKA

Where does Karnataka stand as far as human development is.concemed compared
to the rest of the country? A lock atfour indicators gives s an idea of how far Karnataka
has gone in providing basic health facilities to its people. The indicators are gender ratio,
infant mortality rate, maternal mortality rate and life expectancy at birth, '

As-far as the gender ratio is concerned only.Kerala has come closer to the Iévels,
attained in developed countries. Aocorﬂmg to the 2001 census, Kerala's ratio was 1058.
females per 1000 males. In Karnataka, it is 964 females to 1000 males. According to the
National Family Health Survey Il (NFHS-2), .1998-99, the overal] sex ratio for Karnataka is
983 females per 1000 males. The sex ratio is 996 in rural areds and 960 in urban areas, The
reason for the lower sex ratio in urban areas is the dlsprt)pomonate migration of males to
urban areas,

InNFHS-2 (1998-99) infant mortality estimates for Kamataka are slightly lower than
_recent estimates for the Sample Registration System (SRS) of the Office of the Registrar .
Geneml The average SRS estimate for the year 1998 is 58, which is slightly higher than the
NFHS-2 estimate of 51.5 per 1000. The infant mortality rate for Kamataka for the five-
year period immediately preceding the survey is estimated to have been 52 per. 1000 live
births. This means that 5 out of every 100 children bom in Karnataka did not survive until®
their first birthday. Child mortality for this period was 19 per. 1000, and the under-five.
moxtahty rate was 69 per 1000. Thus, approximately one in 14 children died before

completing 5 years of age.

" There has been a decline over the three five yeat periods in most of the mortality
rates. Declines in neonatal mortality and infant mortality have, however, not been steady.
As SRS estimated, the infant mortality rate in Kamataka is 58  per 1000 live births in 1998;

but the estimates of 70 for rural areas and 25 for urban a.rea.s reveals the still large rural-
urban difference that is typlcal of the country as a whole. The urban IMR in Karmnataka in
1998 was lower than that in all states except Kerala where it was 17. The country level
MR in 1998was'?2,nwas??mthcrurala.reasand45mthcurbana.reas '

Rccent data shows that in 2001 Kamaxaka s infant mortality rate was 58/1000 live
births, which was lower than the country's infant mortality rate of 67. In 2001 thie under-5
montality rate was 69/1000 live births. The following table gives a good idea about the state
of affairs as fa.r as Kamataka's health profile is concerned.
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Table 49: Health indicators of Karnataka in 2001

Sex (Gender) ratio, 0-6 years

: Indicators 1 200
Infani Mortality Rate ; ‘' 58/1000Tive birtis
Under—5 Mortality Rate 69/ 1000 live births

_, Crude Birth Rate 22371000 populztion

. Crude Death Rate v 7.7/ 1000 population
Maternal Mortality Rate v 195/1,00,000 live births
Life Expectancy at Birth| Male 61 7years

J | Female 65.4 years
Total Fertility Rate 213
» Percentage of institutional deliveries 311
Percentage of safe deliveries t592
Newborns with Low Birth Weight, 5%
Percentage of mothers who received ANC 863

" Pércentage of eligible couples protected " 97
Percemage of chiidren fully immunized | 0
Anaemia among children (6 — 35 months) A “0.6%
Nutritional Severe under-nutrition 3 foe 62%.
status of Moderate under- nufrition 454%
children | Mild under-nutrition .. 39.0%

’ Notmal 94%: .
Sex (Gender) ratio " 964F/ 1000M . ) ‘_
949E/1000M

Sonrce: Kamataka Human Develapmeni Report, 2002

Anaemia, haemorrhage, eclampsia, obstructed labour, infection and abortion account
for 80% of maternal deaths in India. A 1993 survey of the Registrar General of Births and
Deaths indicates that haemorrhage alone may account for 23% of these deaths. UNICEF
(1992) bad made a comparison of maternal health statistics throughout the country and
pointed out that 450 out of 100,000 women die of causes connected to pregnancy and
childbirth in Karnataka. This is higher than the average for the fifteen major states.

The International Conference on Population and Development (ICPD) resolved i in
1994 to target a Iife expectancy of 70 by 2005 and of 75 by 2015. Against this, Karnataka
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achieved in 2001 life expectancy at birth for males of 61.7 years:and‘for.females, 654
years. In all districts, without exception, life expectancy at birth was higher for women than
for men but differences between life expectancy for men a.nd women varied from one
district to another, The difference in life e.xpectancy for men and WOmED was about mne
years in Kolar and Hassan districts and only 0.62 years in Bangalore (Urban) district as pcr
the 1991 census.

- - © -Tuble50:Fertlityrates ' - - = L
PR LI . 1991 |, 1995 1996 . 1997 |..1993
Crude Birth Rate 269 | 241 B0 n1 | 20"
Crude Death Rate .90 | 6 % | 16 | 15
" Netwral GrowthRate | 179 165 154 151 PR
InfantMortalityRate | 77 & |, 5
Total Fertility Rate 31 27 26 25 | na

Source: Census of Indial991 . ) L
However, improvement in critical héalth indicators such as life expectancy, birth rate,
infant mortality rate and'death rate is to some extent the result of improved héalth
infrastructure in the state, However, Karnataka has a large share of infectious diseases
-characteristic of the underdeveloped world, as well as' degenerative and other diseases
comnon in industrialized and affluent societies. The old scourge of tuberculosis and malaria
‘continues. HIV infection has been contained to some extent. Under the Naticiial Malaria
Eradication Programme, although the number ‘of bleod smears collected and examined
increased, the number of positive cases increased six fold between 1991 and 2000 (almost
1,00,000 cases annually). The number of patients who weré gn/én radical treatment, as well
as the slide positive rate, also increased, Cor

The size of the private health. sector in India, as in Karnataka, is much larger than
generaly ‘believed, According to a survey conducted in 1995-96 by the Centre for
Symbiosis of Technology, Environment and Management (STEM), Bangalore, the private
health sector in Kamataka, including the not-for-profit voluntary sector, is comprised of
1,709 medical institutions (clinics, nursing homes; hospitals, etc). A vast majority of private
hospitals provide curative health care, while public hospitals provide promotive, preventive
and curative services in rural areas and only curative services in urban areas,

Per capita government health expenditure in' Kamataka is Rs 154 less than the
national average of Rs 167. The total aiumber of primary health centres in Kamataka is
1,676. Table 51 shows the nural health mfrastructure in Ka.mataka .

il
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Table §1: Rural health infrastructure in different centres in Kamataka
. (as on March 31, 2001)

State . ' Service delivery infrastructure

sSC ° PHC ic RFWCs
Karnataka T 8143 1676 249 200

Source: Ministry of Health and Family Welfare, Government of India, 2002

Karnataka has a set of regulations refating to health care that can be broadly divided
into three categories: drug related (6 the Pharmacy Act, the Drugs and Cosmetics Act znd
the Dangerous Drugs Act), practice related (eg the Consumer Protection Act of 1986, the
Indian Medical Council Act and the Human Organ Transplant Act), and facility related (eg
the Nursing Homes Act, and the Nurses, Midwives and Health Visitors Act).

Box 11: Karnataka task force on health aud‘l‘amily welfare

The government of Kamataka constimted a task force in 1999, under the
chairmanship of Dr H Sudarsan, to address the health sector issues confronting the
state, and .to make. specific recommendations. After 59 sittings the task force
submitted a report to the government of Kamataka in 2001 with extensive and
detailed recommendations, The report of the task force was accepted by the
govemment and is being implemented, . .-

5 T : b ’
Source: India Health Report, 2003 . - . . -

The private health sector has been brought under the Consumer Protection Act, but
more awareness is needed of the various regulations so that quality of service and better
provider-patient relationships are maintained, .

In Karhataka, primary, secondary and tertiary care services are available through
public, voluntary and private sectors: But the commercialization of medical care has
created problerns. The middle class mindset of policy and decision makers blinds them to
the nceds of the poorest of the poor, With globalization of medical care, the cost has'gone
up. The affluent can afford the care, but the very poor cannot. They need social security to
ensure that they get medical and health care when they need it.

1. Health care services

The average number of villages covered by a primary health centre (PHC) in
Kamataka is 16.55. However, among the families surveyed, 40% said that the. hearest
health centre was at a distance of 2-4 km. These are either government run sub-centres or
taluka hospitals. For the majority of ST families (73.33%), the available health care service
" was at a minimum distance of 4-8 km. Payment of user charges or registration fee was

g8



common as approximately 86% of the respondents admiited to paying some kind of fee -
37.5% said it was auser fee and 25% said it was the doctor's fee and for buying medicines.
The remaining paid for either of the above reasons or a combination of these:

™

Thble §2: Digtance of hospital from housebitas o
Distance inkm Respondents(%)” =~ ° -
02 " ‘ S “ ik
C24 4000 -
46 636 ) )
63 3091 .
&10 . 1081

Source! Primary datg

~ The Kamnataka field study showed that 68.22% of families were reluctant to visit a
govemnment hospital in case of illness. Around 26% said this was because there were no
doctors, and no free medicines, and 19.18% added poor treatment to the other two feasons.

' When asked where they preferred to take patients, 61,29% SCs,70.59% OBCs and
33.3% ST preferred private hospitals, But a large section of STs, around 43.3%, prefemred
govemment hospitals. The rtst went to quacks. The general tendency was to go'to a
private hospital. Approxirmately 55% preferred to visit a private practitioner in comparison
to only 33% "‘",t?? Ereferrad to ﬁi_sit a government hospi_tg!.

- - Table 53; Different categories péfer;née for treatment

P

Preference - a ‘¢ | SCs(%) |'STs (%) | OBCs(%)
Govemnment hospital 21 4333 2041
Private medical practioner/ rural medical practitioner | - 6935 3333 7059
Govemment docmf practicing privately | 1561 Q.00 000
Village vaidya : 000 63 | “deo’

-Soureé: Primary data v
i TN d PP
2. Prenatal and Postnatal Care: -

[ |

The reporting of pregnancy cases is generally low. Around 79.82% had not registered
their pregnancies. Among those registered almost 90.42% had regular check-ups. The
examinations were conducted mostly by ANMs (around 94%), Those who had registered
availed the facilities of periodic examinations, iron tablets and TT injections, but 66.67%
reported that '{10 health worker ever visited their house for a medical check up.

In72.48% of families no child was born in the last three years, In the 27.52% families
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that had a child birth, 76.67% of the births were in the house. All of these were attended by
untrained dais. Some 60.39% of families said they had not undergone any family planning
exercise. This means that only 39.60% practised family planning. Of those who practised
family planning, 70.73% said that they received this service through a doctor. Almost all the
families (84.62%) had 2 health card for thelr clnldren Of those having h health cards, the ST,
respondents were anly 25%. . ., .

Table54: Place of ¢hild bum in last three years

Birth place o 8Cs (%) 8Ts (%) OBCs (%)
PHC 000 1667 Q00
Private Matemity Home 667 000 y.§
Hame ‘133 6667 @

" Any other 000 o

1 ' P P

Source: Primary data
3. Child Jmmunization . .. - o,

The immunization rate was quite good with 92.5% of children under the age of five
years being immunized. Most of the immunizations — 58% - took place at the school, 34%
at home and the rest 8% at-the sub-centre. Follow-up visits by a health-worker after
immunization was very low; 56. 75% of mpondents said no health worker had visited,

. o o o 4 0t ]
Table 55: After immunization follow-up visit status of hwlﬁth worker

Health worker’s followup visit | - 71— 8Cs (%) ST (%) - OBCs (%)
Yes - SRR | - " I A 3333 '

< B v ] . [} Fl ] 1
Ne 3 20 67

Source: Primary data
4. Disease Control

. -1 . -
L3 '

When ‘there is an cutbreak of any disease, 88.57% of people said no govemmcnt
health worker visited their home. Of the families questioned, 91.43% said there was no
incidence of disease in their families recently, while 66.67% of those who were'affected by
diseases consulted a private practitioner for treatment. Many of these famlhes (60%) met
hospital cxpenses by borrowmg money fmm the moneylender ot .

5. General Health Awareness

" The awareness levels about good health and nutrition varied from 44.44% to 46 11%
in all three categaries, SCs, STs and OBCs. Prenatal and postnatal care of women was
53.23% to 66.67% in the same categories. About 64.52% of SC families were aware about

. ea .
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family planning programmes whereas 61.11% of OBC families were ignorant about it.
Between 91.94% and 94.44% of respondents had no information about the symptoms or
treatment of tuberculosis. Around 98.39% to100% families had rio information about
leprosy, and the ignorance about AIDS was the same — ranging from §8.79% 1o 100%.

As many as 55.56% OBCs, 58.06% SCs and 86.67% STs were ignorant about the
immunization programme. Around 72.22% t0 93.33% families were aware about polio and
polio drops.-Arocund 98.39% of SC and 100% ST and OBC families were'found to have
almost no information about heafth care. About 60% of respondents were aware: about
sanitation and 66.13% to 80% families knew about safe drinking water.

Table 56: Level of health awareness in different categories

Awareness related Opinion | SCs (%) | STs (%) OBCs (%)
Nutrition Yes 4677 4667 444
No 538 5333 55.56
Prenatal and postnatal care of women Yes 4677 3333 4444
No 5323 6657 5556
Family planning Yes 6152 4667 3889
No 3548 33 6111
TB symptoms and treatment Yes 806 667 556
. No 9184 93.33 9444
Leprosy Yes 1.6 0.00 000
No 9839 100 100
AIDS Yes 323 0.00 1111
No 96.77 10 8889
Immunization programme Yes 4194 1333 4444
No 5806 BAGT 55.56
Polio drop Yes 9194 9333 no
: ' No 806 667 778
Health care - Yes 1.61 000 000
No 9839 100 100
Sanitation Yes 612 6000 61.1
No 3371 40.00 3889
Use of safe drinking water Yes 66.13 - 0 7178
No 3387 0 nxn

Source: Primary data
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3.6.3 MAHARASHTRA.

How close are the health attamments in Maharashtra to the Alma Ata Dex:laratxon
(1978) of health for a.ll by 2000'? The, Mahamshlm Developmcnl Report 2002.says that
Maharashtra has unproved o two counts? ralsmg life expectancy at birth and reducmg the
infant mortality rate (IMR}: From 105 per 1000 live births in'1971, IMR declined to 48 pcr
1,000 live births in 1999. Though the overall IMR has gradually declined, the gap in
accomphshmenl between urban and rural regicas is marked: In 1999 the IMR in the rural
population was 58 while in the urban population it was 31, In the rural areas, the number of
deaths per 1,000 live births within a month of life'is twice' of what prevails in towns and
cities. -

FIRTT R NI 1 IS PURT R i

To understand the helth status s of 2 a populauon. the mortudny profile is relevant. bcmg
a sub;ecuve phcnomenon mﬂucnced not- only by actual burden of iliness but also by
education, exposure to healthcare services and health expectations. Preventable diseases
that are commeon here m typhoid, pneumonia, tuberculosis, gastro-enteritis, cholera, ’

dysentery. Jaundlcc and feVers ifcliding mﬂuenu Dlseascs preventable by munumzauon
are common here such as measles, whoopmg cough dlphlhena, polio and tetanus,

In Maharashtra another critical area of ¢ concein is nutrition. Maharashira’s Human
Development Report 2002 says that more than half the households in the state fall below
the prescribed standard norm for riatrition, and these households receive less than 90% of

the required level of 2 700 calories per day per consumer, T It

‘Maharashtra’s population suffers _high levels of malputrition. The victims of -
malnutrition are mostly women and children. The Nauonal Family Health Survey-II (1998-,
99) data shows that 40% 'of women in the reproductwe age groap (15-49 years) have 2
body mass-iridex (BMI),of less- than the- lhn:shold of-18.5 kg -per mt sq. This-js a
: catastrophlc situation accordmg to the WHO, because low BMI indicates chronic energy
deficiency. The sex ratio, too, is of serious concern; in 1990 it was 934 women per 1000
imen, and that fell to 922 in 2001 (Ccnsus 2001, Government of India), and itis Iower than
Kamataka and Chh:mlsgarh

As regards the avmlablhty "of hEAlth sfrictires in rural Maharashtra, according to
recent data (HDR Maharashtra 2002), there are 1,762 PHCs, 169 PHUs, 61 mobile health
units and 9; 752 sub-centres in rural-areas. Under the minimum need programme of the
19805, rural hospitals were set up. There are 345 rural hospitals catering to the needs’of
1,50,000 population ¢ each, or one per five PHCs.

‘Both quanutauwly and qualuatwely, there is a wide gap in the health care’
infrastructure available in the rural and urban areds. For example, in the year 2000, Lhe
number of doctors per 1,00,000 population in wurban areas was 139.8 compared to a mere’
23.7 in rural areas. Dlspropomonately, over 80% of beds in public hospitals are in urban .
areas whereas only 42.4% are in rural areas. Health facilities in public and private sector,
are also varied, private sector shanng 61% of hospitals, 90% of dispensaries and 48% of
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beds available in total, Maharashtra has the largest private health sector in India: In lieu of
tax benefits the private hospitals are supposed to pmvidc free services to 20-30% of their
total clients. But in reality, not all such free services accree to the poor, though they are

entitled toit: . L. IR (I
Table 57; Somple Registration Scheme estimnates - ¢+ ¢ - ‘=

Hezlth 1961 | 1971 | 1981 | 1991 | 1996 | 1998 "
Hospial WA - ] 530 708 ‘._ .711; ,17:43
Dispensaries NA B2 | 176 1896 148 | 1683 -
Beds per lakh of population | NA & | e 4 143 .| 13%-..
Birth rate 3 | 24 285 262 v R B

Death rate 138 .| mwo % | = % -
" Infant mortality raté & s | B &0 4 7 -
Source: www.maharashira govin . . o -

The rural-urban fatio is drifting in Maharashtra state, Infant mortality in Maharashtea
was as high as 56 and 33 per 1000 in rural and urban areas respectively in 2000, Around
50% of children less than three years ‘of age are underweight.

The level of public spending in Maharashtra on health caré is oné of the lowest in the
country at just 0.6% of state GDP Between 1985-86 and 1989-90, it was scaled up to one
percent, but has dcclmed theredfter. Rural- urban dlspanues need much more attennon, but
l.hxs does not 1mply that urban hea.lth services afe good Inter—reglona.'l dlspantm are also an
dfea of concemm. There is a clear nccd for more resources fot’ health care in the public
domain to achieve better quality and equny in health services.

-’J, sbasd Mo it L Ty b

1. Health care semces o

, Among the families surveyed 76% sdid that the nearest health centre was at a
dlstance of 0-4 km. These were either govemment run or private centres. The most
commonly acccssip!e centre was a govemmenl nin sub-centre, Payment ‘of user charges
or registration fce was @ common practice as approximately 76% of the rcSpondents
admitted paying a user fée. The average expendlture on medication was around Rs 100
'I‘l-us could bé for the doctor’s fee, medicine of diagnastic tests, :

N

EER] ' Table 58: Distatice of nearest hospital from bouse - o

Distance (in knz): IR _ Percentage (%) _ ot
04 %
48 i , 1
B8-12 9
12-16 ' F-
Total . 100

Seurce: Primary data
93



A ma]onty of villages in India-have no readily accessible health care facilities and
Maharashtra is no exception, Of the 30,000 revenue villages in the state only 12,000 have
either a primary health centre or a sub-centre. An ‘earlier study of health care services in
Nasik district by the Bharat Vaidyaka’s Primary Health Care Group (a voluntary ‘group),
found that all health facilities are clustered in just 14%,of villages. This and the pment
stdy show that health care senrlces are not equally distributed.” -

It was also t'ound that pcople are generally relgctant to vmu govermment doctors, and
this tcndency is hlgh a.mong SCs ST and OBCs Flﬁy per cent of SCs, 40% of STS and
85.72% of OBCs showed reluctance to visit government hospitals. Various reasons were
cited, the most common being lack of transport. The ot.her reasons are that doctors are not
available, or the tmaxment is poor. o -

\ Table 59: Reluctance to visit government bospital

Category  -- |- —Reluctant(%) - - | - MNonReluctant(%) - -~
ST o Y T
0BC e | et am e *
Source: Primary daté ~ - T S T

. o V.

ST families are more Ilkely to v:su govemmé::t hosgltals for economic reasons The
study found that 3l 3%, of ST famlhes v;s:tcd govemment hospltals whlle only 16 6‘?% SC
and 25% OBC respondents dxd so Most S'I‘s are. da:ly wagc labourers fa:m Iabourers or
fisher folk, and their low ca.rmngs Ie.ave them hrtle cho:ce g .. 1 Lk

2. Prenatal and Pos{natal Care . bl

Pregnancies are generally reported.. Around 822% of the 45 families, 'Lhat were
questioned said this. Among these, 90%, ‘said thcy had penodlc exnmmatmns Aboul
73.33% of the respondcut famﬂles with reponed or unreported pregnancies s said that l.hey
had children under the age of lhrec years, Of lhese, 84,28% were deh\rered at home of
which 67.74% were attended by unu'alned dals Of the respondents who had regmtemd the
pregnancy, 57.58% said that no health worker had ws:ted their home after the delwery .

Table 60; Place of child delivery. - . * -Table6l: Chid deliveryattendedby
Place of delivery 1Deliveries (%) , Attendants 11 Deliveries (%)
Govermment-runbospital | ~~ 0 T | TTANMT T T T np T T T
SC/PHC/CHC) . : Trained dai 1290
Private matemnity home 1250 * Untrained dai 6114
Home 8433 QOther 1613 ~.
Other - 313 - -

. : __ Source: Primary data .
Source: Primary data Vo
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However, the fertility rate in Maharashtra is declining. The field data shows that the
practise of family planning is not geared well. Only 34% said yes to any kind of family

planning practise, and most of these (65.91%) had mcewcd service or counsellmg from the

nearest sub-centre e
- e

3 Chrld Immunizatinn . ¢ ooEde
ss g,

H Almost all lhc clu.ldren were mununlzed 80% of thcm were 1mmumzed at- t.he
anganwam or at schooL bome 78.95% of families said they had a health card for their
children. As regards unmumzauon follow-up, only 50% of respondents had rece:ved a wsrt
“from the health worker Awareness about child lmmumzauon was lugh 56% of famllres
said they were aware about the importance of immunization for therr children, and 94%
knew Spemﬁmlly about the poI:o drop . '

4, Drsense control i N oo - -

A subst:mual rmmber of respondents from the studied area said no health worker had
visited them after an outbreak of any disease for giving any kind of information. People
prefer to be meated in government hospitals for diseases such 'as malaria, jaundice,
tuberculosis (’I‘B) and dysentery because the treatment is cheap. These diseases take a
long time to care and most of the medicines are free in government hospitals under Rational
health prograﬂes '

i

+

AS’ shown in Table 62, in case of a drsease outbreak, 25% szud that o govemment
health worker visited lhcu' house, while 25.26% denied receiving zny prior information
about-the dlsease -Some 32.18%. of the farmhestsald a member had been a victim of
diarrhoea, dysentery, malatia, jaundice or TB recently Of these, 68.97% preferred visiting
pnvate hospitals whereas only13.79% visited government hospitals and 10.34% went to
hosprtals run by rehgrous organlzanons The averdge money/spent was around Rs 245 to
5 316 with 35.71 % of respondents saying they paid this from their savings and 21.43% said
(hcy borrowed the moncy from the’ moneylender or relatives. ’

e —m wARd ke

' <+ Table-62: Chaice of institution preferred in case > of cutbreak of

, J o dlysen!uyfdiarrhdenhnalariaﬁaundicdm
Iostitution ! ! Families (%)
" Govérnment hogpital ¥ | ; ST eser
Private hospital © ' ! B®
Athome 5T 1034 N
- __jm'ir.of l]_he abb_ye, Fo .. .69

Source: Primdry datq |
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5. General health awarenecss:

The level of general health awareness varied in different categories. Nutrition
awareness levels were better among OBCs (62.5%) as compared to SCs and STs (ranged
between 33.33% and 44.70%). There was also little awareness of prenatal and postnatal
care of women among SCs and STs while it was comparatively good among OBCs. All the
SC families denied any detailed knowledge about family planning, while 55% of STs and
37.5% of OBCs said lhey knew about family planning programmes. Awareness about
diseases such as TB, Ieprosy and AIDS was very low in all three categeries. Level of
awareness about immunization and polio drops was high among STs and [ow among SCs.
There was adequate awareness about safe drinking water and sanitation.

Tahle 63: Level of health awarcness in different categories .

Awareness related Opindon | 8Cs (%) | STs (%) | OBCs(%)
Nutrition . , Yes 33 EEN] 625
_ No 6667 5529 315
Prenatal and postratal care of women Yes 1667 4470 625
_ No 833 5529 375
Family planning > « Yes 0" 5529 R 1A
No 100 4470 625
+ TB symptoms and treatment . Yes 16,67 2352, | 125
.o No 8333 7647 815
Leprosy i ' - Yes 16.67 a0 25
" No 8333 @ B
AIDS © Yes 1667 2470 0
] N |Tsa3s 7529 100
Immunization programme Yes 3333 6352 625
No | 6687 3647 315
Polio drop . Yes 3333 640 315
Foan el No o [ 66T 3529 625
Health care ! Yes o 240 . .35
) - No 100 7529 - ‘625
Sanitation Yes 6657 61.05 5
No 333 3294 pa
Use of safe drinking walter Yes 66.67 8235 875
No 3333 1764 125
Diseases . Yes . 1-3333 (. B3R . 0
No 66657 To47 100

Source: Primary data
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3.7. CONCLUSION AND RECOMMENDATIONS IR

L}

O Difficulty in accessing health care semces This is the most common pmblem

for people in all three states. Peop]e lwmg closer to PHCs unlm: thelr‘IF services
more than people lwmg on the penphery The access:blhty of health semces is
better in Maharashtrd, For 76% of families it is within a dlslanee f 0-4 km. In
Karnataka and Chhattisgarh, 52% of families have to travel 4-5 km or more to ;
access health -services, and of these; 73.33% and 68% respectively are ST
families. Again, in Chhattisgarh, these 68% ST families have to travel a miniraum
distance of 8 km and beyend to access any health service.. Tk

Ensuring : access of health care services is mtegra] tothe effcctwe funcuomng cfa
kiealth care system Systems need to be put in plzce to prowde heall.h care even to
lhe remotest reglons of the states

The reluclance of patients to visit gavernment hosp:tals.['I'he space-time
factors are'the determinant proxies for the physical accessibility of health care
(Toseph and.Phillips 1984). It impliés'that the distance between' the'health care
provider and the patient’s home, the time spent in travelling and the waiting time to
access the health services, determine the choice of bealth care provider. The
greater the distance between the patient's home and lhe govemment health care

'provlcler the Iess hkely he!she 1s to choose the govemment hea.lth care pmvrder

This i3 evident from the ﬁndmgs in Chhamsgarh and Kamataka wherc 66% and
68 22% of fanuhcs respectwely were reluctant to v:sn govemment hospuals for

h reasons va:ymg fmm poortreal:ment to non-avaﬂablllty of doctors, to the distance
o of the hospital from their home Whereas in Maharashtra, only 38.46% of farnilies

appeared to be reluctam lo vmt govemment hospmis;:;g;he re:':son for this was
lhe nva.llahihty of [ private hosplla]s w1thm accessible Itis lmportant tonote
that the patient is much more sensulve to the ume spent on lravellmg (a.nd also the
availability of public transport in rémote areas) rathef than the time Spent on
wanmgtoohtamheal(hcareser\noes( o IR Covery g

However. in all three states, STs bave ranked govemment hospuals as their first

_pnonty 'I‘he reasons arc poverty and the Iack of pnvate doctors in the remote

areas where they live. The fact that lhey v:slt govemment hospltals does ot mean
that they are unmmdful of lhe long dlstances lhey have to travel on 'the contra:y it

.....

_mducmg cha.nces ofa qmck or complete cure

In spite’of the fact that some- state governnients (Mahamshtm. Kamataka “and
Orissa) had initiated several measures, including mandatory rural service, to
contain absenteeism in doctors dnd to fill the posts of medical officers in remote

area.s’ lhe atlendance of doctors in rural health oentres and hospltals is dlsmal
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O The payment of a user fee: This is yet another impediment in'access to health
care. In all three states,.the respondents have admitted paying a user fee for

" * médical examinations: 32% 'in, Chhattisgath, 36% it Kamataka and 76% in
* Maharashtra hdve madc Jayments either for user feé, doctor’s fee ot buying -

- “Yiedicines. The ustification fof a user feé is to facilitate efficiency and impart
;i ealhcar B is s pof s ppimstice, 7" L
- O , Nonsinstitutional pregnarciesi The study showed that most -women delivered
. their babies at home, attenidéd lirgely by untrained dais: In Chiraitisgarh 93:34% of
deliveries took -place atthome.- For:Karnataka, the figure was 72.48% and in
Maharashtea, 84.28%. Of these, 53.85% deliveries in Chhattisgarh, 72.48% in
Karfiataka and 67.74% in Mahasashira were conductéd by wiitrained dais. Since
" childbearing is 2 major detefminant of women’s hialth, programmes dimed at
improving matemal health should focus oh the périod of pregnancy, delivery, and -
. the post-partum period. This means that focused and intensive training of ANMs,
‘daistand anganwadi ,workers in« hygienic deliveries, newbom care, and
., /. management of infections-is:a must. Follow up.visits, by health visitors is also

, - essential. L L L TR - N
‘Registration of pregnancy was Hlso found to be very low. As iy as 72.92% of

'tespandeits in’ Chattisgarh, and79.82% (in_Kamataka had" not registered

'ﬁ?egﬁanéics with governmment hospitals. The sitdation was better in Maharashtra.

i “Gs5od ot of i iion: The i of {fcfunization was geneflly, good but
"1 theré has o be, more régular monitoring by, the health worker. In Kamnatzka,
"¢ "84 629% of familics possessed a health card and in Mahzrashira'92.5% had a card.
"Bt in Chiawisgarh only 21.9% families fepited the posiession of achild health
* “card. However, t}rlé‘jmmﬁjp_iiatjbri'cé\{éfﬁge'iﬁ,@ll_;hféé states is good covering 82%

0 99% of undéi-fives: This is, due to the full-fiédged national irimonization

- S R T L LT A S I B LI -l s T
. programme iftended id cover children under the age of five. ..

ST B "_-n__ iz

3.8, CIVIL SOCIETY INITIATIVES ON HEALTH * * - Pen e @

"' Privatizationand deregulation of the health systern hiave resulted in rising medication
and drig prices; it has also impacted public health services at large: A critical factor in the
dccess'16 health care services 'is the lack of inedicdl and’paramedic'staff in government
Wealth'Eetitre§. The government is doing'its bil by dppointinig medical professionals in
goveinthent health centres but st in reinote rifal'areas lack of proper health dare services
and staff is a reality, On one hand where the state responsibility in enstring and imparting
essential health care to its citizen stands impérative, on the other hand the initiatives started
by concerned civil society individuals and groups suggesting better health sc_n"ices modéls
is added value to the ongoing efforts on health. The analysis of the State initiatives on health
services represents the Jarger picture, nevertheless, for.a comprehensive; picture we are
enlisting some of the key civil society initiatives on ensuring right to quality health services.
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Jan Swasthya Ahhiyan -A Nafiona! Health Mcwement “n SRR

FEERT N

* 'Tan Swasthya Abhlyan is lhe Ind:an clrcle of the People 'S Heallh Movement, a
worldwide movement to establish health and eqmtable develo;sment as top priorities
through comprehensive primary health care and action on the social determinants-cf
health. It is a coalition consisting of over 20 networks and 1000 orga.msanons aswell asa
large number of individuals. a RO ceaber s T el

[

»v It aims to draw public attention to the adverse impact of the policies of iniquitous
globalization on the héalih of Indian people, especially on the health of the poor. It sifis’ o
establish the Right to Health and Health Care as basic human rights In- Indla. the camipaign
expresses' the need to confront commercialization of medical care owing to privatizatior,
dnd to establish minimum standards and rational treatment goidelines for health caré>The
Jan-Swasthya Abhiyan emphasizes the urgent need to ' promote ‘decentralization of health
care and build up integrated, comprehiensive and participatory approaches to health care:It
seeks to unleash a wide variety of pec;plé s initiatives-that would help the poor and the
marginalized to organizé arid access bétter health tare, whlle conlnbutmg to bulldmg long!

lermand suslamable soluuons to health problems .o ot Sl
a1, g P voon e Lt dian
Source krfp //phm mdm org e it e T

Jan Swasthya Sahyog in Chhattisgarh: A Silent’ Revolutiou PO HEL

! T".‘la.n Swasmya Safiyog '(USS) wasz estahhshed mf'l996 and registered in 'Delhl bya
group of soc:ally-consctous health professmnals who shared a ‘Common'concern’ aboul
healthcire fac111nes, par'ucularly m Tural area.s The gmup » timed’a set ol' rundowr bu:!dmgs
belongmg 1o the Imganon depanment into 4 healthcare and referral centre pro\udmg a ray
efhopeto commutities from far-flung. v:llages having no aceess to any medical’ fac:lmes n-

Ganiyari, 2 far off wllageofBllaspuersmclmChhalusga.rh fooat aulia Y

v The Refenal}Centre at Gamyan wllage not onIy provides low-oost, quality healthcare
but also {rains wllage health workers in delwermg prmmr_w,'i heallhca.re JSS has been equal]y
acuve m developmg low—cost teclmology for rural health — simple dmgnosnc and other Kits
thaf are user-fnendly for lhe llhlenne or seml-hterate \nl]age healthcare workers, many,of
them oﬁlen 'I‘hese luts are used to dtagnose a range ‘of disedses’ (urmary tmct mfectlon.
anaenna, “sickle’ cell anaenua, ’ tuberculosis, ' diabetes '*vagmal mfecuons. respuatory
infections and so on) that are widely prevalent in the region. s

JSS has also deve!oped s:mple 'to-use dpparatis to detect water contammatmn. to
purify water, tadlometer‘to measure helghl. easy-to-read thenl;to_}rr’:,et‘ers a:nd blOOd '
pressure gaugmg instrdinents, and stet.hoscope ) ’

_JI’SS le demg servtoe m ‘the 7 more than 33 vﬂlages surmundmg Gamyan The
mrcurnélanoes have been stark for thé' wl]agers trapped between a.n overburdened and
dysfunctional public healthcare system and prwate doctors. The: dead.ly Fa]r:lparum malar!.ﬂ

rampant in the tribal aréas of Chhattisgarh has been dealt by the multi-pronged efforts of .
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ISS. Mortality due to this disease has reduced significantly in and around Bilaspur district.
Besides offering timely dlagnosns and treatment, JSS has devcloped low-cost mosquito
repellent crcams and oils based on herbs obtamcd from this herb-nch State.

Saun:e lmp //www thehmdubusmesslme com/hfe/2007/08/24

i, LI

Jamkhed (Maharashtra) An innovaﬁve project R

. In the Jamkhed community development block, Ahmednagar district, in one of the
poorest regions of Maharashira state a Comprehensive. Rural Health-Project- (CRHP) is
been continuing. The project is a community-based primary health care and development
program. Since 1970, its focus is on preventing disease at the community.Jevel using lecal
resources. CRHP has three-tier approach: the community which involves the village health
worker and women's and men's clubs and is the focal point of the project; the mobile health
team_ whose.primary role js to support the -VHW and facilitate health and development
activities; and the hnspltal and training center. In !.hlS initiative one can see an enormous
vision turmng into reality, which has transformed the lives of 250,000 poor and marginalized
peaple in and around Jamkhed since this project’s inception.. Infant mortality, a relizble
health indicator, has been reduced from 176 to 19 per 1000 births; birth rafes have fallen
from 40 to 20 per 1000 population. The guidance and inspiration for this pioneering work by
CRHP was provided by Mabelle Arole., 1 .y i o e’ acin =

., Mabelle Arole, together with her husba.ud Rajnikant, demonstyated that, hcallh canbe
an e.ntry pomt into, socm-econormc dcvelopmcnt. They workcd closel)r w1th govcrnmem

e

doctors, nurscs and matmns, as well as medlcal and paramcdtcal sludents R I'.\'

At Jamkhed, a unique processin c0mmumty ‘detion has been nurtured to result as oné
of the best primary health projects in the world, . This project, has evidences of bringing
down infant ‘montality- and  child mormhty ‘down drastxcally Jamkhed Pm;ect has
demonslmted lhat health could be a.n entcnng wedge mto lotal socmeconom:c
develapment It, has proved that the very poor ha\rc a capacity, for change and can
effectively take posauons of leadershlp if givena, chzmce and some support Ilhtcrate and
quicaste_ rural women can become leaders, and address mtcmamnal conferenoes ‘and
advise the Prime Minister of Ind:a .

oo - Yeond oo !

. :Source._ harpi ., fmﬁanngas cam/'usueﬁzeahhf amkhed.hrm

[ T T
SEARCH: Pioneer in Addressing Chﬂd_Malnutmmn in_'Gad_Chuibli , ' \ :

Society for Educanon, Action and Research (SEARCH) in Commumty Hcalth is
a ron- govemment organisation foundcd in 1985 bya doctor couple. Dr Abhay Bang and

Dr. Rani Bangmaplace 17 KmfromGadchlmh - o

T T oL
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Well known for exposing the Hidden Child Mortality in Maharashtra in: 2001 this
couple had brought out first ever community-based estimate of the, magnitude of
gynaecological problems in rural women in 1989 which paved the way for the international
policy shift to women's reproductive health. The organisation worked in develaping a
surveillance system to tecord births and deaths, and determines causes of death in children,
Their innovations led to developing a simple device ~ Breath Counter, to enable illitérate
TBAs diagnose pneumonia in children and also a five year field trial of home-based
neonatal care to teduce néonatil mortality. They have been workirig throxsh village health
wotkers and traditional birth attendants to diagnose and treat diarrhea and minor ailments
{0'13 children under 5 years age. Constantly exposing rural kealth issues to larger health
sector the, organisation is working in 37.1ribal villages (population 10,000) of Dhanorg
Tahasil of Gadchiroli district through village level workers and “Danteshwari Sewaks”,
the village volunteers selected and partially supported by the community to work on Malaria
prevention and control and other community empowenment issues.

http:/fwww.searchgadchiroli.org

SATHI CELL: Traiuih'g_Vi(llage Health Workers in Collaboration with State
Departments )

Support for Advog:acy,anq Training to Health Initiatives (SATHI) is an initiative of
CEHAT, an NGO werking on health rights in Maharashtea. It was an jnitiative thought to be
integrated with (hé Pada Swayamsevak Scheme (PSS).or Hamlet Health Voluntecs
Scheme, started by the government of Maharashtra for tribal areas, However, the scheme
being’ functional for 6, years it was felt that the training given under this scheme was
extrerhely perfuncfory and hence it has not led to significant improvement of village level
health services, CEHAT working in tribal areas of Maharashgra proposed that the definjte
potential of well trained CHWs in tribal areas will be able to grovide basic health services at

the himlet level, in an Gccessible and affordable manner., - '

A two years pilot project, an improved and upgraded version of the PSS (Hamlet
Health Volunteer Scheme) later also called Pada Arogya Sathi was: planned in 2003 to
strengthen village level health services in a selected tribal talukas in Maharashira by
CEHAT with suppoxt from the Tribal Development Dcepartment and Health Departient of
Maharashtra Gowt. .

Right from the stage of selection, the community was involved directly in supporting
and monitoring the work of the PSS. A five-member Jan Arogya Samitis at the Pada level
facilitated support to the PSS. The Health Calendar programmes to improve utilisaliop and
develop community monitoring of village health services by ANMs / MPWs were
organised at the Pada level by the PSS along with the Jan Arogya Samiti.

After a successful intervention in Dahanu Taluka of Maharashtra the project spread
to new areas under Sathi Cell of CEHAT -
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e« Dahanu ard Jawhar talukas; District, Thane, Maha.rashtra v Lt
" Aajra taluka, Dlstnct Kolhapur Maharashtra

ool 1ot e £
.. Sendhwa—Khargone region, Madhya Pradesh - _ e d T
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].Zl:lltﬂ,!l_’__‘(__l’_ae_!to'd_); c_qmprehensive Health and Development Project. -
“*+. The+ Marathwada;!"one “6fthe- most‘underdeveloped regtons"of Maha.mSh

Y TR I

eéxperienced thé worst farnine of ¢his century fofa a penod of three years, from 1971 to 1974 .

Ll

‘A’ young medical’ graduate ‘Keen ta-start a commumty Health programuiée heat;d abgut the
nieed for health services in this' drought hit reglon. THMP (Instltute of health manag’ement)
begansin 1975, with the provisionof curative’ health servtces from a’5- bed hoepltal at
- Pached, a small vtllage inAurdngabad distiict The focts was oh Materaal and chlld kealth

services. B agd e pweer end

By early 1977,a team of heajth professronals consrstmg of two doctors. a nt;tntiomst
and a demographer hid’ got together to'initiate a Comprehenswe Health and,..DE"ﬁI"P‘}}E?t
Praject in 52 villages with its base at Pachod HAtS e

b Over the years sTof work IHMIP has 1
mania; em;ent systems fori 1p1munlsauon, Vi men s “héalth and chtld health A sysfem for the
management and care of neo-nates has also been de\relopecf’ Dlstnct level management
systems for dlfferent components of i pnmary hea]th m.re have been developed by THMP. It

has estabhshed a p;'eventwe model for'y mainutnuon in chlldren p_mjeg"n thre "Sféaf" A
programme of i 1mpart1ng hfe SkIHS forAdolescents by IHMPls based on. the ewdence that

IR ELAE]]

literacy and edu;.:atlou 1mproves the healt{t and soc:al status of wfomen T]JJS programme
focuses’an sexualtty éducation, andsmia prew;;ntlon and 1mpnovement of the reproductwe

ST R Ty ]
health of adolescent girls, : . 3
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CHAPTER 4: “ -

RIGHT TO FOOD

4.1. INTRODUCTION

Food is a basic human hecessity. Itis basic not enly to the active Iife of individvals but
alsa to their very survival. Everyone has a fundamental right to be free from hunger and
have access to sufficient, safe and nutritions food and its effective utilization for an active
and healthy life. There can be o Place for hunger in a modern world in which science and
technology have created conditions for abundance and equitable development.

In the wélfare framework within which Indian democracy functions, the State js
respotisible for ensuring foad security to all citizens. The thinking of the Indian Constititiont
makers in this regard was articulated in Article 21, which states that no'person shall be
deprived of hislife or personal liberty except accarding to procadure established by law,
Article 39 more explicitly states that the &tate shall, in particilar, direct its policy towards
securing: (a) thiit the citizens, men and wornen equally, have the right to an adequate means
of livelihood; (b) that the ownership and contrel of the material Tesources of the community
are 5o distributed as best to subserve the common good.

Also noteworthy is Article 47 that gives direction to the State to raise the level of
nutrition and standard of livirig of its people and to improve public health, and to make these
among its priiary duties!. What ferther makes it binding on the Indian State to do so is its
adherence to intémational treaties such as the Universal Declaration of Human Rights
(UDHR) and the International Convention on Economic, Social and Cultural ‘Rights
(ICESCR). . : ' ' Co -

-~ Article 25 (1} of the UDHR says that everyoue has the right to a standard of living
adequate for the health and weil being of himself znd of his family, including food, clothing,

* Other provisions of the Indian Constitution that-have implications for the' right to food are the Preamble that
talks abour guzrantesing social, cconontic, and political justice, and ‘imiends 1o make India a socialist country;
Anticle 21 that speaks of the right to live with human dignity, and Asticle 18 which holds that the Stats shall strive
t promate the welfare of the people: by sccuring and protecting as effectively as it may a social order in which
Justice, socia! and economic, shafl inform all the ‘institutions of national Fife.
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and housing, Article 11 of the ICESCR holds that the State parties recognize the right of
everyone to an adequate standard of living for himself and for his family, including adequate
food, clothing and housing. Paragraph 2 of the same article says that the State parties shall
recognize the fundamental right of everyone to be free from hunger, and lists measures to
be taken individually and threugh international cooptration in order to bring hunger to an
end. Concemns regarding right to food also find a special place in many other international
agreements such as the Convention on the Rights of the Child, Convention on the
Protection of Migrant Workers, Convention on the Elimination of All Forms of
Discrimination Against Women, and many- conventions of the International Labour
Organization.

Speaking about the meaning of the right to food, the ICESCR says that the right to
adequate food is realized when every man, woman and child, alone or in community with
others, has physica! and economic access at all times to adequate food, or meass for its
procurement. The right to adequate food shall therefore not be interpreted in a narrow or
restrictive sense, which equates it with a minimum package of calories, proteins and other
specific nulnems The nght to adcquatb food will have to be realized progressively,
However, States have a core obligation, :o take the necessary action to mitigate and
alleviate hunger. even in times of natural and other disasters.

The core content of the right to adequate food implies the availability of food in a
quantity and quality sufficient to satisfy the dietary needs of individuals, free from adverse
substances, acceptable within a group culmrc, and the accessibility of such food in ways
that are sustainable and that do not interfere with the enjoyment of other human rights
(ECOSOC 1999). ‘The World Food Summit in Rome in 1996 held that food security exists
when all people, at all times, have physical and economic access to sufficient, safe and
nutritions food to meet their dietary needs and food preferences for an active and healthy
life (hitp:Awww.fao. Ofg).

4.2. MEANING OF FOOD SECURITY

The concept of food security could be interpreted in many ways, At the most basic
level, it could be taken to refer to absence of hunger. In this sense, there still are households
in India that do not get a square meal a day. Official data taken from the National Sample
Survey in 1983 shows that the proportion of households reporting availability of adequate
food throughout the year was 81.1% in rural India and 93.3% in urban India (NSS 50th
Round, GOI, 1998:61). However, data taken in 1993-94 shows an increase for both the
rural and the -urban households - 94.5% for rural households and 98.1% for urban
households. This househeld level data, however, conceals the individual-level hunger that
. happens as a result of discrimination within the housekold and among those who live
without shelter (destitutce) etc,

A sceond way of looking at the same issue would be to ensure that the nutritional
intake enables an individual or a household to lead a healthy and active life. The India
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Human Development Report released by NCAER in 1999 reveals that the average per
capita consumption of focd grains in India is 14 kg per month for uralIndia ds a whole,
which corresponds to 467 grams a day, This estimate is less than the nutritional norm for
the rural population (NCAER 1999). The National Nutrition Menitoring Bureau and the
National Family Health Survey that provide data'on nutritional status jn gereral as'well as in
vulnerable groups, show that the instance of urder-nutrition among children ind chronic
energy deficiency among the rest of the population, even though slowily declining is still
alarmingly high in the late nineties, and its incidence is higher than that 6f inéqn;:é bgvlgnjf.

* A thind way of looking at food security could be to focus on the share'of different
segments of the population in the food produced by the community or the nation as a whole.
High production alone does not guarantee that food is available to all adequately, Since poor
people cannot afford 1o buy adequate quantities of high cost food grains, at times there is a
highly deceptive situation of food surplus. Therefore, simply focusing on national food
supplies is not enough to solve the problem. Food security is not Jjust abont growing more
food, but also about who can buy that food and where the food is available; it is also about
who eats what kind of food and when. In'this sense, policy interventions should target the
chronicaily undemourished people (whose calorie intake is below specified minimum
energy requirements), those who suffer from hidden hunger (unbalanced diets leading to
vitamin A, iodire and iron deficiencies) as well as those who are food insscure die to
€xposure (o recurrent disasters, ™ !

4.3. FOOD POLICY OF INDIA

The concept of food security in India has undergone considerable changes since the
First five-year plan. In the earlier years, the focus was on achieving self-reliance in
production, to ensure equitable distribution, and to bring about price stability in the context
of both production and distribution (VIth five year plan, Plannifg Commission, GOI), Thus,
the focus was on building buffer stocks of food grains, maintenance of adequate stocks and
on open market operations with a view to correcting adverse price trends. In other words,
food security was defined in terms of self-sufficiency of the country in production, high/low
quantities of production, national food availability and stability, '

It was the Ninth five-year plan that tock a broader view of food security by focusing
on nutritional security and speaking of ensuring availability, accessibility, acceptability and
affordability of a balanced, nutritious dist for all. The Tenth five-year plan (2002-07)
envisaged an intensification of mutrition and health education, intensified health menitoring,
especially among vulnerable segments, the elimination of iodine deficiency diseases and
vitamin-A deficiency, and substantial reductions in the prevalence of underweight children
and anaemia. -

India has the world's largest officially supported food and nutrition security
programme. The most noteworthy programme is the Public Distribution System (PDS).
Public distribution of essential commodities is not a recent phenomenon. It can be dated
back to 1943 and the Bengal famine, when the colonial government decided to develop a
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comizrehensive feod policy for the country. However, the system evolved and acquired a
different face!in the post-colonial period both:in térms of area covered, quantity of food
grains it handled, and the costs involved N A T T -t

DAY R I

! Smce the m1d— 1|260$. it has be;e scen 252 s schcme rhat };elps copc w1th emergcncy
's:tuatlons (such as iiroughts ﬂoods and cycluues) dlslrlbutmg food at fair prices to
vulne:able people and gua.rame,cmg remuneratlvc prices to fa.nners Tl]l the late 19705 i
was, rnalnly confi ned, to, urban and food def cu areas wlth emphasns prlmanly on pnce
stabilisation. The welfare dimenision of the scheme became prommenl dunng the ea.rly
1980s, and its coverage has been extended to rural areas; tribal areas and other such areas
.with ahigh incidence ofpoverty’ EERIRNALL BN TR :;-' i T

© Tewas diring e Ninih five yea}plm period (1997:2002), (hat targets were stuﬁ‘ed to
focuson people Imng Below the Povcny Lme (BPL). and to mcreased avmlabﬂxty of food
Thls assi gned a new role tu the PDS by makmg 1t not only an mstrumcnl for sustammg food
producuon. but als6 a mcchamsm for supplymg food grams o consumcrs a1 subsujlzcd
rmes Besides the Food Corporat:on of India, lhe Slate Tradmg Co:porauon of Indla, t.he.
Natlonal Consumers Coopcranvc Federauon and vanous publ:c sectur vil compames are
entrusted wnh lhe task of' 5upplymg commodlues at pnoes fi xed byt the centml govemment

e " Box12: Food Corporationeffadia , . ' . '
The Food Corporation of India (FCI) was set up under the Food Corpcrauons Act 1964, in
order to fulfil the following objectives of the Food policy. iR TN AT T e b
. Effecuve pncc support cperat!ons for safeguardmg the intcrests of the farmers -
. Dlstnbutmn af food grains 1hroughou1 l.he country for Pubhc Dlstnbuuon Syslem. and, -

e Maintaining sausfa.ctory Ievel of operational and buffer stocks of food graius to ensure
,+  national food SeCUrity. oy a0 0 Lol taA f 1 ran LG PO,
At present, FCI is the primary agency for procurement, storage, preservation and distribution of:
. food grains in the country. FCI operates through a countrywide netwark with its corporate ¢ oﬁice r
in Ncw DeIIu. five zonal ofﬁccs 22 rcglonal offices pmcl:cally in al] lhe state capitals, one porl
operalmn uﬁ'ce. 173 dlsmctofﬁccs and over2 178 depots._ DI 4 st . m et
The total stock in the central pool ason 30! | 1&003 i525.43 vajrrullwn tonnes. The total stock”
of rice with FCI is 5 million tonnes and weat s 4.32 million tonnes. The mode of operation of FCI
-is public distribution of food grains-through- the 4,50, 000 fair, pnoc shops spread all over.the-
*country, " i e u N T .
' A very significant function of the FCl isto maintain buffer stocks 'l'he. buffer stock amount as of

1

1Qctober 30,2003 was 5.00 million tonnes rice and 4:32 million tonnes wheat 0

-Source: http:ffwww feiweb.nicin » - I T T T T

*'Most significantly, the Gol loinched the Revamiped Public: Distribution” System'(RPDS] in 1992 in 1775 blocks
that targeted the pooe-in tribal, hilly, drovght-prone and remotely located areas, The scale of maticn. was fized at
5 kg per bead subject fo a maximum of 20 kg per family per, month. Tn 1997, JTargeted, Publu: D:stnblmou System
(TPDS) was st:u-tcd with a’view lo focus on the peupIe lunng Bc]ow the Poverty chne (BPL) |

LN 1 ¥ .“'llulll =- - L
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cmaes .

The food policy of India today broadly seeks to address three categories of food insecurity:
1. Chronic food insecurity (through food distribution and feod for work programmes);

2. Nutritional insecurity of vulnerable groups such as pregnant women and children
(through supplementary and mid-day meal programmes); :

3. Transitory food insecurity (through food assistance for disaster rehef and Iong—
term disaster prevention and preparedncss programme)

Some of the major food-related schemcs with the entitlements are given below.
National Programme for Nutritional Support to Primary Education

Started 'in 1995, the National Programme for Nutritiénal Support to anary
Education, popularly known as the Mid-Day Meal Scheme (MDMS) sought to introduce
cooked rrud-day meals in all government primary schools within two years. The state
govermnments, in the meanwhllc. were allowed fo distribute monthly dry rations to the
children instead of cooked mid- -day meals. Responding to a petition from thé Peoples®
Union for Civil Liberties (PUCL) of April 2001, regarding non-implementation of food
schemes, including the MDMS, the Supreme Court instructed the states to introduce it
within six months. This, according to the court, was to be done in two phases: by February
28, 2002 for those districts that had started distributing the dry rations, and by May 28, 2002
for the rest of the districts. * '

The allocation for the scheme is made by the centre through the FCI to each district
in the form of a quantity of 100 gm of grains per child pér day. The allocation is made based
on the off take of the previous term. The district collector coordinates the scheme with the
departmént of education and the Gram Sabhas on issues of logistics. Cooked meals with a
content of 300 calories and 8-12 gim of protein are to be prowée.d to all primary schaol going
children (Std I-5). The meals are to be provided en every working day of the school and for
at least 200 days a year,to students having a minimum of 80% attendance in the previous
month. Where dry rations are given, 3 kg of wheat or rice per month is to be provided to
every child with 80% attendance for 10 months in a year.

Initially started as a scheme that’ aimed to check the dropout rate, it is increasingly
being scen as a scheme that has the patential to hardle'food security problems faced by
children belonging to the marginalized sections.

Targeted Public Distribution System (TPDS)

The scheme was introduced in 1997 to target disadvantaged and poor people across
the country. The TPDS offers two 'separate distribution channels: one aimed at the BPL
households, and the other at the Above Poverty Level (APL) households. The BPL
houscholds are to be identified on the basis of household surveys, The BPL families are
given a card of a different colour to distinguish from the APL families. Under the channel
for BPL househalds, the central government transfers wheat and rice at about half the
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Commission. Initially, the monthly ratiori under the TPDS was kept at 10 kg per poor
household, and was increased to 20 kg per family with effect from April 1, 2000. This was
further increased to 35 kg of wheat/rice per month. - ‘

Responding to the PUCL petition, the:Supreme Court, on November 28, 2001,
ordered states to complete the identification of the BPL families, issue cards, and
commence distribution of 25 kg of grain per family per month,

2. I O | v, L. L

Despite the orders of the Supreme Court, identification of the BPL famiilies remains
incomplete in many -places What' was also seen’ during” the field survey 'was the
discrimination in idenﬁﬁpz;}fi_on and distribution of the cards. In many p!acesteopIc who
were close to local politicians and local dcciéiqq-ma!cem got the BPL and Antyodaya Awas
Yojana (AAY) cards while'those who were entitled to them did not. Also'noteworthy are
the problems relating to the accessibility’ of the shops in terms of distance. Lack of
avéjlqbi.lit)r' of go:r'pmgdirlieé and k:!osure of the PDS shops ilso poseda problem,

Antyodaya Anna Yojana (AAY) - ’ BEF R B

. . b,
Introduced in 2000, this scheme seeks to provide food security to destimte
houscholds, It must be remembered that PDS has always been supplemental in nature and
has never met the full requirements of any section of the people. ... .

month at Rs 2/3 perkilo. S I '

. AAY'is'a significant schieme as it extends the scope of PDS by reducing hunger
among the poorest segments of the BPL poj:ulatiop._ The coveragé of the schéme I|1a§ been
a subject of debate. As it exists today, 5% &f the rural population benefits from this schéme,
Recommendations have been made 1o increase this to10% .of the nrral population. The

scheme also needs 1o be extended to cover vulnerable sections of saciety. N
Annapoorns Scheme (AS)

The scheme was introduced in 2000, Keaping if view thie elderly petsons'who donat -

have income of their own and are cbliged to depend.on pension from the govermment.

eligible senior citizens {above 65 years) who are below the poverty line and remajn
uncovered under the National Qld Age Pension Scheme. The total numiber of beneficiaries
is not to exceed 20% of the old age pensioniers, within a state. The Gram Sabha identifies
the beneficiaries who get a card that entitles him/her to receive the food grains -:rice or
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Infegrated Child Development Scheme (ICDS) - -

" This scheme was Jaunched in 1975 following the adoption of the National Policy for
Children (1974). It provides:a packagé of services comprising supplementary nutrition;
Immunization, health check-y » referal services, pre-schoal education and health and
nutrition education for the mothers. . .

points for delivery of services under the scheme, The grassroots level nnit of ICDS js the
anganwadi'in rural, tribal o slum areas. An anganwadi is generally established in a ruraly
slum area having a population of about 1000, while in the triba] areas, it is set ap for a
population of about 700,'An anganwadi worker and an nganwadi belper manage each
anganwadi, The worker ‘mionitors and promotes the growth of children ‘with active
participation of the community/mothers, oo

childrefi (600 Ealoﬁes'h;igfo'r special nutrients'on medical recommendation), *

. Acting on the PUCL writ, the Supmme Count had issued instructions to the states and
the union territories to implement the ICDS in full and 1o ensure that every ICDS disbursing
centre in the country shall provide each child up 10 6 years of age to get 300 calories and 8-
10 grams of protein, cach adolescent girl to get 500 calories and 20-25 grams of protein,
each pregnant.woman and each nursing mother to.get 500 calories and 20-25 grams of
Protein, each malnonrished child to get 600 calories and 16-20 grams of protzin: Direction

was also issued to have a dlsburs_en;q.nt centre in every seitlement,, -
Nationzl QOld Age Pension Scheme ' . P,

Introduced. under. the National-Social Assistance Programme on August 15, 1993, this
cheme is meant for people (aged 65 years or above) with litcle or no regular means of -

109



subsistence of their own and no financial support from family members or other sources.
" The basic,pension is Rs 75, per-month per beneficiary, State govemments rnay add to this
basic amount from their own re sources. The central government sets an upper ceiling on

the number of beneficiaries for a statefunion territory. L AT IR

National Family Benefit Scheme A AL e codnt

This schcmc'pmvid55=as3istance 0 BPL households in the cvent of death of the
the deceased who, after Joca] inquiry, is determined to be the kead of the household, . - .
National Matetnity Benegit Scheme (NMBS) . it AT

thc ﬁﬁi’t}#o ]i\_fé births, and aims at ha.ndlmg the iam-ﬁaté'l, ajﬁdposl-natal rjrmtermly care.

The benefit is disbursed 812 weeks fa_:iq;_:g the delivery, In case of delay, the benefit miay
be given even afiet the biith of thie 2hild "~ 0 e LT
Scheme Cor Supply. of Food grains to SCST/OBC hostels

i - P YRV )

1 a1

"'+ Introdiiced in 1994; this scheriie comes under the.Ministfy of Social Justice ard

Empowerment. The residents of thé' Kostels having tvo-third students'belonging to thess

categoriesare eligible to get-15 kg food grains per resident pet mionth. - 1 4
roe ' RIS ' s I TN

. el 1 ¢
Food for Work (FFw) ot BN e e

. .-This scheme comes under the employment assnzance programme for tural areas, and

is linked

Jawahar

toather such programmes as the Employment Assurance Scheme (EAS), and the
ram Samridhi Yojana (JGSY), The EAS sou ght to create additional employment

v

10 all unemployed niral workers! The remaining part of the wages is to be paid in cash In
2002-03, the Food for Work progfemme in drought-affected areas was coritinizid under'the
special component of Sampooriia Gramin RozgarYojana. v " b o i,y Lo .

44. THE PARADOX I RT T STNNC SR UEOTINS
" .In 2003, the preduction of food gra.ins’\;vas’lsz.S'l million tonnes; and the present

*"Sampooma Gramesn Rozgar Yojana was stacied on Septemmiber 25,3001 3nd “allthe “wage enployineat ' Sckiries
were merped in . )
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lified by exporteis during'201:0 (GOL, Publiéation Division 2003). The buffer ‘stock

norms as per the policy should be as under: e )
w BTN B T SV S| R PAN Troo - . ' b

Tuble 64: Bufl'ersloclgnur‘ms (in miltion tonnes) o

Food grains ' * Juyl [ Octl’ ' " Jan1  Apr1l T
Rice , -1 .. 100 65 ... . 84 - T}

Wheat LA N T EEREN NEPRPUFE R ‘400 i
Total 243 181 4 168 SN 7 R

The Indian food situation, however, presents a parzdoxical situation if we look at the
fact that India is not'only 2 food surplus country that can help otl;eg_'_counirieé by way of
food aid, but is alsg an exporter of food grains. What s also pei_;ti_nent"is’té‘havq alook at the
statistics of food_-rela_i__tcd_ﬁquhg ;iri.?_selllpd_ chiefly by civil ’slbc_ile_tylo'rlgapizat_ionls'],_g!!? media
and autonomous agencies, ~ - CoT

L] 5

Box 13: Starvation Deaths, ., :
* _In its first repont, the Tribal Research and Training ]gsti_t‘utc_,‘Puyg, breld that 75% of the
" deathsin ifs sample stady, were, mainilrition related (Tribal Research and, Trajning
- Institute, Pune, 6.5.2002). Tn it secand report, it was pointed out that the cause of death -
asrevealed by the government doctor of Khaneevali Pihnaryﬂca_lth Centre did not fule
out malnutrition in respect of the 26 deaths surveyed (TRTI, Pune, 25.] 1.2002). , -
*  Four starvation deaths were reported and were also documented by a ream from Gram
Swaraj Abhiyan and Delhi Séhool of Economics in Manatu, Jharkh.lind (The Pionzer, July
23. 2(ID.). ’ . \ - 1 ye
*  10people died after eating rotten food, not being able 10 afford edible food in Rayagada,
Kashipur block, Otissa (Th Hindustan Times, Augus1 27, 2002), e
* ‘About 60 people died because of malnutrition in Kisanganj, Rajasthan (Dainik
= Navijyothi, October)0,2002) - — oo . . e -

"*  The Jan Sunwai held it Dethi g Tatiuary '10-11, 2003 reveated jhai péople belonging to

"+ cOminunities sich g Sahariyas arid Musahars are proce to chronic hunger, Murari
Ganapat, a Sahariya of Mudiar village in Baran district, Rajasthai, said that he;the sole
breadwinner.in kis family, had fallen iit ang was unable to work for three mionths. His -
family had wried 1o SuTvive on samg grass seeds, but one by one, his father, -wife,

daughter and mother died (Chamaraj 2003).

—
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What emerges is that the problern of hunger in India is more in terms of chronic food
insecurity than primary association with poverty and inadequate diet, or deaths due to what
is called transitory food insecurity!. Studies also state that under-nourishment is severe
among women and children {International Institute of Population Studies 1998-99).

4.5. FINDINGS OF THE STUDY

One of the main aims of the study, as has already been mcnﬂoncd in the first chapter,
was to assess whether the people, especially the margmahw:l sections of saciety, received,
the benefits of the food poficies and schemes. The study was conducted in 10 villages in
each of the three states of Maharashtra, Chhattisgarh and Kamnataka. The respondents
were chosen so as to mclude Scheduled Caste and Scheduled Tribe families who lived
below ‘the’ poverty line, The. quesuonn;urc on food secunty was set keeping in mind
awareness of the schemes, accessibility of the people to the schemes, availability of
commodities and the cultural acceptability of the foed distributed.

4.5.1. Awn;enms of the schemes

 Any discussion on the success of [ government schemes has to make reference to the
role of information and public awareness of the initiatives. This is particularly true for the
food schemes as these cannot be successful unless the beneficiaries have knowledge about
their entitlements. Qur study found differences in the level of awareness of various
schemes in the three states. . U -

Table 65:'Awarenkss of Schemés (%)

Schemes Chhattisgarh Maharashtra Karmataka
MDMS 100 - 100 100
TPDS -8’ 100 %
NMBS - 18 l T 2
AP 5 B NA
AAY 7 s T®
FFW g - ] 57

Source: Primary dota

Table-66 shows that awareness of the mid-day meal scheme (MDMS) was 100%
in all the three states. This could be regarded as an achievement for the govemment.
Discussions with (he respondents revealed that the teachers in the schools.paid special
attention to the distribution of information regarding the mid-day-.meal. It must be-
remembered that the mid-day meal scheme was initiated to check the dropout rate for

* Transitory food. insecurity is associsted with the risks rcloted 1o eilher aecess or the availability of food during
off-scason, drowght apd inflationary years.
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which the teachers are accountable,

As far as the targeted public distribution system was concerncd the level of
awareness at 98% in Chhattisgarh and Kamatakz, and 100% in Maharashtra cou!d be
considered as a success, One of the chief reasons for this is the fact that the scheme, has
béen functional for quite a fong time though under various mames such as. Pubhc
Distribution System, the Revamped Public Distribution System and the present Targeted
Public Distribution System. The respondents, however, said they were not aware of the
change in the quantity of their entitlements. Of the 30 villages surveyed, only six
panchayats had displayed the rates of the commodities, and none had displayed the
complete Supreme Court guidelines and list of the current public distribution entitlement,
None of the panchayats visited by our investigators in Chhattisgarh had put up the list of
schemes or rates of the commeodities. Some village panchayats in Karnataka had displayed
the schemes with the rates of grains. These, however, were not based on the modified
current amount of entitlenient. The investigators felt that panchayat members were not
keen to make the village people aware of the schemes.

Schemes such as the Annapoorna and the National Maternity Benefit Scheme
were little known among the public. The percentage of respondents who spoke positively
about having knowledge of the National Maternity Benefit Scheme for Chhattisgarh,
Maharashtra and Kamataka were 18%, 31% and 2% respectively. Twenty-five per cent of
respondents in Chhattisgarh and 28% of respondents in Maharashtra had knowledge of the
Annapooma scheme. Given the fact that these two schemes are meant to benefit two very
crucial disempowered sections of our society - senior citizens without any other source of
income, and pregnant women of BPL households - the low percentage of awareness raises
a number of doubts about the efficiency of agencies such as angariwadis and Gram
Panchayats

A look at the awareness levels of the Scheduled Castes,’Scheduled Tribes and the
Other Backward Classes shows that the Scheduled Tribes have slightly lower levels of
awareness

Fl

Table 66: Awareness of schemes among $Cs, STs and ORCs
Schemes Maharashtra (55) Chhattisgarh (%) Karnataka (%)

) sc | st |oBc|sc | sT |osc | sc | st [osC
MDMS | 10 100 | 100 | 100 100 | 100 00 | 100 | 100
TPDS 100 o | 10 | 100 00 | 100 00 [ 100 | 10
NMBS 2 |82 25| o] nw | s | 14 .| sss
AS .| 3023 | 375 2666 | 39 | 17 . . -
AAY 00 | 209 | g5 | 4 | soss | 617 | e03 @ | mm
FFW @ | 5348 | 0| 10| 9523 | 83 | 6774 | 3636 | 5555

Source: Primary data
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Interactions with the respondents revealed that distribution of information or Iack of it
isused by | vested interests to serve their own polmcal ends. Food poltcy. since the very
begmmng, has been an issue of popullst pollttes Cheap ‘food is among the prormses that
poltucmns make to try and win elections. In this sense, food policies that can be bestused to
build vote baiiks are often’ gwen more lmportance Another fact that mvesugators debated
was who was to be held accountable for not spreadmg accumte mfonnutron regardmg the
entitlements to'benefici iciaries under the varrous food schemes? In Karnataka. for example,
none of the: panchayats vlsrted by the mvesttgators had dlsplayed the Supreme Court

dlrecthes ca L

BoLet - ._1 e oo . . "-.3‘ R

452, Accmbmty of the schemes "' " - - T

Data projeeted byt the lndlan go\'emment regardmg producuon of food gra.ms and the
mountmg buffer stocks gives, the tmpresswn that the problem of food security. is solved at.
least at the. nauonal level. The truth is somethmg else. The problem lies-more in.food
distribution than in food production. Careful, cons:deratlon of food secarity related problems
needs a focus that poes beyond food productron and recogmtton of the low income of the

poor Thns section attempts to focus on this aspect ARSI AR LI : L

5.5 R T
'As far as the mld-day meal scheme 1s eoncerned, the problem of acoessrb:ltty is

lmked 10 the attendance levels of the stidents. ln l(a.mataka, t.he investigators fourld a trend
of low le\rel of attendanoe by glrl students, whtch was attnbuted ] thelr gender role of
takmg care of thelr srblmgs "The' study attempted to, understand the other posstble
mrpedlments The regulanty of the drstnbutron of food whether it is every day, once a
week or once a fortntght was qutte satlsfaetory in; all the schools surveyed A]most 100%
of respondents were sathfied ‘with the, form veooked!uncooked -in whreh the food 13
distributed, Respondents in Kdmataka stated that t.hough dryration was dlstnbuted earlter,
at present all the schools provided cocked food. In all the surveyed village schools. there
was no caste-based dtscnmmauon inthedistributionof food. -+« . .

Te best way 10' mvesugate the access:bthty of the targeted public drstnbutwn
system was to find out how many | households hada ratron card, and the dlstance of the fair
price shops_that distributé. the rationéd commodity-froth; people’s. boimes. .The issue. of,
owning a ration card by a BPL famil§ is important because various agencies, mcludmg the.
oommrssroner § report o the Supreme Court in theiRrght to Food case, have hrghll ghted the-
flawed methodology and the defective mlplementatron of surveys fo detenmne households'

that are to benefit from the schemes. : st
" Tahle 67: Percentage owning aration card o St
 States U L [ :% owning ration card’ N |
Chhattisgarh B . <t 78 ’ v |
- Maharashtra B 100 '
-Kamataka | R R

Source: Primary data
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In Chhattisgarh, 78% of heuscholds owned a ration card. The 22% per cent that did
not have ration cards said they had no time to chase govemment agencies to procure the-
cards, or did not know the procedure. :

Table 68: Reasons for not having a ration card

. Reasons ' % of respondents

:; No proof of residence . 45 j
Could not give bribe ' 7

Not aware ' M

Panchayat did not issus 77

, Any other 313

Source: Primary Data

Asshown in Table 67, 4.5% of the respondents said they were not eligible for ration
cards - which is essential for receiving the rationed commodities - because they did not
have preof of residence. This was due to their migrant status. Twenty-three per cent of
respondents said they could not afford the bribe demanded and 14% said they didn’t know
. they wete required to get a ration card. As many as 27% of the respondents said they had
® gone to the panchayat to et a ‘Tation card but were not prowded one and 31 5% could not
i give any specific réason for not havmg a ration card, Tt should be rémembered that the
reSpondents chosen for the study in all the states helonged to lhe marglnahzed sections of
society. In Chhamsgarh respendents included members of the extremcly depnved Baiga
commumty

i

2\ Another yardstick by which the government’s smcenty in makmg schemes accessible,
2 to marginalized people can be measured is the distance of the fa.lr price shop from pecple’s
® homes.
3 U . . N . N [}
. . Table 69; Distance of PDS shops (%) y
Distince Chhattisgarh Maharashtra Karnataka
’ . Lessthan 2 km 10 o 74 5

More than 2 km %0 y. ] 45

" Source: Primary data ‘

In Chhattisgarh, only 10% of respondents stated that the fair price shop was situated
within 2 km of their home. Investigators observed that the normal distance of PDS shops
from Baiga-inhabited villages was 15 to 17 km, In Maharashtra, 74% of respondents said
that the distance from their homes to the nearest PDS shop was less than 2 km. In
Kamataka, 61%.of respondents said-that the distance was less then 2 km.
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- For the Integrated Child Development Scheme to be successful, what is most
important is the accessibility, of the ICDS homes or anganwadis to the target groups. The
issue becomes all the more important as the scheme is primarily to benefit pregnant
women, infants and adolescent girls who belong to the most_vulnerlable sections of society.

Y u ST L LA M,

— -8ixty-per .cent .of. respondents in Chhattisgarh stated- that the distance of the
anganwadi from their homes was Iess than 2 km while 40%  reported it as more than 4 km
from their homes. There were no ICDS homes or anganwadis n villages inhabited by the
Baigas. In Maharashtra, 84% of respondents reported the distance as less than 2 km from
their homes. The anganwadis in Maharastra seem to be well spread out as all the villages
visited had anganwadis nearby: In Karnataka, 81% of respondents reported the distance to
be less than 2 km, 13% stated it to be more than 2 km but less than 4 km, and 6% said that
the anganwadi was more than 4 km from their homes.
|

4.5-3. A"a“ﬂbiﬁ!y“or'commudiuﬁ - — _ -

-What is most significant:for a study that intends to examine the outreach of
government-initiatives for the people is the form in which it reaches the beneficiaries. The
issue of availability.of food, for the purpose of our study, focuses on the actual amount {of
food grains/money) received by the beneficiaries as entitlements. - R

" In the';jjid}raa}: feal scheime, the régularity with which food Was distributed was’
found to be_qu_i_l'qf'satis_fﬁ:é_t'grj’ iii'lzlll the ‘three._‘%tale[s under study. Discussions ‘with the
respondgnts'.‘l_Hp'\i?{qif‘é;,,_[g\rcgléh that there 'was a lol'td be d_t;lsircili in what was gctually
provided'in tl}eﬁam? of 4 mid-day meal, I mst $chools, children werg given either only
rice and onions, or only khickd; (rice and dal cocked together). In Nare dnd Biloshi villages
in Maharashtra, interactions with students revealed that the food was cooked without any
ail and smelt of, turmeric and was often not cooked .properly, In Kandla village of
Mibiarashia,‘studénts complaitied tha there wis ot enohgh food to go around. They also
revealed that the studénts were frequently sént during school time to get fuél-waod,

In Kamataka, the schools served rice and sambhar. Most respondents in
Maharashtra and many in Kamataka*revealed that the schoo! asked them to get.raw
vegetables from home that could be cooked a5 a side dish, of to get money. Discussions
with teachers pointed to the inadequate monetary allocation for fuel and the side dish, This
was particularly the case in Chhattisgarh. In Kamataka, the food that remains after feeding «
the target group was distributed among the sixth and seventh standaid students. Al the-
schools visited by investigators had hired cooks from the village. Cocks in Chhattisgarh
complained that they weéte riot paid theirSalarieS Tegilarly, — T C 7 o -

+  The investigators in all the three states observed that the mid-day meal scheme should
be:seen only as a.scheme that focuses on lowering the dropout.rate, and could not be
termed as°a major food scheme. This observation came out of the fact that children are-
pravided food only on working days’ and not even on Saturdays (half-working day). In this
sense, the focus of the scheme was not the nutriticnal requiremnent of the children but only
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the anendance levels. oSy .

~ In é§§essjn’g .Mhe efficiency of, the targeted public diét:‘i?ll-ltl:)l; . System
investigators focused on the regular availability of essenial commodifies:such as rice.
wheat, sugar, edible oils and kerosene in the PDS shops.* Discussions with the respondents
revealed that PDS shops not staying open regularly was one of the most significani reasons
for thie failure of the PDS in Indja.1 - .- v

2T

'Tablél‘;o: Frequency at which the shops open (%) '_ __'“I ’ “: ’
Regulocity, | Chattisgarh [ Maharashica _ . Komataka
Every woﬂ:ing_day ‘ T 2 - o 19 - o }
Once aweek - - 10 19° -
Once a fortnight o 18 27 F
Once a month 0 2 15 '
.I Cannot say 36 0 v
Source: Primary Data

e |

In Maharashira, 50% of the respondents stated that the PDS shops in their arcas
were“open on every working day, 10% Said they were Gpeh once a week’ 18% said the
shops in their areas were open only once a fortnight,

,and 22% reported that the shops were
6pén only once a month. Interactions with the respondents revealed thi agencies taken by

members of marginalized commurities were open more regularly while (hose owned by
influential sections of society focuséd more on selling non-PDS items. Many respondents
belonging to the wibal community”in Nare village. of Maharashtra said that "Jevha
aaamchakade. paise: astar . tevhav tenchakade: ration snaste, aani Jevha, tenchakerde
TaNR BaSte leyh Aarichakade paise St (When W idve money, (hey,don't fizve
‘rations and when.they.ﬁave rations, we don't have money).

In Karnataka, 19% said that the shops were open on every working day, 19% said
they were open once a week, 27% said the shops opened once a fortnight while 15% said
[they were epen just once a month. What is most significant in this investigation is the

fperccntage of people who reported not having any idea of the number of days the shops
Iwer.e open - 56% in Chhattisgarh and 25.45% in Kamataka, . '

Many respondents from the Baiga
!-working hours (from early moming till
o the PDS shop and wait in the long q

community in Chhattisgarh said that their long
late evening) did not leave them with much time to go
ueue. What also made it difficult for members of this

a5 key ial commodities to be procured and supplied
€ govemments are free (o include, in their respective pubilic

they are supposed ta armage. on 1heir own. proceremen
ities of mass pi
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community to avail of their rations was that the PDS shops were located in places that
were far from their villages. Most PDS shops in these areas, in fact, opened only on the
haat (market) day, that s, twice a week. In some villages of Kamataka, rice was not
distributed through PDS shops but through the panchayats, Instead of resolving the
problem, this has created conflicts among members with régard to owning responsibilities.

To gauge how much the respondents depend 6n the government's TPDS scheme,
they were asked what commodities were available in the PDS shops. The tables below
show the results.

Table 71: Dcpendem;e of the respondents on the PDS shops in Chhattisgparh

Commodities . Percentage of respondents
Rice 1

Wheat, rice, sugar

Wheat, rice, kerosene

Wheat, rice, sugar, kerosene

Wheat, sice, sugar, kerosenc, any other
NA r

m-.lggmu-

Source: Primary data . .

In Chhattisgarh, 82% of the respondents who said they depended on PDS shops
reported getting wheat, rice, sugar and kerosene quite regularly, Only 1% said they got enly
rice while 5% said they got wheat, rice and sugar from the. shops. Two per cent of
respondents reported depending on PDS shops for wheat, rice and kerosene.

Table 72: Dependence of the respondents on FDS shopsin Maharashtra

Commodities . ' Percentape of respondents
Wheat 7

Wheat, rice e 18

Rice, kcroscntlz . . 6

‘Wheat, rice, sugar 8

‘Wheat, rice, kerosene .1}

Wheat, rice, sugar, kerosene Ry

Wheat, rice, sugar, any other , 3 -
Wheat, rice, sugar, pulses, any other 2

Wheat, rice, sugar, kerosene, pulses, eic. 1

NA 3

Source: Primary data
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In Maharashtra, as suggested by the table above, 7% of the respondeats Teported
relying on PDS shops for wheat, 18% said they bought wheat and rice régu]arly, 6% bought
rice and kerosene, 8% wheat, rice and sugar, 20% wheat, rice and kerosene, 32% wheat,
rice, sugar and kerosene, 3% wheat, rice, sugar and other items, 2% bought wheat, rice,

“sugar, pulses and other items, and 1% bonght whéat, rice, sugar, kerasene, pulses and other

commodities. While the respondents were not dissatisfied with the commodities being.
distributed by the shops, they were bothered by the fact that the shops were frequently
closed. .

Table 73: De pend-ence of the respondents on the PDS shopsin Karpataka

Commodities Percentage of respondents
Wheat, rice 1

Wheat, rice, sugar 2

Wheat, rice, kerosens 1

Wheat, rice, sugar, kerosene &

NA |

Source: Primary darg

In Kamataka, 85% of respondents reported depending on PDS shops for buying
wheal, rice, sugar and kerosene, 11% reported getting wheat and rice regularly, 2% got
wheat, rice and sugar while caly 1% depended on the shops for wheat, rice and kerosene,
Availability was not a problem in PDS shops here; low purchasing power was what
prevented people from buying the commadities. It should be noted that the villages visited
by the investigators were in drought-prone areas. The inabilit} of the govermnment to provide
relief had led to a number of farmer suicides in this region, It is thus important to not only
lower the price of essential food commodities but also to provide support to the poorest
families by giving the PDS items in instalments and extending the Food for Work and other
such schemes. The provision of instalments was not being practised in the villages
surveyed in Karnftaka.

Anganwadis in Maharastra had stocks of medicines meanl for women, rawa and
proto-vita’ Respondents were satisfied with the services provided by anganwadi workers,
though respondents in one village complained that the worker was sellin g off the proto-vita
and other items. The survey revealed that the National Maternity Benefit Scherme was one

of the most neglected of the food schemes. In Chhattisgarh, enly 2% had benefited from
the scheme, '
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Box 14: Emploirhei}t Guarantee Scheme: The experience of Mah"argshtra
'Ihe Employment Gua.ranlee Scheme (EGS)in Maharashtra came into force as an act in
1978. It aimed to give Iegal sanction and make prowsmns for an adult living in rural
Maharashlra and wlllmg 10 wark but unable to get work near his/her village, to demand
work from the gove,mment The govemmcnt is bound under this scheme to provide work
within 15 days to anyone who has applied for it. If the concemed authority in a parncular
case is unable to provide work, then the labourer who has demanded work is entitled to
anuncmploymem allowance. S 4 o !

The public works 'that would be undertaken under the scheme woild build rural
infrastrecture and be. producuvc assels that would further rural development, like
irigation schemes, roads, soil and water conservation measures. The scheme
guarantees work and wages as per the Minimum Wage Act and also provides for basic
facilities and amenities for the workforce at the work site. The Scheme is applicable to
all of rural Maharashtra: 33 districts and 322 blocks and 162 "C’ category municipal

towns.

The unique features of the scheme are: -
s Self selection of the needy, no criteria for selection
» -Dedicated funds -, .- .- -
» . No separate bureaucratic stmcturc. no contractors
« Itisan Act and therefors legally enforceable. . . . '

The funds for the scheme come from a special, dedicated fund through profer_>smnal tax
paid by the eaming, mainly urban. populatwn This) pmfessmnal lax revene is added to
other slmllar taxes and IhlS c‘nure amount is’ matched by’ lhc state 1o consutute the EGS
l'und e BT -

Percentage of femn.!e person days generated

P

Division ' 1995:96 . | 199697 1997.98 /1 1998-99 .
Konkan 41.10 5899 40 1 7300 o
Nashik 2685 , B0 M0 T.!.(I')

Pune 3580 00 4900 ns. .
Aurangabad | - 4974 -1 0 5900 4500 7300 41
Amravati 2052 ’ 5900 49.00 g 7300 + 7 -
Nagpur 317 “ 5300 U900 1
State 37 5354 49.00 7300

Source: ‘Does EGS require restruciuring for poverty alleviation and gender equality?’ by
M Krishnaraj. D Pandey. A Kanchi: EPW, April 24, 2004.

Source; Ashwini Kulkarni, VACHAN
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reportedly receiving Rs 390 on.an dverage from the government. In thie surveyed
villages of Maha::ashtm, 26% of respondents said they had received an average of Rs:385
as the entitlement. The amount fixed by the govemment is Rs 500, In Kamataka, only one
respondent bad been informed by the anganwadi worker that she was eligible for the
scheme, though she'had not received any maney. '“ '

The survey found 7% beneficiaries of the Annapoorna Scheme for elderly persons
in Maharashtra. The average grain they received in the past month was 7.28 kg as against
the government stipulated entitlement of 10 kg. The scheme was not applicable to the
villages surveyed in Karnataka during the period of the study. "

Assesstnent of the Antyodaya Anna Yojana meant for the poorest of the poor
households revealed that the average guantity of food grains received by the beneficiaries
was below the government stipulated amount. In Chhattisgarh, 19% of beneficiaries were
found to.have received 29.47 kg of food grains per month, In Maharashtra, 25% of
beneficiaries reported having received 22.92 kg of food grains per month. In Kamataka,
our investigators found 24% beneficiaries who had got 33.45 kg of food grains, Many
respondents in Karnataka expressed their displeasure at the way Antyodaya families had
been identified. This was the case'in Maharashtra too.:

""" The study found the Food for Work scheme being implemented in all the three
states. In Chhattisgarh, the 82%, of beneficiaries reported having received 53.39 kg of faod
grains and Bs' 73.58 on an average from the goircmm_em, All of them said they had got the
money after a long wait of one year. In Maharashtra, there were. 19% beneficiaries who
had reportedly received 10.57 kg of food grajns and Rs 25.47 on an average. In Kamataka,
60% beneficiaries had reportedly been provided 5 kgsof rice along with Rs 15 on an
average per working day. It was clear from interactions with the respondents that the Food
for Work schemes helped them a lot, and all the respondents felt that such schemes should
be continved. In Kamnataka, the minimum wage for men was Rs 20, while for the same
work, women got Rs 15. ol

4.5.4.s Accepiability of the. schemes -

s iAccepiabi_lity of the schemes is not much of a problem for people who find it a
struggle getting two meals a day. Acceptability encompasses actlural element into it. In all
three states, the food children get under the mid-day meaf scheme is acceptable even if it is
only rice. Parents do have some concerns about the way the food is cooked, but they do not
see it as an entitlement.

" The acceptability of the quality of food grains provided by the PDS and in the Food for
Work programme is also not a problem. In Chhattisgarh, the respondents from village
Prabhatola said that earlier,the food they were getting under the food for work programme
was spoiled, but since 2 new govemment came in after Chhattisgarh became a separate
state, the quality of food i_ri the PDS is much better. Respondents had more difficulties with
the delay in the availability of grain in the PDS than its cultural acceptability.
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4.6, CONCLUSION AND RECOMMENDATIONS

This research clearly makes a link between right to food and right to emploj}meﬁt.
In India, lack of food is more related to the purchasing capacity of the people rather
than to food production. Such concems have also been expressed by both civil
socicty organizations involved in the struggle for right to food and independent
reports. The right to work is indeed the best protection against hunger and poverty.
Access to gainful employment is also an important basis of participation in society.

Claosely related to right to food is the issue of awareness of the schemes. In almost
all the villages, there were no systematic and sincere attempt on the part of the
concemed authority to inform people of the schemes and their rights. The schemes
and the eatitlements of the people are-still seen as gifts from the government,
which is a deliberate ploy by local politicians to get votes. Documents relating to
food are not made available to the public or to the investigators. In all three states,
there was a high degree of awareness about the two populist schemes — mid-day
meal and targeted public distribution - but there was little awareness about the
matemity benefit scheme (in Kamataka only 2% of tespondents knew about the
scheme and in Chhattisgarh only 18% of respondents).. Whereas Antyodaya Awas
Yojana and Food for Work are moderately well known to people, in Kamataka
43% and in Maharashtra 46% of rcspondeuts did not know about it. The
Annapooma scheme is rot applicable in Karnataka, and in Maharashtra 28% of
respondents and'in Chhattisgarh 25% of respondents knew about it. Not very
sarprisingly, 14% of families in Chhattisgarh didn’t know that they were eligible for
aration card that would get them subsidized food ¢

What nceds to be done is to develop an efficient mechanism within the existing
structure that will be accountable for spreading information about the schemes and
current eatitlements. As has already been discussed, the mid-day meal scheme isa
success Jargely because the responsibility is on the teachers.

The food security problem in India is currently a problem of accessibility, as a
sizeable share of the populafidn lacks economic and physical access to sufficient
food. The distance of a PDS shop from the household is a major daterrent. For
90% of families in Chhattisgarh, 26% in Maharashtra and 45% in Kamalaka, a
PDS shop is more than 2 km from their homes. Tribal Baiga families in
Chhattisgarh have to travel five ot six kilometres. Anganwadis meant for children
under the ajge of three and for nursing and pregnant mothers, are more than four
kilometres away for 32% of families in Chhattisgarh and 6% of families’in
Kamataka. .

An examination of food availability and accessibility reveals a fundamental
contradiction in India's food policy, India’s pohcymakers, operating through the
Food Corporation of India, are pursuing conﬂn:ung ohjectwes by attempung to
provide low-priced food for consumers while increasing the support prices paidto
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farmers. It should be kept in mind that the domestic agricullural sector has a major
influence on food availability. Imports currently play a small role in domestic food
supply. because of the government's orientation toward food self-sufficiency.

« Food lnsecunry in India can ‘best be descnhed as chronic rather than acute, and
manifests itself at least as much in poornumuonal balance as in calorific shortages.
Food insecurity in India Toust also be seen in terms of its location— rural and urban.
This’ study focuses on ‘the rural poor who are primarily wagc labourers and
mmgmal farmers, ie, those with limited ownership of assets including land. Qverall,
SCs and STs constitute about 25% of the rural population but account for more
than 42% of the poor. '

The improvement and universalization 6f anganwadi services, the adoption of a
National Employment Guarantee Act and robust social security entitlements for destitute
households can be secured through deliberate planned interventions. India is home to the
largest number of hungry people in the world - 233 million. India has a long tradition of
mamlammg buffer stocks (reserves) of food, usually at public expense (UNDP 2003). It is
maintaining food stocks- ‘since the 1970s, but it is critical that food stored should be
affordable for poor hotischolds, whether ihrough thcpubhc distribution system or release of
grains into markets. That is something the Indian’ government has failed to do in recent
years. The reason for’ it 1s more mban centric plans like PDS, which recede to the rura]
dreas lately - ‘

Much ‘more is’ requlred to secure the right to food in the full sense of l.hc
Ultimately, the right to food needs to be linked with other economic and social rights, such
as the right to education, the right to work, the right to information and the right to health.
These economic and social rights complement and reinforée each other. Taken'in isolation,
each of them has its limitations, and may not even be realizable within the present structure
of property nghts Taken logcther however, they hold lhe promise of major changes in the
balance of power in Indian society. " * *' '’

47,CIVIL socm‘n’ INITIATIVE ON RIGHT TO FOOD

Accoumablhty in the authorities' involved in government schemes and a sense of
ownership’among the benefi iciaries is more ‘impdrtant in ‘ensuring food security (o'the
people. The analysis of the State initiatives on food secunty in this chapter represents one
partof the story Fora holistic understandm g of the nght to food discourse it is important to
take note of the PIL. filed by acivil society group (PUCL) in Supreme Court in 2001, which
really paved the way for enshnnmg the idea of- nght to food. This section'briefly presents
the PUCL initiative.

Initiatives by Civi! Soctety: The PUCL Case
VoA o,
Thereisa strong right to food campalgn going on at the national level that is being led by
non-govemnmental organizations. It started with a writ petition submitted to the Supreme
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Court by the People’s Union for Civil Libetties (PUCL) in April 2001, The petition linked
fight to food of the Indjan citizen with tight to life enshrined in.the Indjan constitution
(PUCL Vs. Unicn of India and Others, Writ Petition [civil] No. 196 of 2001, Essentially
the petition argued that the right to food is a fundamental right of ali Indian citizens and
demanded that the'couritry s gigantic food stocks should be used without delay to prevent
hunger and starvation, The petition lighlighted two aspects of (he state’s negligence in
ensuring food security: the bréaj_(dowh of the PDS system and thz inadequiacy of relief
programmes in’ drought affected areas, The ‘petition on the whole demands judicial
intervention in directing the government to: F

* provide immediata open-ended employment in drought-affected villages
= provide gratuitous telief to persons unable to work
¢ raise the PDS enti;lgirgqnl per family -
® - provide subsidized food grain to all families: ,
*  provide supply of free food grain for these Programmes
"I‘hrough its various hearings :héld l;ttr'rezgulalr intervals, the Supreinc_ Court has
I i . .
passed, interim orders directing the, Indian government to work towards effective
implementation of the existing policies relating to foed. Most noteworthy among these i
the order dated November 28, 2001 whereby directions Were issued 10 implemen; eight
food-related schemes fully as per the offigial guidelines. This, in effect, converted the
benefits of these schemes to legal entitiements of the Indian citizens, The schemes
included in this order. were the Mid-day Meal Scheme (MDMS),. Targeted Public
Distribution Scheme (TPDS), Antyodaya Anna Yojana (AAY), Annapoomna Scheme
(AS), Integrated Child *Development Scheme (ICDS),  National Old Age Pension
Scheme, National Family Benefit Scheme, and National rMaternity Benefit Scheme
(NMBS). v

duty of the Indian State 10 provide foo:jfg the cifizens afe, no more, mere instrudtions to
the state governmen, They are 1o longer gilts from, the State, but are 1o be treated as
Tights of the citizens, which if violated, could be challenged in the court of law.

. If freedom from hungerisa basic right of all the citizens, whar follows fmf—p itisthe

-~

duty of the State to have effective mechanisms for achieving a food secure India,

A range of activities hag been initiated to make the Right to Food a<political piiority’:

Source: wmrfghr{afaodindia.arg/
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CHAPTER 5: PR

QA .

- CONCLUSION AND RECOMMENDATIONS. -5

LI

R

5.1, INTRODUCTION

Economic, social and cultural rights are ‘demandable’ rights ag opposed to :‘iJ;Sl'li;é'-

countries.. The debate over what should coms first - removing poverty and misery or
8uaranteeing political liberty and civil rights for which POOT people have little uge - was onié
of the main issyes between first and thirg world countries in the Vienna Declaration of
1993, . : ‘

Instead 'bf.p'rioﬁtizing fights in isolation of each other, it is more important to Jog at how

“In develoging countries fike India, the gréwing éapability'depd?aﬁon, which isdueto
the, new economic reforms and structyraf adjustments, cannot be addressed by only
S, - eF, .y * - . . - .
securing civil and political fgeg@om, but by addressing jssues of Socio-economic and cultura]
deprivation, and _invesynmt in the realization of these rights, For the developing world,
where deprivarion is the key word in people’s lives, investment in securing socic-economic
and cultural rights js investment in human capabilities;

How these rights can be assured by the states_where the progressive realisation
aspect of it is imperative, B Y creating a condition of human Security - to protect people
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against chronic threats like hunger, discase and repression and to protect people against
sudden and damaging changes in their daily lives, whether it is in the home, at the
workplace or in the community. This pre-supposes security at different levels for-all
members of society - security from physical danger and threats, income security, security in
education, housing security, health security and envitonmental security (Social Watch,
2004). However, it has been observed that the most deserving populauon is pushed to the
periphery,-and the rich and the affluént vsurp all security levels, A deaial of ESCR will
always prove to be an obstacle in the achievement of CPR for scores of Dalits, Adivasis,
Minorities, women and even children.

g

5.2. HIGHLIGHTS OF THE STUDY AND REQOMNIENDATIONS

This study was undertaken to analyze government initiatives and intervention for
realization of ESCR with reference to food security, elementary education and health care
services. Thestudy attemipted to understand how  much people were benefited from
govemment initiatives pertaining to the prometion of ESCR. The study’s outcome shows
that the reluctance of State‘parties to accept responsibility for the fulfilment of ESCR is
mainly due to a lack of political will and commitment, a paternalistic approach, the attitude
of decision makers, lack of accountability in governance and, most importantly, absence of
prioritization in planning and budgetary allocation, \

Right to Education

1
5y

The elementary education system in India is the second largest in the wotld. The
major thrust of India’s education policy at the primary level is on impreving enrclment,
retention, and achievements of children of the 6-14 years age group. The focus is on
reducing gender disparity and disparities between différent segments of the popu[ahen
(Sengupta, 2004). The central govemnment scheme, Sarva Shiksha Abhiyan (Education for
All), has seen an increased allocation ‘ofRs 15. 12 biliion (USD 328 million) but has hardly
achieved the stated goal of havmg all children below 14 years in school by December 2003
(Social Watch Report, 2004). Out of every,200 miilion children in the age group 6-14 years,
only 120 million children are enrolled (:b:d) Inadequate budget allocation, distmal school
infrastructare in rural areas, high dropmil rates, caste-bins, gender bias, etc have become.
the hallmark of the Indian education system.

This study shows that the number of gitls who have never gone to school is more than
the number of boys in all categones (8Cs, STs and OBCs). The dropout rate among boys
and gils, too, presents a dismal picture, Retennon schemes to keep children i in school at
primary level were not helpful because more, than the existence of schemes, it is their
applicability that must be focused on. The distribution of free tooks, and vniforms to the
children doesn’t happen to the extent required. The focus in case of the. mld-day meal
schemne needs 1o be changed from merely increasing the school attendance levels of
children, to fulfilling the nutritional requirements of the children. It therefore should be
extended to students studying in higher classes too. Here the suggestions given in the report
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of the Commissioner to the Supreme Court also assumes importance (Third Report of the
Comamissioner to the Supreme Court in the PUCL vs GOl and Others; submitted on May [,

2003):

“The potential for using mid-day meals as a means of protecting children from
under-nutrition is vastly under-utilised, Earlier experience shows that substastial
results can be obtained, at relatively low cost, by combining nutritious mid-day
meals with supplementary health and nutrition services such as de-worming, health
check-ups, vitamin supplementation, etc... There is also a strong case for the
continued provision of cooked mid-day meals during the school vacations,
especially in drought-affected areas where the school meal is often the square

meal in the day for deprived children.”

Thie curriculum for Scheduled Tribes should be designed 1o take their cultural and living
conditions into acconnt and not that of the urban middle class. It seems that the total Titeracy
campaign has lost its momentum and has become merely a bureaucratic programme and
not a means of empewerment. This is abvicus from the fact that literacy among ST adults
in all three states surveyed is very low and is the lowest (at only 8%} in Chhattisgarh. The
availability of schools, too, is inadequare: there is still a ratio of 15 forhigher primary and
primary schools in all three states. | -

S_;:hofil_ infrastruérure needs: improvement. Sufficient number of classrooms to
accommodate all children, drinking water on the school premises; toilet facilities
ahd,_p'!laygrounds need to be provided within the school premises.

Student-teacher ratio needs to be improved as it was observed that in all three
states one teacher handled two to three classes.

!/
Alternative teaching methods need to be explored. The teaching methods used
oftea don’t conferm to the values and ethos of students living in different cultural
envircnments, - : '

Girls drop out of school often du to the.distance of the school from the home.
Therefore"fways must be found to make schools more ph‘ysically accessible.
Incentives and motivation should not be locked at in terms of providing scholarships
only, but shoald also look at accessibility of schoals, especially for girls.

}1_"_he miii-_day meal prog;'anune needs to be impmved, as it does not adequately
address the nutritional needs of the children, particularly in Chhattisgarh, The
scheme has been used politically to fill nutritional gaps in rural children.

The importance of school education is still not gecognized adequately, and such
awareness is mandatory for securing the right to effucation of all children. Making
the right to education a fundamental right does not fulfil the dream of compulscry
education till 14 years of age. but programmes should be put'in' place to facilitate
that. And state governments should be held accountable for failure on this front,
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Right to Health

The Indian health system is one of the most privatized health systems in the world. Of
the aggregate expenditure on health, 83% is allocated to private spending, while 43% of the
poor depend on public sector hospitals for care (Social Watch Report, 2004). Privatization
and dercgulation of the health system have resulted in rising medication and drug prices,
The National Health Policy of 2002 is teud in favouring privatization of health services.
How is this privatization of basic health services going to' benefit the deprived? For
instance, in case of safe deliveries in all'three states, 72-93% were home deliveries, and of
these, most were attended by untrained dais. Even the registration of pregnancy was found
to be very poor in Karnataka arid Chhatiisgarh. All this in spite of the fact that the ICDS is
in place to keep a check on the health status of pregnant and lactating mothers, including
that of children under the age of three years, and also having prowsnons for aPHC, SC and
CHC to provide RCH' scmces .

A critical factor in the access of people to health care services is the lack of medical
and paramedic staff in govemment health centres. The govemnment does its bit by
appointing medical professionals in govemment health centres but the rampant
absenteeism and non-professional attitede of -the medical staff goes largely unchecked.
The study shows that the majority of respondent families in all three ‘states were reluctant
to v1s1t government hospitals, yet the option - of gomg toa private medical practitioner -
was too expensive. The government regulatlon on pnvate practnttoncrs and their social
responSIblllty needs to be qucstloned Promo(mg pnvattzatton of basw health samces isnot
the answer to promoting health care because’ it ‘does not ke into account economic
inequalities among the population. " - o L L et ia .

The introduction of the user fee was supposed to increase the efficiency of the health
services-and-was regarded "as a ‘partial ‘support programme®.advocated in the health
policies of 1983 and 2002. But nowhere does this seem to be helping the poor gain better
access to better health services. From the study it can be seen that-a user.fee deters access
to govemment health services. Also, the rejuvenation of traditional healing systems should
be part of the pollcy document ‘and should be' usod as a support system for modern
medicine. - el ot |

The hcalth condltton of schcdu!ed tnbcs is penlous when compared to others A
separate Tribal Development Planmng Cell has been functioning under the Ministry of
Health and Famlly Welfare since 1981 to ¢o-ordinate the policy, planmng, monitoring and
evaluation of health care schemes for the 'welfare and developmem of scheduled tribes
(Tenth five- ycar plan) Govemmeni health centres do'not reach out to areas where tribal
habitations exist. Mobile health check-ups of tribals as proposed in government plans and
schemes like the RCH, and health and nutrition programmes under the Minimum Need
Programme do not seem ta be reaching the beneficiaries. None of the three states covered
by the study had the mobile health check up facility.

r
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+  Systems must be put in place to provide health care even to the most remate
, regions where there are tribal habitations. Health care should not be looked upon
o, erely 252 programme that delivers immaniztion, but requires a ML, o
camprehensive approach, State governments should design health programmes,,.,
, after Ea,ss;lssmg prevalent health problems of specific regions.

.
» States ned to improve the quality of health infrastmcture, pasticularly the " !
training of paramedical staff, ind the number of ho'spitals and primdry health centres:
More personriel are fequiifed in evety health centre 1 ensure that people get care '
whenever they need it. Denying anyone access to health care in his or her time'of *
.+ ,negd should be taken as gross violation of human rights and the state should take
. -__m;spp_nsi_bilityfqrit_ o Teer L i ",

[ "o b

» Focused and intensive traiing 6f ANM's, dai$ and anganwadi workers in hygienic
de!iverl:es, newbom care and the management of infections is a must. Follow up
, . Visits by health visitors also need to be addressed. . .

% Programities focusitig o' improving the awareness on post and prenatal care, the
use of services of trained dais, uses of safe drinking water need to be intensified.

»  The traditional healing system needs to be'put in the policy ocument and should be
" used as'a siipport syster t6 modefn médicine. ' " ""1'"' e ‘
LA A AR T . an
s The aim of the user fee needs to be implemented with the focus on facilitating
A efficiehi:f;iﬁd"ﬁot'impédi.pg'ﬁé:ééss ta health care. If the'practice of the user fee s
adopied, appropriations ander it should be made aecountable and open'fo public
- scrutiny, The user fee should not hindef accessibility to health care for the poor.

* '« Thequality and quantity of the mishroomirig pri'\i_até( health sector must be

=" ' regulated anid its social responsibility of caféring to the needs of the poor must be
defined. The private health sector should be accountable to the piblic and there
:should be strict rules and regulations if it does not fulfil its public responsibility,

s
| I

Right to Food ' # % : ' . v .

,  The results of the field survey gives the impression that while some of the schemes,
_é_uclgi as the, mid-day, mieal scheme, are doing quite ,wg__lll,‘;_l_ghang_f: of approach is Tequired.
What is more ‘important than just making the’ food schemes work is to bring about
accountability in the authorities involved and a sense of ownership among the beneficiaries.

The focus should not be on feeding the poor, but on enabling them to feed themselves

. with dignity. This could, mosi probably, be done through self-help groups and agricuttural
cooperatives. People must be made aware that accessibility and availability of food is a
right of all citizens. This would mean a change in the attitude of all those involved in the

distribution of food and related commodities.
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'I'he rieed today is eertamly net havmg more food related schemes. but a concerted
" effort to implernent the al:eady existing schemes| to achleve what they aré expected to. The
need becomes urgent inl the faee of global]zatlon, pnvatlz.auen and Ilberahzauon To improve
nutiitigh, the'focus could be mere on prowdmg nutnuous cereals’ such'as mille, bajra and
jowar, instead of wheat arid’ nce, Undér nilttion schemies. 'I'he distribution'of food grams
also needs  scrutiny; it 1s not only about safeguarding food godowns and spending on their

mamtena.nce More, than geneucally lmproved cash crops for. export purposes,. it is the

proper. dlstnbutmn and affordable price rnechamsms that need to be the focus of policy

af o b L i e

makers.

1!‘:?‘\ (TEN | ER TR S S N O Y T L

‘Decentralizaticn of the. dlstnbutmn nétwork is also'i 1mp0rtant: Havmg lodal food banks
and arming panchayati raj institutions with legal, financial, technological and mariagerial
resources could enhance the distributional aspect of food security. T,

« ' Anefficient mechamsm for spreadmg mfonnatmn about the’ schemes and current
entitlements is nesded. There is nothmg to celebiate in India belng self sufficient in
. food when malnutrmon and chronic hunger are prevalent among large sections of
" the poor. y

ol

i,t.f"r‘" .,l’]u et he se d b e -

. Chromcally,undemeunshed people, those suffering from hidden hunger, and those
who ar¢ food insecure due to recurrent dlsasters need to bespeclf ically identified
and targeted for interventions.

R I BIER LILTT PUN T IR T L PR TP N

Preper‘ 1denuﬁcat10n jof.. BPL fatmhes needs to IJe undertaken and the; process
needs t0.be made transpatent a.nd accountable to, elmunate d|senm1natmn in
. identification and dlsmbutlon of cards P v ]

)

¢ The nght to work is the best protection against hunger and poverty and in order to
‘secure the nght to_ feod nght to gamful employment’ needs to be addressed

,“lmUImneOUSIyI f?li-u.. =y NPT TR AP

«- 'Thé’ improvement: and tniversalizifion’of anganwadifservices, robust social
security entitlements for destitute households, assured employment are needed
through deliberate planned interventions.

Ultimately, the nght to food needs to be lmked with other economic and soc:al nghts
such as the ngPt fo educauon the' nght lo work the nght 10 lnfomauon and the nght to
health. =" * o e

Lo

1 e B - P - !
' | i

T NN shht PR P S, [ I;-..-, el Boraoo

5.3 SUMMING, UP T y

W ' DR S [ O T

The State s respon51b11:ty to proteet, promote and fulfil econonuc, social and cultura]
nghts |s based on the assumptmn ‘that the Staxe through its taxmg authonty. has far greater
resoutces than'do’ indiViduals, arid that' through these Tesources t.he State has the ab1ht|y to
ensure that all those living within its ambit enjoy’a certain level 'of Social'and Seanotiie

security. The economic, political and social context within which human rights have been
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historically recognized has been undergoing enormous changes in the past decades, These
changes, in turn, have had and will have profound implications for efforts to pronote ESC
Rights. . . S

A pro-people policy approach requires government functionaries to be committed to
the socio—econqmic uplift of the population whom they represent, and to whorn they are
accountable. Merely chalking out strategies for promotion of the most basic of ESCRs js

not. Only then can sectoral reforms be scaled up to improve the lives of millions of poorin
India. The challenge is formidable, as making health, food and education rights accessible
to all invalves changes not only in public sector institutions but also societal attitudas,
Therefore, the priorities are:

1. Integration of rights perspective and approach to plans, policies, programmes angd
processes

2. Strengthening of civil society interventions to promote and ensure ESCR

3. Public awareness and education on ESCR so that pecple demand their rights,
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AFPENDIX

' INTERVIEW SCHEDULE
. .;_ . Lt . ' Ay
SECTION I -
ati !
Date of Interview: ] qNa.nEe of Investigator:
Village: ~ Panchayat: - ‘Block: ™
Dristrict: Total Village Population:

Numbes of BPL Families in Village:

Number of SC/ST BPL Families in Village:'

Housebold Information , s oen. |

o -
House Number (if any): i,
I. Information about Householders /House
Name of houschold Sex | Social | Land . Priacipal . Type , Source
head ' Category | ' ‘owned occopation ‘of house of
{SCISTS (in Acres (Hutf drinking
General/ | fHectares) Kucha! witer
OBC) - pucca) - A
. bl Ty,

IL Information about Aduft Family Members:

5r.No| Name Sex|Age | Relation with Educational | Ocenpation { Monthly -
head of houschold ualification Income (Rs)

N ) = o [ ] | ] ] —
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Education

-SECTIONII
(Fill the option numberin the respective box)

I Is there a government run primary school (Std I to IV/ Std., I to V) in your village?

()Yes O

N O

1f yes, how far is it from home (in kms):

II. Is there 2 government run higher primary/ high school (Std IV to VIV Std.VII to X) in your

village?
(1) Yes O

@Ne Q-

If yes, how far is it from your home (in kms)

[

If ne, how far is it from your home (in kms):

111 Children's Educational Particulars

ScNo| Mame Age|  Sex Educational qualification . Type of zchoa!
Ho Curemy  If Not Govt,] Govt. |Privatq  School
Sid | dropout, gone school} alternativ | schooll  *run by
what te school , NGO/
Sid. |’ scheol ' charity
organization
1 L
2. )
L
3.
4. ! !
5 - o

IV. If some children are going 1o governtnent school, what incentives are they getting?

a

(1) Cookedfoed O
(4) Scholarship O

(2) Clothes O

(5) None a

() Bag & books
[(6) Any other (specify) :

V. If children are not going to govcmment schools. what are the reasons for this?
a’ [2} Poor quahty of aducancm Q

(1) Teachers are not sincere

(3) School is far away from home

(5) Drinking water not available
(7) Absence of lady teacher n

Q
a

_(B)Any other (specify): |

"(4) Teachiers beat up students 0
{6) Toilet not available

a

VI. How much money do you spend per month for the education of cach child?

Rs: (Specify expense on what) »
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SECTIONIII

Food security
Questions relating to Mid-day Meal Scheme

1. Do you get food in your schaol? (1) Yes O (2)Non

IL If yes: (1) On 2all school days O (2) Once aweek O
(3) Onceafortnight O  Any other:

OI.In ;vhich form doyou get foed: (1) Cooked @ (2) Dryration O

IV. Have you ever been denied foed: (1) Yes O _@)No O

If yes, specify the reasons:

V. Do you like the food given at school: (Focus on menu) (1 Yes O ()No O
Specify reasons for like / dislike:

VL. Have you ever been asked to make any payment for the food?

(1)Yes O @NoD |
If yes, specify reasons ;¢

VII. Does any NGO/ charity organisation f religious group in your village provide Mid Day
Meal?

(1)Yes O @NoO |
If yes, specify : '

- - - - . + =

. . +

1estions about_Targeted Public Distributi stetn
VI Have you heard about the Targeted Public Distribution System?
(I)Yes Q {(Z)Ne O

IX. Do you have aration card?  (a) Yes Q"¢ (b)No O
(A) If yes, what is the colour of your ration card: )

(B) If no, what is the reason for your not having a ration cand:

(1) Tt was not issued O (2) It has been miortgaged O (Gtislost O
(4) Any other reason ( specify) : . v
X. If a ration card has not been issucd to you, what are the reasons?
(1) Lack of residential proof Q (2) Net able to give bribe O

(3) Do not have time tochase @ (4) Not aware about ration card Q0 (&) If any other reason,
(specify) :
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XI. How faris the ncarest PDS shop?
(1) Within your village @ (2) Outside your village D

XI1. If outside your village, how far:
Less than Lkom O Lessthan2km O Morethan2ien O

Fl

XI0. How raary days in a month is the PDS shop open:
(1) Every working day Q (2)Oncea weeck O
(3) Once a fortnight O {4)Onceamonth O

Any other, {specify) :

XII, What items does the PDS shop supply?
{1) Wheat Q (2)Rice O (3)Sugar O (4) Kerosene O (5)Pulses O
(6) All the above O {7) Any other (specify):

XIV. Does the PDS shop give items in instaiments? MYesO (2)Ne0Q

i lating t
XV. Do you have an anganwadi in your village?
(LYes O (INo 0O

Ll :"' y i ]
XVI1. How far is the anganwadi from your house?
(HYWithin2km o (2)2kmto4lan O (3)More than4 km O

XVH. What items do children get to eat at the anganwadi?

A B. ) D.
XVIIL. How many staff work 21 the anganwadi?
(1)0eO  @TwoQ  (3)More thantwo O

XTX. Do you know zbout the National Maternity Benefit Scheme?

(1) Yes (2)Ne QO

XX. Arc you a beneficiary of this scheme?
(hYes O (2)Ne 0O

I yes, how much money have you received from government? Rs:
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XXL Do you know about the Annapoorna scheme? (1)Yes 0 "'@)No” “I:I ntdoe
ol o “ . R
XXTI. Is there any beneficiary of the Annapooma scheme in your household?”
{I)Yes O ()No Q wien 3t oW
¢t i, Lo ol L e
XXTI1. How much grain is given under the scheme (kgs/per month) : Priceperkg: XXIV.
Do you know about the Antyodaya Anna Yojana? (1) Yes:Q"™ (2) NoL',I:I' " ' " \
3 ey U L N '
! o 1 1. .
XXV. Are you a bereficiary of this scheme? (a) Yes (M)Ne O
XXVL How much grain is given per month
Quantity (Kg per month) ; Price perkg :
XXVIL Do you know about the Food for Work programme? (1) Yes , O S@Ne, O
XXVIIL Are you a beneficiary _pf the plmgranme? . (1) Yes O - (2)No ' a,
XXIX. How many days do you get work under this programme?. . :, “
(I)Onceaweek  (2)Twiceinaweek O (3) Any other (specify)
XXX. How much wage/grain do'you reccive per working day under the programme?”
Wage (Rs.): , CGrain(Rgs): w0 % 0 vioqn Lo 1
' a 3 Ii L,
' o ks [}
SECTIONIV .
PR L T ot . &S
!ﬂl — ] e . ‘ i i -
B . - " " - - f" * -1 l o
Questions relating to Health Care ™ '
I. How far is the nearest hospital from yourhome {inKms): ! ’
II. Who runs this hospital {1) Government (2] Prvaten (3) NGO CI ) , i .
(4) Religious group O (5) Any other (spcclfy) R
o, .« ' L

IIL I government run, is ita : _(l)Sub-oentrel:I " (2)PublicHealth Centre O
(3) Community Health Centre O * . (4) Taluka Hospital O » (5) District Hospital. Q' .

IV. Do you pay money for medical care when you visit any government run hospunl?
(1) Yes I:| (2)No O Loos P

G

If yes, on an average how much money do you spend for each visit:, (Rs)____, - N

A -

¥, For which of the following do you pay money in the government run hospntal?
(1) Registration fees/Uscr fees O (2) Doctor fees Q@' (3) Biying medicine ‘0" "
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(4) Fees for diagnostic kests’ (x-ray, blodd tast! Wride bt 163 O (5) Any other (s;m:fy) i

VI If any member of your family falls fll, where do you prefer to take treatment?
(1) Govemmenthospital O  (2) Private medical clinic O (3) Govt: docwrpract:clng pnvaicl"":' l:l
(4) VillageVaidya 0O (5)Rural Medial Pracuuunu ] ;

(G)Any other (specify): IREOC P

[N T
VIL A.re villagers reluctant to take a patient to the govemment run hospna.l? '
(DYes -0 (2) Nﬂ a

o 1’)"3 “()x:‘ t..\.,-» ,.'{ e f T v Y wdf

Vm.lfyes,whatmlhercasons? [ L
(1) Doctors not available O (2) No free medicine No free diagnostic tests T
(3) No easy transpaort to reach hospital O (4) Poor lreatmcnt a-

e ke a ———

(5) Any other (specify): U b | -v“:“-'-‘:‘r ALTTYER S
. Doeemersmda s RIS iGt o T Ll I TR
Questions related to health of women and children 3! 422 # * B 157 R AT
HIE S WL TR SRR N A0 IR =R s S

" IX. Do you register with a government hospital during pregnaney? * s oo warsh S0 sl 5 ¥

(I)Yes O (J)Ne 0O '
X. Afer registration, do you get periodic examinatioff Buring pregnandy?: X< { b 57z 7 K1 s
(I)Yes O {(2YNo 0O ! o s A RO S T i
et o camoH KRR e iy ’
X1. If yes, who does the examination ? « bent g S :
(I aNM A (Z)HeaImAssutantEI 3) Doclurl:l (4)'1\'5inedDa1 01 (5) Ay other s ® i
[T e IS LRI W I W .
XIT. After rcglsl:l‘atml‘l does the pregnam womau gctfree iron tablets and'I‘I‘shots? " , ;
o Lo fn
{(DYes O (2)No O '-.r.éiq‘;ln:ml bha o o e IRE
I - L osfiz}
XTU. Has any child been born in your houschold within the last three years?,, 1wy
(DYes O QNoO, .. .- N . _ Cebgy
T -
XTIV, If yes, where? {I)Sub-Centre O  (2)Primary HealthCentrer 0O :

(3) Community Health Centre Q@ (4) Private Maternity Home Q. ., T
(5) Hospital un by NGOs 0 (6) Hospital run by religious group O (6)Atheme 0 :

(7) Any other (specify):” - " . :
XV, If the child was delivered at home, who attended the deljvcry?
(1)ANM 0O (2)Trained Dai Q (3) Untrained Dai O (4) Any other (specify):
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XVL. Affter delivery, does a health worker visit your heme to examine mother and child?
(UYes O @Ne 0O

1

Immunization (for children below S vears) . &

X¥I1IL. Do you have a health card for your child? -
(1)Yes O (2)No O

XVIIL Have children in your household below age of 5 years been immunized?
{1)Yes O (2)No O

If yes, what has the child been immunized for? '

1.BCG (Between 1*and 3¥ month) 01

2. DPT (Three doses in first year at 4 week intervals) Q
3. DPV (Three doses in first year at 4 week intervals) O ,

4. TT- 2 (doses 4 weeks apart, no later than 2™ trimester) O

5. Polio (Three doses before age of 5 years) O : .

XIX, Where did you go for the child’s immunization? Co o
(1) Sub-Centre O (2)PHC O {(3) Private Hospital 0O . - . f
(4) Government Hospital O  (5) NGO run hospital O

(6) Hospital nzn by ;eligii_:l.us group E‘I (¥)] A{. home n (8) Any o_thl:rr (sp'ecif!')":_

XX After immunizzlnr.i?n. did anylflc.:ﬂth ?.vork::r visi} your hom‘q fora follow ug?

(@ Yes O ®)No O ’ ’ o

XXI. Are you practicing family planning? - -
“(a)Yes O (MNo O

XXIL If yes, who is providing you'counselling and servites 7

(HFHC O (2)Sub-CentreQ (3)ANM O (4) Other Health worker Q '

(5) Any other (specify): , .« *°
Questions relafing to diseases "~
]__ r N

XXIII. When there is an Gutbreak of disease in the area, does a government health worker visit
your house? '

MYes O @No 0O ‘ - ~

If yes, specify what reason he/she came for :
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XXIV. Did any member of your family recently suffer from Diarrhoea /Dyseitery/ Malaria/

Jaundice / TB /any serious ailment: , '

(DYes Q - {2)Ne O

XXV If yes, where did you take the patient for treatment:

(1).Sub-Centre Q ()PHC O (3)Private Hospital Q (4). Government Hospital O
(5) NGO run hospital O (6) Hospital run by religicus group O Athome 0O

(6). Any other (specify) :
XXVL Approximately how much money did you spend for the treatment? Rs:
XXVII. How did you arrange for this money?

(1)Savings O (2) Loan from moneylenders  (3) Loan from neighbour /relative O
(4)Sold yourland Q (5) Sold livestock Q (6) Any other(specify) :
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XXVIIL Answer the following questions about health awareness: |

SQURCEOF

INFO/
HEALTH
PROGRAMME

Yes/No| Group | Films | Posters| Other |, Health

Sessions M;:dia Warker

Anganwadi
Worker

Nutrition and

Child health * ™

Pre-natal and
Post-patal
Care of
Women

Famity Planning

TB symptoms -
and treatment

Leprosy

AIDS

Awareness
about
Immunization

programmes
and Schedules

Polio Drops

Health Camps

Sanitation &
Cleanliness

Use of safe
drinking water

Diseases

S
e
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NCAS PUBLICATIONS 2007
ADVOCACY INTERNET

Child Protection, Dalit Atrocities, Domestic Vialence, Gender, Shared Inheritance,
Projected Gender, Reservation Debate, Urban Displacement, Shared Inheritance,
Special Economic Zone: The Battle Most Hard, Gender and Globalisation II,
Domestic Violence Act, Dalit Atrocitics, Child Protection, Forest Land and Triba]
Rights

ADVOCACY PERSPECTIVE
SEZ (Hindi), Forest Bill (Hindi)

GLOBALISATION GOVERNANCE GRASSROQTS SERIES

PARLIAMENT DIGEST
Monsoon Session 2005, Winter Session 20035, Monsoon Session 2006
Question Hour & Adivasi Issues (2003-2006)

INFO-PACK
Sponge Iron Industries

QCCASIONAL PUBLICATIONS
SEZ Booklet (Marathi) Company ki Lokshahi? (New})
How open is your Budget
Marathi Booklet (Ghar Bandhanare Beghar)
SEZ Booklet (Marathi) Dhandhandgyanna Bhudhan (O1d)
Media Social Action: Forging the Link

Vikaska Tanabana (Hindi Booklet)
Community Learning Movement (Booklet)
Whose side are you Mr. FEM.? Budget 2006

. Booklet on Minimum Wages

FILM /
SEZ (Engish / Hindi / Marathi) :

N

Drought of Planning in Maharashtra \
Employment Guarantee Scheme -

Breaking the Silence
Ekta Parishad: Janadesh 2007 (Hindi)
ASTHA: Aapni Dhartike Live (Hindi) .






