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Unit-I
Educational Problems: Enrolment, Retention and Drop Out
Learning Objectives:
After completion of this unit, you should be able to:
•
•
•

Explain the concept and relevance of education especially in rural India
Understand in detail the educational infrastructure in rural India
Provide recommendations for bettering education scenario in rural India

Structure:
1.1

Introduction

1.2

The Challenges of Education in Rural India

1.3

Educational Infrastructure in Rural India: Gaps in Provision

1.4

Closing the Gaps: An Agenda for the Future

1.5

Few Suggestions

1.6

Let Us Sum Up

1.7

Key Words

1.8

References

1.9

Check Your Progress – Possible Answers

1.1 Introduction
Education is
the
process
of
facilitating learning,
or
the
acquisition
of knowledge, skills, values, beliefs,
and habits.
Educational
methods
include storytelling, discussion, teaching, training, and directed research. Education
frequently takes place under the
guidance of educators, but learners may
also educate themselves. Education can
take place in formal or informal settings
and any experience that has a formative
effect on the way one thinks, feels, or
acts may be considered educational. The
methodology
of
teaching
is
called pedagogy. A right to education has
been recognized by some governments,
including at the global level: Article 13 of
Odisha State Open University
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the United Nations' 1966 International Covenant on Economic, Social and Cultural
Rights recognizes a universal right to education. In most regions education
is compulsory up to a certain age.
Source: Census of India
Education is the doorway to the
wider world and an exposition on
rural infrastructure is incomplete
without an assessment of the extent
to which we have been able to
open this door for the children of
rural India. Under the Constitution
of India, education is a concurrent
subject, with a sharing of
responsibilities
(including
legislation) between the Centre
(Ministry of Human Resource
Development) and States (Departments of Education). Management of schooling has
been traditionally controlled by the mainstream state and district administrations. The
last two decades have seen the emergence of a number of education-specific support
institutions, such as the District Primary Education Programme (DPEP) and Sarva
Shiksha Abhiyan (SSA) State Implementation Societies, State Councils of Educational
Research and Training (SCERT), State Institutes of Educational Management and
Training (SIEMAT), District Institutes of Education and Training (DIET), Block
Resource Centres (BRC), Cluster Resource Centres (CRC), and, in rural areas, Village
Education Committees (VEC), as well as an increased involvement of NGOs, that have
acted as a counterweight to what is often an overly bureaucratic and hierarchical
administration.
The last decade or so has also seen the establishment of the Panchayati Raj, or village
council, and this body is playing an increasingly important role in education in rural
areas across the country.
There are broadly four stages of school education in India:
4 stages

Primary

Upper
Primary

Odisha State Open University
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Higher
Secondary
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The combination of primary and upper primary schooling is termed elementary
education.
It is important to note that there is also a programme of pre-school education (for three
to six year olds), early childhood care and education (ECCE), mostly provided through
the Department of Women and Child Development (DWCD), GOI through Anganwadi
Centre infrastructure. There are also a few other, government and private providers of
pre-school and nursery education in rural areas. At the other end of the system, there is
technical and vocational education as well as training and higher education involving
universities and undergraduate and postgraduate institutions.

Government schools, including
those run by local bodies

4 types of school

Private schools, aided by the
government

Private unaided schools

Unrecognized private schools

Scenario of India’s Education Sector: at a Glance
96.5% of children in the 6 to 14 age group in rural India are enrolled in school
71.1% of these children are enrolled in government schools, 24.3 % are enrolled in
private schools.
• The proportion of girls (age 11-14) who are still out of school has declined from
6.8% in 2009 to 5.9 in 2010; in states like Rajasthan (12.1%) and Uttar Pradesh
(9.7%), this percentage remains high and shows little change since 2009.
• Enrolment in private schools in rural India increased from 21.8% in 2009 to 24.3%
in 2010
• Nationally, the percentage of five year olds enrolled in schools increased from
54.6% in 2009 to 62.8% in 2010. The biggest increase was visible in Karnataka
where the proportion of five year olds enrolled in school increased from 17.1% in
2009 to 67.6 in 2010
• Nationally there is not much change in reading levels as compared to last year. Only
53.4% children in Standard V can read a Standard II level text. This suggests that
even after five years in school, close to half of all children are not even at the level
expected of them after two years in school.
• On average, there has been a decrease in children’s ability to do simple mathematics.
The proportion of Standard I children who could recognize numbers from 1-9
declined from 69.3% in 2009 to 65.8% in 2010. Similarly, the proportion of children
in Standard III who could solve two digit subtraction problems decreased from 39%
to 36.5% in the same period. Children in Standard V who could do simple division
problems also dropped from 38% in 2009 to 35.9% in 2010.
• Over 60% of the 13,000 schools surveyed satisfied the infrastructure norms specified
by the RTE. However, more than half of these schools will need more teachers. A
third will need more classrooms.
• For rural India as a whole, children’s attendance shows no change over the period
2007- 2010. Attendance remained at around 73% during this period.
Source: Annual Status of Education Report (ASER) 2010

•
•
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Eighty-seven per cent of the schools in India are in the country’s villages. Government
statistics and independent surveys have revealed that over 90 per cent of the rural
schools at elementary level are run by the government. Only in Uttar Pradesh and Tamil
Nadu does that share drop to 73 and 74 per. At the secondary and higher secondary
levels we find that while the majority of students are in government schools (55 per
cent), a large proportion are in private schools aided by the government (35 per cent)
with un-aided private schools accounting for the remaining ten per cent of place. It is
noticeable that in rural areas there has been an increase in enrolments in government
secondary and Higher Secondary schools in recent years with a corresponding decline in
enrolments in the government aided schools.

1.2 The Challenges of Education in Rural India
Recent studies have shown how the face of education in rural parts of the country have
developed to a great extent, but some remote areas still do need a serious checkup with
children failing to receive basic quality education. We cannot but agree that, it is
education that leads to the road to betterment of a community and the nation at large.
And when we think about bring in a reformation in education, we have to point out what
all prevents the education system in India to develop. Let’s start it with rural education.
The most common problems that hinders the growth of education in rural India can be
pointed out as
1) Lack of proper transportation:
Most villages have poor connectivity from one place to another and that is often one of
the main reason why, despite efforts by local governing bodies to build schools, often
go in vain. Children, most of the time have to walk miles to reach these government
funded schools and this often demotivate them to attend school on a regular basis.
2) Physical Environment:
Today’s society clings to
schools to such an extent that
a co-dependent relationship is
created between the broader
and friendly notion of
education
and
the
manipulative
reality
of
school. Education should not
be limited to the sphere of the school. It should have to encompass nearly every aspect
of life. Schools should act as locations where the ideas of education are planted in the
students and education has to become the foundation for how the students look at the
world around them and how they interpret these things. Instead the present situation is
that, the seeds of education are planted into the children in the schools but it does not go
much further than the school system. The public in general and rural people in
particular, often think of schools as a place for teachers to instruct children on the ‘three
Odisha State Open University
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Rs’—reading, writing and arithmetic. Schools are not considered as places, where the
students are taught many life skills that will help them succeed in their future endeavors.
Access to school is no more a problem in most parts of India. Ninety eight percent of
population has access to school within a walking distance of 1 km. The core problem is
the unpreparedness of the school system for mass education. Classrooms in most primary schools in rural areas are typically uninviting, with leaking roofs, uneven floors
and scraggly mats to sit on. Added to that, most of the schools do not have electricity,
drinking water or toilets. In some schools, students of different ages are made to sit in
one room. These students squat in passive postures, even regimented columns, with
often the ‘brightest’ and the socially advantaged sitting in front. At a given time, a
typical school could have at most two teachers trying to ‘police’ children of all five
primary classes.
The best teaching that these teachers may undertake is to make the students copy or
recite from the textbook. The major drawback in these schools is that in the mechanical
race to achieve ‘schooling for all’ the government seems to have completely missed out
on what constitutes ‘learning for all’. Here, greater emphasis is placed on establishing
schools but not on what goes on inside a school.
The result is high enrolment figure and equally high dropout rate. The students enrolled
are compelled to attend school regularly and take all the exams, and the results is a
sizeable number of students fail and are compelled to repeat classes. These students
ultimately give-up the hope, resulting in high resource wastage of the government,
while at the same time inculcating a sense of despair among the students, thus, reducing
the potential of their human development.
3) Defects in Curriculum:
The second reason attributed to high dropout rate is ‘most out-of school children are
unable to study because they have to work’. The present education system is teachercentric. From times immemorial, education has been expensive, as it is related to
gaining and transmitting knowledge in India. ‘Information,’ the foundation upon which
knowledge rests was and still is in limited supply.
A teacher, together with a united set of books,
is the knowledge base, which anchors the
education process. The teacher is the active
agent, communicating information to the
students, who are the passive receptors of
information. Learning by rote is the method
most favoured because the information
transmitted is largely disjointed and the
student is not really quite sure what the
motivation behind knowing all those disparate
facts is. Curriculum-makers in India feel that
children need to know a lot more to catch-up’
Odisha State Open University
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with the others living in advanced countries. So, they try to include as much ‘information and ‘knowledge’ as possible in the curriculum. While it is true that this century has
seen an explosion of technologies that help to store large information, the capacity to
understand these facts and concepts does not grow equally fast among the children.
Therefore, a crucial aim of children’s education should be to promote concept formation
and enhance their capacity for theory-building. All children are natural theory builders,
and from very early in life, they begin to construct their own explanations for the world
they observe. The educational system presents a contrasting experience to these children.
These outdated school systems do not allow for a child’s mind and personality to
develop. Moreover, the knowledge imparted is not continuous and are disjointed fragments of information that are arranged in the form of different pieces in the syllabus.
The curriculum-framers, while arranging such information, ignore the fact that the
natural learning process in children is far from linear, and that they process information
about the world in a much more holistic and integrated manner. The content taught,
therefore, cannot be determined by what has to be ‘covered’ in higher classes, but by the
children’s ability to comprehend the concept at a given age.
In the Indian system of education, what is taught is crucially linked with how it is taught
and, more importantly, with how it is assessed. The examination system here is so
distorted that it actually discourages good classroom practices by forcing children to
answer contrived meaningless questions, suppressing their own curiosity and expression. It emphasizes on written questions based on trivial recall, and discounts all
activity- based learning.
Another major drawback is that the curriculum prescribed in the textbooks to a great
extent is found to be ‘irrelevant’ to the closer lives of rural people. The curriculummakers, who come predominantly from urban middle-class background believe that the
rural children need to be taught how to conduct their lives ‘properly’, and that only
‘positive’ situations from their lives must be depicted. Thus, either highly prescriptive
and moralistic lessons (about hygiene, cleanliness, hard work, etc.) or rather simplistic
generalizations about the perceived ‘needs’ of the rural poor or over-idealized situations
such as truly democratic panchayats, benevolent employers, well-equipped and
functioning village hospitals, effective government schemes, etc., are described in the
prescribed textbooks. They absolutely ignore the fact that the rural children, unlike
those from protected urban homes, are much more conscious of the conflicts and complexities of life, which form a part of their reality.
They know very well that these lessons are contrived and untrue, but have no chance to
critically question the contents that they must passively parrot. The village child is also
far more knowledgeable about the natural world, and does not need to look at ‘pictures’
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to count the legs of a spider, or to identify the eggs of a frog or the leaves of a neem
tree.
Similarly, the teachers and other school authorities also neglect the fact that many rural
children, especially the tribal children, are aware of rich bio-diversity around them.
They become conscious only when some foreign companies pirate this information and
patent it. Thus, in the name of relevance, most of the content taught in the schools is
totally irrelevant to the prevailing situations of the rural children. In recent years, there
have been attempts to change the elementary school curriculum to make it more childcentred, joyful and activity-based. However, in most cases, there have been mere
cosmetic changes accompanied by much ‘song and dance’, with no radical restructuring
in the content and design. The education systems in this region are highly monopolistic
and rigid, and are controlled by bureaucratic departments that are resistant to change.
Moreover, the people, who design school curricula have outdated notions about what
constitutes ‘learning’, are burdened with the perceived demands of higher education,
and are far removed from a typical average child of the country. They are also far too
inflexible to learn from the experience of village teachers and field-based voluntary
groups working in close contact with children. Some flexibility may be permitted in the
curriculum for ‘those children’ in non-formal schools, but never in the highly guarded
formal system for ‘our kids’.
4. Most Important Resource—The Teacher:
The protagonist of the educational system and the most important resource for quality
education, the teacher, in reality has the feeblest voice in the matters of concern. The

rural primary school teacher occupies the lowest position in the hierarchy. Apart from
teaching, he/she is expected to bear the burden of many other assignments such as collecting census, propagating family planning programmes, conducting poverty surveys,
etc. The teacher in a village acts as the sole multi-purpose village functionary, and is
expected to perform whatever function the government finds necessary at any time. This
problem becomes most acute in the case of village schools, having a single or at most
two teachers. For days together, the school may remain closed because the teacher has
Odisha State Open University
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been summoned on ‘duty’, further discouraging children, who in the absence of support
at home, need much more attention and extra time.
Another major problem that has come up in recent days is that, due to the ceiling on
recruitments, there is insufficient number of teachers in many of these schools. A considerable proportion of available teachers do not have the requisite qualifications.
Women teachers constitute only 31 percent of the total number of teachers in rural
areas, which is supposed to be one of the causes for low literacy rate. Lacks of
motivation on the part of teachers, who generally are academically low- qualified and
have chosen this profession as a last resort, is a serious problem. Added to this, the
teachers are burdened with unmanageable classes, irrelevant curricula, dismal working
conditions, and lack of recognition of their efforts. Moreover, these teachers are lowly
paid. The result is that the teachers tend to give up
These are some of the few prominent crises that are holding back rural education to
match up with the education system in urban educational centers. Education imparted in
rural centers lack in quality and it’s high time, proper attention is paid to these centers
and create a platform where students from rural areas can get proper education, the right
encouragement to pursue further studies and jobs. Proper availability of basic facilities
like clean toilets, drinking water, adequate classroom facilities, timely motivational
programs for teachers etc should be there. The right reformation can definitely bring
about a positive change towards the development of rural education in India.

1.3 Educational Infrastructure in Rural India: Gaps in Provision
Despite the significant resources that are being deployed annually by the government
for rural elementary education, lack of infrastructure is largely responsible for the poor
state of schooling in rural India. The most useful way of understanding this gap is to
compare the Government’s targetted level of provision with the actual reality as
measured by DISE and other sources of data. Despite the growing concern in India
about the quality of education, there is no consensus regarding a definition of this. Most
people will view the quality of education as the extent to which the student has acquired
the curricular learning as measured by scores in tests. A quality education output can be
achieved only if quality is ensured at each level of the educational process from setting
standards, establishing the learning environment, preparation of teachers, through the
teaching-learning process, assessment of learning, evaluation, and monitoring. Other
indicators of quality are decreasing rates of dropout and increasing rates of stay-ins, the
number of students who complete the elementary education cycle on time (within eight
years) and, gender and social equality.
Education policy makers in India have drawn guidelines for the enhancement of the
quality of education from international experience, the Declaration on Education for All
Odisha State Open University
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(EFA), and national situation analysis and experience. The National Policy on
Education 1986, as revised in 1992 was reinforced by the Programme of Action of 1992
that stressed the need to lay down Minimum Levels of Learning (MLL) at the Primary
and Upper Primary stages to ensure that irrespective of caste, creed, location or sex, all
children are given access to education of comparable standards. The MLL strategy for
improving the quality of elementary education was seen as an attempt to combine
quality with equity.
The SSA programme prioritises good quality school buildings and facilities; improved
quality of teacher training and teacher performance; longer time spent in school each
day by students; higher levels of teacher motivation; re-energising academic support for
and supervision of schooling; reorganization of the curriculum to reduce the learning
load, imbibing local needs, and incorporating the concerns of the National Curriculum
Framework (NCF) 2000 and, more recently, the NCF 2005 competency based and
contextual teaching and learning materials; improved teaching and learning processes
that are more child-centred and activity based; support for remedial teaching and
enrichment programmes; formative evaluation and continuous assessment of student
learning progress; participatory management of elementary education with community
support. The latest NCERT surveys of student learning achievement show low mean
scores in all classes and subjects. It is also noticeable that SC children perform less well
than other social categories.
The ASER 2005 report reveals low levels of student learning achievement and previous
NCERT assessments have shown similar results. Nearly 50 per cent of students cannot
read, write, or do basic arithmetic in spite of
ASER Centre was established
spending four or five years in school. At least a part
in 2008 as an autonomous
of the problem lies in weak foundation in the early
assessment, survey, evaluation
years of primary schooling. Greater priority must be
and research unit within the
accorded to ensuring that all learners have acquired
Pratham network
the basics of reading, writing, and numeracy by
Class II so that a sound foundation is laid for the
acquisition of higher levels of learning in later years.
1.3.1 Primary and Upper Primary Schools :
The status of elementary education infrastructure in India comes from the District
Information System for Education (DISE) data collected annually across all states (581
districts are currently covered) and collated, analysed, and reported on by NUEPA.
Although there are some gaps and inconsistencies, DISE is the most comprehensive
information system in the education sector, improving with each passing year. Based on
the NUEPA 2006 report, we can assess the status of elementary education infrastructure
in rural areas against a range of indicators, including school-based indicators such as the
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number of rural schools, the size of each school and the type of each school; facilities in
school; enrolment-based indicators; and teacher-related indicators.
NUEPA’s report tells us that in 2004–5 there were 126 million students being taught by
3.1 million teachers in 0.9 million rural elementary schools for an average of 209
instructional days. As indicated above, 90 per cent of these rural schools are
government schools. DISE also tells us that the percentage distribution of rural
elementary schools by type of building are pucca (71 per cent); partially pucca (9 per
cent), kuccha (2 per cent), tent (0.11 per cent) and multiple type 9 per cent.6 The
average rural elementary school has three or less permanent classrooms (with 21 per
cent of schools having one or no classrooms). Sixty-five per cent are in good condition;
24 per cent are in need of minor repair; and 11 per cent are in need of major repair.
In 2005, 48 per cent of India’s rural elementary schools had no more than two teachers
and only 25 per cent had five or more. Half of the rural schools having two or more
teachers had no female teachers. These small rural schools with one or two mostly male
teachers and three or less permanent classrooms have on average between 1 and 100
students (78 per cent of schools have enrolments within this range) and 35 per cent of
the schools have less than 50 students. Several different age groups (often the whole
school) are combined in one class and multi-grade teaching is the norm in such
circumstances. The average student to classroom ratio in rural areas is 45. The average
teacher to classroom ratio is 1.12 which indicates that a large proportion of teachers are
teaching their students in classrooms shared with another class, or in alternative
environments, such as the veranda of a school building, under a tree or beneath some
other form of temporary shelter.
There has been substantial progress in reducing the number of out of school children
(OOSC) in recent years and the Government reports that the number of OOSC has
fallen from 25 million in 2003 to 13.5 million as on March 2005 and less than 10
million in November 2005. The Government of India’s figures for OOSC were largely
validated in 2005 by the report of an independent Survey in Assessing the Number of
OOSC in the 6 to 13 Years Age Group that had been commissioned by MHRD. The
findings of this nationally representative sample survey conducted in all States and
Union Territories and including 87,874 households generally confirm the Government’s
own estimation of the number of OOSC.
The survey estimates that the number of children in the age group 6–13 years is over
194 million of which 145.5 million are living in rural areas. The study estimated that
less than 7 per cent of children in this age group are out of school amounting to 13.5
million children of which 84 per cent reside in rural areas. The study suggests that in the
urban areas of India the Net Enrolment Rate (NER) has reached 96 per cent while in the
rural areas the NER is close to 92 per cent. The study estimates that there are more
children out of school among the age group 11–13 compared to those in the age group
Odisha State Open University
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6–10 years. In the 6–10 years age group there are almost as many boys as girls out of
school, but in the higher age group, 11–13 years, girls outnumber boys. The survey
finds that there are a high proportion of minority social groups in the out of school
population. In the age group of 6–13 years percentage of children out of school by
social category is as follows:
1. 38.11 per cent of children with disabilities;
2. 9.97 per cent of Muslim children;
3. 9.54 per cent of ST children;
4. 8.17 per cent of SC children; and
5. 6.9 per cent of OBC children.
With regard to the remaining population of children aged 6–13 years (i.e., after the
above groups have been netted out), only 3.73 per cent of these are out of school. On the
basis of this survey, a child living in the rural areas with disabilities would therefore,
appear to be twelve times as likely to be out of school as a child in the general
population. A Muslim girl child would be far more likely to be out of school than a
child in the general population. At the national level, among the children who are out of
school, 68.26 per cent of these have never been to school and the remainder are
dropouts. The majority of the country’s OOSC are concentrated in just three states:
Bihar, UP, and West Bengal. These states contain 39 out of a national total of 48
districts where over 50,000 children out of school in 2005: Bihar (20); UP (15); and
West Bengal (4); universal primary education has been largely achieved in the southern
states of India.
1.3.2 Secondary Schools:
There has been considerable growth in the number of rural secondary schools and
progress in secondary school enrolments over the last twenty years, but access to this
level of provision is only a little over half that of elementary education. The current
GER for secondary education in rural areas is 48 per cent with girls 14 percentage
points behind boys in their share of these enrolments. There has been acceleration in the
growth of rural secondary schools: in the ten years from 1993 to 2002 the total number
of schools grew by 33 per cent from 47,870 to 63,633. The number of secondary
schools without buildings also grew by a factor of one-third, from 287 to 387 and over
one-sixth of schools are without pucca buildings. The states with the fastest rates of
growth are Andhra Pradesh (almost 50 per cent), Chhattisgarh (more than 50 per cent),
Karnataka, Rajasthan, and Uttar Pradesh. In several states there has been relatively little
growth in secondary schools; Bihar, for example, registers hardly any increase.
In a few states, Goa and Kerala for example, the number of rural secondary schools
appears to have declined over this period. The ratio of rural upper primary schools to
rural secondary schools, at the national level, appears to be close to 3 but the size of the
challenge the Government will face in increasing equitable access to secondary
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schooling in rural areas in the future becomes more apparent when regional variations
around this mean are taken into account.
Only 65 per cent of villages have a secondary school within five kilometres. A school
located beyond this distance from the village presents an enormous barrier to
participation: a student walking over five kilometres to school and back each day would
take over two hours, particularly if no road exists or there are rivers to cross, or it is very
hot in summer and cold and rainy in the winter and so on. The quality of the facilities in
these secondary schools is difficult to assess on the basis of the little information we
have. The World Bank has recently undertook surveys of secondary education facilities
in three states, however, (Karnataka, Odisha, and Rajasthan) and concluded that while
rural secondary schools are mostly equipped with adequate classroom facilities and the
majority have electricity connections, latrines, and water, only half have access to
science laboratory facilities and few rural schools have access to the internet or even
computers. It appears that rural private schools are slightly better off than rural
government or government aided schools in terms of telephones, more classrooms, and
internet connections, but they have few co curricular activities. In these schools about
6.8 million students were enrolled in 2002.
At the secondary education level the gender disparities are significant: girls’ share of
enrolment at Class IX is 39 per cent and at Class X it is 38 per cent. These enrolment
figures tell us nothing about the participation of the poorest households and SC, ST, and
minority groups in this level of education. For this information we turn to household
survey data and this shows that while rural secondary education enrolment has increased
faster than urban enrolments and enrolments in the poorest quintile of the population are
also increasing at a fast rate, there are large gaps in enrolment, relative to the general
population, among the poor, SC, ST, and Muslim communities.
There is also considerable variation across states with relatively high levels of
enrolments in the southern states and extremely low enrolments in Bihar (20 per cent),
Uttar Pradesh (24 per cent), Rajasthan (20 per cent), Madhya Pradesh (24 per cent),
Chhattisgarh (22 per cent), and West Bengal (21 per cent). India’s secondary education
enrolment is slightly lower than its income level would predict and among its
neighbours, Nepal has much higher levels of participation at this level of education,
Pakistan much lower and Bangladesh is roughly comparable, but a little higher.
There are 0.6 million secondary school teachers employed in the rural secondary
schools giving us an average pupil: teacher ratio of 21. But, of course, at the secondary
education level this ratio doesn’t tell us very much about how teachers are deployed. At
this level with a much wider range of curriculum and the requirement for subject
specialists, the teachers’ workloads are more important. Unfortunately, there is
insufficient data on this aspect of rural secondary schooling to make a report, but there
does appear to be some scope for raising the Pupil-Teacher Ratio.
Odisha State Open University
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The main provider of Early Childhood Education (ECE) in the countryside is the
Integrated Child Development Services (ICDS), a Centrally Sponsored Scheme (CSS)
managed by the DWCD that was launched in 1975. The ICDS programme adopts a
multi-sectoral approach to child well-being, incorporating health, education, and
nutrition interventions and is implemented through a countrywide network of 620,000
anganwadi centres (AWC) at the community level. The DWCD emphasis on a ‘lifecycle approach’ means that malnutrition is fought through interventions targeted at
unmarried adolescent girls, pregnant women, mothers, and children aged zero to six
years.
Key services are provided, including:
1. supplementary feeding,
2. Immunization,
3. Health checkups and referrals,
4. Health and nutrition education to adult women,
5. Micronutrient supplementation,
6. Pre-school education for three to six year olds.
As the programme has developed, it has expanded its range of interventions to include
components focused on adolescent girls’ nutrition, health, awareness, and skills
development, as well as income-generation schemes for women.
Each AWC has an anganwadi worker who is responsible for delivering the services. It is
estimated that Anganwadi Workers are spending 39 per cent of their time on pre-school
education and in 2003 the Government of India reported that the total coverage of the
programme for children in the 3–6 age group was nearly 170 million. The ICDS
programme runs anganwadi centres in villages with a population above 1000 in selected
blocks with a relaxed norm of 700 for tribal areas. In 321 economically poor Himalayan
villages of Uttaranchal, MHRD supports ECE through the Balwadis of Uttarakhand
Seva Nidhi Paryavaran Shiksha Sansthan, Almora.
MHRD is also supporting ECE through the auspices of the DPEP in Bihar, UP,
Rajasthan, Odisha and West Bengal and in several other states through SSA and another
CSS, Mahila Samakhya. In addition to these services the Fifth All India Education
Survey carried out by NCERT in 1998 reported that there were 10,376 independent preprimary schools in rural areas, an increase of over 67 per cent in the previous ten years
and it is likely that this number has doubled again in the last decade. The National
University of Educational Planning and Administration (NUEPA) reported that in
January 2006, 17 per cent of all schools in rural areas had pre-primary facilities. The
UNESCO Education for All Global Monitoring Report 2006 reports that the Gross
Enrolment Ratio5 (GER) in pre-primary education in India is 34 percent (33.8 per cent
boys and 34.1 per cent girls). The take-up of pre-school education and retention in
primary schooling could be significantly increased if new Anganwadi Centres could be
in or near primary schools and their timings could be synchronised with the timings of
the schools.
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1.3.3 Technical and Vocational Education (age range 15–25 years)
As with SE and HSE, data about Technical and Vocational education and training in
rural areas is limited and largely out-of-date. It is clear, however, that technical and
vocational education and training in India is almost exclusively delivered in urban
settings: from the apex Indian Institutes of Technology (IITs), the six Indian Institutes
of Management (IIMs), to the Seventeen Regional Engineering Colleges (RECs), ten of
which have recently been re-named as National Institutes of Technology (NIT). Also
included in this list are the 357 Industrial Training Institutes (ITIs), some of which are
also used as Basic Training Centres (BTCs) for Apprenticeship Training programmes to
the 291 polytechnics and 24 women’s polytechnics. The vocational education stream is
quite small, enrolling less than three per cent of students at the upper secondary level,
and those students that do enter this stream appear to be more intent on progressing to
higher education rather than the labour market.
The small provision made for technical and vocational education and training beyond
the institutions listed above is almost exclusively in the non-government sector and
comprises of NGO activities and programmes with a small for-profit informal training
sector. It is important to note, however, that the Directorate General of Employment and
Training of the Ministry of Labour and Employment, GoI, has recently launched a
Community Based Vocational Training Programme. This programme aims to provide
three months training in skills identified by local communities through the auspices of
NGOs or even individuals identified by the community through the Village Resource
Centre (VRC). While rural elementary and secondary schools superficially include
programmes related to productive work, vocational education and training is largely
excluded from the school curriculum that is actually delivered to students.
1.3.4 Higher Education (age range 19 plus)
There is no higher education infrastructure in rural areas— learners in the countryside
will generally travel to urban areas to access this provision. However, at least 10
universities are offering students in rural areas the opportunity to study for degrees
(under graduate and post graduate) through open learning. In addition to the open
universities, there are a further 54 distance course institutes that provide programmes in
a wide range of subjects. The distance learning facilitated by these institutions is done
through a mixture of correspondence, instructional radio, and television and more
recently, as technology has changed, videotaped lectures, DVDs, audiotapes and lessons
sent through the mail and, of course, the internet.
Live video instruction is the most popular and fastest growing delivery mode in the
developed world and this technology is starting to be used in India also—there is
insufficient data to confirm whether this technology is yet available in rural areas.
Through open learning, therefore, India is able to relieve some of the ever-increasing
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pressure that is building up on higher education. Technology enhanced learning has
potential to achieve good results and partly solve the problem of teachers’ training as
well
1.3.5 Distance Education
As we have seen in the sections above, while free elementary education is universally
available in rural areas, the same cannot be said of higher levels of education. Policy
makers have long been aware of the huge gaps in provision that exist between
elementary and secondary education. There is also widespread recognition among
policy makers and key stakeholders that India has poor secondary education
infrastructure, particularly in rural areas. In the light of this, education planners,
especially after the National Policy on Education (1986) and the Programme of Action
1992 that followed this, have emphasized the open learning system and, in particular,
the distance education provided by the National Open School.
At the secondary level, distance education was originally introduced in the 1970s in
order to improve the performance of private students who sat for examinations. The
Open School Project was launched during 1979 by the Central Board of Secondary
Education (CBSE) in order to provide educational opportunities for those who could not
join the formal system: in particular, the project targeted working adults, women and
disadvantaged groups. The success of the Open School Project and the incorporation of
the National Policy on Education (1986) culminated in the establishment of the National
Open School (NOS), with increased scope and diversified objectives (Sujatha, 2002).
Over the years, since NOS was established, enrolments have increased tremendously—
from 40,884 in 1990–1 to more than 267,000 in 2005–6.
NOS draws its students from all over the country, but the majority are from Delhi,
Andhra Pradesh, and West Bengal, with one-third from Delhi alone. It is reckoned that
this regional concentration of NOS students is owing to a combination of factors,
including differences between NOS and state-level syllabus and medium of instruction;
lack of awareness about NOS in the more remote areas of the country; uneven
distribution of Accredited Institutions (AI); and many states having their own versions
of open schools. The proportion of NOS students from rural areas is on average around
50 per cent, but in some years it has been higher. The NOS experience clearly shows
that distance education is one of the more cost-effective models for providing access to
secondary education in rural and sparsely populated areas. NOS is increasingly targeting
its efforts on learners in rural areas and in recent years the proportion of rural students
has increased to 60 per cent of the total enrolment.
One of the barriers to students from rural areas enrolling in NOS was the lack of access
to AIs as most of these institutions were previously located in urban areas. However,
with the growth in rural secondary schools over the past ten years this problem has been
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largely overcome. The problem of inadequate information about NOS opportunities in
rural areas remains, however. The proportion of girls in NOS enrolment is, on average,
35 per cent.
This is generally in line with girls’ share of enrolments in regular secondary schooling.
The reason for the drop in enrolment in 2004–5 is unclear. The NOS has achieved a
great deal in terms of increasing access to post-elementary education, including
vocational education and training, in the context of limited provision of infrastructure in
rural areas. In addition, the performance of the system in terms of the proportion of
students successful in clearing final examinations and gaining certification is no worse
than the students of the formal government schools in Delhi: 40 per cent. The perstudent capital cost in NOS is low and has only increased marginally over the past
twenty years. While Government funding towards non-recurring expenditure of NOS
has increased considerably, now distance education at secondary level has more
potential to be self-sufficient, particularly with increases in student strength enabling
larger economies of scale.

1.4 Closing the Gaps: An Agenda for the Future
The Union and state governments’ education reform plans in many areas of the sector
are already well advanced and the purpose of this final section is not to reinvent the
wheel by suggesting new policies and strategies:
• Early Childhood Education
Proposals for the reform of ICDS are currently being considered. With regard to ECE,
among these proposals is one that the demand for pre-school education, and for feeding
the older children, could be met by devolving these responsibilities to the Department of
Education or to local authorities. The DPEP and SSA already deliver pre-school
education services in some districts, and the feeding of four to six-year olds could
become part of the National Mid-Day Meals Programme. In this manner, more of the
AWW’s time could be freed up for nutrition and health education and growth
promotion, increasing the prospect of achieving better nutrition outcomes. If this kind of
reform is not possible, there should, at any rate, be more emphasis given by the
managers of primary education and ICDS to convergence between the two services. The
potential benefits of greater convergence are enormous.
• Elementary Education
Until the mid- to- late 1990s India’s performance on basic education was less
impressive than its policy statements. Lack of real political will, insufficient resources,
bureaucratic complacency, and pervasive social exclusion kept over half of all children
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from completing a meaningful basic education. But recent years have seen better
progress, mostly through increased public demand, improved sector management, and
political and judicial pressure. With more money for programmes that target the
neediest and with greater accountability to local communities, change is taking place.
The record of SSA to date in increasing enrolment and retention suggests that
empowerment and accountability are the key drivers of change that are enabling SSA to
achieve the hitherto elusive goal of every child successfully completing basic schooling.
SSA places special emphasis on particularly vulnerable groups, earmarking funds for
their specific needs. They include both Scheduled Castes and Tribes (including dalits)
and other minorities, including Muslims and girls. In SSA terminology these groups are
referred to as ‘special focus groups’ or ‘SC/ ST and minorities’. The SSA framework
accommodates the needs of specific social and religious groups, through local planning
as well as through special schemes such as residential courses for remote, working or
migratory children, free text books and special innovation funds to meet extraordinary
needs. The national policy commitments to girls’ education are being implemented
through SSA.
SSA is working, in both the well-off states and in the poor, populous states: it is a good
practice model of effective basic education programme delivery. It provides a sound
policy framework for universalizing elementary education. It has enormous financial,
political, and bureaucratic support behind it at national and state levels. It has popular
support, it has within it partnership arrangements that function well, and it has the
potential to ensure that every child in India gets a chance to go to school. This
achievement will have global significance.
In the course of the next five years SSA financing and implementation needs to
contribute to:
1. Increasing the focus on those states, regions, and districts that are furthest behind (in
particular Bihar, Orissa, Uttar Pradesh, and West Bengal);
2. closing the gaps for those social category groups that are most disadvantaged;
3. giving greater emphasis to quality improving efforts; and
4. developing and implementing activities related to increasing the accountability of
teachers to the communities that they serve and strengthening broader school
governance through the VEC.
During the course of the 11th Five Year Plan the gains and achievements of SSA must
be locked in and their sustainability assured through coherent national policy and state
policies and budgets that facilitate the continuation of educational development by the
mainstream education administration after the mission mode has ended.
• Secondary and Higher Education
With regard to improving the quality of secondary education, it will be important to
ensure alignment of the NCF 2005 with syllabus, textbook development, teacher
training, and examination. There will also be a need to set national competency
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standards and to participate in international studies of student learning achievement for
capacity building and benchmarking. The expansion of access will need to be managed
carefully and school mapping will be necessary to facilitate effective planning and
resource allocation. The lessons that have been learned in elementary education will be
of use to the managers of secondary education in the years ahead, in particular, the way
in which primary education was expanded, through DPEP before moving into a national
expansion phase under SSA. This kind of gradual approach that involves piloting
innovative ways in which to increase access and improve quality is likely to be more
effective in the long run than a big bang expansion. The most important aim in
expanding access to secondary education should be to eliminate gender disparity at this
level of schooling within the shortest space of time and not later than 2020.
• Vocational Education and Training
All sectors of industry are reporting that the lack of trained human resources is a major
constraint to growth and development in the future. While most industry is urban based,
there will be a requirement for more and better trained.

1.5 Few Suggestions
a) Match Available Skill sets to the needs of the Labour Market
The youth in rural areas will need to be trained to cater to the demands of the latest
jobs available in the private sector. ITIs and Polytechnics, which are the pioneers in
providing technical human resources to the public sector have outdated curricula that
do not link effectively with the existing job market. Therefore new and flexible
training solutions will need to be found, particularly in rural areas. This will require a
major restructuring of the TVET system and how it is managed.
b) School and College Education needs to be more Oriented to preparing Students
for Life, including the World of Work
This does not mean that basic education should focus on jobs. Schools should
continue to provide students with a good general education, but one that has value in
the job market. This will require the curriculum to lay emphasis on developing key
skills such as communication, critical thinking and other life skills. India has lagged
behind in the area of technical and vocational education and training and even today
enrolment rates in it is and other vocational institutes is only about a third of that of
higher education.
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c) Lack of Awareness
People in rural areas have only a limited awareness of the job market or career
options, and this is becoming a major obstacle to development, particularly as work
opportunities are changing rapidly. Traditionally, the employment outlook in rural
areas has been limited to government jobs and there has been little guidance in
respect of the latest developments in employment opportunities in the private sector
(formal and informal). Therefore, more emphasis should be given to the provision of
information about training that is being provided, including the results of any
appropriately validated evaluations of this training. There needs to be more emphasis
given to market-led skill development to ease the miseries of underemployment in
the rural areas on the one hand, and, on the other, to equip those migrating to cities
with more marketable skills so that they can negotiate better wage rates and living
conditions. This will require greater levels of partnership between the Government
and the private providers of vocational education and training.
In summary, there has been remarkable progress in increasing access to pre-school
and elementary education in rural areas, particularly over the past ten years or so. Of
course, several problems such as irregular attendance of children and teachers, low
levels of time on task and gaps in provision still persist and the issue of how to
ensure a quality education for all is paramount. But these challenges are being
addressed and there are positive signs that the emphasis in major Government
programmes such as SSA is shifting from universal enrolment to universal retention
and quality. In tandem with this, there is also increasing attention being given to the
governance of schools with the formation and functioning of VECs and more
transparent processes for managing school resources. The next most pressing
challenge is to increase access in rural areas to secondary education, particularly for
girls, SC, ST, and minorities as well as improve access to technical and vocational
education and skills. At this level of the education system the private sector is
growing rapidly and playing the major role of service provider. But in both
elementary and secondary education and skills. At this level of the education system
the private sector is growing rapidly and playing the major role of service provider.
But in both elementary and secondary education better services will only come about
with greater expansion of infrastructure, both within and around schools.
This will require, in part, larger allocations to education, but probably not more than
the already stated goal of 6 per cent of GDP, but these increases will need to be
accompanied by appropriate reforms and strategies. It will also require the
continuation of strong central support for policy, strategy, technical assistance, and
monitoring and evaluation combined with increased decentralization within
government, stronger public-private partnerships, and improved accountability
relationships between the service providers, policy makers, and consumers.
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A Note on Sarva Sikhsya Abhiyan (SSA) :
SSA has been operational since 2000-2001 to provide for a variety of interventions for universal
access and retention, bridging of gender and social category gaps in elementary education and
improving the quality of learning. SSA interventions include inter alia, opening of new schools and
alternate schooling facilities, construction of schools and additional classrooms, toilets and
drinking water, provisioning for teachers, regular teacher in service training and academic resource
support, free textbooks& uniforms and support for improving learning achievement levels /
outcome. With the passage of the RTE Act, changes have been incorporated into the SSA
approach, strategies and norms. The changes encompass the vision and approach to elementary
education, guided by the following principles:

•

Holistic view of education, as interpreted in the National Curriculum Framework 2005, with
implications for a systemic revamp of the entire content and process of education with
significant implications for curriculum, teacher education, educational planning and
management.

•

Equity, to mean not only equal opportunity, but also creation of conditions in which the
disadvantaged sections of the society – children of SC, ST, Muslim minority, landless
agricultural workers and children with special needs, etc. – can avail of the opportunity.

•

Access, not to be confined to ensuring that a school becomes accessible to all children within
specified distance but implies an understanding of the educational needs and predicament of
the traditionally excluded categories – the SC, ST and others sections of the most
disadvantaged groups, the Muslim minority, girls in general, and children with special needs.

•

Gender concern, implying not only an effort to enable girls to keep pace with boys but to view
education in the perspective spelt out in the National Policy on Education 1986 /92; i.e. a
decisive intervention to bring about a basic change in the status of women.

•

Centrality of teacher, to motivate them to innovate and create a culture in the classroom, and
beyond the classroom, that might produce an inclusive environment for children, especially for
girls from oppressed and marginalised backgrounds.

•

Moral compulsion is imposed through the RTE Act on parents, teachers, educational
administrators and other stakeholders, rather than shifting emphasis on punitive processes.

•

Convergent and integrated system of educational management is pre-requisite for
implementation of the RTE law. All states must move in that direction as speedily as feasible.
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Check Your Progress I
Note: a) Use the space provided for your answers.
b) Check your answers with the possible answers provided at the end of this unit.
1) Explain the various challenges in rural education?
Ans.
___________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
2) Write a short note on SSA.
Ans.
___________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

1.6 Let Us Sum Up
•

•

Education is the process of facilitating learning, or the acquisition
of knowledge, skills, values, beliefs,
and habits.
Educational
methods
include storytelling, discussion, teaching, training,
and
directed research.
Education frequently takes place under the guidance of educators, but learners
may also educate themselves.
Recent studies have shown how the face of education in rural parts of the
country have developed to a great extent, but some remote areas still do need a
serious check-up with children failing to receive basic quality education.
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•

•

•

96.5% of children in the 6 to 14 age group in rural India are enrolled in school.
71.1% of these children are enrolled in government schools, 24.3 % are enrolled
in private schools. The proportion of girls (age 11-14) who are still out of school
has declined from 6.8% in 2009 to 5.9 in 2010; in states like Rajasthan (12.1%)
and Uttar Pradesh (9.7%), this percentage remains high and shows little change
since 2009.
SSA has been operational since 2000-2001 to provide for a variety of
interventions for universal access and retention, bridging of gender and social
category gaps in elementary education and improving the quality of learning.
SSA interventions include inter alia, opening of new schools and alternate
schooling facilities
There has been remarkable progress in increasing access to pre-school and
elementary education in rural areas, particularly over the past ten years or so. Of
course, several problems such as irregular attendance of children and teachers,
low levels of time on task and gaps in provision still persist and the issue of how
to ensure a quality education for all is paramount.

1.7 Keywords
Education: Education is the process of facilitating learning, or the acquisition of
knowledge, skills, values, beliefs, and habits
SSA: Sarva Shiksha Abhiyan (SSA) is a flagship programme for achievement of
Universalization of Elementary Education (UEE) in a time bound manner
Distance education: It is the education of students who may not always be physically
present at a school. Courses that are conducted (51 percent or more) are either hybrid,
blended or 100% whole instruction.
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1.9 Check Your Progress I – Possible Answers
i. Mention the challenges like infrastructure, curriculum, teacher-student aspect etc.
ii. Write the note on SSA given in the textbox at the last page
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Unit-II
Educational neglects and its changing scenario in the context
of Right to Education
Learning Objectives:
After completion of this unit, you should be able to:
•
•
•

Explain the issues of exclusion and other neglects in education
Understand in detail the RTE Act
Describe the various components under RTE and also the impact of the Act

Structures:
2.1
2.2
2.3
2.4
2.5
2.6
2.7
2.8
2.9
2.10
2.11
2.12
2.13

Issues in Exclusion and Neglects in Education
Right to Education Act (RTE)
Key Highlights of RTE
Implementation and Funding
RTE Forum
Role of Community and Civil Society
Assessment & Evaluation of RTE
Experiences of SMCs across states
Quality Education in RTE
Let Us Sum Up
Key Words
References
Check Your Progress – Possible Answers

2.1 Issues in Exclusion and Neglects in Education
Issues and Strategies Studies, reports, work of civil society organisations and
community experiences point to some important areas that need to be incorporated into
strategies and plans for ensuring equitable quality education with social inclusion. It is
imperative to create equal educational opportunities for every child as mandated in our
Constitution and international commitments.
A NCERT study in 2014 on the disadvantaged children who were enrolled under age
appropriate provision substantiate certain prevailing notions with regard to exclusion.
This study identified with evidences some of the challenges that schools in India face in
promoting quality learning:
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1. Orientation of teachers for RTE (except for Orissa) did not include information
about disadvantaged children and children with disabilities.
2. An untrained teacher is a major issue in many states, which affects the quality of
education.
3. Scholarship plays a major role in the enrolment and retention of SC/ST/BPL
children. But when comes to the scholarship for disabled children, there is a long
way to go.
4. Age appropriate admission of disadvantaged children and children with
disability is still a challenge. This is mainly due to the lack of training to
teachers to teach the children admitted under age-appropriate admissions.
5. Most of the States/ UTs have limited plans for arranging for different types of
educational materials for children with various disabilities and as a result,
educational materials for children with disabilities are still non-existent in most
schools across India.
6. Poor infrastructure, non-availability of appropriate furniture for children with
disabilities, non-availability of special aids and appliances, poor quality of aids
and appliances for children with loco motors disabilities are major challenges in
education system.
The NCERT study also reports that issues of safety and security affecting children
hinders their regular access to school in many places in the country. For instance,
conflict situations, abuse and violence, physical and emotional harm also affects
children daily. A Safety and Security Manual prepared by Care and CSEI, 2015, also
highlights these risks of safety and security – physical emotional, sexual, health and
hygiene, educational neglect, social discrimination, emergency and disaster conditions
that continually affect children’s safety and particularly their access to and experience
of education.
It also highlights how girls are often more severely affected due to the adequate safety
and security support to attend and continue in schools. The worst victims of poor
learning are children from Dalits, Tribals, Muslims, Nomadic and De-notified tribes.
Girl children from these communities and children with disability are further
disadvantaged owing to other intersectional dimensions.
While the expansion of schools and their own aspirations have resulted in their
enrolment in schools, the education system is not inclusive enough to keep them there
or engage them. Many issues have been identified and even notified in this arena with
little systemic effort to address them:
1) Promoting non-discrimination in education: Studies report various forms of
discrimination against children from Dalit, Tribal and Muslim communities.
Children with disabilities report often being totally ignored in the classroom and
given no work to do. Bullying teasing and taunting on the basis of disability are
common. There is often little attempt to make a system or change practices a
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little so that children can participate. The MHRD had prohibited some of these
practices; unfortunately, nothing has been done to address these issues.
2) Facilitating Early Learning in Child’s Mother tongue: Language issues for
Tribal children, Muslim children, migrant children have also been flagged for
years. Small experiments have been undertaken by many states. For example,
the Kokborokas a successful MLE experiment in Odisha emphasises as well
reveals that if the teacher has orientation on the tribal language the overall
performance of the child is impressive in many schools including single teacher
schools in Mandala and Dindori districts of MP. But the need to ensure that
schools engage with children in languages they can understand and further teach
them other languages has still not become a fundamental responsibility of the
state.
3) Convergence between the educational institutions managed by the different
ministries/ departments: Currently different aspects of management of school
education come under different ministries/ departments, many of them do not
consider RTE Act applicable to them. The MHRD also did not include these
institutions while implementing the Act. The Kasturba Gandhi Balika
Vidyalayas (MHRD), the social welfare hostels and residential schools (MSJE),
the ashram shalas (MOTA) are such examples. Various studies report the poor
maintenance, low budgets, and poor education that is being provided in these
schools (except the KGBVs in some instances). Given that the most
marginalised and vulnerable children from 6 to 14 years are studying in these
institutions need greater institutional support and attention is essential.
4) Increasing special budgets to address the challenges of socially excluded
children: Recognising that the generational disadvantages cannot be addressed
without added specific category budgets, the Scheduled Caste Sub Plan (SCSP)
and the Tribal Sub Plan (TSP) were instituted in the 70s. These population
proportion budgets are mandated to address the specific challenges faced by
these communities and reduce the gap between them and other communities.
Similarly special budget is provided for the Muslim children through the Multisector development plans (MsDP). Budget provisions are also available for
children with disabilities. The Education department is expected to make
creative plans and provisions under these budgets to address the specific issues
and reduce education inequalities between them and other children. These
budgets outlays are much lower than the mandated population-proportionate
budgets as well not considered the needs and issues from the ground. These
budgets need to be revised in keeping with on the ground costs of schooling
including tuitions, hostels, transport and additional education materials. Added,
many of these budget provisions are made through the Ministry of Social Justice
and Empowerment for SC and Disabled children, Ministry of Tribal Affairs for
Tribal children and Minority Ministry for Muslim children. Likewise little
coordination exists between the labour welfare department, Ministry of Women
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and Child development or other relevant ones for comprehensively addressing
their issues.
A government
budget is
a government document
presenting
the government's proposed revenues and spending for a financial year that is
often passed by the legislature, approved by the chief executive or president
and presented by the Finance Minister to the nation.
The strategy of Tribal Sub Plan (TSP) has been in force since 1974, to
ensure adequate flow of plan resources for the development of Scheduled
Tribes, while the strategy of Scheduled Castes Sub Plan (SCSP) has been
in force since 1979-80, to ensure proportionate flow of plan resources for the
development of Scheduled Castes.

5) Fine-tuning Redress through GR
Grievance Redressal:
mechanisms: The Grievance Redress
mechanism is a mandated part of the
A grievance can be defined as
RTE Act and both centre and states have
any sort of dissatisfaction, which
considerably delayed the process. Even
needs to be redressed in order to
here, the framework and mechanism
bring
about
the
smooth
provided do not cover issues of children
functioning of the individual in
from socially excluded, economically
the
organization.
Broadly,
weaker and disabled adequately. Identity
a grievance can
be defined as
based
social
discrimination,
any discontent of dissatisfaction
stigmatisation and abuse which are
with any aspect of the
perpetrated on these children need to be
organization.
detailed and covered by the GR
mechanism. These issues need to be addressed within a much shorter time frame
of 24 to 48 hours. They cannot be prolonged to 15 days and 3 months.
Guidelines need to be created taking the trends in these cases as these are often
neglected or overlooked as cultural or social issues and not necessarily
violations.
6) Ensuring teachers understand issues of socially excluded and marginalised
children and have the skills to promote diversity and inclusion in their
classrooms and schools is important too. Pre-service and in-service trainings
should incorporate these matters, a check list for quick audits, incorporation into
school monitoring etc are essential to change the current culture of negligence,
omission and commission by teachers.
7) Regulation of private schools: The RTE Act addresses children from
disadvantaged and economically weaker sections as well as children with
disability under Section 12 (1- C) in unaided private schools. In addition, parents
from these sections struggle to educate their children in private schools
perceiving that they provide better quality education. The States role in
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monitoring private schools to ensure that they provide equal opportunities and
do not discriminate against these children is essential. Periodic review of the
fees structure, provision of books and extra-curricular activities also need to be
regulated to ensure that these children are not disadvantaged or discriminated
against.
8) Monitoring: The issue of social exclusion can be monitored based on certain
systems and structures that are provisioned under the Act. The challenges with
regard to the social inclusion are still starking as the caste, class, ethnicity and
gender dynamics of the Indian society remains the same. Collection of data on
this regard is, hence, major challenge.
The primary intent of the RTE Act is to ensure that all out of school and
disadvantaged and disabled sections of children access quality education. Their
withdrawal from education due to any issues that primarily emerge from
prevailing exclusionary practice must curtailed. Another important dimension of
the RTE Act is to provide inclusion through education using Constitutional
values and norms. While some awareness and progress have been made in a few
dimensions, the central issues of these children are yet to be taken on board.
Initiatives and tokenistic measures, some of them merely on paper are available.
The real-time quality education, equity measures, non-discrimination/ nonstigmatisation and social inclusion that are central to the education of these
children are not even on the drawing board. We surely have a long way to go
and the concerted and convergent efforts of all stakeholders are essential to
ensure universalisation of education in our context.

2.2 Right to Education Act (RTE)
The Right of Children to Free and Compulsory Education Act' or 'Right to Education
Act also known as RTE', is an Act of the Parliament of India enacted on 4 August 2009,
which describes the modalities of the importance of free and compulsory education for
children between 6 and 14 in India under Article 21A of the Indian Constitution. India
became one of 135 countries to make education a fundamental right of every child when
the act came into force on 1 April 2010.
The Constitution of India is the supreme law of India. It lays down the
framework defining fundamental political principles, establishes the structure,
procedures, powers and duties of government institutions and sets out
fundamental rights, directive principles and the duties of citizens. It is the longest
written constitution of any sovereign country in the world. The nation is
governed by it. B. R. Ambedkar is regarded as its chief architect. It imparts
constitutional supremacy and not parliamentary supremacy, as it is not created by
the Parliament but, by a constituent assembly, and adopted by its people, with a
declaration in its preamble.
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Present Act has its history in the drafting of
the Indian constitution at the time of
Independence but is more specifically to the
Constitutional Amendment of 2002 that
included the Article 21A in the Indian
constitution making Education a fundamental
Right. This amendment, however, specified
the need for a legislation to describe the
mode of implementation of the same which
necessitated the drafting of a separate
Education Bill. It is the 86th amendment in
the Indian Constitution. A rough draft of the bill was composed in year 2005. It received
much opposition due to its mandatory provision to provide 25% reservation for
disadvantaged children in private schools. The sub-committee of the Central Advisory
Board of Education which prepared the draft Bill held this provision as a significant
prerequisite for creating a democratic and egalitarian society. Indian Law commission
had initially proposed 50% reservation for disadvantaged students in private schools. On
7 May 2014, The Supreme Court of India ruled that Right to Education Act is not
applicable to Minority institutions.

2.3 Key Highlights of RTE
•

The Act makes education a fundamental right of every child between the ages of
6 and 14 and specifies minimum norms in elementary schools.
• It requires all private schools (except the minority institutions) to reserve 25% of
seats for the poor and other categories of children (to be reimbursed by the state
as part of the public-private partnership plan).
• Children are admitted in to private schools based on caste-based reservations. It
also prohibits all unrecognised schools from practice, and makes provisions for
no donation or capitation fees and no interview of the child or parent for
admission.
• The Act also provides that no child shall be held back, expelled, or required to
pass a board examination until the completion of elementary education.
• There is also a provision for special training of school drop-outs to bring them
up to par with students of the same age.
• The RTE act requires surveys that will monitor all neighbourhoods, identify
children requiring education, and set up facilities for providing it.
The RTE Act is the first legislation in the world that puts the responsibility of ensuring
enrolment, attendance and completion on the Government. It is the parents'
responsibility to send the children to schools in the US and other countries. The Right to
Education of persons with disabilities until 18 years of age is laid down under a separate
legislation- the Persons with Disabilities Act. A number of other provisions regarding
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improvement of school infrastructure, teacher-student ratio and faculty are made in the
Act.

2.4 Implementation and Funding
Education in the Indian constitution is a concurrent issue and both centre and states can
legislate on the issue. The Act lays down specific responsibilities for the centre, state
and local bodies for its implementation. The states have been clamouring that they lack
financial capacity to deliver education of appropriate standard in all the schools needed
for universal education. Thus it was clear that the central government (which collects
most of the revenue) will be required to subsidise the states.
A committee set up to study the funds requirement and funding initially estimated
that Rs 1710 billion or 1.71 trillion across five years was required to implement the Act,
and in April 2010 the central government agreed to sharing the funding for
implementing the law in the ratio of 65 to 35 between the centre and the states, and a
ratio of 90 to 10 for the north-eastern states. However, in mid 2010, this figure was
upgraded to Rs. 2310 billion, and the center agreed to raise its share to 68%. There is
some confusion on this, with other media reports stating that the centre's share of the
implementation expenses would now be 70%. At that rate, most states may not need to
increase their education budgets substantially. A critical development in 2011 has been
the decision taken in principle to extend the right to education till Class X (age 16) and
into the preschool age range. The CABE committee is in the process of looking into the
implications of making these changes.

2.5 RTE Forum
School Management Committees or SMCs build a critical bridge between the
community and the school, playing the additional role of providing oversight in
schools to ensure all basic requirements of the school are being met as per the
Right to Education Guidelines 2009. The Delhi Government has revived and
empowered SMCs in Delhi over the past year with phenomenal results. Fellows
will work on strengthening, supporting and improving the level of community
engagement in SMCs. SMCs are by vision not just limited to ensuring minimum
requirements are met, but can also create enabling conditions to bring stakeholders
together towards achieving an effective School Development Plan.
Right to Education Forum (RTE Forum) is a platform of national education networks,
teachers’ unions, peoples’ movements and prominent educationists with a combined
strength of 10,000 NGOs from all over India. RTE Forum has been working towards
building a people’s movement to achieve the goal of equitable and quality education for
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all children through the realization of the Right to Education Act, 2009- in its true letter
and spirit, so that the National Public System of Education funded by State delivers on
providing quality education for all children of India. RTE Forum currently has state
chapters in 20 states. The state chapters in turn are also collective alliances of
organizations and networks working for the rights of children and for bringing in
equitable and quality education for all children at the State level. RTE Forum considers
the RTE Act, with all its limitations, a progressive steps it constitutes an improvement
over the prevailing reality in several States and offers scope for addressing the gaps in
teacher availability and teacher training, bans discrimination and corporal punishment in
schools, ensures compliance with school infrastructural development, provides for
community participation and involvement through School Management Committees
(SMCs). Since the Act’s implementation, the RTE Forum has been preparing Reports
on the implementation of the Act across the country and providing recommendations to
the Central government on how to strengthen its commitment to compulsory and free
quality education for children.

2.6 Role of Community and Civil Society
The role of community in school education can be immensely valuable. However, if the
role of the local community is made central to quality education, the state can abdicate
its constitutionally mandated responsibility of providing quality education to every
child, and pass the blame for the failure of education on a community. Further, new
conflicts could be generated between teachers and community members, resulting in a
blame game, if much responsibility of education is placed with the community. Yet, the
potential contribution of local community to the school is undeniable. The system of
local governance with community participation has existed since ancient times in India.
But the whole idea of community participation, which evolved in 1980s and 1990s, is
quite different, and in many ways limited. The RTE Act carries forward the suggestions
of New Education Policy of 1986 and the new discourse beginning from DPEP.
However, the role of community remains central to the emergence of the RTE Act, as it
was enacted primarily because of peoples’ demands and pressure. Community has the
largest stake in its proper implementation.
•

SMC: According to the Act and the State rules, the community of parents of
children in the school will be given three-fourth representation in the SMCs. The
involvement of the village is not included in this formulation. Further, the
principal space for structured community- school interface under the RTE Act is
provided by the SMCs, which are envisaged as having a women’s majority.
This, however, offers a potential space for communities coming together in
support of education to create a joint process of synergy. SMCs may not be
equipped to carry out their assigned tasks due to their limited or no
empowerment, training or authorization to do so. As a result they have limited
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decision making authority and their recommendations are not necessarily
accepted or respected. There are at least four major roles that the SMCs can
play:
a) All SMCs are management bodies created for the decentralized governance
of the school to ensure that quality education is imparted to all categories of
children, without discrimination. As a governance structure, SMCs are at the
first level of the grievance redressal mechanism.
b) SMCs can also be seen as a means of mobilizing community resources for
the school- linking schools with the local community. The knowledge and
skills available in the society can be transmitted to the school through the
SMCs, and in turn, some constitutional values may be transferred to the
society through children and school-based activities.
c) SMCs can create a sense of community ownership of school in their locality.
d) They are a potential agent for systemic change, through the creation of
pressure groups, in the form of federations.
•

Local authority: At the second level, local authorities provide the scope of
participation of communities, should they become conscious of the need and
responsibility. It is indeed intriguing to note that there is so much discussion on
SMCs, but there is little attention paid to the local authorities, even as they are
constitutionally mandated to take charge of school education. The RTE Act has
also put responsibilities on the local authorities without giving them any
assurance of devolution of funds or controlling authority, or providing
functionaries to handle the responsibility. It is mandated after 73rd and 74th
Constitutional amendments that school education should come under the control
of PRIs/ PESA/ ULBs. While in most of the States the Act of governing PRIs or
ULBs have been suitably amended, no real transfer of authority has taken place
with respect to subjects enumerated in the XIth or XIIth schedules of the
Constitution.

•

Civil Society: A difference needs to be maintained between the role of the local
community and civil society organizations (CSOs), NGOs or their networks.
Each of these groups has their own distinct identity and potential for engaging
with the RTE Act. An effort had been made to delineate the potential contours of
the role of civil society under RTE. The possible role of the civil society is openended and of immense importance. In fact, most of the experiments and
conceptual innovations in the field of education have been undertaken by
individuals or groups outside the Government system. For instance, Tagore
embarked on his Shantiniketan or Sriniketan experiments out of his own
concerns and ideas, while Nai talim was conceptualized by Gandhi and his
associates as an alternative to the colonial model of education. From more recent
times, Kerala Sahitya Shastra Parishad, Eklavya, Bodh, Lok Jumbish or many
such experiments can be cited as examples. The society provides a repertoire of
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knowledge and reserve of resources, which can be tapped into for creating new
institutions and modes of education, relatively free from the complexities of
state-sponsored or market-driven systems. It can be more contextual and locally
relevant, with direct linkage with the society, as recommended by NCF 2005.

2.7 Assessment & Evaluation of RTE
The first year of implementation of RTE Act, that is, 2010-11 was rather disappointing
on most counts, including notification of Rules by States, which in turn would have led
to formation of new SMC structures or redefined role for PRIs/ ULBs. The process of
formation of SMCs remained uneven across States for the next two years. If States like
Rajasthan, Uttar Pradesh or Tamil Nadu went ahead, Delhi or Bihar failed to put their
acts together within the three year’s deadline of the Act. In fact, in Delhi, SMCs were
formally notified in March 2013, while in Bihar new SMC-related rules had to wait till
September 2013. In many cases, whatever existed or formed technically hardly
conformed to the spirit of the Act.
Apart from the annual stocktaking by RTE Forum and NCE, several other studies were
undertaken in 2012 and 2013 such as Odisha specific study by Shiksha Sandhan (2012)
and by Voluntary Forum for Education, Bihar; which assessed implementation of
SMCs. During 2013, DISE data and ASER also gave some information on working of
SMCs. However, focused studies across States on the changing role of SMCs and PRIs/
ULBs since the RTE implementation are yet to be conducted.
•

Awareness: Any legislation can only be fully implemented if the people are
aware of its existence and value. The level of knowledge of provisions of the
RTE Act among the functionaries is often very low, despite the fact that the
lower level functionaries had to begin process of school mapping and
assessment of gaps in terms of infrastructure and teachers in the first year of
Acts enactment itself. It is, hence, not surprising that the 13th Joint Review
Mission recommended that each State prepare a dissemination plan to ensure
that the knowledge of the RTE provisions reaches the people. It is yet to be
implemented. But it is imperative to note that one out of every two parents is
aware about the RTE Act and its provisions23 in early 2013.

•

Actions being taken at the community level: Many of the critical issues
pertaining to the implementation of the Act also depend on the dynamics
between the community, teachers, parents, children, PRIs and the education
administration working together. The idea of school mapping or delineation of
catchment/ feeder areas of neighbourhood schools and mapping of children in
and out of school provides ample scope for community involvement. However,
many of these processes are yet to be systematically undertaken and completed
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in many States, which in turn affect the progress of the community involvement
as desired.

2.8 Experiences of SMCs across states
• Constitution & composition: The performance of SMCs continues to be varied
and uneven across States, given the diversity in the country along different
parameters such as local traditions, heterogeneous pattern of education in different
states or even in different regions or parts of a State and more. Therefore, real time
quantitative data pertaining to the status of SMCs is lacking. According to the DISE
2012-13, 88.37 per cent schools had an SMC (ranging from 6.93% in Delhi,
notified officially only in March 2013, and 100% in Lakshadweep) which indicate
that processes of formation of at least first generation SMCs have by and large
commenced in most places. There has been a significant increase in the number of
schools with SMCs over the years including the final notification of SMCs in Delhi
in March 2013. In Bihar, State Rules (2011) had an ambitious scheme for
panchayat like elections by State Election Commission, which never materialized,
and subsequently a small seven member ad hoc SMC was constituted. About six
months after the three year deadline of implementation of RTE Act, on 26
September, 2013 Rules were notified for a new 17-member SMC, which was
amended in December, and the process of their constitution still continues. In
contrast, several States including Rajasthan, Tamil Nadu and Uttar Pradesh have
moved into a second round of SMC formation in 2014-15. However concerns
remain about the modalities adopted for its formation such as the selection (by head
teachers) being a more frequent practice on the ground, than election. At the same
time, there is an inadequate representation of marginalized communities in the
SMCs, and steps are not taken to enable linguistic minorities and women to engage
in the functioning of the SMCs. Delhi, only 18 per cent of school have reported
proportional representation of disadvantaged groups. Instances of gendered division
of labour- with women’s roles relegated to oversight of Midday meals and
distribution of uniforms, with the rest of the roles being given to men (ibid). SMCs
require handholding to adequately address issues of social inclusion. Issues of
gender, social inclusion, equity, quality, etc. need to be separate capacity building
exercises, as holistic training modules cannot do justice to addressing these
sensitive issues. Hence, a right based process of formation of SMCs offers greater
transformational scope, than the current election model for the formation of SMC’s,
which is an uncertain method.
•

Capacity building: Generally, SMCs are ill-prepared to take up the numerous
responsibilities enumerated in the Act, which raises questions about the process of
training that are being adopted. The opportunity offered by the roll over onto the
second generation SMCs has provided States with the opportunity to revise
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curricula for SMC training. Such curricula have been revised in UP and TN. The
concern, however, is not just with the content of the modules, but the modalities of
their dissemination. Various reports have flagged that the entire SMC body is not
expected to be trained. At the same time, experiences of roll out have suggested that
there are issues with the design of the training adopted, which remains “one size fits
all”. Mechanisms for supporting SMCs once trained are also lacking. Structures
like SMC federations- potentially useful for promoting cross-learning and
extending support to members facing similar problems- are missing. Issues
pertaining to the more visible aspects of the functioning of the school- opening and
closing times of the school and tracking delivery of the MDM- are relatively more
likely to be addressed than more intensive aspects of social inclusion or school
quality. This correlates with the finding of the analysis of the DISE District Report
Cards (2011) that suggests that places where SMCs meet very rarely (once in six
months) have lower teacher attendance as compared to those that meet more
frequently (once in a month or once in two-three months). SMC meetings, however,
did not appear to have an impact on student attendance.25 A more meaningful
process of interaction and handholding of SMCs is required, if impact across the
entire set of indicators is to be expected.
•

Performance on the ground: While SMCs to an extent are aware of their
monitoring roles, but they are unaware of their financial powers and their role in the
process of redressal of grievances. They are expected to play a critical role in
undertaking long term planning of their schools through the formation of SDPs.
According to the 2012 DISE data, 80.79 per cent of schools have an SDP in place
(ranging from 34% in West Bengal and 99.24% in Tamil Nadu), while 94.7 per
cent of schools with SMCs have opened Bank accounts (18.18% in Goa compared
to 100% in Karnataka).

2.9 Quality Education in RTE
The Right to Education Act, 2009, states in Section 8 (g) that, “The appropriate
government shall – ensure good quality elementary education.” This section examines
the extent to which India has met its quality agenda for children’s education. The RTE
has outlined various norms under which a “quality” education can be imparted. For the
purposes of this section these are categorized as the following:
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Supportive Learning
Environment
Textbooks Supply and
Procurement
Learning Outcomes
Continuous and
Comprehensive Evaluation
Curriculum Reform
(CCE)
Language of Instruction and
Multi

Lingual

Education

1) Supportive Learning Environment
If all children must receive quality education, the environment of education should be
conducive to learning. A good supportive learning environment for gaining a quality
education includes the need to address: infrastructural quality and teacher availability
quality. This section focuses on infrastructural and other quality issues as per the RTE.
In a recent interview about the state of quality of government schools, the MHRD
Minister, Smriti Irani, acknowledged that, “there is a need to ensure that the facilities
provided to government schools students are enhanced.” The 2013-14 DISE data
suggests significant advancements across States in terms of drinking water facilities at
schools. The statistics indicate that across States 96.1% schools provide drinking water
facilities to children. However, on ground, realities reflect a different picture. According
to the small study conducted by the RTE Forum 2015, schools in States such as West
Bengal (44%), Telengana (25%), and Maharashtra (10.5%) are not providing drinking
water to children.
Various reports suggest that since year 2010, toilet facilities have increased in number.
This is a great achievement. For example, the ASER study (2014) reports that only
6.3% schools have no toilet facility in 2014. However, 28.5% toilet facilities are still not
useable in 2014. Furthermore, separate toilet facilities for girls are still needed, as
18.8% schools do not have separate provision for girls’ toilets. The DISE (2014) data
indicates that 80.85% schools have girls’ separate toilets, indeed a good achievement
from 50.99% in 2009-10.31 However, the ASER (2014) data reports that only 55.7%
girls’ toilets that are unlocked and in useable condition. Without useable toilet facilities
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many girl children stay back at home and hence miss the opportunity for quality
education. By far, states in the northeast have most difficulty in meeting school facilities
for children. In 2014, in Manipur and Meghalaya, ASER 2014 reports that only 19.8%
and 16.8% schools respective were able to provide for girls toilets that were useable.
As per the RTE Act, each school must have provision of library facility with
“newspapers, magazines, and books on all subjects, including story-books.” DISE data
suggests a steady increase in the set up of library facilities in schools from 52.69%
schools having library in 2010-11 to 72.30% in 2013-14. The ASER 2014 study finds
that in 2013-14, 21.9% schools do not have libraries. However, in comparison to the
national average, some states are way behind in meeting this target of quality. In
Rajasthan alone, only 59.71% schools have library. The RTE Forum study, 2015, also
finds that some states do not provide functional libraries. For instance, many schools in
Haryana and West Bengal do not have functional libraries. In Haryana only 35% have
functional libraries, and in West Bengal only 14% have functional libraries
2) Textbooks Supply and Procurement
As per the RTE Act, all children must be provided free textbooks up to class VIII.
According to NCERT Annual Report, “in 2013- 14 provision was made for providing
text books to 8.85 crore children.” However, “while most of the States/UTs distributed
textbooks within one week, there are some States/UTs which provided books after one
week or even after one month. NCERT also collected responses for reasons why there
was late distribution of textbooks. Since there are schools where textbook distribution
gets delayed, particularly in the national capital, and states of Arunachal Pradesh,
Haryana, and West Bengal, there needs to be more coordinated efforts to improve the
distribution of textbooks in all schools. Textbooks are the basic tool for learning for
students, without which no quality of education can be provided.
3) Learning Outcomes
Improving learning outcomes is a crucial task that stares the Indian education system in
its face. Unless the outcome of what children are learning in school is not measured,
there is no way to gauge if children are benefitting from education. To receive a quality
education means that children are learning and progressing along each class. The
National Achievement Survey (NAS) and ASER assess the learning outcomes of
children, which offer a guide on where India’s children stand in terms of their learning.
Unfortunately, many children are learning outcomes are below India’s national average.
According to NAS, 2014, among all states, Chhattisgarh is fairing the worst in language
and mathematics learning outcomes, 51% and 53% respectively. Overall, Class III
children in 34 states/UTs were able to answer 64% of language items correctly and 66%
of mathematics questions correctly.”
Further, it is important to note that the north of India is worse in its learning language
outcomes in comparison to the national average. In the case of mathematics, the
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national picture is only slightly different. Most northern states, except for UP, Punjab
and Himachal Pradesh, are significantly below the national average in their scores in
mathematics.
Interestingly, the NCERT reports that there is no significant difference by gender across
most states of India in the learning outcomes of students of class III in language and
mathematics alike. The ASER 2014 (Rural) findings also suggest that reading levels
remain low. “In Standard III, only a fourth of all children can read a Standard II text
fluently.” Even in Standard VIII, “close to 75% children can read Standard II level text
(which implies that 25% still cannot). The all India level of basic arithmetic has also
gone unchanged. In 2012, ASER (2014) reports 26.3% children from standard III could
not do two-digit subtraction. In 2014, the figure is at 25.3%. A further worrying trend
can be observed in children’s ability to recognize numbers. That is, the number of
children who cannot recognize numbers till 9 from Standard II has increased from
11.3% in 2009 to only 19.5% in 2014.
4) Continuous and Comprehensive Evaluation (CCE)
As the above section indicates, children in India are not
learning well. The national average in basic reading and
mathematics are low, and many states of northern India
are below the national average as well. One of the
reasons for such low learning outcomes and levels has
been attributed to the problems of the CCE system.
CCE tests are aimed to measure a child’s holistic
development.43 However, it puts teachers under
pressure for testing rather than actually spending time
on teaching itself. Since CCE was implemented, the
States of Assam and Bihar reflect progressively lower
reading scores for Standard V children.
5) Curriculum Reform
According to the NCERT’s Annual Report 2013-14: “The National Curriculum
Framework (NCF) 2005 prepared by NCERT calls for a significant shift in the
education system towards schools that are more child-friendly and inclusive, and
teaching learning processes that are more constructivist in nature. Each State has been
urged to renew its own State curriculum in light of NCF 2005 recommendations, by
bringing in cohesive changes in their curriculum, teaching learning material, pedagogy
and assessment systems.
Current status on curriculum reform:
• 19 States have renewed their curriculum based on NCF 2005.
• 10 States have followed the curriculum of NCERT.
• 3 States have followed curriculum of neighboring States
• 3 States are in process of renewing textbooks
Source: NCERT (2014)
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6) Language of Instruction and Multi Lingual Education (MLE)
The language in which children are taught is crucial both in terms of quality and
equity. Research evidence from across the world shows that children starting formal
education in their mother tongue, have a tremendous academic advantage. On the
other hand, children whose first medium of instruction is not their mother tongue,
are at a serious disadvantage. While the question of what constitutes the most
suitable medium of instruction has always been a central issue in the diverse, multilingual Indian context, it acquires even more significance in the context of universal
elementary education and the Right to Education in order to provide an “equal
opportunity to learn” at the primary stage. However in this debate, political and
economic concerns have often eclipsed educational concerns. This may explain why
year after year, reading and comprehension levels of children are low, as children
are forced to learn in a language they don’t understand. Specific to this, in our
context, is the question of English. While the elite of India have generally opted for
English medium for the schooling of their children, this has been a growing trend in
the last 10 years with increasing number of private schools aimed at the
economically weaker sections of society, whose key selling point is often “English
medium” instruction, and indeed, often a reason why parents want to send their
children to private schools rather than government schools. Some states (such as
J&K) have gone over to English medium in their government schools, despite the
fact that most teachers lack basic proficiency in the language. While children should
not be denied the right to learn the dominant language – English or Hindi, and
indeed in a diverse context like India it is important that children also learn other
languages, this does not mean that it should be the medium of instruction. It is
important to start first with children’s own language in the first few years of
schooling, and then move on to the standard language. This is important not just for
tribal children, or children of linguistic minorities but for the 1000s of migrant
children across the country.
MLE is accepted and promoted as an effective model of quality education for the
indigenous tribal and other linguistic minorities all over the world. “Experimental
programs of mother tongue-based multilingual education (MLE) started for tribal
MT children in two states in India, Andhra Pradesh and Odisha, with effect from
2004 and 2006, respectively.” However, since the RTE Act, 2009, MLE is also
present in “Jharkand, and to some extent in Chattisgarh and Bihar, though there is a
necessity in every state and UT.”
In Odisha: “Government has taken some initiatives in this regard [MLE]
meanwhile, but it needs to be expedited and institutionalized across the state as
soon as possible. This would minimize the high dropout rate among the tribal
children and language should not be a barrier for the tribal children to join the
school to fulfill the basic essence of the Right to Education Act.” (Prof D.P.
Patnaik)
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In a longitudinal study conducted by National Multilingual Education Resource
Consortium (NMRC), the findings report significant achievements in overall
learning by children if they were educated in their mother tongue, and had
received MLE classes. When examining the case of schools in Odisha, the study
found that, “in Language proficiency, Mathematics, and Metalingual ability
measures, significant difference was found between children’s performances
when they were tested in their mother tongue and in Odia. When children were
given test in their mother tongue, they performed significantly better than when
they were tested in Odia.” While the RTE Act stipulates that the medium of
instruction should to the extent possible be in the children’s mother tongue, little
evidence highlights that this is the case in schools across the country. Research
evidence highlights the significant benefits of mother tongue instruction as
children perform better in school. Further, children who do not begin learning in
their mother tongue suffer serious disadvantage often stunting their learning.
However, the Center and State have not made it possible for children to learn in
their mother tongues.
As the above analysis indicates, India is far from meeting all its targets of
implementing a quality education for all children. While there have been some
significant strides in the past 5 years on meeting the quality agenda, schools are
still behind in ensuring a safe building with toilet facilities for all girls and boys,
creating MLE provisions for children where their mother tongue is different than
Hindi, establishing and monitoring CCE guidelines for all States, and making
progress in ensuring good learning outcomes in basic language and mathematics
for all children.
Check Your Progress I
Note: a) Use the space provided for your answers.
b) Check your answers with the possible answers provided at the end of this
unit.
3) Explain the various issues of neglects in education?
Ans.__________________________________________________________

4) What is RTE Act?
Ans ._________________________________________________________
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2.10 Let Us Sum Up
•

•

•

•

•

•

The primary intent of the RTE Act is to ensure that all out of school and
disadvantaged and disabled sections of children should access quality education.
Their withdrawal from education due to any issues that primarily emerge from
prevailing exclusionary practice must curtail.
Another important dimension of the RTE Act is to provide inclusion through
education using Constitutional values and norms. While some awareness and
progress have been made in a few dimensions, the central issues of these
children are yet to be taken on board.
The Right of Children to Free and Compulsory Education Act' or 'Right to
Education Act also known as RTE', is an Act of the Parliament of India enacted
on 4 August 2009, which describes the modalities of the importance of free and
compulsory education for children between 6 and 14 in India under Article 21A
of the Indian Constitution. India became one of 135 countries to make education
a fundamental right of every child when the act came into force on 1 April 2010.
The performance of SMCs continues to be varied and uneven across States,
given the diversity in the country along different parameters such as local
traditions, heterogeneous pattern of education in different states or even in
different regions or parts of a State and more.
Therefore, real time quantitative data pertaining to the status of SMCs is lacking.
According to the DISE 2012-13, 88.37 per cent schools had an SMC (ranging
from 6.93% in Delhi, notified officially only in March 2013, and 100% in
Lakshadweep) which indicate that processes of formation of at least first
generation SMCs have by and large commenced in most places.
The role of community in school education can be immensely valuable.
However, if the role of the local community is made central to quality education,
the state can resign its constitutionally mandated responsibility of providing
quality education to every child, and pass the blame for the failure of education
on a community.

2.11 Keywords
RTE: The Right of Children to Free and Compulsory Education Act' or 'Right to
Education Act also known as RTE', is an Act of the Parliament of India enacted on 4
August 2009, which describes the modalities of the importance of free and
compulsory education for children between 6 and 14 in India.
MLE: Multilingual Education typically refers to "first-language-first" education, that is,
schooling which begins in the mother tongue and transitions to additional languages.
Typically MLE programs are situated in developing countries where speakers of
minority languages, i.e. non-dominant languages, tend to be disadvantaged in the
mainstream education system. There are increasing calls to provide first-language-first
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education to immigrant children from immigrant parents who have moved to the
developed world.
School Management Committees: SMCs build a critical bridge between the
community and the school, playing the additional role of providing oversight in schools
to ensure all basic requirements of the school are being met as per the Right to
Education Guidelines 2009.
Exclusion: exclusion from the prevailing social system and its rights and privileges,
typically as a result of poverty or the fact of belonging to a minority social group.
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2.13 Check Your Progress – Possible Answers
I. Explain the points mentioned in the first two pages of the unit.
II. Explain your answer by providing highlights and major components of RTE.
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Unit –III
Health Scenario of rural India: MMR, IMR and Sex Ratio
Learning Objectives:
After completion of this unit, you should be able to:
•
•
•

Explain the concept of health and rural health scenario in India
Understand the concepts of MMR, IMR and Sex-Ratio
Describe the problems in the area of rural health in India

Structure:
3.1 Introduction
3.2 Definition of Health
3.3. Determinants of Health
3.4 Health Scenario in India
3.4.1 Malnutrition
3.4.2 High infant mortality rate
3.4.3 Diseases
3.4.4 Poor sanitation
3.4.5 Safe drinking water
3.4.6 Female health issues
3.4.7 Rural health
3.5 Issues in Rural Health
3.5.1 Maternal Mortality Rate
3.5.2 Infant Mortality Rate
3.5.3 Sex-Ratio
3.6 Let Us Sum Up
3.7 Key Words
3.8 References
3.9 Check Your Progress – Possible Answers

3.1 Introduction
Health is the level of functional and metabolic efficiency of a living organism.
In humans it is the ability of individuals or communities to adapt and self-manage when
facing physical, mental or social challenges. The World Health Organization (WHO)
defined health in its broader sense in its 1948 constitution as "a state of complete
physical, mental, and social well-being and not merely the absence of disease or
infirmity."This definition has been subject to controversy, in particular as lacking
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operational value, the ambiguity in developing cohesive health strategies, and because
of the problem created by use of the word "complete". Other definitions have been
proposed, among which a recent definition that correlates health and personal
satisfaction. Classification systems such as the WHO Family of International
Classifications, including the International Classification of Functioning, Disability and
Health (ICF) and the International Classification of Diseases (ICD), are commonly used
to define and measure the components of health.
Rural people in India in general, and tribal populations in particular, have their own
beliefs and practices regarding health. Some tribal groups still believe that a disease is
always caused by hostile spirits or by the breach of some taboo. They therefore seek
remedies through magical religious practices. On the other hand, some rural people have
continued to follow rich, undocumented, traditional medicine systems, in addition to the
recognised cultural systems of medicine such Ayurveda, unani, siddha and naturopathy,
to maintain positive health and to prevent disease. However, the socioeconomic, cultural
and political onslaughts, arising partly from the erratic exploitation of human and
material resources, have endangered the naturally healthy environment (e.g. access to
healthy and nutritious food, clean air and water, nutritious vegetation, healthy life styles,
and advantageous value systems and community harmony). The basic nature of rural
health problems is attributed also to lack of health literature and health consciousness,
poor maternal and child health services and occupational hazards.

3.2 Definition of Health
The definition of health has evolved over time. In keeping with
the biomedical perspective, early definitions of health focused on the theme of the
body's ability to function; health was seen as a state of normal function that could be
disrupted from time to time by disease. An example of such a definition of health is: "a
state characterized by anatomic, physiologic, and psychological integrity; ability to
perform personally valued family, work, and community roles; ability to deal with
physical, biologic, psychological, and social stress". Then, in 1948, in a radical
departure from previous definitions, the World Health Organization (WHO) proposed a
definition that aimed higher, linking health to well-being, in terms of "physical, mental,
and social well-being, and not merely the absence of disease and infirmity". Although
this definition was welcomed by some as being innovative, it was also criticized as
being vague, excessively broad, and was not construed as measurable. For a long time it
was set aside as an impractical ideal and most discussions of health returned to the
practicality of the biomedical model.
Just as there was a shift from viewing disease as a state to thinking of it as a process, the
same shift happened in definitions of health. Again, the WHO played a leading role
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when it fostered the development of the health promotion movement in the 1980s. This
brought in a new conception of health, not as a state, but in dynamic terms of resiliency,
in other words, as "a resource for living". The 1984 WHO revised definition of health
defined it as "the extent to which an individual or group is able to realize aspirations and
satisfy needs, and to change or cope with the environment. Health is a resource for
everyday life, not the objective of living; it is a positive concept, emphasizing social and
personal resources, as well as physical capacities".
Thus, health referred to the ability to maintain homeostasis and recover from insults.
Mental, intellectual, emotional, and social health referred to a person's ability to handle
stress, to acquire skills, to maintain relationships, all of which form resources for
resiliency and independent living.
Since the late 1970s, the federal Healthy People Initiative has been a visible component
of the United States’ approach to improving population health. In each decade, a new
version of Healthy People is issued, featuring updated goals and identifying topic areas
and quantifiable objectives for health improvement during the succeeding ten years,
with assessment at that point of progress or lack thereof. Progress has been limited for
many objectives, leading to concerns about the effectiveness of Healthy People in
shaping outcomes in the context of a decentralized and uncoordinated US health system.
Healthy People 2020 gives more prominence to health promotion and preventive
approaches, and adds a substantive focus on the importance of addressing societal
determinants of health. A new expanded digital interface facilitates use and
dissemination rather than bulky printed books as produced in the past. The impact of
these changes to Healthy People will be determined in the coming years.
Systematic activities to prevent or cure health problems and promote good health in
humans are undertaken by health care providers. Applications with regard to animal
health are covered by the veterinary sciences. The term "healthy" is also widely used in
the context of many types of non-living organizations and their impacts for the benefit
of humans, such as in the sense of healthy communities, healthy cities or healthy
environments. In addition to health care interventions and a person's surroundings, a
number of other factors are known to influence the health status of individuals,
including their background, lifestyle, and economic, social conditions, and spirituality;
these are referred to as "determinants of health." Studies have shown that high levels of
stress can affect human health.

3.3. Determinants of Health
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Generally, the context in which an individual
lives is of great importance for both his
health status and quality of their life. It is
increasingly recognized that health is
maintained and improved not only through
the advancement and application of health
science, but also through the efforts and
intelligent lifestyle choices of the individual
and society. According to the World Health
Organization, the main determinants of
health include the social and economic
environment, the physical environment, and
the person's individual characteristics and
behaviors. More specifically, key factors that
have been found to influence whether people
are healthy or unhealthy include the ones
mentioned in the adjacent textbox.














Income and social status
Social support networks
Education and literacy
Employment/working
conditions
Social environments
Physical environments
Personal health practices
and coping skills
Healthy child development
Biology and genetics
Health care services
Gender
Culture

Three interdependent fields as key determinants of an individual's health are:
Lifestyle

•
•
•

Environment

Biomedical

Lifestyle: the aggregation of personal decisions (i.e., over which the individual
has control) that can be said to contribute to, or cause, illness or death;
Environmental: all matters related to health external to the human body and
over which the individual has little or no control;
Biomedical: all aspects of health, physical and mental, developed within the
human body as influenced by genetic make-up.

The maintenance and promotion of health is achieved through different combination of
physical, mental, and social well-being, together sometimes referred to as the "health
triangle." The WHO's 1986 Ottawa Charter for Health Promotion further stated that
health is not just a state, but also "a resource for everyday life, not the objective of
living. Health is a positive concept emphasizing social and personal resources, as well
as physical capacities."
Focusing more on lifestyle issues and their relationships with functional health, data
from the Alameda County Study suggested that people can improve their health
via exercise, enough sleep, maintaining a healthy body weight, limiting alcohol use, and
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avoiding smoking. Health and illness can co-exist, as even people with multiple chronic
diseases or terminal illnesses can consider themselves healthy. The environment is often
cited as an important factor influencing the health status of individuals. This includes
characteristics of the natural environment, the built environment, and the social
environment. Factors such as clean water and air, adequate housing, and safe
communities and roads all have been found to contribute to good health, especially to
the health of infants and children. Some studies have shown that a lack of neighborhood
recreational spaces including natural environment leads to lower levels of personal
satisfaction and higher levels of obesity, linked to lower overall health and well being.
This suggests that the positive health benefits of natural space in urban neighborhoods
should be taken into account in public policy and land use.
Genetics, or inherited traits from parents, also play a role in determining the health
status of individuals and populations. This can encompass both the predisposition to
certain diseases and health conditions, as well as the habits and behaviors individuals
develop through the lifestyle of their families. For example, genetics may play a role in
the manner in which people cope with stress, mental, emotional or physical. For
example, obesity is a very large problem in the United States that contributes to bad
mental health and causes stress in a lot of people's lives.

3.4 Health Scenario in India
The Constitution of India makes health in India the responsibility of state governments,
rather than the central federal government. It makes every state responsible for "raising
the level of nutrition and the standard of living of its people and the improvement
of public health as among its primary duties". The National Health Policy was endorsed
by the Parliament of India in 1983 and updated in 2002. The National Health Policy is
being worked upon further in 2017 and a draft for public consultation has been released.
There are great inequalities in health between states.
3.4.1 Malnutrition
According to a 2005 report, 0% of India’s children below the age of three were
malnourished, which was smaller than the statistics of sub-Saharan African of 28%. It is
considered that one in every three malnourished children in the world lives in India. The
estimates varies across the country. It is estimated that Madhya Pradesh has the highest
rate of 50% and Kerala the lowest with 27%. Although India’s economy grew 150%
from 2001–2006, its child-malnutrition rate only dropped, lagging behind countries of
similar growth rate. Malnutrition can be described as the unhealthy condition that
results from not eating enough healthy food.
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Malnutrition or malnourishment is a condition that results from eating a diet in
which nutrients are either not enough or are too much such that the diet causes health
problems. It may involve calories, protein, carbohydrates, vitamins or minerals. Not
enough nutrients are called undernutrition or undernourishment while too much is
called over nutrition. Malnutrition is often used specifically to refer to undernutrition
where there are not enough calories, protein, or micronutrients.

3.4.2 High infant mortality rate
Despite health improvements over the last thirty years, lives continue to be lost to early
childhood diseases, inadequate newborn care and childbirth-related causes. More than
two million children die every year from preventable infections. Approximately 1.72
million children die each year before turning one. The under five mortality and infant
mortality rates have been declining, from 202 and 190 deaths per thousand live births
respectively in 1970 to 64 and 50 deaths per thousand live births in 2009. However, this
decline is slowing. Reduced funding for immunisation leaves only 43.5% of the young
fully immunised. A study conducted by the Future Health Systems Consortium in
Murshidabad, West Bengal indicates that barriers to immunisation coverage are adverse
geographic location, absent or inadequately trained health workers and low perceived
need for immunization. Infrastructure like hospitals, roads, water and sanitation are
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lacking in rural areas. Shortages of healthcare providers, poor intra-partum and newborn
care, diarrheal diseases and acute respiratory infections also contribute to the high infant
mortality rate.
3.4.3 Diseases
Diseases such as dengue fever, hepatitis, tuberculosis, malaria and pneumonia continue
to plague rural India due to increased resistance to drugs. In 2011, India developed a
'totally drug-resistant' form of tuberculosis. HIV/AIDS in India is ranked third highest
among countries with HIV-infected patients. National AIDS Control Organisation, a
government 'Apex Body' is making efforts for managing the HIV/AIDS epidemic in
India. Diarrheal diseases are the primary causes of early childhood mortality. These
diseases can be attributed to poor sanitation and inadequate safe drinking water. India
has the world's highest incidence of rabies. In 2012 India was polio-free for the first
time in its history. This was achieved because of the Pulse Polio programme started in
1995-96 by the government. Indians are at particularly high risk for atherosclerosis and
coronary artery disease. This may be attributed to a genetic predisposition to metabolic
syndrome and adverse changes in coronary artery vasodilatation.
3.4.4 Poor sanitation
As more than 122 million households have no toilets, and 33% lack access to latrines,
over 50% of the population (638 million) defecate in the open.(2008 estimate) This is
relatively higher than Bangladesh and Brazil (7%) and China (4%).Although 211
million people gained access to improved sanitation from 1990–2008, only 31% use the
facilities provided. Only 11% of Indian rural families dispose of stools safely whereas
80% of the population leave their stools in the open or throw them in the garbage. Open
air defecation leads to the spread of disease and malnutrition through parasitic and
bacterial infections.
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Swachh

Bharat

Abhiyan (English: Clean

India

Mission),

abbreviated

as SBA or SBM, is a national campaign by the Government of India, covering 4,041
statutory cities and towns, to clean the streets, roads and infrastructure of the
country. The campaign was officially launched on 2 October 2014 at Rajghat, New
Delhi, by Prime Minister Narendra Modi. It is India's biggest ever cleanliness drive.
As of May 2015, 14 companies including Tata Consulting Services, Mahindra
Group and Rotary International have pledged to construct 3,195 new toilets. As of
the same month, 71 Public Sector Undertakings in India supported the construction
of 86,781 new toilets. Most of these toilets are a type of pit latrine, mostly the twin
pit pour flush type.

3.4.5 Safe drinking water
Several million more suffer from multiple episodes of diarrhoea and still others fall ill
on account of Hepatitis A, enteric fever, intestinal worms and eye and skin infections
caused by poor hygiene and unsafe drinking water. Access to protected sources of
drinking water has improved from 68% of the population in 1990 to 88% in
2008.However, only 26% of the slum population has access to safe drinking water, and
25% of the total population has drinking water on their premises. This problem is
exacerbated by falling levels of groundwater caused mainly by increasing extraction for
irrigation. Insufficient maintenance of the environment around water sources,
groundwater pollution, excessive arsenic and fluoride in drinking water pose a major
threat to India's health.
3.4.6 Female health issues
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Maternal deaths are similarly high. The reasons for this high mortality are that few
women have access to skilled birth attendants and fewer still to quality emergency
obstetric care. In addition, only 15 per cent of mothers receive complete antenatal care
and only 58 per cent receive iron or folate tablets or syrup
Women's health in India involves numerous issues. Some of them include the following:
• Malnutrition: The main cause of female malnutrition in India is the tradition
requiring women to eat last, even during pregnancy and when they are lactating.
•
Breast Cancer: One of the most severe and increasing problems among women in
India, resulting in higher mortality rates.
•
Maternal Mortality: Indian maternal mortality rates in rural areas are one of the
highest in the world.
3.4.7 Rural health
Rural India contains over 68% of the country’s population and half of all residents of
rural areas live below the poverty line, struggling for better and easy access to health
care and services. Health issues confronted by rural people are many and diverse – from
severe malaria to uncontrolled diabetes, from a badly infected wound to cancer.
Postpartum maternal illness is a serious problem in resource-poor settings and
contributes to maternal mortality, particularly in rural India. A study conducted in 2009
found that 43.9% of mothers reported they experienced postpartum illnesses six weeks
after delivery. Furthermore, because of limited government resources, much of the
health care provided comes from non profits organizations.

3.5 Issues in Rural Health
People in rural areas face some different health issues than people who live in towns
and cities. Getting health care can be a problem when you live in a remote area. You
might not be able to get to a hospital quickly in an emergency. You also might not want
to travel long distances to get routine checkups and screenings. Rural areas often have
fewer doctors and dentists, and certain specialists might not be available at all. Because
it can be hard to get care, health problems in rural residents may be more serious by the
time they are diagnosed. People in rural areas of the United States have higher rates of
chronic disease than people in urban areas. They also have higher rates of certain types
of cancer, from exposure to chemicals used in farming.
3.5.1 Maternal Mortality Rate
MMR measures number of women aged 15-49 years dying due to maternal causes per
1,00,000 live births. Maternal death is defined by the World Health
Organization (WHO) as "the death of a woman while pregnant or within 42 days of
termination of pregnancy, irrespective of the duration and site of the pregnancy, from
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any cause related to or aggravated by the pregnancy or its management but not from
accidental or incidental causes."
The world mortality rate has declined 45% since 1990, but still every day 800 women
die from pregnancy or childbirth related causes. According to the United Nations
Population Fund (UNFPA) this is equivalent to "about one woman every two minutes
and for every woman who dies, 20 or 30 encounter complications with serious or longlasting consequences. Most of these deaths and injuries are entirely
preventable.”UNFPA estimated that 289,000 women died of pregnancy or childbirth
related causes in 2013.These causes range from severe bleeding to obstructed labour, all
of which have highly effective interventions. As women have gained access to family
planning and skilled birth attendance with backup emergency obstetric care, the global
maternal mortality ratio has fallen from 380 maternal deaths per 100,000 live births in
1990 to 210 deaths per 100,000 live births in 2013, and many countries halved their
maternal death rates in the last 10 years.
Worldwide mortality rates have been
decreasing in modern age. High rates
still exist, particularly in impoverished
communities with over 85% living in
Africa and Southern Asia. The effect
of a mother's death results in
vulnerable families and their infants, if
they survive childbirth, are more likely
to die before reaching their second
birthday. In India, as per Census
reports, there has been a gradual
decline in the MMR in India. (See the
adjacent graph).
• Causes of MMR
Factors that increase maternal death can
be direct or indirect. Generally, there is a distinction between a direct maternal death
that is the result of a complication of the pregnancy, delivery, or management of the
two, and an indirect maternal death. that is a pregnancy-related death in a patient with a
pre-existing or newly developed health problem unrelated to pregnancy. Fatalities
during but unrelated to a pregnancy are termed accidental, incidental, or non-obstetrical
maternal deaths. The most common causes are:
1. postpartum bleeding
2. complications from unsafe abortion
3. hypertensive disorders of pregnancy
4. postpartum infections
5. obstructed labour
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Other causes include blood clots and pre-existing conditions. Indirect causes
are malaria, anaemia, HIV/AIDS, and cardiovascular disease, all of which may
complicate pregnancy or be aggravated by it.
Socio-demographic factors such as age, access to resources and income level are
significant indicators of maternal outcomes. Young mothers face higher risks of
complications and death during pregnancy than older mothers, especially adolescents
aged 15 years or younger. Adolescents have higher risks for postpartum hemorrhage,
puerperal endometritis, operative vaginal delivery, episiotomy, low birth
weight, preterm delivery, and small-for-gestational-age infants, all of which can lead to
maternal death. Furthermore, social disadvantage and social isolation adversely affects
maternal health which can lead to increases in maternal death. Additionally, lack of
access to skilled medical care during childbirth, the travel distance to the nearest clinic
to receive proper care, number of prior births, barriers to accessing prenatal medical
care and poor infrastructure all increase maternal deaths.
Unsafe abortion is another major cause of maternal death. According to the World
Health Organization, every eight minutes a woman dies from complications arising
from unsafe abortions. Complications include hemorrhage, infection, sepsis and genital
trauma.
• Prevention of MMR
The death rate for women giving birth plummeted in the twentieth century. The
historical level of maternal deaths is probably around 1 in 100 births. Mortality rates
reached very high levels in maternity institutions in the 1800s, sometimes climbing to
40 percent of birthgiving women. At the beginning of the 1900s, maternal death rates
were around 1 in 100 for live births. Currently, there are an estimated 275,000 maternal
deaths each year. Public health, technological and policy approaches are steps that can
be taken to drastically reduce the global maternal death burden.
1) Four elements are essential to maternal death prevention, according to UNFPA.
1.1 First, prenatal care, it is recommended that expectant mothers receive at least four
antenatal visits to check and monitor the health of mother and fetus.
1.2 Second, skilled birth attendance with emergency backup such as doctors, nurses and
midwives who have the skills to manage normal deliveries and recognize the onset
of complications.
1.3 Third, emergency obstetric care to address the major causes of maternal death which
are hemorrhage, sepsis, unsafe abortion, hypertensive disorders and obstructed
labour
1.4 Lastly, postnatal care which is the six weeks following delivery. During this time
bleeding, sepsis and hypertensive disorders can occur and newborns are extremely
vulnerable in the immediate aftermath of birth. Therefore, follow-up visits by a
health worker to assess the health of both mother and child in the postnatal period
are strongly recommended.
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2) Medical technologies: The decline in maternal deaths has been due largely
to improved asepsis, fluid management and blood transfusion, and
better prenatal care. Technologies have been designed for resource poor
settings that have been effective in reducing maternal deaths as well.
The non-pneumatic anti-shock garment is a low-technology pressure
device that decreases blood loss, restores vital signs and helps buy time
in delay of women receiving adequate emergency care during obstetric
hemorrhage. It has proven to be a valuable resource. Condoms used as
uterine tamponades have also been effective in stopping post-partum
hemorrhage.
3) Public health: Most maternal deaths are avoidable, as the health-care
solutions to prevent or manage complications are well known.
Improving access to antenatal care in pregnancy, skilled care
during childbirth, and care and support in the weeks after childbirth will
reduce maternal deaths significantly [citation needed]. It is particularly
important that all births be attended by skilled health professionals, as
timely management and treatment can make the difference between life
and death. To improve maternal health, barriers that limit access to
quality maternal health services must be identified and addressed at all
levels of the health system. Recommendations for reducing maternal
mortality include access to health care, access to family
planning services, and emergency obstetric care, funding and
intrapartum care. Reduction in unnecessary obstetric surgery has also
been suggested. Family planning approaches include avoiding
pregnancy at too young of an age or too old of an age and spacing births.
Access to primary care for women even before they become pregnant is
essential along with access to contraceptives.

At the recent rate of decline of 5.5% per annum India is projected to have an
MMR of 143 by 2015 and 127 by 2017. An achievement of the Millennium
Development Goal (MDG) of reducing MMR to 109 by 2015 would require an
acceleration of this historical rate of decline. At this accelerated rate of decline,
the country can achieve an MMR of 100 2017.

3.5.2 Infant Mortality Rate

Infant mortality refers to deaths of young children, typically those less than one year of
age. It is measured by the infant mortality rate (IMR), which is the number of deaths of
children under one year of age per 1000 live births.
The leading causes of infant mortality are birth asphyxia, pneumonia, term birth
complications neonatal infection, diarrhoea, malaria, measles and malnutrition. Many
factors contribute to infant mortality, such as the mother's level of education,
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environmental
conditions,
and
political
and
medical
infrastructure.
Improving sanitation, access to clean drinking water, immunization against infectious
diseases, and other public health measures can help reduce high rates of infant
mortality.
Child mortality is the death of a child before the child's fifth birthday, measures as the
Under-5 Child Mortality Rate (U5MR). National statistics sometimes group these two
mortality rates together. Globally, ten million infants and children die each year before
their fifth birthday; 99% of these deaths occur in developing nations. Infant mortality
rate was an indicator used to monitor progress towards the Fourth Goal of
the Millennium Development Goals of the United Nations for the year 2015. It is now a
target in the Sustainable Development Goals for Goal Number 3 ("Ensure healthy lives
and promote well-being for all at all ages".
• Causes of IMR:
Medical
Environmental
Socio-economic
Cultural
Medicine and
Biology
Economics

• Medical
Causes of infant mortality that are related to medical conditions include: low birth
weight, sudden infant death syndrome, malnutrition and infectious diseases,
including neglected tropical diseases.
i) Low birth weight
Low birth weight makes up 60–80% of the infant mortality rate in developing
countries. The New England Journal of Medicine stated that "The lowest mortality rates
occur among infants weighing 3,000 to 3,500 g (6.6 to 7.7 lb). For infants born
weighing 2,500 g (5.5 lb) or less, the mortality rate rapidly increases with decreasing
weight, and most of the infants weighing 1,000 g (2.2 lb) or less die. As compared with
normal-birth-weight infants, those with low weight at birth are almost 40 times more
likely to die in the neonatal period; for infants with very low weight at birth the relative
risk of neonatal death is almost 200 times greater." Infant mortality due to low birth
weight is usually a direct cause stemming from other medical complications such as
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preterm birth, poor maternal nutritional status, lack of prenatal care, maternal sickness
during pregnancy, and unhygienic home environments. Along with birth weight, period
of gestation makes up the two most important predictors of an infant's chances of
survival and their overall health.
ii) Sudden infant death syndrome
Thousands of infant deaths per year are classified as Sudden infant death
syndrome (SIDS). According to the Mayo Clinic, SIDS is the unexplained death,
usually during sleep, of a seemingly healthy baby. Although the direct cause of SIDS
remains unknown, many doctors believe that there are several factors that put babies at
an increased risk of SIDS, including: babies sleeping on their stomachs, exposure
to cigarette smoke in the womb or after birth, sleeping in bed with parents, premature
birth, being a twin or triplet, being born to a teen mother, and also living in poverty
settings. Although the cause is unknown and currently cannot be explained, doctors
have come to the conclusion that SIDS is most likely to occur between 2 and 4 months
and most deaths occur in the winter time. Recommended precautions include ensuring
that infants sleep on their backs, controlling the temperature of the bedroom, employing
a crib without toys or excess bedding, and breastfeeding.
iii) Malnutrition:
Malnutrition frequently accompanies these diseases, and is a primary factor contributing
to the complications of both diarrhoea and pneumonia, although the causal links and
mechanisms remain unclear. Factors other nutrition also influence the incidence of
diarrhoea, including socioeconomic status, disruption of traditional lifestyles, access to
clean water and sanitation facilities, age and breastfeeding status.
Protein energy malnutrition and micronutrient deficiency are two reasons for stunted
growth in children under five years old in the least developed countries. Malnutrition
leads to diarrhoea and dehydration, and ultimately death. Millions of women in
developing countries are stunted due to a history of childhood malnutrition. Women's
bodies are thus underdeveloped, and their chances of surviving childbirth decrease. Due
to underdeveloped bodies, the probability of an obstructed pregnancy increases. Proteinenergy deficiency results in low-quality breast milk that provides less energy and other
nutrition.
Vitamin A deficiency can lead to stunted growth, blindness, and increased mortality due
to the lack of nutrients in the body. Two hundred and fifty million infants are affected
by Vitamin A deficiency. Among women in developing countries, 40% have iron
deficiency anaemia, which increases maternal and infant mortality rates, chances
of stillbirth, cases of low birth weight babies, premature delivery, and probability of
fatal brain damage. One way to prevent Vitamin A deficiency is to educate the mother
on the many benefits of breastfeeding. Breastmilk is a natural source of Vitamin A, and
supplies the suckling infant with enough Vitamin A.
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iv) Infectious diseases
Babies born in low to middle income countries in sub-Saharan Africa and southern Asia
are at the highest risk of neonatal death. Bacterial infections of the bloodstream, lungs,
and the brain's covering (meningitis) are responsible for 25% of neonatal deaths.
Newborns can acquire infections during birth from bacteria that are present in their
mother's reproductive tract. The mother may not be aware of the infection, or she may
have an untreated pelvic inflammatory disease or sexually transmitted disease. These
bacteria can move up the vaginal canal into the amniotic sac surrounding the baby.
Maternal blood-borne infection is another route of bacterial infection from mother to
baby. Neonatal infection is also more likely with the premature rupture of the
membranes (PROM) of the amniotic sac.
Seven out of ten childhood deaths are due to infectious diseases: acute respiratory
infection, diarrhoea, measles, and malaria. Acute respiratory infection such
as pneumonia, bronchitis, and bronchiolitis account for 30% of childhood deaths; 95%
of pneumonia cases occur in the developing world. Diarrhoea is the second-largest
cause of childhood mortality in the world, while malaria causes 11% of childhood
deaths. Measles is the fifth-largest cause of childhood mortality. Folic acid for mothers
is one way to combat iron deficiency. A few public health measures used to lower levels
of iron deficiency anaemia include iodize salt or drinking water, and include vitamin A
and multivitamin supplements into a mother's diet. A deficiency of this vitamin causes
certain types of anaemia (low red blood cell count).
v) Environmental
Infant mortality rate can be a measure of a nation's health and social condition. It is a
composite of a number of component rates which have their separate relationship with
various social factors and can often be seen as an indicator to measure the level of
socioeconomic disparity within a country. Organic water pollution is a better indicator
of infant mortality than health expenditures per capita. Water contaminated with
various pathogens houses a host of parasitic and microbial infections. Infectious disease
and parasites are carried via water pollution from animal wastes. Areas of
low socioeconomic status are more prone to inadequate plumbing infrastructure, and
poorly maintained facilities. The burning of inefficient fuels doubles the rate of children
under 5 years old with acute respiratory tract infections. Climate and geography often
play a role in sanitation conditions. For example, the inaccessibility of clean water
exacerbates poor sanitation conditions.
People who live in areas where particulate matter (PM) air pollution is higher tend to
have more health problems across the board. Short-term and long-term effects of
ambient air pollution are associated with an increased mortality rate, including infant
mortality. Air pollution is consistently associated with post neonatal mortality due to
respiratory effects and sudden infant death syndrome. Specifically, air pollution is
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highly associated with SIDs in the United States during the post-neonatal stage. High
infant mortality is exacerbated because newborns are a vulnerable subgroup that is
affected by air pollution. Newborns who were born into these environments are no
exception. Women who are exposed to greater air pollution on a daily basis who are
pregnant should be closely watched by their doctors, as well as after the baby is born.
Babies who live in areas with less air pollution have a greater chance of living until their
first birthday. As expected, babies who live in environments with more air pollution are
at greater risk for infant mortality. Areas that have higher air pollution also have a
greater chance of having a higher population density, higher crime rates and lower
income levels, all of which can lead to higher infant mortality rates.
vi) Socio-economic factors
Social class dictates which medical services are available to an individual. Disparities
due to socioeconomic factors have been exacerbated by advances in
medical technology. Developed countries, most notably the United States, have seen a
divergence between those living in poverty who cannot afford medical advanced
resources, leading to an increased chance of infant mortality, and others.
vii) Medicine and biology
Developing countries have a lack of access to affordable and professional health care
resources, and skilled personnel during deliveries. Countries with histories of
extreme poverty also have a pattern of epidemics, endemic infectious diseases, and low
levels of access to maternal and child healthcare.
viii) Economics
Political modernization perspective, the neo-classical economic theory that scarce goods
are most effectively distributed to the market, says that the level of political democracy
influences the rate of infant mortality. Developing nations, like India, with democratic
governments tend to be more responsive to public opinion, social movements,
and special interest groups for issues like infant mortality. In contrast, non-democratic
governments are more interested in corporate issues and less so in health issues.
Democratic status affects the dependency a nation has towards its economic state via
export, investments from multinational corporations and international lending
institutions. Levels of socioeconomic development and global integration are inversely
related to a nation's infant mortality rate. Dependency perspective occurs in a global
capital system.
A nation's internal impact is highly influenced by its position in the global economy and
has adverse effects on the survival of children in developing countries. Countries can
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experience disproportionate effects from its trade and stratification within the global
system. It aids in the global division of labor, distorting the domestic economy of
developing nations. The dependency of developing nations can lead to a reduce rate of
economic growth, increase income inequality inter- and intra-national, and adversely
affects the wellbeing of a nation's population. A collective cooperation between
economic countries plays a role in development policies in the poorer, peripheral,
countries of the world.
These economic factors present challenges to governments' public health policies. If the
nation's ability to raise its own revenues is compromised, governments will lose funding
for its health service programs, including services that aim in decreasing infant
mortality rates. Peripheral countries face higher levels of vulnerability to the possible
negative effects of globalization and trade in relation to key countries in the global
market.
ix) Cultural
High rates of infant mortality occur in developing countries where financial and
material resources are scarce and there is a high tolerance to high number of infant
deaths. There are circumstances where a number of developing countries to breed a
culture where situations of infant mortality such as favoring male babies over female
babies are the norm. In developing countries such as India, infant mortality rates are
commonly not recorded due to failure to register for death certificates. Failure to
register is mainly due to the potential loss of time and money and other indirect costs to
the family. Another cultural reason for infant mortality there are prejudices against
wives or newborns leaving the house." Because of this it is making it even more
difficult for the women and newborns to get the treatment that is available to them and
that is needed.
x) Gender favouritism
Historically, males have had higher infant mortality rates than females. The difference
between male and female infant mortality rates have been dependent on environmental,
social, and economic conditions. More specifically, males are biologically more
vulnerable to infections and conditions associated with prematurity and development.
Before 1970, the reasons for male infant mortality were due to infections, and chronic
degenerative diseases. However, since 1970, certain cultures emphasizing males has led
to a decrease in the infant mortality gap between males and females. Also, medical
advances have resulted in a growing number of male infants surviving at higher rates
than females due to the initial high infant mortality rate of males.
Genetic components results in newborn females being biologically advantaged when it
comes to surviving their first birthday. Males, biologically, have lower chances of
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surviving infancy in comparison to female babies. As infant mortality rates saw a
decrease on a global scale, the gender most affected by infant mortality changed from
males experiences a biological disadvantage, to females facing a societal disadvantage.
Some developing nations have social and cultural patterns that reflect
adult discrimination to favor boys over girls for their future potential to contribute to the
household production level. A country's ethnic composition, homogeneous versus
heterogeneous, can explain social attitudes and practices. Heterogeneous level is a
strong predictor in explaining infant mortality.
xi) Birth spacing
Birth spacing is the time between births. Births spaced at least three years apart from
one another are associated with the lowest rate of mortality. The longer the interval
between births, the lower the risk for having any birthing complications, and infant,
childhood and maternal mortality. Higher rates of pre-term births, and low birth weight
are associated with birth to conception intervals of less than six months and abortion to
pregnancy interval of less than six months. Shorter intervals between births increase the
chances of chronic and general under-nutrition; 57% of women in 55 developing
countries reported birth spaces shorter than three years; 26% report birth spacing of less
than two years. Only 20% of post-partum women report wanting another birth within
two years; however, only 40% are taking necessary steps such as family planning to
achieve the birth intervals they want.
Unplanned pregnancies and birth intervals of less than twenty-four months are known to
correlate with low birth weights and delivery complications. Also, women who are
already small in stature tend to deliver smaller than average babies, perpetuating a cycle
of being underweight.
xii) Education
The mother's educational attainment and literacy are correlated with age of
first pregnancy, and probability that the mother attain prenatal and postnatal care.
Mothers with a secondary education have a higher probability of waiting until a later
age to get pregnant. Once pregnant, they are also more likely to get prenatal and
postnatal care, and deliver their child in the presence of a skilled attendant. Women who
finish at least a primary-level education have improved nutrition, medical care,
information access, and economic independence. Infants reap benefits such as healthy
environments, improved nutrition, and medical care. Mothers with some level of
education have a higher probability to breastfeeding. The duration of breastfeeding has
the potential to influence the birth space. Women without any educational background
tend to have children at an earlier age, thus their bodies are not yet mature enough to
carry and deliver a child
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• Prevention of IMR:
Millennium Development Goals were created to improve the health and well being of
people worldwide. Its fourth goal is to decrease the number of mortalities within the
infant and childhood population by two thirds, a decrease from 95 to 31 deaths per
1000. Countries slow to abide by the Millennium Development Goal by 2015 are
projected to have difficulty in reaching goal four.
i) Public health
Reductions in infant mortality are possible in any stage of country's development. Rate
reductions are evidence that a country is advancing in human knowledge,
social institutions and physical capital. Government can reduce the mortality rates in
rural India by addressing the combined need for education (such as universal primary
education), nutrition, and access to basic maternal and infant health services. A policy
focus has the potential to aid those most at risk for infant and childhood mortality
allows rural, poor and migrant populations.
Reducing chances of babies being born at low birth weights and contracting pneumonia
can be accomplished by improving air quality. Improving hygiene can prevent infant
mortality. Home-based technology to chlorinate, filter, and solar disinfection for organic
water pollution could reduce cases of diarrhoea in children by up to 48%. Overall,
women's health status needs to remain high. Simple behavioral changes, such as hand
washing with soap, can significantly reduce the rate of infant mortality from respiratory
and diarrheal diseases. According to UNICEF, hand washing with soap before eating
and after using the toilet can save more lives of children than any single vaccine or
medical intervention, by cutting deaths from diarrhoea and acute respiratory infections.
Future problems for mothers and babies can be prevented. It is important that women of
reproductive age adopt healthy behaviors in everyday life, such as taking folic acid,
maintaining a healthy diet and weight, being physically active, avoiding tobacco use,
and avoiding excessive alcohol and drug use. If women follow some of the above
guidelines, later complications can be prevented to help decrease the infant mortality
rates. Attending regular prenatal care check-ups will help improve the baby's chances of
being delivered in safer conditions and surviving.
Focusing on preventing preterm and low birth weight deliveries throughout all
populations can help to eliminate cases of infant mortality and decrease health care
disparities within communities.
ii) Medical treatments
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Technological advances in medicine would decrease the infant mortality rate and an
increased access to such technologies could decrease racial and ethnic disparities. It has
been shown that technological determinants are influenced by social determinants.
Those who cannot afford to utilize advances in medicine tend to show higher rates of
infant mortality. Technological advances have, in a way, contributed to the social
disparities observed today. Providing equal access has the potential to decrease
socioeconomic disparities in infant mortality. As stated if technological advances were
increased in rural India it would make it easier to find the solution to diseases such as
this.
iii) Cultural changes
Educated females practice a healthier lifestyle. The more educated a woman is the more
likely she is to seek out care, give birth in the presence of a skilled attendant, breastfeed,
and understand the consequences of HIV/AIDS. Improving women's health and social
status in rural areas is one way to reduce infant mortality. Status should rise for females
seeking out education. Providing women access to family planning centers can educate
mothers on how to plan ahead for their families. Educational means can also teach
mothers on the beneficial health practices such as breastfeeding and use of
contraceptives.
iv) Economic/Social policies
Granting women employment raises their status and autonomy. Having a gainful
employment can raise the perceived worth of females. This can lead to an increase in
the number of women getting an education and a decrease in the number of
female infanticide. In the social modernization perspective, education leads to
development. Higher number of skilled workers means more earning and further
economic growth. According to the economic modernization perspective, this is one
type economic growth viewed as the driving force behind the increase in development
and standard of living in a country. This is further explained by the modernization
theory- economic development promotes physical wellbeing. As economy rises, so do
technological advances and thus, medical advances in access to clean water, health care
facilities, education, and diet. These changes may decrease infant mortality.
Economically, government could reduce infant mortality by building and strengthening
capacity in human resources. Increasing human resources such as physicians, nurses,
and other health professionals will increase the number of skilled attendants and the
number of people able to give out immunized against diseases such as measles.
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3.5.3 Sex-Ratio
The sex ratio is the ratio of males to females in a population. In most sexually
reproducing species, the ratio tends to be close to 1:1. For various reasons, however,
many species deviate from anything like an even sex ratio, either periodically or
permanently. Examples include parthenogenic species, bees, ants, and termites.
The human sex ratio is of particular interest to anthropologists and demographers. In
human societies, however, sex ratios at birth may be considerably skewed by factors
such as the age of mother at birth, and by sex-selective abortion and infanticide.
Exposure to pesticides and other environmental contaminants may be a significant
contributing factor as well. As of 2014, the global sex ratio at birth is estimated at 107
boys to 100 girls (1000 boys per 934 girls).
Sex ratio is used to describe the number of females per 1000 of males. In the Population
Census of 2011 it was revealed that the population ratio in India 2011 is 943 females per
1000 of males.

Source: https://www.google.co.in
The Sex Ratio 2011 shows an upward trend from the census 2001 data. Census 2001
revealed that there were 933 females to that of 1000 males. The major cause of the
decrease of the female
birth ratio in India is
considered to be the
violent treatments meted
out to the girl child at
the time of the birth. The
Sex Ratio in India was
almost normal during
the phase of the years of
independence,
but
thereafter it started
showing gradual signs
of decrease.
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The graph indicates that rural sex ratio in India is still poor, although in the Christian
community the sex-ratio is much better.
The major cause of the decrease of the female birth ratio in India is considered to be the
violent treatments meted out to the girl child at the time of the birth. The Sex Ratio in
India was almost normal during the phase of the years of independence, but thereafter it
started showing gradual signs of decrease. Though the Sex Ratio in India has gone
through commendable signs of improvement in the past 10 years, there are still some
states where the sex ratio is still low and is a cause of concern for the NGO
organizations. One of the states which is showing a decreasing trend in the population
of women 2011 and is a cause of concern is Haryana. The state of Haryana has the
lowest rate of sex ratio in India and the figure shows a number of 877 of females to that
of 1000 of males.
There are also states such as Puducherry and Kerala where the number of women is
more than the number of men. Kerala houses a number of 1084 females to that of 1000
males. While Puducherry and Kerala are the only two states where the number of
female is more than the number of men, there are also states in India like that of
Karnataka, Andhra Pradesh and Maharashtra where the sex ratio 2011 is showing
considerable signs of improvement. Some facts related to the Sex Ratio in India follows,
the main cause of the decline of the sex ration in India is due to the biased attitude
which is meted out to the women. The main cause of this gender bias is inadequate
education. Pondicherry and Kerala houses the maximum number of female while the
regions of Daman and Diu and Haryana have the lowest density of female population.

Please check the table below for a clearer inter-state sex-ratio picture:
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Source: https://www.google.co.i
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• Causes of skewed sex-ratio
i) Child Mortality: As male and female are not identical in all aspects so is the
case in child mortality rates that there are more female deaths as compared to
male children. Thus the population sex ratio is very sensitive to the effects
differential mortality between the sexes in childhood because life expectancy
depends strongly on mortality at this ages.
ii) Female Foeticide: In the recent time, infanticide has taken the shape of female
foeticide, i.e. killing the baby inside the womb, more popularly known as
abortion. Because of sophisticated it has become easier for parents to get rid of
their "unwanted girl child". Though there have been gender bias and deep rooted
prejudice against girl child and women down the centuries. What is still more
disturbing is that how the discrimination begins in the womb itself. The latest
advances in modem medical sciences have quickened the pace of death of a girl
child from the born to unborn stage.
iii) Female infanticide: It is an age old practice among human populations to
regulate the numbers of children and eliminate the unwanted off spring.
Historically, the main reasons for this practice in India included the system of
hypergamy, where by women must marry into a social group above their own, a
custom which forbids the marriage of a women with a person of lower social
standing. This invariably led to the giving of a large dowry to secure a bride
groom of high caste or of high social status, moreover the marriage customs like
the touching of knee or taking hold of the knee of the bride groom's by the bride
father, further worsened the whole scenario and hence persons of high caste,
unwilling to humble themselves for the sake of a daughter. Thus the financial
burden of marring off a daughter, the social status of high caste and social
stigma of having an unmarried daughter at home, forced people to kill (their
daughter) infant girl at birth. There were also some superstitious beliefs which
lent credence to prevalence of female infanticide. A common belief was that if
you kill a female child, the next one is sure to be male.
• Consequences of poor Sex-ratio
As mention in above paragraphs a continuing declining sex ratio has many potentially
serious consequences, although there are no historical model by which to learn about the
implications of a lack of women relative to men, one fairly obvious social consequences
is that there are not enough women for men to marry and the institution of marriage
would lost its relevance. This scarcity of brides might lead to the child betrothal and
early marriage (child marriage) to cope with the problem. Increasing numbers of child
brides will further contribute to the poor status of women, as will be less likely to finish
the school or develop skills before marriage.Young brides and their children are also
more likely to suffer from the increased morbidity and mortality associated with early
child birth Thus there are serious socio-economic and health implications of declining
sex ratio.
Odisha State Open University

Page 68

Another consequence of scarcity of women is the increase in dowry i.e. payment of
exorbitant dowry, daughter are often sold to higher castes and even poor man often paid
a bride price to obtain a wife. Among the Jats in particular and various other in general
the scarcity of women led to wide spread system of polyandry.
Thus, if this trend of gender imbalance continues one of the serious repercussions would
be a rude shock to the institution of marriage in the decades to come.
It has severe consequences especially in North Indian states of Punjab and Haryana
which are characterized by in ability of men in marriageable age to find suitable
partner, The Hindustan Times, July 12,2003 124 read as "in Hathin (Haryana),
because of shortage of women men buying brides from other states like Assam,
West Bengal and from far away villages of Bihar. The price put on such a girl is
much less than what people pay for cattle, after marriage they are condemned to a
life of slavery.

An associated phenomenon is the abduction and trafficking of girls. Thus shortage of
brides would be resulted in expansion of the sex industry with the magnitude of
spreading Sexually Transmitted Diseases (STD) and deadly disease like HIV/AIDS
would increase manifold. In this distorted social scenario marked by growing anti-social
behaviour, crimes against women like rape, molestation, eve teasing, child marriages,
forced polyandry etc. is also expected to rise. Conclusion From the foregoing discussion
one may concluded that cause for such a to balance sex ratio cannot be put down to
natural or biological factors, but it is most likely due to socio-cultural and economic
factors. Thus Infanticide, Foeticide, Maternal and Child Mortality, practice of
hypergamy. Dowry, the preference of male child for achieving moksha a deep rooted
social value, sex selective migration etc. are some of the major causes for such a worst
sex ratio, which is greatly responsible for social unrest with increase in crime and
violence against women in such a complex patriarchal Indian society in general and
north India in particulars.

3.6 Let Us Sum Up
•

Health is the level of functional and metabolic efficiency of a living organism.
In humans it is the ability of individuals or communities to adapt and selfmanage when facing physical, mental or social challenges.
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Check Your Progress I
Note: a) Use the space provided for your answers.
b) Check your answers with the possible answers provided at the end of this unit.
5) Explain the concepts of MMR, IMR and sex-ratio
Ans.
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
•

•

•

•

The World Health Organization (WHO) defined health in its broader sense in its
1948 constitution as "a state of complete physical, mental, and social wellbeing and not merely the absence of disease or infirmity
Rural India contains over 68% of the country’s population and half of all
residents of rural areas live below the poverty line, struggling for better and easy
access to health care and services. Health issues confronted by rural people are
many and diverse – from severe malaria to uncontrolled diabetes, from a badly
infected wound to cancer.
Postpartum maternal illness is a serious problem in resource-poor settings and
contributes to maternal mortality, particularly in rural India. A study conducted
in 2009 found that 43.9% of mothers reported they experienced postpartum
illnesses six weeks after delivery.
Rural India has a skewed sex-ration, and high MMR and IMR

3.7 Keywords
Maternal Mortality Rate: The Maternal mortality rate (MMR) is the annual number of
female deaths per 100,000 live births from any cause related to or aggravated by
pregnancy or its management (excluding accidental or incidental causes).
Infant Mortality Rate: Infant mortality rate (IMR) is the number of deaths of children
less than one year of age per 1000 live births. The rate for a given region is the number
of children dying under one year of age, divided by the number of live births during the
year, multiplied by 1,000.
Sex-Ratio: The sex ratio is the ratio of males to females in a population. In most
sexually reproducing species, the ratio tends to be close to 1:1.
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Malnutrition: Malnutrition or malnourishment is a condition that results from eating a
diet in which nutrients are either not enough or are too much such that the diet causes
health problems. It may involve calories, protein, carbohydrates, vitamins or minerals.
Health Determinants: Lifestyle, environmental, biomedical
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3.9 Check Your Progress – Possible Answers

1. Explain the causes and consequences of the concepts MMR, IMR and Sex-ratio
2. Explain in detail lifestyle, environmental and biomedical
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Unit-IV
Health neglect and its changing scenario in the context of
government programmes- NRHM and ICDS
Learning Objectives
After completion of this unit, you should be able to:
•
•
•

Explain the policy level health sector neglects in India
Understand the Three Tier Rural healthcare system
Describe the components and role of NRHM and ICDS in health sector in India

Structure
4.1 Introduction
4.2 Health policy neglects for Rural Areas
4.3 Rural Health Care System in India: The Current Scenario
4.4 The National Rural Health Mission
4.5 Integrated Child Development Services
4.6 Let Us Sum Up
4.7 Key Words
4.8 References
4.9 Check Your Progress – Possible Answers

4.1 Introduction
The majority of rural deaths, which are preventable, are due to infections and
communicable, parasitic and respiratory diseases. Infectious diseases dominate the
morbidity pattern in rural areas (40% rural: 23.5% urban). Waterborne infections, which
account for about 80% of sickness in India, make every fourth person dying of such
diseases in the world, an Indian. Annually, 1.5 million deaths and loss of 73 million
workdays are attributed to waterborne diseases.
Three groups of infections are widespread in rural areas, as follows:
•

•

Diseases that are carried in the gastrointestinal tract, such as diarrhoea,
amoebiasis, typhoid fever, infectious hepatitis, worm infestations and
poliomyelitis. About 100 million suffer from diarrhoea and cholera every year.
Diseases that are carried in the air through coughing, sneezing or even breathing,
such as measles, tuberculosis (TB), whooping cough and pneumonia. Today
there are 12 million TB cases (an average of 70%). Over 1.2 million cases are
added every year and 37 000 cases of measles are reported every year
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•

Infections, which are more difficult to deal with, include malaria, filariasis and
kala-azar. These are often the result of development. Irrigation brings with it
malaria and filariasis, pesticide use has produced a resistant strain of malaria, the
ditches, gutters and culverts dug during the construction of roads, and expansion
of cattle ranches, for example, are breeding places for snails and mosquitoes.
About 2.3 million episodes and over 1000 malarial deaths occur every year in
India.3 An estimated 45 million are carriers of microfilaria, 19 million of which
are active cases and 500 million people are at risk of developing filarial.

Every third person in the world suffering from leprosy is an Indian. (Nearly 1.2 million
cases of leprosy, with 500 000 cases being added to this figure every year.4)
Malnutrition is one of the most dominant health related problems in rural areas. There is
widespread prevalence of protein energy malnutrition (PEM), anaemia, vitamin A
deficiency and iodine deficiency. Nearly 100 million children do not get two meals a
day. More than 85% of rural children are undernourished (150 000 die every year).

Illness and deaths related to pregnancy and childbirth are predominant in the rural
areas, due to the following.
•

Very early marriage: 72.5% of women aged 25–49 years marry before 18,
where the literacy rate is 80%.

•

Very early pregnancy: 75% married women had their first pregnancy
below 18 years of age.

•

All women invariably do hard physical work until late into their pregnancy.

•

Fifty-one per cent of deliveries are conducted at home by an untrained
traditional birth attendant.

•

Only 28% of pregnant women had their antenatal checkup before 16 weeks
of pregnancy.

•

Only 67% of pregnant women had complete antenatal checks (minimum of
three checkups).

•

Only 30% of women had postnatal checkups.

In addition, agricultural- and environment-related injuries and diseases are all quite
common in rural areas, for example: mechanical accidents, pesticide poisoning, snake,
dog and insect bites, zoonotic diseases, skin and respiratory diseases; oral health
problems; sociopsychological problems of the female, geriatric and adolescent
population; and diseases due to addictions.
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The alarming rate of population growth in rural areas nullifies all developmental efforts.
The rural population, which was 299 million in 1951, passed 750 million in May 2001.
Since 1951, the government has been attempting through vertical and imported
programs to combat the problems, but to no avail. However, the new National
Population Policy 20005 gave emphasis to an holistic approach; for example,
improvement in ‘quality of life’ for all, no gender bias in education, employment, child
survival rates, sound social security, promotion of culturally
and socially acceptable family welfare methods.

4.2 Health policy neglects for Rural Areas
Negligence at policy level intervention has been a perennial problem for rural India. The
difference between rural and urban indiactors of health status and the wide interstate
disparity in health status are well known. Clearly the urban rural differentials are
substantial and range from childhood and go on increasing the gap as one grows up to 5
years. Sheer survival apart there is also the we known under provision in rural areas in
practically all social sector services. For the children growing up in rural areas the
disparities naturally tend to get even worse when compounded by the widely practiced
discrimination against women, starting with foeticide of daughters.
4.2.1 Inappropriate
The selective health intervention during the colonial period resulted in the so-called
‘modern medicine’ in India. After independence, the state has chosen to follow these
‘western models’. This system, which is highly selective, institutionalised, centralised
and top down – not by oversight but by design – and which treats people as objects
rather than subjects, has failed to address the needs of the majority, that is to say, the
rural poor and indigenous people. While a significant portion of the country’s medical
needs, especially in rural areas, have been attended to by the indigenous health systems
such as Ayurveda, homeopathy, unani, naturopathy and folk medicine, it has been
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conveniently neglected by the policy makers, and planners. The draft of the new
National Health Policy 2001, has also not given due importance to Indian systems of
medicine. The concept of a family physician with social accountability, which has
traditional roots and acceptance from the rural masses, has diminished with the existing
policies and value systems.
The present westernised hospital-based medical education and training, which is
supported by public funding, has proved beyond doubt that new doctors are not inclined
to and capable of meeting the needs of the majority of the public (i.e. rural people),
which is where their services are most required.
Various studies have revealed the following facts:
 80% of general practitioners practice western medicine (allopathic medicine)
without proper training.
 73% consider cost to be the most important factor when prescribing a drug,
without considering pharmacological properties.
 75% were aware of the Government-run Primary Health Center (PHC) or village
subcentres without knowing the names of the medical officer at the PHC; half
(53%) do not know the health workers in their own area.
 About 67% had knowledge of various national health programs but only 33%
participated.
 Over 68% received information regarding the health programs through the
media, and only 28% received information through public health staff.
 About 74% provide family planning services, mainly oral contraceptives and
condoms. General practitioners do provide services to pregnant women (65%),
but only 35% registered them.
 Almost all general practitioners routinely handle cases of diarrhoea, but only
29% know the exact composition of oral dehydration solution (ORS);
amazingly, none knew the right method to prepare the ORS packet.
While the current need for rural areas is medical and paramedical manpower, such as
social physicians, public health nurses and midwives and paramedical workers (e.g.
laboratory technicians, rural health and sanitation workers, health literacy educators,
population educators, community health guides, community oral health guides), the
country has been concentrating on producing specialist doctors. Some of the rural health
technologies propagated are inappropriate, such as ORS packets instead of locally
available water and cooked cereals, sugar–salt solution and herbal teas, which are
culturally accepted by the community. Though the concept of primary health care is
appropriate to rural areas, it remained sound on paper only because of the deliberate
attempts of health professionals. The present system has not left any scope for the
involvement of the community, nor for grassroots level health workers to take
ownership of the programs and integrate them with overall development. The concept of
placing a community-selected person from the village, and providing them with
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essential training so that the community can cope more effectively with its health
problems, was the centrepiece of the PHC. As a result, the basic requirements of
decentralised people based, integrated curative, preventive and promotive services have
been totally undermined by the government.
4.2.2 Inequality and Inadequacy:
It is unfortunate that while the incidence of all diseases are twice higher in rural than in
urban areas, the rural people are denied access to proper health care, as the systems and
structures were built up mainly to serve the better off . While the urban middle class in
India have ready access to health services that compare with the best in the world, even
minimum health facilities are not available to at least 135 million of rural and tribal
people, and wherever services are provided, they are inferior.
While the health care of the urban population is provided by a variety of hospitals and
dispensaries run by corporate, private, voluntary and public sector organisations, rural
healthcare services, mainly immunisation and family planning, are organised by illequipped rural hospitals, primary health centres and sub centres. Much has been
achieved in the last 54 years. The first landmark in official health policy of independent
India was the acceptance of the Bhore Committee recommendations of 1946, which laid
the foundations of comprehensive rural health services through the concept of primary
health care. Primary Health Centres were established in rural areas from 1952 onwards.
It is unfortunate to note that due to regional imbalances, the type and quality of services
being offered, adequacy and motivation of the staff and shortage of supplies in the
Centres have attributed to gross underutilisation of the infrastructure. It is obvious that
there is a marked concentration of health personnel to maintain the heavy structures, in
the urban areas.
Of the 1.1 million registered medical practitioners of various medical systems, over
60% are located in urban areas. In the case of modern system (allopathic) practitioners,
as many as 75% are in cities.9 As a result, a large number of unqualified people
(quacks) have set up medical practice in rural areas, and the rural population as a result
exerts pressure on urban facilities. Curative care, which is the main demand of rural
people, has been ignored in terms of investment and allocation. In addition, the
percentage share of health infrastructure for rural areas has declined from 1951 to 1993.
4.2.3 Inadequate Public Health Expenditure and Misallocation of Public Money
The total expenditure on health in India is estimated as 5.2% of the GDP; public health
investment is only 0.9%, which is by far too inadequate to meet the requirements of
poor and needy people. Successive 5-year plans allocated less and less (in terms of per
cent of total budget) to health. A major share of the public health budget is spent on
family welfare. While 75% of India’s population lives in rural areas, less than 10% of
Odisha State Open University

Page 76

the total health budget is allocated to this sector. Even here the chief interest of the
primary health care is diverted to family planning and ancillary vertical national
programs such as child survival and safe motherhood (CSSM) which are seen more as
statistical targets than as health services. According to one study, 85% of the PHC
budget goes on personnel salaries.
The lack of commitment to provide health care for its citizens is reflected in the
inadequacy of the health infrastructure and low levels of financing, and also in declining
support for the various healthcare demands of the people; especially since the 1980s,
when the process of liberalisation and opening up of the Indian economy to the world
markets began. Medical care and control of communicable diseases are crucial areas of
concern, both in terms of what people demand as priorities as well as what existing
socioeconomic conditions demand. Along with overall public health spending,
allocations to both these subsectors also showed a declining trend in the 1980s and
1990s. In the case of medical research, a similar trend is observed. While 20% of
research grants are allocated to studies on cancer, which is responsible for 1% of deaths,
less than 1% is provided for research in respiratory diseases, which accounts for 20% of
deaths.
4.2.4 Growing Commercialisation of Health
The disillusionment and frustration with the
Commercialization or commercialis
growing ineffectiveness of the government
ation is the process of introducing a
sector is gradually driving poor people to
new product or production method
seek help of the private sector, thus forcing
into commerce—making it available
on
the market.
The
term
them to spend huge sums of money on credit,
often connotes especially
the
or they are left to the mercy of ‘quacks’.
entrance
into
the
mass
market
as
While estimates vary, the government
opposed to earlier niche markets,
probably accounts for no more than 20–30%
but it also includes a move from
of total health spending. The share of the
the laboratory into even limited
private sector has grown from 14% in 1976 to
commerce
67% in 1993. About 67% of all hospitals,
63% of all dispensaries and 78% of all doctors in India are in the private/corporate
sector. Much has been experienced and written on the growing privatisation and
commercialisation of the medical practices and their links with drug and medical
instrument manufacturers.12 While WHO recommends about 130 essential drugs, as
many as 4000 drugs are available on the Indian market. Due to this, ‘buying’ healthcare
has gone beyond the reach of the rural poor. Two recent all-India surveys (NSSO 46th
round and NCAER, New Delhi), have shown that medical treatment is the most
important cause of rural indebtedness, next only to dowry. Studies have found that:
1. 70% of families spend 60% of their annual income on health.
2. 93% of the amount spent on health is on curative and emergency care.
Odisha State Open University

Page 77

3. Invariably, men receive preferential treatment (56% of the expenditure).
4. Adolescents and the elderly are neglected (14% of expenditure).
Poor families spend a higher percentage of their income on health than do the rich, as
they are forced to use the services of the private sector because the public sector is illequipped and unaccountable. While a number of health insurance schemes are available
to the urban sector, the unorganised rural masses that do not have insurance coverage
are driven into the arms of the exploitative private sector.
Therefore, to improve the prevailing situation, the problem of rural health is to be
addressed both at the macro (national and state) and micro level (district and regional),
in a holistic way, with genuine efforts to bring the poorest of the population to the
centre of the fiscal policies. A paradigm shift from the current ‘biomedical model’ to a
‘sociocultural model’ is required, to meet the needs of the rural population. A
comprehensive revised National Health Policy addressing the existing inequalities, and
work towards promoting a long-term perspective plan exclusively for rural health is the
current need.

4.3 Rural Health Care System in India: The Current Scenario
The health care infrastructure in rural areas has been developed as a three tier system
(see Chart 1) and is based on the following population norms:
Centre
Sub Centre
Area Primary Health
Centre
Community Health
Centre

Plain Area
5000
30,000
1,20,000

Population Norms
Hilly/Tribal/Difficult
3000
20,000
80,000

4.3.1 Sub-centres
The Sub Centre is the most peripheral and first contact point between the primary health
care system and the community. Sub Centres are assigned tasks relating to interpersonal
communication in order to bring about behavioral change and provide services in
relation to maternal and child health, family welfare, nutrition, immunization, diarrhoea
control and control of communicable diseases programmes. Each Sub Centre is required
to be manned by at least one auxiliary nurse midwife (ANM) / female health worker and
one male health worker. Under NRHM, there is a provision for one additional second
ANM on contract basis. One lady health visitor (LHV) is entrusted with the task of
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supervision of six Sub Centres. Government of India bears the salary of ANM and LHV
while the salary of the Male Health Worker is borne by the State governments.
Under the Swap Scheme, the Government of India has taken over an additional 39,554
Sub Centres from State governments / Union territories since April, 2002 in lieu of
5,434 Rural Family Welfare Centres transferred to the State governments / Union
territories. There were 1,53,655 Sub Centres, 25308 Primary Health Centres and 5396
Community Health Centres functioning in the country as on 31st March, 2015. There is
significant increase in the number of Sub Centres in the States of Chhattisgarh, Gujarat,
Jammu & Kashmir, Karnataka, Odisha, Rajasthan, Tripura and Uttarakhand.
4.3.2 Primary Health Centres
PHC is the first contact point between village community and the medical officer. The
PHCs were envisaged to provide an integrated curative and preventive health care to the
rural population with emphasis on preventive and promotive aspects of health care. The
PHCs are established and maintained by the State governments under the Minimum
Needs Programme (MNP)/ Basic Minimum Services (BMS) Programme. As per
minimum requirement, a PHC is to be manned by a medical officer supported by 14
paramedical and other staff. Under NRHM, there is a provision for two additional staff
nurses at PHCs on contract basis. It acts as a referral unit for 6 Sub Centres and has 4 - 6
beds for patients. The activities of PHC involve curative, preventive, promotive and
family welfare services. There were 25,308 PHCs functioning in the country as on 31st
March, 2015.
4.3.3 Community Health Centres
CHCs are being established and maintained by the State government under MNP/BMS
programme. As per minimum norms, a CHC is required to be manned by four medical
specialists i.e. surgeon, physician, gynaecologist and paediatrician supported by 21
paramedical and other staff. It has 30 in-door beds with one OT, X-ray, labour room and
laboratory facilities. It serves as a referral centre for 4 PHCs and also provides facilities
for obstetric care and specialist consultations. As on 31st March, 2015, there were 5,396
CHCs functioning in the country. At the national level there is an increase of 2050
CHCs by 2015 as compared to that existed in 2005. Significant increase is observed in
the number of CHCs in the States of Gujarat, Jharkhand, Kerala, Madhya Pradesh,
Odisha, Rajasthan, Tamil Nadu, Uttar Pradesh and West Bengal.
4.3.4 First Referral Units (FRUs)
An existing facility (District Hospital, Sub-divisional Hospital, Community Health
Centre etc.) can be declared a fully operational First Referral Unit (FRU) only if it is
equipped to provide round-the-clock services for emergency obstetric and New Born
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Care, in addition to all emergencies that any hospital is required to provide. It should be
noted that there are three critical determinants of a facility being declared as a FRU: i)
Emergency Obstetric Care including surgical interventions like caesarean sections; ii)
new-born care; and iii) blood storage facility on a 24-hour basis.
The following is the Three Tier Rural Health Care System in India:

Source:
india/

https://futurechallenges.org/local/the-frailty-of-rural-healthcare-system-in-

4.4 The National Rural Health Mission
The National Rural Health Mission (NRHM), now
under National Health Mission is an initiative
undertaken by the government of India to address the
health needs of under-served rural areas. Launched in
April 2005 by Indian Prime Minister Manmohan
Singh, the NRHM was initially tasked with
addressing the health needs of 18 states that had been
identified as having weak public health indicators.
The Union Cabinet headed by Dr.Manmohan
Singh vide its decision dated 1 May 2013, has
approved the launch of National Urban Health Mission (NUHM) as a Sub-mission of an
overarching National Health Mission (NHM), with National Rural Health mission
(NRHM) being the other Sub-mission of National Health Mission.
Under the NRHM, the Empowered Action Group (EAG) States as well as North Eastern
States, Jammu and Kashmir and Himachal Pradesh have been given special focus. The
thrust of the mission is on establishing a fully functional, community owned,
decentralized health delivery system with inter-sectoral convergence at all levels, to
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ensure simultaneous action on a wide range of determinants of health such as water,
sanitation, education, nutrition, social and gender equality. Institutional integration
within the fragmented health sector was expected to provide a focus on outcomes,
measured against Indian Public Health Standards for all health facilities.
As per the 12th Plan document of the Planning Commission, the flagship programme of
NRHM will be strengthened under the umbrella of National Health Mission. The focus
on covering rural areas and rural population will continue along with up scaling of
NRHM to include non-communicable diseases and expanding health coverage to urban
areas. Accordingly, the Union Cabinet, in May 2013, has approved the launch of
National Urban Health Mission (NUHM) as a sub-mission of an overarching National
Health Mission (NHM), with National Rural Health Mission (NRHM) being the other
sub-mission of the National Health Mission.
4.4.1 Aims of NRHM
i) To provide accessible, affordable, accountable effective and reliable primary
health care facilities, especially, to the poor and vulnerable sections of the
population.
ii) To bridging the gap in Rural Health Care services through creation of a cadre of
Accredited Social Health Activists (ASHA) and improved hospital care,
decentralization of programme to district level to improve intra and intersectoral convergence and utilisation of resources,
iii) To provide overarching umbrella to the existing programmes of health and
family welfare including Malaria, Blindness, Iodine deficiency, Filaria, Kala
Azar, TB, Leprosy and rural Disease Surveillance.
4.4.2 Initiatives under NRHM
a. Accredited Social Health Activists
Community Health volunteers called Accredited Social Health Activists (ASHAs)
have been engaged under the mission for establishing a link between the community
and the health system. ASHA is the first port of call for any health related demands
of deprived sections of the population, especially women and children, who find it
difficult to access health services in rural areas. ASHA Programme is expanding
across States and has particularly been successful in bringing people back to Public
Health System and has increased the utilization of outpatient services, diagnostic
facilities, institutional deliveries and inpatient care.
b. Rogi Kalyan Samiti (Patient Welfare Committee) / Hospital Management
Society
The Rogi Kalyan Samiti (Patient Welfare Committee) / Hospital Management
Society is a management structure that acts as a group of trustees for the hospitals to
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manage the affairs of the hospital. Financial assistance is provided to these
Committees through untied fund to undertake activities for patient welfare.
c. Untied Grants to Sub-Centres
Untied Grants to Sub-Centers have been used to fund grass-root improvements in
health care. Some examples include :
• Improved

d.

e.

f.

g.

h.

i.

j.

efficacy of Auxiliary Nurse Midwives (ANMs) in the field that can now
undertake better antenatal care and other health care services.
• Village Health Sanitation and Nutrition Committees (VHSNC) have used untied
grants to increase their involvement in their local communities to address the needs
of poor households and children.
Health care contractors
NRHM has provided health care contractors to underserved areas, and has been
involved in training to expand the skill set of doctors at strategically located facilities
identified by the states. Similarly, due importance is given to capacity building of
nursing staff and auxiliary workers such as ANMs. NHM also supports co-location
of AYUSH services in Health facilities such as PHCs, CHCs and District Hospitals.
Janani Suraksha Yojana (JSY)
JSY aims to reduce maternal mortality among pregnant women by encouraging them
to deliver in government health facilities. Under the scheme cash assistance is
provided to eligible pregnant women for giving birth in a government health facility.
Large scale demand side financing under the Janani Suraksha Yojana (JSY) has
brought poor households to public sector health facilities on a scale never witnessed
before.
National Mobile Medical Units (NMMUs)
Many un-served areas have been covered through National Mobile Medical Units
(NMMUs).
National Ambulance Services
Free ambulance services are provided in every nook and corner of the country
connected with a toll free number and reaches within 30 minutes of the call.
Janani Shishu Suraksha Karyakram (JSSK)
As part of recent initiatives and further moving in the direction of universal
healthcare, Janani Shishu Suraksha Karyakarm (JSSK) was introduced to provide
free to and fro transport, free drugs, free diagnostic, free blood, free diet to pregnant
women who come for delivery in public health institutions and sick infants up to one
year.
Rashtriya Bal Swasthya Karyakram (RBSK)
A Child Health Screening and Early Intervention Services has been launched in
February 2013 to screen diseases specific to childhood, developmental delays,
disabilities, birth defects and deficiencies. The initiative will cover about 27 crore
children between 0–18 years of age and also provide free treatment including surgery
for health problems diagnosed under this initiative.
Mother and Child Health Wings (MCH Wings)
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With a focus to reduce maternal and child mortality, dedicated Mother and Child
Health Wings with 100/50/30 bed capacity have been sanctioned in high case load
district hospitals and CHCs which would create additional beds for mothers and
children.
k. Free Drugs and Free Diagnostic Service
A new initiative is launched under the National Health Mission to provide Free
Drugs Service and Free Diagnostic Service with a motive to lower the out of pocket
expenditure on health.
l. District Hospital and Knowledge Center (DHKC)
As a new initiative District Hospitals are being strengthened to provide Multispecialty health care including dialysis care, intensive cardiac care, cancer treatment,
mental illness, emergency medical and trauma care etc. These hospitals would act as
the knowledge support for clinical care in facilities below it through a tele-medicine
center located in the district headquarters and also developed as centers for training
of paramedics and nurses.
m. National Iron+ Initiative
The National Iron+ Initiative is an attempt to look at Iron Deficiency Anaemia in
which beneficiaries will receive iron and folic acid supplementation irrespective of
their Iron/Hb status. This initiative will bring together existing programmes (IFA
supplementation for: pregnant and lactating women and; children in the age group of
6–60 months) and introduce new age groups.
4.4.3 Significance of NRHM
It is important to note that in rural areas:
1. Infectious diseases continue to be a major cause of death and disease.
2. Many of such infectious diseases are preventable.
3. Malnutrition still continues to be a major cause of disease and death.
4. Deaths from famines, floods and other natural calamities have decreased.
5. Small pox has been eradicated.
6. The incidence of diseases like cholera and malaria have shown decline.
7. Vaccination programmes have provided some protection bringing down the
prevalence of certain vaccine preventable diseases.
8. Morbidity and mortality among women continues to be higher than among men.
9. Neglect of the girl child, its poor health and poor nutritional status are prevalent.
10. Adverse sex ratio, 933 females per 1,000 males (2001 census), is alarming.
11. Prevalence of underweight children below the age of 3 years is 24% in rural areas
against 21% in urban areas is equally alarming.
12.Only 33.5% of deliveries are attended by trained personnel in rural areas in
comparison to 73.5% in urban areas.
It is more than evident that the health situation in rural areas continues to be far from
satisfactory and it results in major draw-back in developmental work. The National
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Rural Health Mission (NRHM) is the Key instrument of intervention by the Central
Government. The goal is to establish a fully functional, community owned,
decentralized health delivery system.
462,000 Associated Social Health Activists (ASHAs) and link workers have been
trained and are in place. 177, 924 village Health and Sanitation committees are
functional. 323 district hospitals have been taken up for upgradation. Ambitious goals
have been set for 2008-09 to increase the allocation for NRHM to Rs. 12,050 crore.

4.5 Integrated Child Development Services
Integrated
Child
Development
Services (ICDS)
is
an Indian
government welfare programme which provides food, preschool education, and primary
healthcare to children under 6 years of age and their mothers. These services are
provided from Anganwadi centres established mainly in rural areas and staffed with
frontline workers. In addition to fighting malnutrition and ill health, the programme is
also intended to combat gender inequality by providing girls the same resources as boys.
A 2005 study found that the ICDS programme was not particularly effective in reducing
malnutrition, largely because of implementation problems and because the poorest
states had received the least coverage and
funding. During the 2012–13 fiscal year,
the Indian central government spent ₹159
billion (US$2.4 billion) on the programme.
The widespread network of ICDS has an
important role in combating malnutrition
especially for children of weaker groups.
4.5.1 Background of ICDS
Majority of children in India have underprivileged childhoods starting from birth.
The infant mortality rate of Indian children is 44 and the under-five mortality rate is 93
and 25% of newborn children are underweight among other nutritional, immunization
and educational deficiencies of children in India. Figures for India are substantially
worse than the country average. ICDS was launched in 1975 in accordance to
the National Policy for Children in India. Over the years it has grown into one of the
largest integrated family and community welfare schemes in the world. Given its
effectiveness over the last few decades, Government of India has committed towards
ensuring universal availability of the programme.
4.5.2 Objectives
The predefined objectives of ICDS are
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1. To raise the health and nutritional level of poor Indian children below 6 years of
age.
2. To create a base for proper mental, physical and social development of children
in India.
3. To reduce instances of mortality, malnutrition and school dropouts among
Indian children.
4. To coordinate activities of policy formulation and implementation among all
departments of various ministries involved in the different government
programmes and schemes aimed at child development across India.
5. To provide health and nutritional information and education to mothers of young
children to enhance child rearing capabilities of mothers in the country of India.
6. To provide nutritional food to the mothers of young children & also at the time
of pregnancy period.
4.5.3 Scope of services
The following services are sponsored under ICDS to help achieve its objectives:
Immunization
Supplementary nutrition
Health check- up
Referral services
Pre-school non formal
education
Nutrition and Health
information

•

Immunization of infants protects children from six vaccine preventable
diseases, viz. Poliomyelitis, Diphtheria, Pertussis, Tetanus, Tuberculosis and
Measles. These diseases are major and preventable causes of child mortality,
disability, morbidity and related malnutrition. Pregnant women are immunised
against Tetanus, which reduces chances of maternal and neonatal mortality. The
services of immunisation, health check-up and referral services are provided
through the public health infrastructure, i.e. Health Sub-Centre, Primary Health
Centre and Community Health Centre, as these are the joint responsibility of
ICDS and the Ministry of Health and Family Welfare. Immunisation services are
delivered by the Ministry of Health and Family Welfare under its Reproductive

Odisha State Open University

Page 85

Child Health (RCH) Programme. The AWW assists the health functionaries in
coverage of the target population for immunisation. She helps in the organisation
of fixed day immunisation sessions. She maintains immunisation records of
ICDS beneficiaries and follows up to ensure full coverage.
• Supplementary Nutrition: It includes supplementary feeding (supplement to
the daily diet of beneficiary to be consumed at AWC) and growth monitoring;
prevention against vitamin A deficiency and control of nutritional anemia. To
provide supplementary nutrition all families in the community are surveyed to
identify children below the age of 6 and pregnant & nursing mothers (up to six
months of nursing). Supplementary feeding support is provided for 300 days in a
year. By providing supplementary feeding, the Anganwadi attempts to bridge the
protein energy gap between the recommended dietary allowance and average
dietary intake of children and women. For growth monitoring, children below
the age of 3 are weighed once a month and children 3-6 years of age are weighed
every quarter. Weight-for-age growth cards are also maintained for all children
below 6 years. This helps to detect growth faltering and helps in assessing
nutritional status of the child and if the child is malnourished, the grade of
malnutrition. If the malnutrition is mild (Grades I and II), the mother is advised
on the food and other health care requirements of the child. For severely
malnourished children, they are given special supplementary feeding and
referred to Health Sub-Centres, Primary Health Centres as and when required.
The nature and type of food under supplementary nutrition programme varies
from state to state. It usually consists of a hot meal, containing a varied
combination of pulses, cereals, oil, vegetables and sugar. Some states provide
ready-to-eat meals containing some basic ingredients. There is flexibility in
selection of food items to respond to local needs. Supplementary Nutrition
Programme (SNP) also provides a crucial opportunity to counsel pregnant
women enabling utilisation of key services, i.e. antenatal care, iron folic acid
supplementation and improved care, adequate extra care from family and rest
during pregnancy. Special care is also taken to reach children below the age of 2
years, and to encourage parents and siblings to either take ration home or to
bring them to the Anganwadi for supplementary feeding.
• Health Check-up: It includes health care of children less than six years of age,
antenatal care of expectant mothers and postnatal care of nursing mothers. These
services are provided by the ANM, Medical Officers In-charge of Health SubCentres and Primary Health Centres under the RCH programme of the Ministry
of Health and Family Welfare. Health services include regular health check-ups,
recording of weights, immunisation, management of malnutrition, treatment of
diarrhoea, deworming and distribution of simple medicines, etc. At the
Anganwadi, children, adolescent girls, pregnant women and nursing mothers are
examined at regular intervals by the Lady Health Visitor (LHV) and Auxiliary
Nurse Midwife (ANM) who diagnose minor ailments and distribute simple
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medicines. They provide a link between the village and the Primary Health Care
Sub-Centre.
• Referral Services: During health check-ups and growth monitoring, sick or
malnourished children, who are in need of prompt medical attention, are referred
to the Primary Health Centre or its sub-centre by AWW. The AWW has also
been oriented to detect disabilities in young children. She enlists all such cases
and refers them to the ANM and Medical Officer in charge of the Primary
Health Centre/ Sub-centre. These cases referred by the AWW are to be attended
by health functionaries on a priority basis.
• Nutrition and Health Education: NHE has the long-term goal of capacity
building of women in the age group of 15-45 years so that they can look after
their own health, nutrition and development needs as well as that of their
children and families. The main objective of education in nutrition is to help
individual to establish food habits and practices that are consistent with the
nutritional needs of the body and adapted to the cultural pattern and food
resources of the area in which they live. NHE comprises basic health, nutrition
and development information related to childcare and development, infant
feeding practices, utilisation of health services, family planning and
environmental sanitation, maternal nutrition, ante-natal care, prevention and
management of diarrhoea, acute respiratory infections and other common
infections of children. NHE is delivered through inter-personal contact and
discussion and involves the following services/activities which are discussed at
these meetings: Services for children - taking care and monitoring of child’s
growth, timely immunisation , knowledge about breast feeding, colostrum
feeding, treatment of diarrhoea/minor illness, not to provide home-made
medicine during illness, preparation of nutritious food/feeding practices,
importance of education of the child, about cleanliness and hygiene, preparation
of oral dehydration solution, care of severely malnourished children. Services
for Mother - About immunisation during pregnancy, about institutional delivery,
about feeding practices during pregnancy and lactating period, about correct
posture during pregnancy, correct posture during breast feeding, about self care
& health, about diseases illness, about nipple hygiene, purification of water to
mothers and adolescent girls, small family norms, etc.
4.5.4

Implementation

For nutritional purposes ICDS provides 300 kilocalories (with 8-10 grams of protein) every
day to every child below 6 years of age. For adolescent girls it is up to 500 kilo calories with
up to 25 grams of protein every day. The services of Immunisation, Health Check-up and
Referral Services delivered through Public Health Infrastructure under the Ministry of
Health and Family Welfare. UNICEFhas provided essential supplies for the ICDS scheme
since 1975.[9] World Bank has also assisted with the financial and technical support for the
programme. The scheme is centrally sponsored with the state governments contributing
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up to ₹1.00 per day per child.

Furthermore, in 2008, the GOI adopted the World Health Organization standards for
measuring and monitoring the child growth and development, both for the ICDS and
the National Rural Health Mission (NRHM). These standards were developed by WHO
through an intensive study of six developing countries since 1997. They are known as
New WHO Child Growth Standard and measure of physical growth, nutritional status
and motor development of children from birth to 5 years age.

4.5.5 Impact of ICDS
By end of 2010, the programme is claiming to reach 80.6 lakh expectant and lactating
mothers along with 3.93 crore children (under 6 years of age). There are 6,719
operational projects with 1,241,749 operational Aanganwadi centres. Several positive
benefits of the programme have been documented and reported
•

•

A study in states of Tamil Nadu, Andhra Pradesh and Karnataka demonstrated
significant improvement in the mental and social development of all children
irrespective of their gender.
A 1992 study of National Institute of Public Cooperation and Child
Development confirmed improvements in birth-weight and infant mortality of
Indian children along with improved immunization and nutrition.

However, World Bank has also highlighted certain key shortcomings of the programme
including inability to target the girl child improvements, participation of wealthier
children more than the poorer children and lowest level of funding for the poorest and
the most undernourished states of India.

4.5.6 Organisation of ICDS
Organisation of ICDS is at five different levels i.e. Central Level, state/Union Territory
Level, District Level, Block Level and Village Level.
a) At the Central Level, The Department of Women and Child
Development within the Human Resource Development Ministry is the
nodal department, responsible for budgetary control and implementation
of the programme.
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b) At the State Level, the secretary of the Department of Women and Child
Development, Social Welfare, Health, Rural Development, Community
Development, Tribal Welfare or any other nodal department designated
by the state government is responsible for the implementation of the
programme within the state. At the state level ICDS cells have been set
up to monitor the programme. Within the state, the administration of
ICDS is decentralised at the district, block and village levels, and
Anganwadi Centre.
c) At the District Level, the district officer (Collector/District Development
and Programme Officer/Deputy Commissioner) is responsible for
coordination and implementation of the scheme. The administrative unit
of the ICDS within the districts is called an ICDS project. An ICDS
project covers a community development block in a rural area, a tribal
development block in a tribal area, and a group of slums in an urban area.
Districts having five or more ICDS projects have ICDS monitoring cells.
d) At the Block level, the Child Development Project Officer (CDPO) is in
overall charge of implementing the programme at the block level. Each
block has, on an average 100 AWC. To facilitate supervision, the block
is further divided into 4-5 circles depending upon the number of AWC;
each circle has a Supervisor and who monitors between 20-25 AWC and
who reports to the CDPO. In large rural and tribal blocks, an Additional
Child Development Project Officer (ACDPO) is also recruited who
forms the link between the supervisors and the CDPO and assists the
CDPO in day-to-day functioning and field visits.
e) At the village level, the package of health, nutrition and educational
services are provided at the Anganwadi centre (AWC) located in the
village or urban slum area the programme serves. Anganwadi literally
means “courtyard.” AWC is the focal point for ICDS service delivery
that normally operates daily for four hours except Sundays and holidays.
The Anganwadi worker (AWW), a woman, is the key functionary of
ICDS at the grassroots level. AWW is a voluntary worker and paid an
honorarium of Rs 1,500 per month, usually recruited from within the
local community. She is assisted by an Anganwadi helper (AWH)2 who
receives a monthly honorarium of Rs 750. Neither the AWW nor her
helper is a regular government employee.
In carrying out her health related tasks, the AWW receives support from health officials
of local primary health centres (PHC) and sub-centres. Each block has at least one
Primary Health Centre (PHC) and Sub Centre (SC). Health officials at PHCs and SCs
include Medical Officer (MO), Lady Health Visitor (LHV), Auxiliary Nurse Midwife
(ANM), and female health workers. The MO along with a Health Assistant looks after
the implementation of the health component. LHV and ANM conduct regular health
check-ups of children, adolescent girls and pregnant and nursing women at the AWC,
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diagnose minor ailments and, if needed, provide basic medicines. These health officials
along with AWW and AWH help in delivering three services of the ICDS programme
i.e. immunisation, health check-up and referral services. In this process, two separate
government departments – Health and Child Development – work together under the
ICDS programme to achieve holistic development of children and maternal health and
nutrition. The core department functionaries working under ICDS are as follows:
District programme officer, child development project officer, supervisor who
supervises various AWC, the AWW at each AWC level and the AWH who assist the
AWW in the functioning of the AWC.
Check Your Progress I
Note: a) Use the space provided for your answers.
b) Check your answers with the possible answers provided at the end of this unit.
1) What are policy level neglects in rural health care sector
Ans.
________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________

2) Discuss the components of ICDS.
Ans.
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________

4.6 Let Us Sum Up
•

The majority of rural deaths, which are preventable, are due to infections and
communicable, parasitic and respiratory diseases. Infectious diseases dominate
the morbidity pattern in rural areas (40% rural: 23.5% urban). Waterborne
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•

•

•

infections, which account for about 80% of sickness in India, make every fourth
person dying of such diseases in the world, an Indian. Annually, 1.5 million
deaths and loss of 73 million workdays are attributed to waterborne diseases.
Negligence at policy level intervention has been a perennial problem for rural
India. The difference between rural and urban indiactors of health status and the
wide interstate disparity in health status are well known. Clearly the urban rural
differentials are substantial and range from childhood and go on increasing the
gap as one grows up to 5 years
The National Rural Health Mission (NRHM), now under National Health
Mission is an initiative undertaken by the government of India to address the
health needs of under-served rural areas. Launched in April 2005 by Indian
Prime Minister Manmohan Singh, the NRHM was initially tasked with
addressing the health needs of 18 states that had been identified as having weak
public health indicators.
Integrated
Child
Development
Services (ICDS)
is
an Indian
government welfare programme which provides food, preschool education,
and primary healthcare to children under 6 years of age and their mothers.

4.7 Keywords
PHC: Primary Health Centres
CHC: Community Health Centres
NRHM: National Rural Health Mission
ICDS: Integrated Child Development Services
Immunization: Immunization is the process whereby a person is made immune or
resistant to an infectious disease, typically by the administration of a vaccine. Vaccines
stimulate the body's own immune system to protect the person against subsequent
infection or disease.
Nutrition: Nutrition is the science that interprets the interaction of nutrients and other
substances in food in relation to maintenance, growth, reproduction, health and disease
of an organism. It includes food intake, absorption, assimilation, biosynthesis,
catabolism and excretion
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4.9 Check Your Progress – Possible Answers

i) Inappropriate
Inequality and inadequacy
Inadequate public expenditure
Commercialization of health
ii) Immunization
Supplementary nutrition
Health check up
Referral services
Non formal pres school education
Health and Nutrition Information
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