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Street Children in India

Street children -

Hungry, tired,

Piteous children -

Looking for a place to sleep

Street children -

Roaming the streets at night

Sleeping in barrows and bins,

Longing for a home and a bed

Street children -

Children living in poverty

Eating any scraps,

No one picks and chooses

Street children





- C. Dipanjali, 2nd Grade





          (Vidyodaya, India)

Background

YUVA has been working with street children for many years. Over the last few years the interactions with this group made them realize the need for formulating “Guidelines for Comprehensive Health Services for Street Children in Mumbai City”.
Why these guidelines  
· YUVA’s experience has been that just institutionalizing street children will not rehabilitate and mainstream them. There is a need to engage in empowerment processes with the children on the streets to support themselves.

· This led us to initiate the formation of Self Help Groups with street children across the city of Mumbai. 

· While discussing the health issues from all 27 SHGs formed among street children a need for a separate policy of street children was felt. 
· Over 50% of our interventions through CHILDLINE are related to health issues, calling for a guidelines for comprehensive health services for street children in , considering the largely indifferent outlook of the government health system towards this population.

· Meanwhile, our interventions through CHILDLINE have helped us to document the experiences of the street population in the city of Mumbai in the form of detailed case studies. 

· The Self Help Groups have also helped us more easily integrate the street population and their concerns into the children's organization of BASS.  
· Many times in our staff meeting the issues of negligence & refusal of street children in public hospital were discussed and the above needs comes up

· In the past negotiation was done with Nair hospital successfully that can be replicated in other public hospitals.
· We very strongly feels that population on the street is on high risk as far as medical issues are concerned.  

In this report, an attempt towards developing comprehensive guidelines for health services for street children in Mumbai city has been made. Attempts were made to use approaches involving all the actors involved in the delivery of health services to the street child, i.e. public health facility staff, private care providers, NGOs, policy makers, and street children themselves. Review of government policies and programmes aimed at health and nutrition, labour, education, housing, protection, survival, etc, were also conducted. The report has been prepared by using results of both quantitative and qualitative surveys at community level. Attempts were also made to understand the issues of service providers in ensuring the reach of health services to the street children. Two workshops were held with various stakeholders (NGOs, Preventive & Social Medicine Department of Municipal Hospitals, Street Children and Medical Personnel) where the preliminary findings of the report were shared and feedback was received.
For this report, the definition of street child is as per the UNICEF definition and the definition of child is as per mentioned in UNCRC.
The recommendations for the guidelines towards comprehensive health services for street children in this report are in the context of area of Mumbai Metropolitan Region Development Authority (MMRDA).
Probable Value of the Report

The report would be an informative document for all the other actors who are involved in providing and/or advocating provision of quality and affordable health services to street children in Mumbai. The following section details to value to each constituency:

a. State Government: This report should be seen by the State Government of how the various schemes aimed at improving the health of street children could be implemented in a city like Mumbai. It can also assist state-policy makers in prioritizing the resources as per need for this particular vulnerable community.

b. MCGM: This report should be seen as an objective analysis of the existing programming of various health issues related to street children, various government provisions to ensure their health, problems at service provider levels and NGO interventions. It will be of value in several aspects:

1. Assist lawmakers in allocating funds to priority areas

2. Provide insight to those responsible for programming in terms of areas of improvement

3. Increase the MCGM public health department’s reach towards provision of health services to street children.
4. Intimate the top-level management as to the priority areas in various departments regarding street children’s health issues.
c. NGOs: Non-Governmental Organizations working in Mumbai are working to provide health care to street children that are the responsibility of MCGM and State Government. This report can help bring the three groups together fostering partnerships in much-needed areas. NGO’s could use the report to highlight the need for health services for street children living in the city. 
d. Donors: With Corporate Social Responsibility representing the progressive era of charitable giving, it is important for donors to also be aware of the issues that are effecting the communities that benefit from their time, money, and resources.

e. Citizens: In a city like Mumbai, the average citizen doesn’t think about street children at all. This report will make the citizens aware of the health issues faced by street children and also provide some level of information on how they could be involved in ensuring that street children receive their rights in terms of healthcare. Those who are active in various Area Local Bodies could ensure the needs of such children to be taken care of in their planning efforts.
f. Medical Students, Physicians, and Health Professionals: Most of the medical professionals are unaware of the plight of these street children. The various issues faced by the street child would enable these care-givers to understand the social, mental and economic backgrounds of these children which might be helpful in their assessments and provision of care. Some of them interested in understand the health issues in much more detail could pick up relevant aspects for further research.  
g. Media: The media could now work in tandem with the MCGM and NGOs to ensure that health rights of street children are met. 
Overall, the report provides an in-depth analysis of the existing programs, challenges, and issues related to health of street children. Most of the government policies fail to incorporate in detail the issues that are specific to these children and this document could act as a guide for improving planning and implementation efforts. This report clearly understands that the street is no place for the child and it is the failure of the state’s system that results in the child being on the streets. For such children, the various recommendations listed could provide the implementing agencies, the government and the NGOs, regarding the needs and probable areas of intervention.
Guidelines for Comprehensive Health Services for Street Children  

I. Rights of street child, women and homeless population

A. Rights of Street Child
1. Ensuring that all agencies at Central, State and Municipal Levels concerned with the child of the nation are geared towards recognition of provision and availability of health,   nutrition, development, survival and protection services to the street child as a fundamental right, as enshrined in various international and national commitments; and constitutional and legal provisions.

Action Steps:

- 
Sensitizing all government personnel regarding rights of street child.

-
All government agencies (names of agencies) concerned with street child should compile list of all international and national commitment; and constitutional and legal provisions. This list in the form of booklets should be available at each agency office.
- 
All department heads from Central to Municipal levels should undergo training on the aspects of human rights. These trainings should be imparted as part of continuous learning process.
- 
Responsibility of department heads to impart training and knowledge to all lower-level staffs.
- 
Related policies should be displayed in prominence in various offices.

- 
Recognize that the streets are no place for a child, and a child ending up on the streets is a failure of the government machinery.

Measures for Success: Government department staff working with street children having knowledge about street children rights.
B. Rights of Women

1. Ensuring that all agencies at Central, State and Municipal Levels associated with the provision and availability of health and nutrition services to women, recognise it as a fundamental right, as enshrined in various international and national commitments; and constitutional and legal provisions.

Action Steps

- 
All government agencies concerned with women should compile list of all international and national commitment; and constitutional and legal provisions. This list in the form of booklets should be available at each agency office.

- 
All department heads from Central to Municipal levels should undergo training on the aspects of human rights. These trainings should be imparted as part of continuous learning process.

- 
Responsibility of department heads to impart training and knowledge to all lower-level staffs.

- 
Related policies should be displayed in prominence in various offices.

Measures for Success: Government department staff concerned with women welfare having knowledge about street children rights.

C. Rights of Homeless Population (especially women and children)
1. Ensuring the availability of adequate and cheap housing facilities for homeless populations, as mentioned in various government policies. 

Action Steps
· Conduct Baseline Surveys of homeless population at city-level.

· Encourage homeless populations to return to their respective villages and towns. Ensure their rehabilitation and employment.
· For those who want to stay back in the city, allocate minimum area of low-cost housing.
Measure of success: End-live survey to be conducted.The gap between baseline and end-live survey should be minimal. 

II. Surveys of vulnerable populations

A. Conducting nation-wide, state-wide and city-wide surveys towards mapping of street children.

Action Steps

· Use of government funds from MWCD and Integrated Programme for Street Children to conduct surveys.
· Include the head-count survey in the current census preparation.

· Encourage participation of NGOs who have long history of working with street children for such surveys.

· For Mumbai, invite organisations such as International Institute of Population Sciences (IIPS), Deonar, to conduct these surveys. 

· Ensure dissemination of results to government, NGOs and general citizens.

Measures of Success: Census Report on Street Children in Mumbai. 
III. Definition of Street Child

A. Defining the “street child” in the context of the city.

Action Steps

· Government agencies to understand through focus-group discussions, surveys, and meeting with experts and NGOs, on reasons for children ending up on streets in Mumbai.
· Results of surveys to be utilized to define the street child in the context of Mumbai city.
· This operational definition to be used for planning implementation programmes aimed at improving health of street children.

Measures of Success: Operational definition for street children in Mumbai city, similar to those of efforts done at Ho Chi Minh City, in Vietnam.
IV. Budgetary provisions towards street child 
A. Enhancing budgetary provisions towards street child at National Level 

Action Steps

· Increase revenue income to translate into increased social sector allocations, including the street child.
· MWCD to ensure the allocations necessary to implement all policies and programmes at central, state and municipal levels are made available.
· MWCD to ensure the transfer of such funds to state levels.
· Improved child budget impact studies at central level.

Measures of Success: Child budgeting exercise, in terms of allocative efficiency to understand the allocations.
B. Enhancing budgetary provisions towards street child at State Level.
Action Steps

· Dept of WCD at State Level to ensure availability of funds as allocated by Central Department.
· Enhance efficiency in transfer of these funds to respective departments.
· Conduct regular monitoring of expenditure of funds.

· Implement “Child Budgeting” Cells at State Levels.

Measures of Success: Child budgeting exercise at State Level, in terms of allocative efficiency to understand the allocations.
C. Ensuring budgetary provisions availability to street child at city-level

Action Steps

· Appointment of Coordinator at City-Level within DWCD to ensure allocation and implementation of resources for street children at Mumbai city.

· Coordinator to enhance efficiency in transfer of such funds at all departmental levels who interact with street children.
· Identify child leaders at community level to monitor the receipt of funds according to various programmes.
· Implement “Child Budgeting” Cells at City-Levels. 

· Improved allocation of budget towards primary care, and prevention care, rather than curative care, as per NHP-2002 guidelines.

Measures of Success: Appointment of child leaders among street children, and feedback from such child leaders. 
D. Conducting impact evaluations of budgetary provisions at city-level for programmes aimed at street children.
Action Steps

· Create monitoring and evaluation parameters of budgetary allocations at city-level.
· Appointment of Ombudsman, similar to countries such as Sweden and Finland, who can be approached, in case allocations are inadequate or not done in proper fashion.

· Resources to be provided to conduct such impact evaluations by state and NGO agencies.

Measures of Success: Preparation of monitoring and evaluation parameters, appointment of ombudsman, resources provided for conducting evaluation, and impact evaluation report.
V. Existing Government Policies and Programmes aimed at Street Children

A. Ensuring implementation of government policies and programmes aimed at street children at city-level. 
Action Steps

- 
DWCD to appoint City-Level Coordinator to oversee implementation of government policies and programmes aimed at street children.

- 
Details of such programmes to be displayed at DWCD web-site
- 
Involvement of members of civil society, academics from social work and members from street child populations for overseeing implementation.
- 
Implementation of Child Development Policy, 2002 at Maharashtra State, as per guidelines.

- 
Adoption of Integrated Child Protection Scheme by Maharashtra State.

Measures of success: Report from body of civil society, academicians and street member populations.
VI. Social Security of Street Children, Women on Streets, and Homeless Populations.
A. Social Security for Street Children

Action Steps

· Include provision of social security, in terms of health, life, disability, medical, employment, and housing, for street children.
· Establishment of kiosks at main railway and bus stations, public health facilities, shelters of NGOs, and numerous points in the city, to issue I-cards for street children.

· Information such as age, sex, thumb-print, and photograph details of street children to be maintained at central database.

· This information to be made available at all levels of government offices, including public hospitals and UHPs, using existing National Informatics Center (NIC) network.
· Dissemination of social security scheme for street children to be disseminated widely among government machinery, street children and NGO staff.

· Availability of institutional care, either by government or government-supported NGOs, for all street children till 18 years of age.

· Compulsory availability of institutional care, for street children less than 6 years of age, under Shishu Greh Scheme.

Measures of success: Number of issue of I-cards and online database information of street children.
B. Social Security for Women on Streets, and Homeless Populations
Action Steps

· Inclusion of homeless populations into BPL population list.

· Attempts to be made to include women on streets with current government financial protection schemes, such as JSY and XI Five-Year Plans.

· Social Security Schemes, in terms of health, life, disability, medical, employment, and housing, to be provided to all homeless populations.

· Information such as age, sex, thumb-print, and photograph details of homeless population to be maintained at central database.

· This information to be made available at all levels of government offices, including public hospitals and UHPs, using existing National Informatics Center (NIC) network.

· Dissemination of social security scheme for homeless populations, including women, to be disseminated widely among government machinery, street children and NGO staff.

· Availability of crèches for children of working women, living on pavements etc, under Rajiv Gandhi Crèches for Working Women and Bal Greh Scheme.

· Extension of NREGS scheme to cover urban poor populations to improve their economic status.

Measures of success: Review of database.
VII. Availability, Accessibility, and Affordability of Health Services for Street Children and Women on Streets.

 A. Availability, Accessibility, and Affordability of Health Services for Street Children
Action Steps

· Abolition of user fees at all levels of public health facilities for street children.

· Improved pediatric facilities at urban health posts and availability of services for 12 hours during day-time.
· Separate counters for children at all public health facilities.
· Improved signages at all public health facilities.

· Availability of service executive to facilitate movement of street children in all secondary and tertiary public health facilities.
· One-window clearance for all emergencies, OPD and hospitalization for street children in all secondary and tertiary public health facilities.

· CHILDLINE facilities, to be converted to a 2-way communication facility, i.e. between street child-to-NGO and NGO-to-hospital, to facilitate speedy admissions in case of emergency cases.

· Involvement of JAPU personnel at public hospitals to monitor OPD and admission facilities of street children.

· Availability of counselors for support during hospitalization and emergency admissions of street children at all secondary and tertiary public hospitals.
· Display of public health facilities available in the area at each railway station.
· Station Master of each railway station to coordinate transfers to public health facilities during accidents involving street children.

· Availability of ambulances outside each railway station to transfer all accident victims, including street children.
· Establish proper referral mechanisms between UHPs and Tertiary Care facilities.

· Availability of proper after-care facilities for street children needing such care.

· Display of Patient Rights at each public and private health facility.

· Incentives to private care providers, such as tax rebates etc, for providing quality medical services to street children.
· Availability of outreach services through ANMs attached to street children at each ward.

· Good behavior by both medical and non-medical personnel dealing with street children at all health facilities, including private and public.

· Establishment of “child-friendly” facilities in public health facilities, such as low registration counters, availability of lifts, dedicated child-care facilities, and trained child-care medical personnel.

· Compulsory Accreditation of Private Health Facilities, providing women and child care services, as per guidelines in BNHRA and National Accreditation Board for Healthcare Organizations (NABH).

· Provision of Comprehensive Healthcare for street children.

· Integration of mental health services at all levels of care, especially at primary-level facilities.

· Encourage reach of barefoot doctors such as “Bal Doctors” of YUVA, to improve availability of primary healthcare such as first-aid, health education etc.

· Increase focus on preventive and promotive care of street children by public health facilities, rather than curative care.

· Abolition of payment of bribes to any health personnel by street children visiting public health facility.

Measures of success: Street children satisfied with quality of care available, through information collected through discussions and patient satisfaction surveys. 
B. Availability, Accessibility and Affordability of Health Services for Homeless Populations, including women
Action Steps

· Abolition of user fees for homeless populations, including women, as per guidelines for BPL populations.

· Availability of outreach services through UHPs for homeless populations at each ward.

· Ward-level committees as per 74th CAA to map homeless populations in each ward and ensure availability of health services to these populations.
· Display of patient rights in each public and private health facility as mentioned in BNHRA.

· Proper referral mechanisms between UHPs and higher levels of public health facilities.

· Good behavior by both medical and non-medical medical staff, in both public and private health facilities.

· Improved obstetric services at public health facilities.

· Availability of maternal entitlements as per mentioned in XI Five-Year Plan.

Measures of success: Users satisfaction surveys showing improvement. 
VIII. Availability, Accessibility and Affordability of Nutrition Services for Street Children and Women on Streets

A. Availability, Accessibility and Affordability of Nutrition Services for Street Children

Action Steps
· AWW to conduct surveys every 6 months to include street children for coverage under ICDS programme.

· Inclusion of street children above 6 years in Post Anganwadi/ICDS programmes, as mentioned in Integrated Programme for Street Children.
· Availability of second AWW in each Anganwadi center, as per guidelines, and training to be conducted to deal with street children issues.
· Monitoring of nutritional health of street children at regular basis.

Measures of success: Improved inclusion of street children in ICDS programmes resulting in improved nutrition health.
B. Availability, Accessibility and Affordability of Nutrition Services for Women on Streets 

Action Steps

· AWW to conduct surveys every 6 months to include pregnant women or women with children less than 6 years age under ICDS programme.

· Inclusion of children of pavement dwellers above 6 years in Post Anganwadi/ICDS programmes, as mentioned in Integrated Programme for Street Children.

· Availability of second AWW in each Anganwadi center, as per guidelines, and training to be conducted to deal with issues related to women on streets and their children. 

· Encourage and ensure visits to health facility for ANC check-ups.

· AWW to provide health education for pregnant women.
· Health education on Infant and Young Child Feeding (IYCF) practices for all homeless women. 
· Inclusion of proper ECCE services through Anganwadi Centers.

· Expansion of Rajiv Gandhi National Creche Scheme for Working Women to include all working women, including those living on streets and pavements. 

Measures of success: Improved maternal and neonatal health among women on streets resulting in fewer morbidities and mortality among these populations.
IX. Access to quality education services to street children

A. Ensuring quality education services to street children

Action Steps

· Ensuring all children on the streets are enrolled in Non-Formal Education centers of SSA.
· Adoption of curriculum relevant to street children in these schools, such as human rights, good health and nutrition practices, vocational training etc.
· Stop outsourcing of inclusion of out-of-school children to NGOs; government should take responsibility of same.
· Ensure availability of resources at ward-level for education services, through present availability of increased resources through education cess.

· Inclusion of health and sex education at all levels of education involving street children, considering the special problems and habits of such children.
Measures of success: Improved number of street children enrolment in SSA-supported schools.
X. Well-being of street girls 
A. Ensuring health and nutrition of street girls. 

Action Steps

· Recognition by government of special needs of street girls in various programmes and policies of street children.
· Inclusion of all street girls in ICDS programmes.
· Convergence of Kishori Shakti Yojana (KSY) and National Programme for Adolescent Girls (NPAG) to provide nutritional and health services to street girls from 6 years-18 years.

· Ensuring enrolment of street girls in NFE of SSA-supported schools.
· Inclusion of health and sex education in syllabus keeping in mind the needs and issues related to street girls.

· Include all street girls under the “Conditional Cash Transfer Scheme for Girl Child” as mentioned in XI Five-Year Plan.

Measures of success: Improved health and nutrition levels of street girls.
XI. Prevention of Abuse among Street Children

A. Ensuring priority of abuse prevention among government policies and programmes aimed at street children.

Action Items

- 
Recognition of issue of Child Abuse among street children (both boys and girls) as stated in “Report on Child Abuse, 2007”.

- 
Adoption of ICPS programme in Maharashtra State.

- 
Implementation of District Protection Cells in Mumbai city as mentioned in ICPS.
-
Sensitizing police, medical, health personnel (AWW, ANM etc), NGO personnel regarding child abuse issues, especially among street children.

- 
Training on mental health issues, including abuse, among all public health personnel.

Measures of success: Improved child abuse indicators in subsequent reports on child abuse.

B. Creation of Special Centers for improved abuse reporting

Action Items

- 
Creation of Special JAPU units.
- 
Establishment of Special Hospital Cell at all public health facilities. 

- 
Availability of Trained Counselors at all times in secondary and tertiary public health facilities.

- 
Training of NGOs working with CHILDLINE regarding street child abuse issues.

Measures of success: Utilisation of street children of these facilities, and improved referrals to public health facilities for counseling.

C. Strict enforcement of law among offenders of abuse with street children.

Action Items

· Accept child statements regarding abuse as per JJ Act, 2000, in the court of law.
· Speedy trials for sex offenders with street children.

· Strict punishment meted out to abusers among street children, including police personnel.

· Strict implementation of Acts related to illegal human trafficking for sexual purposes.

· Increased media coverage of such events.

Measures of success: Decreased reporting of child abuse cases in subsequent reports on child abuse.

XII. Street Children with HIV/AIDS and Disabilities

Action Items
· Recognition of special needs of street children with HIV/AIDS and Disabilities.
· Availability of institutional care, medicines and disability aids for such children.

· Special Vocational Training for children with disabilities.

· Disability benefits, in terms of allocation of employment in government, for street youth with disabilities, as mentioned in People with Disabilities Act (PWD) Act, 1994.
· Access to special schools for such children.

Measure of success: Increased enrolment of children with HIV/AIDS in VCTC centers and benefits reaching street children with disabilities, through monitoring reports.

XIII. Substance Abuse among Street Children

Action Items
· Need for creation of “Street educators” to tackle substance abuse among street children, as per WHO guidelines on substance abuse.

· Ban sale of tobacco products, gutka, liquor, beer, whitener solutions, industrial glue, petrol, etc to all children less than 18 years of age.
· Strict punishment to those who sell above products to children less than 18 years of age.

· Stricter enforcement of laws related to drug trafficking.

· Establishment of de-addiction and rehabilitation protocols at public and NGO centers dealing with substance abuse among street children.

· Ensure proper rehabilitation of street children addicted to substances and ensure speedy passage back to institutions or shelters, for sustained recovery.

· Availability of professional counselors to deal with such children at all tertiary public health facilities.

· Provision of training of para-professionals to deal with such cases, and deployment of such personnel at primary and secondary public health facilities and NGOs.

· Creation of “Bal Sadak Doctors” to discourage street children to resort to drugs and identify deviant cases. 

Measures of success: Monitoring reports by para-professionals showing decrease in number of street children 
XIV. Child Participation
A. Ensuring focus on child in government programmes and policies

Action Steps

· Recognition of “child” as an important entity during all development planning process of government.
· Appointment of Child Commissions at Central, State and Municipal Levels.

· Creation of “child-friendly” clusters at ward-level, including recognition of street children in that area. 

Measures of success: Appointment of all necessary personnel and overseeing parameters established.
B. Encouraging child participation in monitoring and evaluation of health and related services.

Action Steps

· Encouraging child participation through provision of education on rights and government policies.
· Involve street children in planning and implementation process of all child-related government schemes and programmes.

· Conduct regular meetings with street children to understand their needs and issues.

· Creation of “Child Committees” to provide report cards for government such as health, education, nutrition etc.

Measures of success: Increased child participation in various government committees.
XV. Rehabilitation of street children and women on streets
A. Encouraging rehabilitation of street children

Action Steps

· Deployment of police, and counselors at main railway and bus stations to identify and encourage runaway children to return to their homes.

· Encourage support to NGOs working in repatriation and rehabilitation efforts of runaway children.

· Facilitate home-placement of runaway children.

· For children refusing for home-placement, establish admissions to shelters or institutions.

Measures of Success: Decreased numbers of children on streets of the city is future surveys.
XVI. Participation and support of NGOs

A. Ensuring participation and support of NGOs

Action Steps

· Government to support NGOs working with street children.

· Provision of ‘Best NGO Award’ conducting commendable home-placement services of children ending on streets on city.
· Involvement of NGO personnel in various planning and implementation process of government schemes for street children.

· Government to support documentation of best practices of NGOs and encourage adoption of models by other organisations.

· Support to NGOs having outreach services where current government services are unable to reach street children.
Measures of Success: Improved coverage of NGO services of street children in the city.
XVII. Involvement of Private Sector

A. Ensuring Public-Private-Community Participation

Action Steps

· Corporate Sector, through CSR initiatives, to extend support to street children programs of government and NGOs.
· Private sector, to provide apart from financial resources, skills such as IT, financial, human resource management, monitoring, etc, to both government and NGOs to improve the quality of services being provided to street children.

· Encourage participations from private, public and community (NGOs, street children, pavement dwellers, etc) for improved programmes.

Measures of Success: Increased corporate participation in various street children activities.
XVIII. Training and sensitization of health personnel working with street children

A. Training and sensitization of public health personnel

Action Steps

· Exposure to street child health issues during training of medical and nursing students.

· Conducting refresher courses related to street children for all in-service personnel.
· Medical Ethics to be given priority in medical and nursing education.
· Training on street health issues to AWW, USHAs etc.

Measures of Success: Improved behavior towards street children during their interactions with public health delivery systems.
B. Training and sensitization of NGO personnel

Action Steps

· Exposure to street child health issues during training and refresher courses for NGO personnel.

· Sensitizing NGO personnel regarding education about health issues to street children to build their confidence and encourage usage of health services on their own.
· Knowledge about various government schemes and programmes aimed at improving health of street children.

Measures of Success: Number of such trainings conducted and increased usage of public health facilities by street children themselves.
C. Training and sensitization of other government personnel 

Action Steps

· Encourage training of government personnel, such as police, IAS officers, etc, regarding street child issues.


Measures of Success: Number of government personnel trained.
XIX. Monitoring and Evaluation of Health Services for Street Children and Women on Streets

A. Monitoring and Evaluation of Public Health Services

Action Steps

· Establishment of Health Committees, consisting of government, NGO, street children and women on streets, for monitoring quality and coverage of health services, at all levels of care, to these populations.

· Government support in terms of availability of resources to conduct such monitoring and evaluation activities.

· Follow-up Activities by relevant Government departments, based on reports of Health Committees.

Measures of Success: Impact evaluation reports every 6 months showing improvement in reach and quality of services provided.
B. Monitoring and Evaluation of NGO Services working with street children
Action Steps

· Establishment of Working Committees, comprising of government, other NGOs, street children and women on streets, for monitoring quality and coverage of health services, provided by various NGOs in the city.

· Government support to be available and utilized for conducting such social accounting and audit activities of NGOs.

· Encouragement of NGOs conducting better work, through increased financial resources support from government.

Measures of Success: Increase in number of NGOs conducting good work who are receiving increased financial support from government.
XX. Involvement of General Public in Health Activities of Street Children

A. Increasing awareness about issues related to street children among general public.

Action Steps

· Sensitizing street children issues through media articles.

· Encourage interaction sessions of street children with general public, through facilitating community meetings.

· Encourage visits of street children to offices and places of work of general public for improved interaction. 
· Student exchange programmes of private and public schools with street children.

Measures of Success: Number of interaction sessions and student exchange programmes conducted.
B. Involving general public to work towards improving health issues of street children.

Action Steps

· Encourage reporting of injury, accidents, substance abuse, illness, etc, of street children by general public.

· Increased marketing of CHILDLINE facilities and 1098 among general public.

· Medical students, social work students and management students to be given extra points in their academic work for volunteering for street children activities.

Measures of Success: Increase in number of cases reported by general public and increase in number of medical and social work personnel working with street children.
XXI. Convergence and Inter-Sectoral Coordination of Programmes related to Street Children and Homeless Populations
Action Steps
· Establishment of Child Commission at City-Level comprising all State Secretaries of all relevant departments, such as Education, Health, Women and Child Development, Social Justice and Empowerment, Labour, etc.

· Establish proper inter-sectoral coordination parameters among various departments with regards to implementation of programs, sharing of financial resources, etc.

· Adoption of ICPS, Child Development Policy (2002), in Maharashtra State.

Measures for success: Improved coordinated activities towards street children activities.

XXII. Labour Issues with Street Children

Action Steps
· Abolishment of child labour in hazardous industries.

· Encourage children to enroll in schools.

· Strict punishment meted out to employers employing street children less than 18 years of age.

· Discouragement of street children exploitation by police personnel and railway station masters for lifting up dead bodies off roads and railway tracks.

Measures of success: Increased enrolment of street children in schools.

I. Introduction 
The reality of the street child is the vicious face of poverty, sickness and exploitation. The sad thing about this is, that those who bear it are innocent, lonely and frightened young children.
The phenomenon of street children has come into existence because of the interplay between a medley of factors such as industrialization, migration from rural to urban areas, poverty, a dearth of opportunities for education, broken families, cruelty and abuse, neglect, natural calamities, etc. All these have led to an escalation in the number of children running away from their homes or being left to fend for themselves. Some of the children have reported to have been displaced as a result of development projects, like the Subarnarekha Irrigation Project which began in 1982 with a World Bank loan of $127 million ( Public Interest Research Group, 1994) A 1992 UNICEF study of street children in Bombay observed that the large-scale migration of families from rural to urban areas has resulted in severe overcrowding, degrading work conditions, homelessness, deprivation of basic services and appalling living conditions in the city. Yet, to return to the village means starvation: to remain in the city means possible survival at least physically (D’Lima & Gosalia, 1992). D’Souza (2004) has tried to incorporate all the associated factors in the street children’s phenomenon in Mumbai. The diagram below illustrates the forces (macroscopic, mesoscopic and microscopic) that seem uncontrollable and which perpetuate and consequently produce street-living patterns in children.
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Fig 1: The Street Child Phenomenon-An Inverted Reality

The United Nations Children’s Fund (UNICEF) estimated in 2002 that there are more than 100 million children and youth who live and work on the streets in the developing world. The number of street children in India is difficult to estimate but UNICEF, on the basis of two studies on working children in Delhi in the late 1980s, estimated that 25 percent of the working children were street children (UNICEF, 1988). The total number of working children in urban India was estimated at 44 million by the Operation Research Group-Baroda in 1983. Thus, as per UNICEF’s calculations currently there are approximately 11 million street children in India (considering that the population of India increases by eighteen to twenty million people per year, the number of street children in India in 2007 would be significantly higher than twenty-five million). However, the organization itself considers this estimation to be conservative in the context of growing number of street children in the metropolitan cities of India (Phllips WSK, 1994). In India, a large concentration of street children is seen in the six metropolitan cities of Mumbai, Kolkata, Chennai, Kanpur, Bangalore and Hyderabad. In 1996, Human Rights Watch (HRW) reported that there were at least eighteen million street children in urban

India. India is thought to have the largest population of street children in the world and this figure expected to increase as the country’s population escalates. Agrawal (1999) estimated that India has nearly 20 million street children (approximately 7% of the child population).  According to the UNDP (1993) India has the largest population of street children in the world. It is estimated that there are 100,000 to 125,000 street children each in Mumbai, Kolkata and Delhi, with 45,000 in Bangalore.
The typical age of a street child varies from place to place. As per the WHO, in developing countries children as young as eight live completely on their own, whereas in developed countries, street children are usually over the age of twelve.
Street children are not usually counted, nor subject to census; so their exact numbers are not known (West A, 2003). The other challenges lie with varied definitions among government policies with regards to definition of “child” and also among civil society organisations regarding what constitutes a “street child” (whether to include children living with parents but are on streets, homeless children and so on). Ennew (1994) states categorically: “Neither UNICEF nor the ILO can give reliable or verifiable figures for the number of working children worldwide, including street children. A basic reason for the lack of accurate figures is that no one can agree on definitions. [Numbers] are often cited at the beginning of reports and descriptions of street and working children, but they have no validity or basis in fact”.  In India, surveys conducted by government such as census surveys have bypassed the street children. Few attempts have been made by various NGOs and social scientists which provide rough but conservative estimates. YUVA, Mumbai, in the past had attempted to conduct a headcount of the exact number of street children using the “tattoo technique” but there were issues of double counting since many street children used to rub off the “tattoo” and were counted again (P.C: Mr Santosh Damale, YUVA). In a city like Mumbai where the street children are based in various pockets such as railway platforms, near railway stations; temples and mosques, derelict buildings etc, there is need for a “Census” or a “Head-count” for the exact numbers. There needs a government support to conduct such a survey, since any government programmes and policies will be invariably based on the number of beneficiaries.
Classification of Street Children
Although the term “street children” passed into common use in the 1990s, the term was used in reference to urban centers in Europe as early as the 19th century. The meaning and definition of “street children” is contested among academics, policymakers, practitioners, politicians, and the general public. Individuals and groups have their own preferred definition. These different definitions are important for several reasons. For policymakers and practitioners, the meanings given to “street children” define their response in terms of the law, its implementation, and services provided. The United Nations has developed its own definition of street children: "any girl or boy . . . for whom the street in the widest sense of the word, including unoccupied dwellings, wasteland, and so on, has become his or her habitual abode and/or source of livelihood, and who is inadequately protected, supervised, or directed by responsible adults" (Inter-NGO, 1994) Keen (1989) has proposed the following definition: "A street child is regarded as one who has run away from home and is living on the streets apart from any adult supervision or care" (p. 11). Cosgrove (1990) has emphasized the degree of family involvement and the amount of deviant behavior: a street child is "any individual under the age of eighteen whose behavior is predominantly at variance with community norms, and whose primary support for his/her developmental needs is not a family or family substitute”. A recent report (Schurink W & Mathye M, 1993) by the Human Sciences Research Council (HSRC) of South Africa has put forward the following definition: "A street child is any girl or boy who is under the age of eighteen and who has left his/her home environment part time or permanently (because of problems at home and/or in school, or to try to alleviate those problems) and who spends most of his/her time unsupervised on the street as part of a subculture of children who live an unprotected communal life and who depend on themselves and each other, and not on an adult, for the provision of physical and emotional needs, such as food, clothing, nurturance, direction and socialization". 

It is not easy to define the category of street children, as not all street children are alike. The first globally accepted definition of street children was defined by UNICEF. Based on the relationship with its family, UNICEF (1988) distinguishes between three categories of street children, namely:
1. Children on the Street: Forming the largest category, these are largely working children who have homes; most return to their families at the end of the day. 

2. Children of the Street: These children are a group who has chosen the street as their home and it is there that they seek shelter, livelihood, and companionship. They have occasional or rare contacts with their families. 

3. Abandoned Children: These children have no contact with their families. They are entirely on their own, not only for material survival but also even for emotional and psychological support. They include orphans, runaways and lost or destitute children. Often these children are also referred to as "nowhere" children because they may not be traceable.
Aptekar (2004) points out that UNICEF’s definition does not explain the experiences that bring many children to the street today. For example, it does not include children who have been war or disaster victims, children with AIDS or who are orphaned because of AIDS, and many complex situations which force children to be on streets. He has identified three major problems with the UNICEF definition. 

1) The use of the term on and of the street becomes confusing as many children frequently move between the street and their homes depending upon such practical factors as weather conditions, family dynamics, availability of friends on the street and comparative economic conditions of the home and the street. 

2) Many children rather than being abandoned, leave home in a measured manner, initially staying away for a night or two, then step by step spending more time away from home. It is often observed that families of the street children possess a wide variety of competencies and children are gradually initiated to life on the street as a strategy to cope with extreme poverty.

3) The UNICEF definition does not contain gender specific information. Street boys and Street girls cannot be referred to by a common term as street children. The predominance of street boys worldwide and especially in developing countries is particularly important. Girls began street life much later than boys, usually not before 10 years of age. Street boys and street girls relate to their families of origin differently. Boys usually remain connected with their families and contribute to family income. The street girls in contrast have more difficult and distant relationship with their families of origin.
When we look at these three gaps identified by Aptekar, it is observed that most of these observations are applicable in cases of street children in Mumbai. In case of children moving between ‘of and on the street’, it becomes necessary for the children to move in some kind of shelter- either provided by the family or by the agency only during monsoon. After monsoon, for nearly 8 months, it is easily possible to survive on the streets and they keep on moving in and out of the shelter.

One realizes that the concept of street children is loosely defined by social workers, policymakers and child activists in India. It therefore becomes even more difficult to estimate their numbers and plan programs for them. A close look at the objectives and target groups covered by the street children’s organizations in Mumbai reveals that each organization defines street children according to their perception of needy and vulnerable children (Ferguson K M et al, 2005). Many of them do not differentiate among children with and without family support and contact; children of the families staying on the streets or pavements or in slums; or children who have left home to come to Mumbai from another part of India, or even from other bordering countries, such as Bangladesh. The fact that these children are staying on the streets, working there, or socializing with peers on the streets, makes them eligible for receiving services in most cases. It is worth noting that the children of all the three categories go through hardships of life and face some common problems like disturbed emotional relationship with the adult world, a negative self- image, social stigma, violence, exploitation and uncertain future.
There needs a definition of the street child in the context of Mumbai, since various government policies and programmes, with subsequent services provisions, will be planned keeping the definitional issues in mind. Various countries have attempted to define the “street child” depending on the contextual situation of the street children (See Box 1)

	Box 1: Definitions or Categories of Street Children
In 1994, the National Children’s Committee in Mongolia organized a national conference on street children, involving representatives from Parliament, the Ministry of Science and Education, Juvenile Police Department, Juvenile Prison, the Aimag Centers for Children, as well as the United Nations Children’s Fund (UNICEF) and Save the Children, United Kingdom (UK). The conference adopted three categories of street children:

i) children who work on the streets during the day, but who maintain links with the family and who usually return to their homes in the evening;

ii) children who have some contact with their families, but who spend most of their time on the streets, especially during warm seasons; and

iii) children who have lost contact with their families and live permanently on the street.

Accounts of street children in Mongolia, and especially by the external press, generally focus on children in the last category. These are the children who, because of Mongolia’s harsh climate, live or sleep underground, in tunnels and access points to urban heating systems (“manholes”), or in the entrances and basements of apartment buildings or other shelters. The health of such children is obviously at risk, given the lack of sanitation and access to water, as well as generally poor diets. Reports indicate that “There is a high risk of contracting sexually transmitted diseases” or “the children survive through

marginal and illegal activities, stealing, begging, prostitution and doing odd jobs, and face violence, abuse and aggression from the police, from drunks” and also from their peers. The general public in Mongolia, however, would include all three categories as “street children.” (West A & Tungalag, 2002) 
In Vietnam a notion of “real street children” pervades either academic and informal definitions or categorizations. In Ho Chi Minh City, the work of Tim Bond in the early 1990s (Bond T, 1999) and the tripartite categorization of street children that he devised, had enormous and lasting influence. The classification scheme is as follows:

Category A: children who have left home and family, or have no home or family, and who sleep on the street;

Category B: children who sleep on the street with their family or guardian; and

Category C: children who have a family or guardian and (generally) sleep at home.

These categories appear to have influenced most subsequent work in Viet Nam, including service provision, which often focuses on or otherwise targets one particular category of children. Commonly, the children in category A are seen as “real” street children, reinforcing popular notions of street children as victims “rather than as competent social actors, vulnerable but not passive.” (West A, 2000) 
In Uzbekistan, four different categorizations are employed:

i) straightforward orphans who have never been in the custody of the State;

ii) residents of children’s homes who only return to such shelters to sleep;

iii) children living with parents or close relatives, but who often lead antisocial lifestyles;

iv) children with relatives, but who have run away from home because of poverty or cruel treatment (from villages or towns in the regions) and also children who have escaped from children’s homes (Tahlil, 2002) 


Definition of a Child

The UN Convention on the Rights of the Child, which India has ratified, defines children as persons below the age of 18 years.
However, in India there is no one definition for a ‘child’. The Census of India defines children as being below the age of 14 years. Social scientists include females in the age-group 15-19 years under the category of ‘girl-child’. 
The legal conception of a child tends to vary. While the age of majority is 18 years for girls and 21 years for boys, under the Indian Majority Act a child is defined differently for different purposes under various other laws, as seen below: 
a) Criminal law: Indian Penal Code - Nothing is an offence, which is done by a child under the age of 7. The age of criminal responsibility is raised to 12 years if the child is found to have not attained the ability to understand the nature and consequences of his/her act. Attainment of 16 years of age for a girl is necessary for giving sexual consent, which is not less than 15 years in case she is married. 
b) Juvenile Justice Act, 1986 (a new law was passed in Parliament in 2001)- A juvenile is a child who has not completed the age of 16, in the case of a boy, or the age of 18 in the case of a girl. 

c) Child Marriage Restraint Act, 1929- A child is a person who, if male, has not completed 21 years of age and, if female, has not completed 18 years of age. 
d) Apprentices Act, 1961- A person qualifies to be engaged as an apprentice only if he is not less than 14 years of age. 
e) Factories Act, 1948- A child below 14 years of age is not allowed to work in any factory. 

f) Labour (Prohibition and Regulation) Act, 1966- A child is a person who has not completed 14 years of age. 
g) Army headquarters regulations|- The age of recruitment into the Indian army is between 16 and 25 years of age. 

h) Indian Contract Act, 1870- A person below the age of 18 has no capacity to enter into a contract.

For the purposes of this report, the term “street children” would refer to children less than 18 years age while street youth would refer to those between 18 and 22 years of age who share conditions similar to those below 18 years.
Street Children and Mumbai City

Most of the children ending up on Mumbai’s streets usually arrive through the crowded thoroughfare of Mumbai CST, Bombay Central and Dadar Railway Stations. These children are usually those who travel across states and end up in this city. Most children from outside the city also end up in the bus stations of Thane, and Kalyan.
Once these children reach the city, there are a few people waiting for them on the stations. The potters, the police, the good-for-nothings meddling around, they all have an eye on him. Some of them are, what Fr Placido Fonseca of Snehasadan calls, the “ child care takers”- the worst syndicate a child can run into. Nice ‘aunties’ or ‘uncles’ or even ‘street kids’ who approach the wide eye lost kid, befriend him, rob him and then induct him into the various trades they ply. The boy could be inducted into a group of thieves, or a begging racket, or be sold as bonded laborers in small scale units, or hotels. The girls might end up in brothels. A few of the ‘privileged’ ones might come in contact with one of the NGOs working in the platforms or railway/bus stations, who will then make attempts to encourage the child to go back home and in some cases they might be successful in doing so.
Socio-Demographic characteristics of street children in India and Mumbai city 

Rane (2004) based on her study throws a light on the characteristics of street children in India. The majority of street children are boys (65 to 82%). Street girls are not often visible and it is difficult to trace them. But they are the most vulnerable of street kids. A large number of them (40 per cent) belong to the age group of 11-15 years, followed by the age group of 6-10 years (almost one-third of the total street child population). In Calcutta and Hyderabad there are more children in the age group 6-10 years on the streets; while in Bombay and Bangalore the 11-15 age group figure high (40 per cent and 80 per cent respectively). Out of every ten street children in India, eight are found to be Hindus. Christians and Muslims constitute a negligible proportion of the total street children. Only the cities of Madras and Bangalore have street children from Christian communities, while street children belonging to the Muslim community are in substantial number in Bombay, Calcutta and Kanpur. Among the Hindu street children almost half belong to scheduled castes and scheduled tribes. Contrary to the prevalent belief most of the street children in the metropolitan cities of India are not without family support. Studies indicate that as high as 89.8 per cent live with their parents or other members of their family. 

Shelter Don Bosco, a NGO working for street children conducted a study on the migration patterns and demographic profile of street children in Mumbai (D’Souza Barnabe et al, 2002). It covered 1359 street children for whom the “street” was a “home” in every sense of the word i.e. these children had no roof over their heads, and no one whom they could call their own or belong to in the city of Mumbai. Findings of the study are as follows:
a) Figure 2: Place of Origin of the Street Children (Zones in India)

It can be seen from the figure below that a majority of children (56%) of children come to Mumbai from the West Zone areas i.e. of states of Maharashtra, Gujarat and Rajasthan, followed by North Zone (21%). . 
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North Zone
: 
Bihar, Delhi, Haryana, Jammu and Kashmir, Punjab, Uttaranchal, 


Uttar Pradesh
South Zone
:
Andhra Pradesh, Karnataka, Goa, Tamil Nadu, Kerala

East Zone  
:
Orissa, West Bengal, Assam, Tripura

West Zone
:
Gujarat, Maharashtra, Rajasthan

Central Zone
:
Madhya Pradesh
Outside India
: 
Nepal, Bangladesh 
b) Figure 3: State of Origin of the Street Children
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It is clearly seen that intra-state migration is the predominant form of entry to Mumbai city for most street children.  

c) Figure 4: Geographical Distribution of Street Children (Across Zones in Mumbai) 
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Mumbai North Zone
=
Khar to Virar



Kurla to Kalyan/Panvel

Mumbai Central Zone =
Mahalakshmi to Bandra




Parel to Chembur

Mumbai South Zone
=
Colaba to Mumbai Central




C.S.T to Byculla

It is worth noting that most street children are distributed in South and Central Zone where most NGOs working with street children are located. Very few NGOs are present in North Zone areas working with street children where 11% of them are located. 
d) Table 1: Places in Mumbai that Street Children Frequent

	Places in Mumbai
	Number of Street Children
	Percentage
	Places in Mumbai
	Number of Street Children
	Percentage

	C.S.T
	244
	18.35
	Juhu
	4 
	0.30

	Mahim
	127
	9.55
	Mahalakshmi
	4
	0.30

	Dadar
	121
	9.10
	Mulund
	4 
	0.30

	Wadala
	114
	8.57
	Cotton Green
	3
	0.23

	Bandra
	93
	7.00
	Dockyard Road
	3
	0.23

	Churchgate
	74
	5.56
	Goregaon
	3
	0.23

	Marine Lines
	60
	4.51
	Jogeshwari
	3
	0.23

	Borivili
	49
	3.68
	Kalwa
	3
	0.23

	Matunga
	49
	3.68
	Malad
	3
	0.23

	King Circle
	36
	2.71
	Thane
	3
	0.23

	Sandhurst Road
	36
	2.71
	Umerkhadi
	3
	0.23

	Mumbai Central
	34
	2.56
	Kandivili
	2
	0.15

	Reay Road
	24
	1.80
	Chunnabhatti
	2
	0.15

	Grant Road
	21
	1.59
	Currey Road
	2
	0.15

	Masjid
	21
	1.59
	Dahisar
	1
	0.07

	Colaba
	20
	1.50
	Dombivili
	1
	0.07

	Kurla
	18
	1.36
	Mira Road
	1
	0.07

	Byculla
	18
	1.36
	Nariman Point
	1
	0.07

	Andheri
	12
	0.90
	Nalasopara
	1
	0.07

	Haji Ali
	12
	0.90
	Santacruz
	1
	0.07

	Sion
	11
	0.83
	Thakurli
	1
	0.07

	Kalyan
	11
	0.83
	Tilak Nagar
	1
	0.07

	Ghatkopar
	11
	0.83
	Vashi
	1
	0.07

	Elphinstone Road
	11
	0.83
	Vikhroli
	1
	0.07

	Khar
	8
	0.60
	Worli
	1
	0.07

	Charni Road
	6
	0.45
	Bhayander
	1
	0.07

	Koliwada
	6
	0.45
	Any Footpath
	1
	0.07

	Parel
	6
	0.45
	Any vehicle
	1
	0.07

	Dharavi
	5
	0.38
	Anywhere
	1
	0.07

	Sewri
	5
	0.38
	Just arrived in Mumbai
	1
	0.07

	Vile Parle
	5
	0.38
	Missing information
	29
	2.18

	Govandi
	4
	0.30
	Total
	1330
	100.00


Chattrapathi Shivaji Terminus or CST forms a major area where most street children frequent. The glamour of being part of the bustling areas around CST, interactions with tourists and availability of local jobs attract the street children to these areas. In recent times, it is also noted that the frequent evictions by police personnel in the city has forced many street children to locate to far-flung areas such as Virar, Kalyan, Mira-Road etc. 
e) Figure 5: Age Distribution of Street Children
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Most street children fall in the 13-18 age group category, followed by street children of age-group of 9-12 years. It is also worth noting that children as young as 4 years are also seen on streets of Mumbai. There is also a minor percentage of street youth who are on streets.
f) Figure 6: Time Spent in Mumbai

[image: image12.emf]
Most street children have spent around 5-10 years in Mumbai city streets. It can be seen by various activities of NGOs as listed in Annexure I than very few of them are actually working towards repatriation of these children back to their homes.
g) Figure 7: Time spent on the streets
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A study (Railway Children, 2006) conducted over two days at Chhatrapati Shivaji Terminus (CST) revealed the following:
a) Around 221 children live inside and outside CST station.

b) Of the children who live inside CST station, 100% (n=58) are boys. 

c) Of the children who live outside the station, 83% (n=135) are boys and only 17% (n=28) are girls.

During the period Oct-Dec 2007, YUVA conducted a survey (See Annexure II ) of street children in Mumbai, some findings are provided below.
Table 2: Places frequented by Street Children in Mumbai City
	Places Visited 
	Frequency
	Places Visited 
	Frequency

	Data Not Available
	5
	Dadar Shanti Nagar
	7

	Kurla Station
	1
	Dadar station
	14

	Andheri
	1
	Dadar Station
	5

	Andheri Station
	1
	Goregaon
	1

	Bandra
	2
	Goregaon Check naka
	3

	Bandra station
	4
	Khar station
	1

	Bandra Station
	10
	Kurla
	1

	Borivli
	19
	Kurla Station
	3

	Borivli and Nalasopara
	1
	Mahim
	6

	Borivli Station
	7
	Malad
	1

	C.S.T.Station
	4
	Matunga
	1

	Church Gate
	1
	Mumbai Central
	9

	Dadar
	14
	Shelter
	1

	Dadar (w)
	1
	Station (Name not mentioned)
	4

	Total
	128


Source: Analysis of data of YUVA survey (author’s findings)
Table 3: Status of Street Child
	Status of Street Child
	Number

	Living alone on the streets
	33

	Living with family members
	40

	Living with other members of the street
	53

	Data not available
	02

	Total
	128


Most of the children were found living on the pavements along the streets. These children are usually on the streets for most part of the day, due to lack of living spaces. However, almost 40% of the children were found living alone on the streets, with only 6 % (n=5) street children who had family members living in the city.
Table 4: Age-group of Street Child

	Age-Group (in years)
	Number
	Percentage

	Less than 2 
	2
	1.56

	3-5 
	2
	1.56

	6-8 
	6
	4.68

	9-11 
	18
	14.06

	12-14 
	39
	30.46

	15-18 
	51
	39.84

	Data not available
	10
	7.81

	Total
	128
	100


Most of the children found on the streets were in the category of 15-18 years. This find is consistent with other studies (Rane, 2004 & D’souza 2002). It is worrying that children less than 6 years of age are found on the streets, of which some of them were less than 2 years. These could be children who were abandoned by parents or had lost their parents.  
Only 10% (n= 13) of the street children were found living for most part of the day with some shelter with NGOs. Most of them were found to be living near railway stations. Due to recent crackdowns by Mumbai Police on living on platforms very few children were found living on railway platforms. But, few children mentioned that they slept in areas such as near the sea on beaches or under the bridge exposing them to various hazards.


For sleeping, most street children preferred areas near the railway stations. Some of them had access to night shelters run by NGOs. Some street children are used to sleeping under railway bridges, which could result in deaths or accidents in case the child happens to fall below.
Issues related to street child labour
Street Children without familial support, work so as to be able to survive by retaining a sense of dignity. The income they earn helps them to survive. It is their essential homelessness and lack of monetary support from family members that forces them to work. Without the security of a family and a home, street children either have to depend on charity or work. Most street children, with their sense of pride and dignity abhor charity. A youth who was once on the streets as a child remarked, “I never begged for food, but found work or resorted to thieving to pay for food”.

Street Children and youth are forced to work to support the choices they have made to stay away from their families. This vulnerability leads to them being exploited in a variety of ways, by employers, the police and other actors.

The kind of work that street children engage in depends on their age as well as gender. This differentiation is captured in the following table:  
Table 5: Street children work profile as per age and gender

	Age

	Girls
	Boys

	8 yrs- 14 years

	· Begging
· Rag-picking

· Domestic work

· Commercial sex work
· Selling garlands or flower garlands
	· Begging
· Rag-picking

· Masonry work

· Collecting water bottles and newspaper

· Car Cleaning

	14 yrs- 18 yrs
	· Domestic work
· Commercial sex work

· Working in bars as bar girls
	· Rag-picking
· Collecting newspaper and water bottles

· Cleaning gutters

· Catering work

· Masonry work

· Hotel waiters

· Commercial sex work

· Car cleaning

· Boot polishing

· Catering work

· Carrying railway accident victims

· Drug peddling and delivery of alcohol

· Petty crime

· Masseurs

· Cleaning sewers

· Construction Labour

· Office work


Source: Minar Pimple & Kavita Krishnamoorthy, 2004
Many children in Dadar station were found working either as rag pickers or unlicensed “hamals”, by the author. These “hamals” were called on duty by the station master to pick up any dead body on the tracks. Protection gloves to cover hands were not provided. They were paid around Rs 100/- per body for the work. Most of the children were earning around Rs 80-100/- per day, but most of the earnings went into buying of whitener fluid (Author’s field visit findings). Street children earn anywhere between Rs 1000-2000 per month depending on the type and number of days of work. Most street children live for the day; hence many of them do not have much savings. At times of need, for example, for paying hospital fees or medicines, they either forgo or postpone treatment or resort to borrowings or begging.
Issues related to living standards of Street Children
As per UNICEF (2005) only 31% of children in India have adequate sanitation facilities. Street children will comprise a larger proportion due to their lack of housing and family support.

Most street children live near railway stations- under bridges, on platforms, on pavements and street corners, on market corners, under shop awnings, on beaches, at doorsteps of religious places of worship and in parks and gardens, and sometimes at their place of work. Transient walks by the author along major railway stations and through discussions with street children reiterate this fact. In the eyes of the law, almost all of these are public spaces which are not to be used for living. As a result, street children are regularly harassed, beaten; street girls are sexually abused, and driven out of their places of stay by the custodians of the law-the police. 

They have no access to clean, potable water and depend on the taps on the railway stations and other public places and broken pipelines. Public washrooms are used but may often are unhygienic. Even if they do have a bath, having no place to store their clothes often means that they look dirty and unkempt. For street girls, changing when they have their menstrual periods poses its own problems. The lack of proper sanitation facilities also means that these street children become more susceptible to skin ailments such as scabies and boils. 
According to “Study on Child Abuse: India 2007”, 63.1% (n=1462) of street children reported having access to municipal taps. Since street children live in urban and semi-urban areas, they had access to drinking water. However, they did not seem to have much access to sanitary places for defecation as a result of which majority of children (70.6%) were defecating on railway lines or road side ditches. Only 13.6% (n= 315) street children reported having access to public toilets. A surprising 5.1% (n= 118) of children actually reported using a pay and use toilet. One of the primary causes of poor health and poor quality of life among street children is lack of hygienic toilet facilities. Not only does open defecation pollute the environment, there is a loss of self esteem in open defecation, not to speak of poor hygiene leading to unhealthy living conditions. The data further revealed that 50.8% (n= 1177) street children had access to municipal taps for bathing and washing clothes while 30% (n= 696) of them reported using ponds/lakes/rivers for these purposes. Also significant is the fact that 4.6% (n= 107) of the street children reported using pay-and-use bathrooms for this purpose.
The findings of YUVA survey (See Annexure I) done among 138 street children reveal that for bathing and ablution activities, most children mentioned that they frequented railway stations (such as railway sheds, Shulabh Shauchalayas etc). Very few street children used facilities available at shelters for such purposes.

Some street children have access to night shelters being provided by various NGOs. These night shelters provide a decent place for these children to sleep in the night, provide safe areas to keep their clothes and money, and also provide food in the night. Some NGOs provide day shelters for such children where they are provided with books, provided with tuitions, afternoon meals, and place to keep their clothes and money. A website review (www.karmayog.com) revealed around 24 such NGOs providing night and day shelters.

The number of such shelters being few in number; most street children end up living on the streets through day and night.

Nutritional issues of street children 
Street children buy food from roadside eateries where the food is cheap and lack nutrition. Children may also pick up food from the street-leftovers or vegetables and fruits at the wholesale market which may often be decayed. Most young street children and those addicted to drugs, resort to eating food in charity, begging and picking up waste food from dumps. The irregular eating habits and the non-nutritious nature of most foods that street children eat, added to their living and working environments, increase their susceptibility to various illnesses. 
The report “Study on Child Abuse: India 2007”, states that almost 66% (n= 1529) of street children reported living with their parents, it is surprising that only 58.8% (n= 1362) were provided food by them. What was significant was that almost 20% (n= 463) of street children bought their own food. For a child to buy his/her food at least three times a day, he/she must earn a minimum of 60 rupees every day, or else the child will go hungry. This goes to show that all these children have to work to earn this amount merely to survive, not to speak of other needs viz. clothes, medicines, etc., which are probably not met. 
A study was conducted by Butterflies, a Delhi-based non-governmental organisation, among children living in New Delhi railway station, Connaught Place, Kashmere Gate, Jama Masjid, Chandni Chowk, Fatehpuri, Kidwai Nagar and Karol Bagh. Based on this study, a report titled “Nutritional Status of Street and Working Children in Delhi” was released (http://www.hindu.com/2004/02/29/stories/2004022905860400.htm). Accessed on 12/12/2007). According to the report, with regards to street children, around 32 percent were found underweight, and 14 percent of them had Vitamin A deficiency. The report included the findings on bleeding gums as a result of vitamin C deficiency and 18 percent of them suffered from dental problems.  
Health Issues of Street Children
Health is a major issue for all people in poverty, and more so for street children.  In addition to the ailments and diseases associated with poverty, malnutrition, poor sanitation, inadequate shelter and lack of/inadequate access to preventive health and healthcare resources. These children have extremely low welfare, receive much less education, and are more exposed to health risks and prostitution, drug abuse, HIV infection, and crime (Ntozi, J PM, et al, 1999) 
Street Children, Poverty, Malnutrition and Health- In India, a population of around 360 million live on less than $ 1 per day; of whom, children constitute around 140 million (Ref: UNICEF, 2005). Poverty is the prime cause of the street children crisis. Poverty dumps a crowd of problems onto a street child. Not only do these problems cause suffering, but they also conspire to keep the child poor throughout his/her life. Street children are more vulnerable to poverty among most children groups (Akhter U et al, 2007)  
Poverty is perceived often as a major reason for children coming onto the street. Poverty may in turn have been caused by other factors, such as flood, drought, earthquake, or lack of state or other support in recovery efforts. Poverty also is caused by the shortage or loss of land, economic downturn, the closure of industries in transitional economies, and the use of unemployment to stabilize economies. Along with poverty, economic inequality has been shown to have a major impact on family health and to exacerbate family stresses, which often are manifested in domestic violence. Inequality also results in migration in search of opportunity believed to exist in urban areas inside or outside original countries of residence.

Consumption theory identifies income and the relative price of food as the chief determinants of individuals’ effective demand for food. Per-capita real income is hence one of the variables that should affect individuals’ ability to afford a quantitatively sufficient and qualitatively adequate diet (Svedberg P, 2006). Street Children being in the lowest rung in the income ladder do not have economic access to nutritious food at all times, leaving them hungry at most times. The irregular and poor intake of food makes them susceptible to minor illnesses such as fevers, colds, coughs, skin ailments, malaria, diarrhea and respiratory infections. Some street children resort to sniff glue to ward off hunger pangs and many use it as a substitute to regular food.
However, not all studies highlight the poverty hypothesis. Many studies seem to highlight the fact that street children are better off in terms of nutritional status when compared to children living with parents in slum areas. One thousand street children in Tegucigalpa, Honduras, were compared to an equal number of poor working children in the same city. The authors found that "second and third-degree malnutrition has so far been found only among the market children [working children living with their parents]; no such cases have yet been seen among the children of the street" (Wright J D, Witting M & Kaminsky D, 1993). Report by Butterflies (op. cit) brought a significant fact to light that street children who live on their own and don't share their earnings with their families eat better quality food than slum children who stay with their families. 

Street Children, Homelessness and Health- Most of the street children in India are exposed to dirt, smoke and other environmental hazards. They are constantly exposed to sun, rain and cold. Child mortality and morbidity (diarrhea in particular) have been associated with poor water quantity and quality, lack of sanitation and poor hygiene practices. The street child whether living and working on the streets or working (which in most cases are at hazardous jobs) is exposed to a whole lot of environmental hazards which impacts their health. Most street children since have no access to clean water end up using water at cleaning taps near railway tracks for bathing. But, this ritual of bathing is not frequent, as the author found that very few children had bath on a daily basis, with most children doing it on alternate days or once in a week, with few cases even once in two weeks. Having no place to keep their clothes, most street children continue wearing the dirty clothes till it is tattered or till they find a new one. For street girls, changing when they have their menstrual periods poses its own problems.
It is believed that lack of personal hygiene and unhygienic conditions overcrowding, inadequate treatment hot and humid conditions, sharing of towels/combs result in a broad spectrum of infective dermatoses like scabies, pediculosis, pyoderma, fungal, viral infection and leprosy etc. All these may lead to secondary infection, which could be very severe resulting in cellulitis and septicemia. Studies have identified that children are susceptible to skin infections. It is suspected that this group is at a higher risk of developing severe sequlae of these infections later in life like glomerulonephritis, infective endocarditis etc. Complicating the health status of the street children is the lack of knowledge and awareness regarding good hygienic practices, like regular bathing with clean water, changing of clothes etc. Study conducted among 121 street children living in a shelter revealed that infective dermatoses is a predominant skin disorder among street children (Mukerjee K, Quazi S Z & Gaidhane A, 2006). 
Street Children, Child Labour and Health (The author acknowledges source from YUVA’s work on child labour in Mumbai city in this section) – Street children try to eke out a livelihood all by themselves by taking up independent jobs to the best of their capacity. While the nature of work that street children do may vary, what they have in common is that they are often jobs that no one else would want to do, that they are inherently exploitative and that children have to share their earnings with the police or middleman. The railway stations in Mumbai-both suburban and long-distance- forms a pivot around which the life of the street child revolves. Some of the key occupations that street children engage in and its effects on their health, which are around the railway stations, are listed below:
i) Porters- Many “licensed” hamals use services of street boys of age group 14-18 years of age to carry passenger’s luggage, fish baskets, and lifting of dead bodies from railway tracks. There are no regular work timings and the street boys maybe required to be available from 4 am to 12 midnight, leading to exhaustion and sleep deprivation. In few instances, absence from work for lifting dead bodies has resulted in getting the temporary hamal licenses cancelled by the Station Master. Many street boys complain of back and muscle strain, causing joints, limbs and body pain. The lack of protective gloves for lifting dead bodies of accident victims off railway tracks results in skin infections and rashes.

ii) Shoe-shining- Shoe-shining is done by street boys, either by being stationed at one place, usually in the railway station or by traveling in long distance trains. Most street children are employed by people who have licenses. The constant exposure to the dust could lead to respiratory diseases like asthma and tuberculosis.

iii) Ticket-booking- In most trains there are unreserved compartments for which no prior reservation is needed. Street boys may stand in the queue made for the purpose or jump into the train as it arrives and ‘catch’ seats which are then sold to passengers. Accidents occur frequently when these boys try to jump into a moving train.

iv) Drug peddling and delivery of alcohol- Street boys, often themselves addicts, may retail drugs to customers. They are also forced by middlemen to sell drugs. Some children are also involved in delivering alcohol from the place it is distilled to the retailer. Often, street boys are bounded to the kantewalas (scrap collectors) who increase their dependence on him by paying them in drugs. The consequence of alcohol and drug use can impact mental and physical health of street children.   

v) Waste picking- The work-scrounging rubbish dumps, getting into gutters- involved dealing with a lot of filth and dirt, making the waste pickers susceptible to skin diseases like scabies and boils. Physical wounds caused by nails and broken glass pieces as well as dog and insect bites are common. The waste pickers are also more vulnerable to contracting other illnesses such as tuberculosis, malaria and respiratory problems. Scrounging for garbage with a sack loaded on their backs leads to pain in the back and legs. The inhumane and unbearable working conditions often push waste pickers into taking drugs or sniffing whitener fluids. They also have to put up with people’s disgust, which adversely affects their self-esteem and sense of self-worth.

vi) Catering- Working for caterers is a popular occupation amongst street boys and girls who are between 14-18 years. Street boys are involved in tasks such as dish washing, cutting vegetables, cooking, setting up the service counter, waiting at tables serving water and food, loading the goods in a vehicle, carrying goods to and fro etc. Street girls are involved in preparing puris and rotis. Working with water makes them susceptible to skin infections on hands and feet. They may also hurt themselves when cutting vegetables and can get burnt with boiling oil. Constant exposure to big gas burners used for cooking causes damage to the eyes. Carrying huge loads leads to back problems. 

vi) Petty crime- The struggle for survival and a hostile environment often leads street children to take to petty crime ranging from picking pockets to snatching chains to small-time robberies and organized group robberies. Most of the robberies take place after dusk and at night. If caught by the police or the general public, they are beaten up and may be imprisoned. If part of a gang, the boys run the risk of losing their lives if they part with information about other gang members.

vii) Begging- Begging is undertaken mostly by younger street children and girls at railway stations, near traffic signals etc. Pictures of women (who are pavement dwellers or live in slums) with small infants who are drugged to sleep to entice public to part with money is a common sight these days. The exposure to dust, vehicle smoke and noice can cause respiratory problems and hearing problems. The infant who is constantly drugged have risks of having physical and mental problems later in life or die young.

viii) Commercial Sex work- This is practiced both by girls as well as, by boys between 13-18 years of age. Boys provide sexual favors to cart pullers, older boys, local goons, homosexuals, foreign tourists etc. The aspect of forced sex among street children is debatable since few meetings with street children revealed that most street boys are known to ask for sexual favors with the prospects of earning some money. Among street boys this activity is prevalent during monsoons and in winter due to influx of Arabs and Europeans in respective seasons. Street children run the risk of contracting STDs, HIV/AIDS and other sexually transmitted diseases. In addition, wounds in the anal region; and problems in passing stools, and passing of blood, because of such wounds is common. If the child is younger, the damage to sexual organs can be more serious. Street girls may also get pregnant.   
ix) Masseur- Street boys may work as masseurs for massaging labourers, commercial sex workers etc. This is largely done on the beaches and public gardens. This may be a cover for other kind of work such as providing sexual favours for the clients. Younger boys are known to be sexually exploited. Physical beating and abuse is also common.
x) Cleaning sewers- While cleaning the sewers is the job of the local authority, people hired for the job subcontract it to street boys. In most instances street boys are forced to do such jobs. They are likely to contract infectious diseases especially skin diseases. In addition, the perception of this job being degrading, the street boys lose the respect of their peers as well as fall in their own self-esteem.

xi) Construction labour- Street boys may be hired by contractors for working on construction sites. The work mainly involves carrying bricks, mud, cement, and paint cans, and other forms of manual labour. Most of them end working for about 10 hours daily resulting in exhaustion and other forms of physical distress such as backache, body pains etc.
xii) Office work- Street boys who may have secured some education before coming onto the street may find employment as office boys. The work is often stressful with many employers resorting to scolding for minor mistakes, thus impacting the mental well-being.

xiii) Working in small restaurants, tea stalls etc- Street boys may work in small restaurants as waiters, cleaning and washing utensils etc, and may get food and accommodation. However, the work is tough and most times they end up working for 14 to 16 hours in a day. They are often beaten for small mistakes, sometime resulting in injuries and impacting their self-esteem.

xiv) Billboards and hoardings- Street boys of age group 14-18 years may be employed to put up hoardings and also are hired to guard bill-boards against robbery of the heavy-duty lights. The work of putting up hoardings may involve loading, unloading and raising up the bamboos for tying the hoardings. This work may result in accidents and physical strain. 
xiv) Hawking assistants- Street boys are often hired by hawkers or roadside stalls to call out the prices of the goods they sell. This is very strenuous and affects their throats and lungs. 

While the actual nature of work, wages and number of working hours may differ from occupation to occupation, some commonalities such as harassment- in the form of beatings, verbal abuse, and sexual abuse; and financial, physical and sexual exploitation, underlie all the work that street children engage in.

Street Children, Child Maltreatment, and Health- Child maltreatment refers to the physical and emotional mistreatment, sexual abuse, neglect and negligent treatment of children, as well as to their commercial or other exploitation. WHO defines child maltreatment as “all forms of physical and/or emotional ill-treatment, sexual abuse, neglect or negligent treatment or commercial or other exploitation, resulting in actual or potential harm to the child’s health, survival, development or dignity in the context of a relationship of responsibility, trust or power” ( WHO, 1999). Globally, child abuse constitutes four types of maltreatment: physical abuse, sexual abuse, emotional and psychological abuse, and neglect  (Neela Dabir & Nigudkar M, 2007) Child abuse is a violation of the basic human rights of a child and is an outcome of a set of inter-related familial, social, psychological and economic factors. The problem of child abuse and human rights violations is one of the most critical matters on the international human rights agenda. Although there is a dearth of data on the nature and magnitude of the incidence of child abuse in India, data on offences against children reported by the National Crime Records Bureau (NCRB) is the only authentic source to estimate the number of children in abusive situations. It is important to note here that the NCRB data is only indicative in nature as it is based on the reported cases. It is also an accepted fact that the majority of cases of child abuse go un-reported.
Table 6: Incidence of Crimes committed against children

	Sl No
	Crime Head
	Years
	Variation in 2005 over 2004

	
	
	2002
	2003
	2004
	2005
	

	1
	Rape
	2532
	2949
	3542
	4026
	13.7

	2
	Kidnapping & Abduction
	2322
	2571
	3196
	3518
	10.1

	3
	Procurement of Minor Girls
	124
	171
	205
	145
	29.3

	4.
	Selling of Girls for Prostitution
	5
	36
	19
	50
	163.2

	5. 
	Buying of Girls for Prostitution
	9
	24
	21
	28
	33.3

	6.
	Abetment of Suicide
	24
	25
	33
	43
	30.3

	7.
	Exposure and Abadonment
	644
	722
	715
	933
	30.5

	8
	Infanticide
	115
	103
	102
	108
	5.9

	9.
	Foeticide
	84
	57
	86
	86
	0

	10.
	Child Marriage Restraint Act
	112
	63
	93
	122
	31.2

	
	Total
	5972
	11633
	14423
	14975
	3.8


Source: Crime Records Bureau, Ministry of Home Affairs, Govt of India (2005), Govt of India

The above table indicates that between 2002 and 2005 there was a steep rise in the total number of crimes against children. 

As part of “Study on Child Abuse 2007” by DWCD around 2317 street children were covered which was 8.7% of total children respondents covered. Of these 55.28% were boys and the rest were girls. 
Certain findings of the report are mentioned below:
a) Boys and girls were being equally abused.

b) 66.8% of the street children reported physical abuse.

c) Children on the streets, children at work and children in institutions reported highest incidence of sexual assault.

d) Street children are exposed to various forms of emotional and psychological abuse such as humiliation.
Child abuse has serious physical and psycho-social consequences which adversely affect the health and overall well-being of a child.
Indian street children are routinely detained illegally, beaten and tortured and sometimes killed by police. Several factors contribute to this phenomenon: police perceptions of street children, widespread corruption and a culture of police violence, the inadequacy and non-implementation of legal safeguards, and the level of impunity that law enforcement officials enjoy. The police generally view street children as vagrants and criminals. Their proximity to a crime is considered reason enough to detain them. This abuse violates both Indian domestic law and international human rights standards.
A report by Human Rights Watch (1996) documents police abuse of Indian street children and deaths of children in police custody. It is based on investigations conducted in India during February and March 1995 and December and January 1995-96. This report was done through dialogue with more than one hundred street children, as well as representatives of nongovernmental organizations, social workers, human rights activists, human rights lawyers, and other individuals who work with street children in Bangalore, Bombay, Delhi, and Madras. Of the one hundred children interviewed, sixty complained of police abuse in the form of detentions, beatings, extortion, or verbal abuse. The report also detailed the deaths in custody of fifteen children from 1990 to 1994 and the death of one child in a remand home in 1996.

Ill health caused by child abuse forms a significant portion of the global burden of disease. Research has also highlighted important direct acute and long-term consequences (WHO, 2002) (see Box 2).
Box 2: Health Consequences of child abuse

	Health consequences of child abuse

	Physical

        Abdominal/thoracic injuries

        Brain injuries

        Bruises and welts

        Burns and scalds

         Central nervous system injuries

         Disability

         Fractures

         Lacerations and abrasions

         Ocular damage

	Sexual and reproductive

         Reproductive health problems

         Sexual dysfunction

         Sexually transmitted diseases, including HIV/AIDS

         Unwanted pregnancy

	Psychological and behavioural

        Alcohol and drug abuse

        Cognitive impairment

        Delinquent, violent and other risk-taking behaviours

        Depression and anxiety

        Developmental delays

        Eating and sleep disorders

        Feelings of shame and guilt

        Hyperactivity

        Poor relationships

        Poor school performance

        Poor self-esteem

        Post-traumatic stress disorder

        Psychosomatic disorders

        Suicidal behaviour and self-harm

	Other longer-term health consequences

       Cancer

       Chronic lung disease

       Fibromyalgia

       Irritable bowel syndrome

       Ischaemic heart disease

       Liver disease

       Reproductive health problems such as infertility



 Source: WHO, 2002
Street Children and Mental Health- The aspects of mental health assume significance especially for older street children. The years of living on the streets, repeated abuse, repeated experiences that erode their self-image and sense of self worth all add up to a feeling of hopelessness, meaninglessness and loss of direction, resulting in self-destructive behavior and, in more senior cases, suicide. Aptekar (1995) has argued that ideological discourse on family values and public order is contradicted by the very existence of street children and the criminal activities they sometimes use for survival. The brutality of street life and negative interactions with authorities may set into motion a process of primary and secondary deviance, with terrible consequences (Roux R, Smith le J, Sylvia C, 1998).  
World Health Report (2001) states that more than 40% of countries have no mental health policy, over 30% have no mental health programme and over 90% of countries have no mental health policy that includes children and adolescents. The National Health Policy-2002, states that mental health institutions are woefully deficient in physical infrastructure and trained manpower. With lack of country’s focus on mental health issues, the impact among street children is even more exacerbated since they rarely come in contact with public mental health systems, unless brought in by members of society or NGOs. As per estimates by Bapu Trust, an NGO working on mental health issues based in Pune, though the community need for mental services is high the services availability are low. There are 47 Mental Hospitals in India with just 4 in Maharashtra and a deficiency of psychiatrists stand around 78% in these hospitals.  
Street Children, Drugs and Substance Abuse, and Health- A study by the World Health Organisation (WHO) indicates that early onset and continued use of illicit substances is more likely to occur among young people from communities with poor social and economic indicators associated with low quality of life and low level of education (http://www.who.int/toh). Street children due to low education and economic levels have been found to be addicted to different substances-photocopying solution, glue, whitener solution, tobacco, pan masala to the more serious forms such as hashish, grass and brown sugar. A study by CWIN (Child Workers in Nepal Concerned Centre) (Dhital R, Gurung Y et al, 2002) of 1115 children at risk in five CWIN centers, reported that one-fifth of the children aged 5-17 years had taken alcohol, children taking tobacco constituted 38 percent. Gender difference in alcohol use was more pronounced (21% for boys and 12% for girls). An informal meeting conducted by the author with around 16 street children revealed the habit of consuming beer being high among older street children.

Studies have found that between 25% and 90% of street children use psychoactive substances of some kind. The harsh environments in which these street children live and the nature of their lifestyles make them vulnerable to drug abuse. This threatens their mental, physical, social and spiritual health. Most of these children use alcohol and other drugs. Intravenous drug users (IDUs) are at risk of contracting HIV and can pass it on to their sexual partners. Drug users are also more likely to engage in risky sexual behaviour. Most street children sniff glue or whitener fluid to ward off hunger pangs or beat living stress. Major part of their earnings is spent on such substances.
Street Children and HIV/AIDS- Very little data is available on street children living with HIV/AIDS in South Asia. The latest HIV/AIDS estimates prepared by UNICEF indicate that in 2005 there were 36,000 new infections among the children in South Asia less than 14 years old. Street children are vulnerable to HIV and other sexually transmitted infections primarily due to sexual contacts with multiple partners, forced sex, drug abuse, related risky behaviour and injecting drug use. Street children spend a lot of time in settings where casual sexual encounters occur. They run more risk of being infected because they often have sex with persons who practice risky behaviour themselves, like having multiple sexual partners or sharing injecting equipment. A survey conducted in Mumbai using a structured questionnaire among 1650 children and 15 focus group discussion and 15 in-depth interviews for gathering information regarding, sexual abuse, sexual behaviour, condom use, sexual health problems, drug abuse and treatment seeking behaviour, revealed the following (Gurumurthy R, 2000)  :

· Majority of the children have experienced penetrative sexual experience either by force or consent

· No body had ever used condom

· Many of the children have had multiple partners and first sexual experience is with a known person. 

· About 54 per cent of the boys in the age group 14 and above have experienced sex with sex workers. 

· About 67 per cent of the girls had experienced sex with unknown person. 

· Physical and sexual abuse among children was found to be very rampant. 

· STDs are very common.

· Treatment seeking is very low and from quacks. 

· The drug abuse is very rampant. The types of drug ranges from inhalants, glues, solvents and IVD use. 

· The awareness about HIV/AIDS was found to be very insignificant. 
Findings of research study by the NGO Butterflies revealed that a large number of street children had genital lesions, suggestions of secondary syphilis.  One out of ten tested positive on a VDRL test.  None went for proper medical treatment. Street children are especially vulnerable to HIV infection due to lack of awareness and an absence of safety nets.  Many of them, as young as 8, report having sex for companionship or as being victims of regular sexual abuse.  Some are forced into prostitution as a means of survival. It is estimated that 60-90% of street children in Mumbai are sexually active.  About 20 % of street boys in the 16-20 age group visit commercial sex workers regularly and 80% periodically. . 

Street Girls and Health- The proportion of girls among street children is reported to be less than 30% in developing countries and about 50% in many developed countries.
On the streets, girls adrift are less visible than boys. This is a phenomenon observed all over the world and India is no exception. Some girls stated that they had come to Mumbai when 16 or 17 to seek opportunities because their families could not afford the dowry required for their marriage, and they ended up on the streets. It is estimated in India that every hour four women and girls in India enter prostitution, three of them against their will (data from Save the Children). But what has always been a concern, and now is increasingly being highlighted, is that girls on the streets have much higher degrees of vulnerability than boys. Girls on the street are such an invisible population that it is very difficult to estimate their numbers. Estimates are so wide that they are almost meaningless. Also a reason for this is that girls are often trafficked minutes after landing. Saathi (an NGO working with street children in Mumbai), one of the partners of Railway Children and Comic Relief, estimates that within 15 minutes of landing on a railway station in Mumbai, a girl is picked up by a tout or an agent and is thrust into the unforgiving world of trafficking for the flesh trade or for other purposes. Those girls that manage to slip through this snare, laid out so carefully to entrap them, have equally few choices of surviving on their own. The girls are most often lost in a nameless captivity. To evade being trapped by the most obvious and feared exploiters (i.e. the traffickers), most girls living in and around platforms and station often go into the ‘protection’ of the older youth, or other inhabitants of the station such as homeless individuals etc. Very often, however, this ‘protection’ is just another guise for exploitation; protection comes at a price of street sex and submission of one’s self for the utilization of others. It has been observed that girls on the street have fewer choices and opportunities in comparison to the boys. Even if they would like to do jobs like the boys they are often rejected by the boys and also public attitudes makes it very difficult for them to continue with those jobs. With no support, family and choices the girls have only one option left; to sell their bodies. This trend among street girls is one that has been observed world wide by development workers. Thus for a girl even after she has escaped from her original support systems once she is on the street the support systems only break down further.
A study by the author among 33 female pavement dwellers in Mumbai revealed that the majority of females (around 66%) were not legally married. Due to lack of legal marriage status, many such couples break up and the girls tend to live with some other male member who is willing to provide her money and care for her child. Some of the female respondents mentioned that the men did not live with them pointing to the fact of these men having other female partners. 
Most street girls lack knowledge of contraceptives and the pressure or abuse by partners means that lone street girls run the risk of early and frequent pregnancies. Often, the first pregnancy is bewildering and leaves these girls extremely confused about what course of action they should take. Being only 15-16 years, having a child is a daunting experience and the girl often feels a sense of complete powerlessness and helplessness. They may choose to abandon the child, once born, leading to another generation of children being born on the streets. 

The life on the street for the girl child is twice as oppressive and exploitative than that of a boy.  Girl children as young as nine and ten are forced into consuming drugs and then sexually abused. 

Street Children and Use of Health Services- Studies reveal the inability of street children to penetrate the barriers of access to basic health services in large cities. Being homeless, they lack legal status, which impedes their access to health clinics - which is also compounded by the attitude and insensitivity / blatant discrimination of health centre staff towards street children. The issues range from need for adult or NGO intervention for receiving care at public hospitals, denial of admission in public hospitals and lack of support from government machinery in treating a sick street child.

Most street children lack access to basic health services, even in public hospitals, unless accompanied by an adult or NGO staff. The evidence of need for NGO interventions is known through the data of calls coming to 1098, a helpline number for children in distress, including issues related to street child. The report “CHILDLINE in India- An Analysis of Calls to 1098 (April 2003-March 2005)” reveals around 12119 calls comprising 17% of total calls were made for issues related to street child to Childline, out of which 5607 calls were for medical assistance comprising of 50% of total calls. The nature of CHILDLINE’s response to calls for medical assistance range from providing first aid, taking the child to the outpatient department (OPD) or casualty department and supporting children who require to be admitted into hospital. The nature of CHILDLINE’s responses to calls for medical assistance for the years 2003-07 in Mumbai City is provided below:
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As one street child mentioned when asked about the quality of services received in public hospitals, he replied, “Uncle Hospital mein le jate hai phir didi log sab karte hai, phir thik ho jate hai aur phir bhag jate hai” (meaning that when Uncle (Male NGO member) takes the child to the hospital and then Didi (Female NGO member) does everything for us during the admission, after 2-3 days we run away). 
A study was conducted by YUVA during Oct-Dec 2007, to understand the health issues related to street children. Of the 128 street children interviewed for the study, around 98 children mentioned that they had suffered with some kind of illnesses in the past year. The common illnesses they suffered were fever, back pain, ear pain, cold, cough, diarrhoea, and breathing problems, with some of them having dog bites, injury (head and legs), and headaches. Of these 98 children, 92 of them visited any type of health facility. Only 6 children did not attend any health facility, the higher number of reasons were related to lack of money to pay for expenses, no elder person to accompany, or received no leave from employer.

Table 6: Members accompanying child to health facility

	Member
	Percentage

	Went alone
	17

	Family member
	18

	Older street child
	7

	Other street members
	0.8

	NGO members
	28

	Government Officials
	16

	Data not available
	14

	Total
	100


A significant percentage of street children were accompanied by a NGO member. Most street children also mentioned the use of 1098 as a method to receive help from NGOs.
Most street children had utilized public health facilities; with Nair, Bhabha and Bhagwati Hospitals being the most frequented.
Almost 70 street children mentioned having spent some money during their visit to a public health facility. Most amounts spent ranged between Rs 55- 300, but there was one case where the street child had spent around Rs 3500/- at Cooper Hospital while admitted for stomach pain. 
Many of the street children mentioned that they had paid bribes to receive treatment at public hospitals. All the bribes paid were to lower-level staff such as ward-boys, ayahs etc. 

Many of the children visiting a health facility were prescribed follow-up treatment in form of laboratory tests, diagnostic tests (X-ray, MRI etc), hospitalization and medicines. Some of the reasons mentioned by street children for discontinuing the follow-up treatment were not having enough money, lack of attention from doctors, uncomfortable in staying in hospital, medicines were lost and lot of medicines were prescribed. 
The street children mentioned the following issues and expectations from health facilities for them:
1) Good behavior from all hospital staff.

2) Free medicines and food (including biscuits and milk) to be provided.

3) Clothes during stay in the hospital should be given.

4) Clear directions to be given while visit to hospital.

5) Children with parents are given more attention, and street children are ignored.

6) Faster check-up, admission and discharge process for all children.

7) Extra facilities, such as no queues for street children, should be made available.

8) Asking for Bribes for providing special treatment (such as making case paper, jumping OPD queue etc), should be stopped.

One of the main issues related to street children is the denial of appropriate care in its public hospitals. Most of the issues are received through CHILDLINE although few NGO members are contacted by street child themselves in some cases. The issues related to street children with regards to access to public hospitals can be mentioned under the following aspects:
a) Difficulty in gaining access to public hospitals- The main reasons are due to:
· Fear of going to hospitals by street children due to their own superstitious beliefs and knowledge about uncaring attitude of medical personnel from other street peers.

· Lack of availability of adult or NGO member to accompany the child to the hospital.
· Lack of finances to pay for medical services.
· Lack of support from police personnel where NC is needed in case of sick or injured street child found near railway stations emergency medical admissions.
· Not knowing about the need for health services due to lack of education and familial support.
· On reaching the public hospitals on his own the street child finds it difficult to receive care due to unfamiliarity of hospital systems and unavailability of hospital personnel support.
· Not allowed leave from employer in case the street child is working. 
b) Issues related to care and support within hospital
· Delay in receiving medical attention where there is need for NGO staff intervention for providing consent for surgical operations on street child. 
· Lack of cleanliness and hygiene has prompted many doctors to ask the street child to get bath first and then receive care. The street child if he feels a bit alright, then he rarely comes back to the hospital to receive treatment. In certain cases, it was left to accompanying NGO staff to clean up the child since Class IV staff refused to clean the child.

· Cleaning up of wounds without providing proper counseling or anesthesia exposes the street child to pain and suffering. The experience leaves a negative impact and the street child is apprehensive about receiving care in the future.

· Lack of familial support results in early discharges or treatment on OPD basis which otherwise warranted further treatment and/or inpatient admission.

· Ill-treatment through scolding and/or being beaten by Class IV staff in case the street child soils bed sheets, vomits, needs commode or support to pass urine or stools, or asks for more milk or food. When the ill-treatment becomes unbearable, the street child at most times runs away from the hospital, thus being left out of receiving complete treatment.
· Street children have been found to be lying on the hospital floor if hospital bed is needed for other patients.
· Lack of psycho-social support since the street child, unless accompanied by adult or NGO staff, is alone in the hospital.
· There is lack of knowledge and provision of appropriate care by medical personnel with regards to most street child being under-nourished and need specialized and personal care.

c) Issues after receiving medical care 
· If the street child is provided with prescription to buy medicines from outside and the child does not have money to buy them, in most instances the child forgoes treatment.
· Certain instances where the child has bandages or plaster, there are chances that these can get soiled and dirty since the street child does not have a place of his own to go back to. This leads to higher chances of getting infections. This is also due to the fact that there are no after-care facilities in the city to handle such cases where hospital stay is not warranted to receive care.
· The compliance of follow-up care by the street child is poor, due to missing on follow-up dates, losing the OPD or discharge card, lack of money, lack of availability of adult or NGO staff, and previous hospital experiences.
But, there are problems within street children themselves, when it comes to accessing health services. The common reasons why street children do not seek health services are:

a) Fear


- Children may not want to appear feeble among their peers.

- They do not trust health and welfare services as they feel that these services are 
 a cover by police or other government agencies out to put them in remand homes

- Some children who are part of a gang comprising of either adults or older street child, might be forced not to go to a hospital. These adults or older street children feel that the child might attract government authorities to their nefarious activities.

b) Low self-esteem

-
Many of them feel that they will be not be attended by the doctors there. In Mumbai, most children for minor illnesses tend to use private dispensaries, mostly at times when the dispensaries are devoid of much patients, so that they can avoid prying eyes of other patients.

- Many of the street children resign themselves to the health condition and may not indulge in any sort of mechanism to cure themselves, since they feel that the suffering is part of their destiny.

- Most street children for minor cold, fever and cough; and injuries resort to self-care, through purchase of medicines from local dispensary or on advise of their peers.

Case Studies (taken from YUVA’s documents on denial of care cases)
i) Name – Shankar Shivaji Patil.

Age – 21 years (Approximately)

Address – Not Known. A caller named Vishnu called and referred this case to CHILDLINE 

Case History - Shankar Patil a street youth age 21 years approximately, working as a daily labourer, met with a train accident at Matunga and was admitted by the Railway Police in Sion Hospital on 20/08/2003.  The patient was then admitted in Ward no. 30. A concerned adult Mr. Vishnu called and referred the case to CHILDLINE on 23/08/2003. Since then, CHILDLINE team members used to visit the child every two days and take a follow up of the case.

On September 13, 2003, at night, the patient called CHILDLINE to inform that the doctor has given him discharge from the hospital although he was feeling unwell. He requested the doctor to allow him to stay for the night and assured that next day morning he would go back with the CHILDLINE team member. However, the doctor refused to listen to him and he had to spend the entire night outside the ward no. 30.

The next day on visiting the patient the CHILDLINE team member found his face being swollen. After inquiring, the patient shared that early in the morning at around 6.00a.m., he was beaten up by Dr. Akhtar, a resident doctor on duty on grounds of not leaving the hospital. He was taken outside the ward and was beaten up by a wooden stick on his neck and leg, and was punched on the face. CHILDLINE team member asked Dr. Akhtar about the incidence who flatly refused these allegations. The team member then spoke to Dr. Amin, a senior doctor in the ward. In front of Dr. Amin, Dr. Akhtar apologised for the same. In the mean while, Shankar also gave a written complaint to CHILDLINE about this incident.
On September 15, 2003, CHILDLINE team members again met Doctor Akhtar to find out what happened exactly. Dr. Akhtar denied that he had beaten Shankar but admitted that he scolded and illtreated Shankar. The team members also met Dr. Amin, the senior doctor, who also said that he had made Dr. Akhtar to apologise for the incident. The team members then met Dr. A.B.Goregaonkar, HOD, Orthopaedic Dept and reported about same.  

ii) Name of child: Avinash Santosh Bhosle

Age: 1 year

A caller by name Digamber informed NGO staff about a malnourished child at Mulund railway station at Platform Number 1 on October 29, 2007. He also added that the child was with his mother & elder brother. The mother has been seen begging near Mulund railway station. According to the caller the lady was about 35 years of age and seemed to be mentally challenged. 

After this information the NGO staff immediately rushed to the venue and visited the family, but it was very difficult to intervene in the case without the help of police because of three reasons, firstly, the mother was mentally challenged and not ready to give custody of the child to NGO staff. Secondly, a crowd had gathered by then to see the child but no one was ready to help, and thirdly, the child was very seriously ill  and police help was required for legal intervention 

When the NGO staff approached Mulund railway police with written complaint, the police was unwilling to co-operate. According to them they didn’t have a police person at that moment who could intervene in the case. The NGO staff tried their level best to convince them that the child seeks urgent medical help but railway police flatly refused by saying that they should come on Monday, i.e. two days later, for receiving any attention.  

After two days when the police were approached they argued stating that in such cases there is need for permission from Kurla Head Office. They even refused to accept the letter which was presented to them by the NGO staff.  

The NGO staff then visited Kurla Railway Police but they were told that it will two more days to communicate to Mulund police station. All attempts to convince them for faster intervention fell on deaf ears.  

Meanwhile the NGO staff contacted the family. On contact with GRP control room, they were able to inform Mr Subedar after a few days and inform about the case. They requested them to give orders for Mulund or Kurla railway police. On the next visit by NGO staff the mother and her 2 children were found thrown out of the railway premises. Surprisingly, most other beggars were still allowed to be inside the railway premises. 

On being thrown out of the railway premises, the case became the responsibility of the city police. The NGO staff therefore visited Mulund City Police and requested them to follow up this case. One constable was sent with NGO staff for support in the intervention. With the help of the police staff the NGO staff could get the child admitted to a private hospital.
For the next few days the child was admitted in Agarwal Hospital (from Nov 2 to Nov 21). It was the CHILDLINE members who looked after the child in the hospital. The members had to visit on each day since the mother was mentally ill and uncooperative, apart from creating issues with the hospital administration. 

Meanwhile the child was diagnosed to be HIV positive and being in a critical state. The medical staff at the hospital suggested shifting the child to for further specialized treatment. 

With the help of doctors the child was transferred to Sion hospital for further treatment 

After two days in Sion Hospital, the NGO staff received a call from Sion hospital that the child is very serious and on visit to the hospital, the child was found dead. 

The NGO staff later sent complaints to Child Welfare Committee regarding the matter. 
Street Children, Education and Health- Street children are generally deprived of their right to education and have little or no access to the formal education system. The majority of them are illiterate and have either never been enrolled, or have dropped out of the formal education system. Lack of education is a primary factor in failing to break out of poverty cycles. 
Local NGOs working in the Non Formal Education (NFE) sector have estimated that the current number of out-of-school children is approximately 600,000, a significant increase since previous surveys had been completed (India Census, 1981, 1991; IIEP 2001, 2005). The number given by government and officially supported surveys, however, ranges from a low of 15,000 to over 78, 0001 (Pratham, 2006; UNESCO 2005). What is known is that the out-of-school population in Mumbai is concentrated in certain areas: 6 wards account for 60 percent of out-of-school children (mostly in North Mumbai), and 90 percent of this population is found within less than one-fourth of the localized regions established for survey purposes (UNESCO 2005). Thus, a significant portion of the out-of-school children can be reached by focusing efforts in these known locales. The number of street children has proven even more difficult to estimate this population has not been successful, as the preliminary surveys located fewer than 10,000 such children. 
Under Sarva Shiksha Abhiyan (SSA), the government endorses the use of NFE as a means of reaching out-of-school children with the goal of transitioning them into formal schools. However, the government does not run any of its own NFE classes but rather “outsources” such educational initiatives by supporting the efforts of non-profit organizations to reach out-of-school children.
From estimates supplied by interviewed NGOs in Mumbai by Pratham in 2005, only one fourth of out-of-school children are reached through current interventions, leaving up to 450,000 children without programming support to encourage their eventual enrollment. Local organizations estimate their influence extending to only about 15,000 of the estimated 125,000 (around 12%) street children (See Figure 8). Thus, the only task more difficult than accurately measuring the size of the pavement dwelling child population is engaging the pavement dwelling child population. While community-based interventions have proven effective with children rooted in particular slums, these interventions have not been able to serve many of the street children.

Figure 8: Mumbai Out-of-School Children Age 5-14 (2005)
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The lack of education adds to the vulnerability of the street children resulting in poor nutrition and poor health status. The inability to read hospital signage, doctor’s prescription, discharge details or any written reports, hampers the accessibility of street children in any health facility settings.  
Street Children, Disability and Health- The estimated number of disabled range from 18.5 million (Disability Survey of National Sample Survey, 2002) to 21.9 million (Population Census, 2001), suggesting that they form around 2% of total population of the country. One in every 10 children is born with or acquires a physical, mental or sensory disability (Government of India estimates). More than 75% of these disabilities are preventable. Till date no attempts have been made by Government or NGOs regarding survey or issues related to street children with disabilities. 
A study in Dhaka city (Center for Services and Information on Disability, 1999) among 120 street children with disabilities revealed that most of these children suffered from frustration and have inferiority complex because of their limitations as an effect of their disability. In many cases the street children with disabilities are contributing significantly to their families but have limited or no access to use the income for their own development.
Table 3: Hazards and Risks associated with Street Children

	Type of Hazards and Risks
	Features

	Health Hazards
	· Lack of proper nutritional intake of food, oily food, and stale food resulting in malnourishment, anemia, jaundice, diarrhoea, physical stunting etc
· Exposed to polluted environment resulting in skin diseases, malaria, fever, frequent cough and colds; skin rashes and boils, tuberculosis etc
· Odd and long working hours at young age resulting in backache, headache etc
· Early pregnancy by several adolescent girls resulting in poor maternal and neonatal health

	Threats to Physical safety
	· Prone to street fights and bullying from bigger youth

· Harassed by police and other law enforcers

· Many children sleep atop railway bridges, pavements etc, making them prone to falling off or being run over by vehicles

	Exploitation by Adults
	· Forced to work, beaten up by own parents

· Victimized by syndicates/police

· Forced by police; sometimes to do work such as lifting accident victims bodies from roads for placing them in municipal transport vans

	Sexual exploitation and prostitution
	· Street girls are particularly vulnerable to sexual exploitation
· Street boys are the preferred victims of foreign pedophiles and local homosexuals

	Sexually Transmitted Diseases and AIDS
	· Exposed to sexually transmitted diseases through early and unsafe sexual practices
· Young boys are exploited by pedophiles

· Adolescent boys and girls enter into informal marriages and have sexual relations

	Drug Addiction
	· Exposed to substance abuse

· Used by drug syndicates as drug runners/carriers

· Children in prostitution are also drug users

	Other negative practices and attitudes
	· Create their own norms and speak their own language

· Unhygienic living habits such as not having baths for long periods, wearing dirty clothes, etc

· Early sexual maturity through exposure to blue films, public display of sexual affection etc. 

	Threat to emotional well-being
	· Influence of deviant behavior, deprivation of basic education, etc may find release in wild and destructive behavior

· Stress of living in harsh environments may sometimes result in mental health problems such as depression, addiction to drugs etc


Source: Adapted from Silva Teresita L. Empowering Street Children, presentation at the World Forum ’99, Aug. 30 – Sept. 4, 1999, Helsinki, Finland, and author’s findings through meetings with various street children  
II. Human Rights, Child Rights, Street Child and Public Health
Health, Nutrition and Survival  

International Commitments

Of the 30 Articles of the Universal Declaration of Human Rights, Article 25 is concerned with the right to health. According to this Article, everyone has the right to a standard of living, adequate for the health of himself, including food, clothing, housing, medical care and necessary services. The preamble of the World Health Organization, states that the enjoyment of the highest standard of health is a fundamental right of every human being. 
The International Covenant on Economic, Social and Cultural Rights states: 
Article 12.1- The state parties to the present covenant recognizes the enjoyment of the highest attainable standard of physical and mental health. 
Article 7 (b) - “Safe and healthy working conditions;”
Article 10 (2) - “Special protection should be accorded to mothers during a reasonable period before and after childbirth. During such period working mothers should be accorded paid leave or leave with adequate social security benefits.”
Article 11 (1) - “…recognize the right of everyone to an adequate standard of living for himself and his family, including adequate food, clothing and housing, and to the continuous improvement of living conditions…”
Article 12(1) - “…recognize the right of everyone to the enjoyment of the highest attainable standard of physical and mental health.
The steps to be taken by the States Parties to the present Covenant to achieve the full realization of this right shall include those necessary for:
(a) The provision for the reduction of the stillbirth-rate and of infant mortality and for the healthy development of the child;
(b) The improvement of all aspects of environmental and industrial hygiene;
(c) The prevention, treatment and control of epidemic, endemic, occupational and other diseases;
(d) The creation of conditions which would assure to all medical service and medical attention in the event of sickness.”
This is the most comprehensive and direct statement on the right to health at the international level. Article 12 (2) outlines the specific goals that must be attained with regard to the enforcement of this right.
The International Conference on Primary Healthcare at Alma Ata expressed the following points in relation to primary healthcare for achieving “Health For All”:
i) Health which is a state of physical, mental and social well being and not merely   an absence of disease is a fundamental human right and the attainment of the highest standard of health is a social goal.

ii) The existing inequality in health status between the developed and developing countries as well as within countries is politically, socially and economically unacceptable. 

iii) The promotion of and protection of the health of the people is essential to sustained social and economic development.

iv) People have a duty to participate individually as well as collectively in the planning and implementation of healthcare.

v) Primary healthcare reflects and evolves out of the economic conditions of the people addresses the main health problem in the community by establishing

promotive, preventive and rehabilitation services.

vi) All governments should adopt national policies to launch primary healthcare as a part of the comprehensive national system.

vii) An acceptable level of health can be attained through the fuller utilization of World’s resources.

The Declaration of the Rights of the Child states, “The child shall enjoy the benefit of social security. He shall be entitled to grow in health to this end, and special care shall be provided to him and his mother, including adequate pre natal and post natal care. 

The Declaration of the Rights of the Mentally Retarded Persons of 9th

December 1971, states that the mentally retarded persons have a right to proper

medical care and physical therapy and to such training, education and rehabilitation that would enable him to develop his ability to the fullest.

The Declaration of the Rights of the Disabled Persons of 9th December 1975, states that the disabled people have a right to medical, psychological as well as functional treatment including access to prosthetics…,vocational training and rehabilitation that will hasten their process of social integration.
The Convention on the Elimination of Discrimination Against Women, of 18th

December 1979, Article 14.2 B states that state parties shall take adequate measures to ensure that women have access to adequate healthcare facilities including information, counseling and services in family planning.

The Declaration on the Right to Development, of 4 December 1986, as adopted by the General Assembly of the United Nations, states:

Article 1- The right to development is an inalienable human right by virtue of which every human person and all peoples are entitled to participate in, contribute to, and enjoy economic, social, cultural and political development, in which all human rights and fundamental freedoms can be fully realized. 

Article 8- States should undertake, at the national level, all necessary measures for the realization of the right to development and shall ensure, inter alia, equality of opportunity for all in their access to basic resources, education, health services, food, housing, employment and the fair distribution of income. Effective measures should be undertaken to ensure that women have an active role in the development process. Appropriate economic and social reforms should be carried out with a view to eradicating all social injustices. 

Constitutional Commitments 
Article 21

“Protection of life and personal liberty- No person shall be deprived of his life or personal liberty except according to procedure established by law. 
The Right to Life (Article 21) enshrined as a fundamental right in the Constitution makes a case for provision of emergency medical care, and protection from all threats to life31. The fundamental rights are guaranteed to all citizens. These civil liberties take precedence over any other law of land. 
Article 42

“Provision for just and humane conditions of work and maternity relief- The State shall make provision for securing just and humane conditions of work and for maternity relief”

Article 47 

“Duty of the State to raise the level of nutrition and the standard of living and to improve public health- The State shall regard the raising of he level of nutrition and the standard of living of its people and the improvement of public health as among its primary duties  and, in particular, the State shall endeavor to bring about prohibition of the consumption, except for medicinal purposes, of intoxicating drinks and of drugs which are injurious to health”
The above articles act as guidelines that the State must pursue towards achieving certain standards of living for its citizens’. It also shows clearly the understanding of the State that nutrition, conditions of work and maternity benefit as being integral to health.

The Supreme Court Judgments

i) In the case of Consumer Education and Research Centre v. Union of India34 [1995 (3) SCC 42]: The government has a positive duty to provide the basic conditions necessary to lead a life that is more than mere animal existence, including a Right to Health, Right to Clean Environment, Right to Privacy.
ii) In the case of Parmanand Katara v. Union of India 35 [1989 (4) SCC 286], the Supreme Court said that whether the patient was innocent or a criminal, it is an obligation of those in charge of community health to preserve the life of the patient.
iii) In an important judgement the case of Paschim Banga Khet Mazdoor Samity vs. State of West Bengal36, [1996 (4) SCC 37], the Supreme Court of India ruled that -

In a welfare state the primary duty of the Government is to secure the welfare of the people. Providing adequate medical facilities for the people is an essential part of the obligations undertaken by the Government in a welfare state. … Article 21 imposes an obligation on the State to safeguard the right to life of every person. … The Government hospitals run by the State and the medical officers employed therein are duty bound to extend medical assistance for preserving human life. Failure on the part of a

Government hospital to provide timely medical treatment to a person in need of such treatment results in a violation of his right to life guaranteed under Article 2137. 
iii) In the cases Bandhua Mukti Morcha v. Union of India and others, 1982 concerning bonded workers, the Supreme Court gave orders interpreting Article 21 as mandating the right to medical facilities for the workers.  

iv) In the case of State of Punjab v. Mohinder Singh Chawla (1997) 2 SCC 83 it has been held that the right to health is integral to the right to life and the government has a constitutional obligation to provide health facilities.
v) In the case of State of Punjab v. Ram Lubhaya Bagga (1998) 4 SCC 117 upheld the state's obligation to maintain health services.
vi) The case of Sheela Barse v. Union of India (1986) 3 SCC 596 has given the High Court duty to monitor the conditions of mentally ill and insane women and children in prisons.

vii) The case of Vikram v. State of Bihar (AIR 1988 SC 1782) has resulted in a ban on inhuman conditions in after- care homes.

viii)The case of Death of  25 Chained Inmates in Asylum Fire in TN In re v. Union of India (2002) 3 SCC 31 upheld the state’s obligation to protect the health rights of mentally ill patients subjected to inhumane conditions. 

ix) In the case of Puttappa Honnappa Talavar vs Deputy Commissioner, Dharwad, AIR 1998 Kar 10, 1998, the Indian courts have brought access to clean drinking water

x) The case of Mr X vs Hospital Z 1998 (6) SCALE 230; 1998 (8) SCC 296; JT 1998 (7) SC. 626, 1998 has highlighted the issues of people experiencing discrimination as a result of their HIV/AIDS status.

Right to Health includes the right to health care and the right to determinants of health such as food security, water supply, housing and sanitation etc. All of these are prerequisites of sound health. The above judgments also have reflected importance of health as a prerequisite for Right to Life. Thus it can be inferred that Right to Health is an important human right and its denial can be detrimental to the existence of human life. It is necessary to make Right to Health Care a fundamental right in the Indian Constitution rather than limiting it to the Directive Principles of State Policy. Basic social services are being recognized as fundamental rights with the 93rd Amendment in the Constitution accepting education as a fundamental right. This also creates a favorable condition for the justification of the demand to make Right to Health Care a fundamental right.
Health, Child Nutrition and Survival of Children 
International Commitments

The United Nations Convention on the Rights of the Child (1989), which came into force in September 1990, has had a huge impact in defining conceptual frameworks and humanitarian concerns regarding children in adversity. Article 24 recognizes the right of the child to the enjoyment of highest attainable standard of health and to the facilities for the treatment of illness and rehabilitation of health. Under Article 7, the child shall be registered immediately after birth and shall have a name and the right to acquire a nationality. Concern for children in difficult circumstances was no longer a matter of humanitarian and charitable concern, but now is a legal responsibility falling on a state as party to the Convention. The Convention listed the areas where the rights and interests of children must be taken into account—for example, separation from parents, freedom of expression, health, education and employment—and enunciated that in all actions concerning children, “the best interest of the child shall be a prime consideration” (Article 3.1). Recent publications concerning street children have explicitly referred to children’s rights and their best interests as advocated in the Convention. For instance, UNICEF’s Implementation Handbook for the Convention, which adopted a wider brief, considered those who live and work on the street under the heading of “children deprived of their family environment” (UNICEF 1998). The Convention heralded a change in the prevailing discourse regarding street children and, more generally, children facing adversity. The emphasis moved significantly from highlighting the needs of vulnerable children to defending their rights as citizens.

Another significant shift of emphasis, grounded in the UN Convention, was to recognize that promoting the best interests of children is not just a matter of protecting and providing for them, but of listening to them and fostering child participation. There is a careful balance to be struck between the three broad categories of rights in the Convention: rights to protection, provision, and participation. 
The various aspects of child rights in India are listed below:
India is a signatory to the following international commitments on child rights: 

United Nations Declaration on the Rights of the Child, 1959 -
United Nations Convention on the Rights of the Child (UNCRC), 1989 – The rights perspective is embodied in the United Nations Convention on the Rights of the Child 1989, which is a landmark in international human rights legislation. This comprehensive document contains a set of universal legal standards or norms for the protection and well-being of children. The range of rights can be summarized as the three Ps: provision, protection, and participation. The CRC gives children their basic human rights- civil, economic, social, cultural, and political- which enable children to achieve their full potential. The civil rights of children include right to a name and a nationality, protection against torture and maltreatment, special rules governing the circumstances and conditions under which children may be deprived of their liberty or separated from their parents, etc. The economic rights under the CRC include the right to benefit from social security, the right to a standard of living adequate to ensure proper development, and protection from exploitation at work. The social rights include the right to the highest attainable standard of health services, the right to social care for handicapped children, protection from sexual exploitation and abduction, and the regulation of adoption. Right to education, access to appropriate information, recreation and leisure, and participation in artistic and cultural activities are included in the cultural rights of the children under the CRC. Broadly the civil, political, social, economic, and cultural rights of every child can be grouped in to the four following classes:
THE RIGHT TO SURVIVAL - This includes the right to life, the highest attainable standard of health and nutrition, and adequate standards of living. It also includes the right to a name and nationality.

THE RIGHT TO PROTECTION- This includes freedom from all forms of exploitation, abuse, inhuman or degrading treatment, and neglect, including the right to special protection in situations of emergency and armed conflicts. 

THE RIGHT TO DEVELOPMENT – This includes the right to education, support for early childhood development and care, social security, and the right to leisure, recreation, and cultural activities.

THE RIGHT TO PARTICIPATION – This includes respect for the views of the child, freedom of expression, access to appropriate information, and freedom of thoughts, conscience and religion. 

The CRC is guided by the principle of a first call for children- a principle that the essential needs of children should, at all times, be given priority in the allocation of resources at all times. 

Ratification of the UN Convention on the Rights of the Child, 1992 – The Government of India has ratified the Convention on the Rights of the Child on 12 November 1992. 
SAARC Convention on Prevention and Combating Trafficking in Women and Children for Prostitution – Among the significant features of this Convention agreed to by the parties are, ‘Trafficking in women and children for prostitution is a crime against human dignity and as such effective measures, including legal, socio-economic, and administrative, to be taken to effectively prevent trafficking in women and children.
Convention on the Elimination of All Forms of Discrimination against Women (CEDAW) – The CEDAW provides that the States shall eliminate discrimination against women in healthcare, and ensure, on the basis of equality of men and women, access to basic healthcare services, including those related to family planning and further ensure appropriate services in connection with pregnancy. 
Millennium Development Goals, 2000-15 - The Millennium Development Goals (MDGs)1 are eight goals to be achieved by 2015 that respond to the world's main development challenges, the focus being the human dimension. The MDGs are drawn from the actions and targets contained in the Millennium Declaration that was adopted by 189 nations-and signed by 147 heads of state and governments during the UN Millennium Summit in September 2000. India is a signatory to the MDGs.
Goal 1: Eradicate extreme poverty and hunger

Target: Halve the proportion of people living on less than a dollar a day and those who suffer from hunger.

Goal 2: Achieve universal primary education

Target: Ensure that all boys and girls complete primary school.

Goal 3: Promote gender equality and empower women

Target: Eliminate gender disparities in primary and secondary education preferably by 2005, and at all levels by 2015.
Goal 4: Reduce child mortality

Target: Reduce by two thirds the mortality rate among children under five.
Goal 5: Improve Maternal Health

Target: Reduce by three quarters the maternal mortality ratio.

Goal 6: Combat HIV/AIDS, malaria and other diseases

Target: Halt and begin to reverse the spread of HIV/AIDS.

Target: Halt and begin to reverse the incidence of malaria and other major diseases.

Goal 7: Ensure environmental sustainability

Target: Integrate the principles of sustainable development into country policies and programmes; reverse loss of environmental resources.
Target: Reduce by half the proportion of people without sustainable access to safe drinking water.
Target: Achieve significant improvement in lives of at least 100 million slum dwellers, by 2020.
Goal 8: Develop a global partnership for development

This goal gives due recognition to the fact that there is interdependence between growth, poverty reduction and sustainable development and emphasises that the achievement of MDGs was founded on a global partnership between developed and developing countries.

The Tenth Plan (2002-07) has taken note of the MDGs and included a number of targets to be achieved during the Plan period. 

Table 8: Progress towards achieving MDGs in India  

	Indicator
	Year 
	Value
	Year 
	Value
	MDG Target Value

	Proportion of Under-nourished children
	1990
	54.8
	1998
	47
	27.4

	Under five mortality rate
	1998-92
	125
	1998-2002
	98
	41

	Infant Mortality Rate (per 1000 live births)
	1990
	80
	2003
	60
	27

	Maternal Mortality Rate (per 1,00,000 live births)
	1991
	437
	1998
	407
	109

	Population with sustainable access to an improved water source, urban (%)
	1991
	81.38
	2001
	82.22
	94

	Population with access to sanitation, urban (%)
	1991
	47
	2001
	63
	72

	Deaths due to malaria per 100,000
	1994
	0.13
	2004
	0.09
	-

	Deaths due to TB per 1,00,000
	1999
	56
	2003
	33
	-

	Deaths due to HIV/AIDS
	2000
	471
	2004
	1114
	


Source: Millenium Development Goals India Country Report 2005, Ministry of Statistics and Programme Implementation, Government of India, December 2005  

The report, MDG Promises and Reality in Maharashtra 7-7-7, prepared by Wada Na Todo Abhiyan (WTNA) Maharashtra, states:
Chasm of income disparity - there are approximately 23.37 million people in Maharashtra (i.e. approximately 23.7% of Maharashtra’s population) who accounted for Rs. 494,720 million during 2005-06 (contribution of agriculture to state gross domestic product [SGDP]). Hence, the per capita SGDP of cultivators, agricultural labour and others directly linked with agriculture during 2005-06 was Rs. 21,171 per annum or Rs. 58 per day. This barely scraped the target of US$ 1 per day1 laid under the Goal-1 of the MDG. On the other hand, 10.12 million (i.e. approximately 10.4% of Maharashtra’s population) people employed in the tertiary sector accounted for Rs. 2,579,420 million during the same year. Hence their per capita SGDP was Rs. 254,833 per annum or Rs. 698 per day (12 times higher than the per-day per capita GSDP of the people directly linked to the agricultural sector).
Inter-region inequalities in income- The graph below clearly states that for the year 2005-06 that Mumbai’s per capita net state domestic produce during the year was 4.21 times that of Nandurbar.
[image: image16.emf]Figure 8: Per Capita Net State Domestic Product in Rupees at 1999-2000 prices

Source: Shaban, Abdul (2006); “Regional Structures, Growth and Convergence of Income in Maharashtra”; Economic and Political Weekly”; May 06; Pgs. 1803 – 1815

The above aspects in terms of income disparity and inter-region inequalities could result in increased migration to cities leading to increased homelessness populations including children on the streets. 
Education- The literacy rate being recorded by Maharashtra may be high in comparison to most states in India, one cannot deny the fact that there exists “education poverty”( A term coined by Jandhyala Tilak (leading researcher on macro education issues) in many districts in the state. Unfortunately, socially backward groupings are getting exposed to this phenomenon of “education poverty”.
Health- Rapid urbanization, growing migration and changing tastes and preferences have imparted a strong socio-cultural dimension to Maharashtra’s health scenario.
Table 9: Child health indicators  

	NFHS Fact sheet on Maharashtra
	Total fertility rate 
	Infant Mortality rate
	Fully immunized children in age group 12 to 23 months (%)

	NFHS-I (1992-93)
	2.86
	51
	64.3

	NFHS-III (2005-06)
	2.11
	38
	58.8


The table above based on NFHS (2005-06) fact sheet for Maharashtra shows that the 
State Administration has not been able to achieve the goals that it set for itself in the Population Policy in the context of infant mortality rate.
Although, the number of institutional births in Maharashtra has shown an increase from 44.5% in 1992-93 to 66.1% in 2005-06, there exists disparity in provision of IFA tablets during antenatal care, as is evident from the following diagram.

[image: image17.emf]Figure 9: Percentage of pregnant women to have received adequate IFA
Source: NFHS-III
The report states that most Anganwadis which provides child-care centers through the ICDS programme, are in a state of neglect and faces problems.

Linkage between environment and livelihoods - Environmental sustainability and livelihoods have an extremely close linkage in a state like Maharashtra wherein farmers, tribal communities, nomadic tribes constitute around 63% of the total population. Degradation of water resources and soil hits becomes one of the major forces in transforming these citizens of Maharashtra into migrant labour. 

The State of Environment Report written by the Indira Gandhi Institute for Development and Research (IGIDR) for the State Mumbai has a maximum average water supply of 200 
liters per capita per day (lpcd), on an average; the supply in different areas of the city is very much skewed. While slum areas of Mumbai are not getting even 90 lpcd, the well off areas receive as high as 300-350 lpcd.
The impact on environments leads to migration to cities resulting in overcrowding. It is known that such rural to urban migrations could lead to children ending on the streets. There needs a focus from the government to curb the issue of migrations to prevent the increase in street populations, including children.

Constitutional provisions

Article 14: The State shall not deny to any person equality before the law or the equal protection of the laws within the territory of India

Article 15: The State shall not discriminate against any citizen...(3) nothing in this article shall prevent the State from making special provision for women and children. 
Article 19(1) (a): All citizens shall have the right (a) to freedom of speech and expression
Article 21: No person shall be deprived of his life and liberty... 
Article 24: No child below the age of 14 years shall be employed to work…in any hazardous employment.

Article 39 (f): …children are given opportunities and facilities to develop in a healthy manner and in conditions of freedom and dignity and that childhood and youth are protected against exploitation and against moral and material abandonment. 
Article 42: ...for securing just and humane conditions of work and maternity relief. 
Article 46: ...promote...educational...interests of the weaker sections of the people...protect them from social injustice and all forms of exploitation. 
Article 47: …raise the level of nutrition and standard of living of its people and the improvement of public health... 
Laws

1960: Orphanages and Other Charitable Homes (Supervision and Control) Act

1969: Registration of Births and Deaths Act

1987: Prevention of Illicit Traffic in Narcotic Drugs and Psychotropic Substances Act
1992: Infant Milk Substitutes, Feeding Bottles and Infant Foods (Regulation Prevention and Misuse) Act 

1992: 74th Constitutional Amendment Act

2005: Bombay Nursing Homes Registration Act (BNHRA)

Orphanages and Other Charitable Homes (Supervision and Control) Act, 1960 – This Act provides for the supervision and control of orphanages and homes for children.

Registration of Births and Deaths Act, 1969 – This Act provides for the regulation of registration of births in India. 
Prevention of Illicit Traffic in Narcotic Drugs and Psychotropic Substances Act, 1988-  This Act is to provide for detention in certain cases for the purpose of preventing illicit traffic in narcotic drugs and psychotropic substances and for matters connected herewith.
Infant Milk Substitutes, Feeding Bottles and Infant Foods (Regulation Prevention and Misuse) Act, 1992 -  This Act sought to promote, protect, and support breastfeeding, apart from prohibiting use and promotion of artificial milk-food substitutes. 
74th Constitutional Amendment Act (CAA), 1992- The Twelfth Schedule (Article 243W) of CAA provides provisions to Urban Local Bodies (ULBs), among others, with respect to public health, sanitation and solid waste management, urban poverty alleviation, slum improvement and upgradation, and vital statistics including registration of births and deaths, with regards to planning and development of urban areas. 
Bombay Nursing Homes Registration Act (BNHRA), 2005- The Bombay Nursing Home Registration Act, (Amendment), 2005 (BNHRA, 2005) is the only Act for registration and inspection of private nursing homes in the state of Maharashtra. It was first enacted in 1949 and some amendments were made in December 2005. The comprehensive rules framed under the Act speak for its implementation, ensuring minimum standards and regulation of private nursing homes.
National Action Plans and Charters 

1992: National Plan of Action

1992: National Plan of Action for the SAARC Decade of the Girl Child (1991-2000)

1995: National Plan of Action on Nutrition

2003: National Charter for Children
2005: National Plan of Action for Children

State Action Plans

1995: State Programme of Action for Children

National Plan of Action, 1992- The section on child health in the National Plan of Action laid down certain goals and objectives, the most important being the reduction of infant mortality rate to less than 50 per 1,000 live births and reduction of child mortality rate to less than 10 by the year 2002. Its objectives include:

a) Eradication of poliomyelitis by the year 2000.

b) Elimination of neo-natal tetanus by 1995.

c) Reduction by 95% in measles-related deaths, and reduction by 90% of measles cases compared to pre-immunisation levels, by 1995.

d) Achievement and maintenance of high levels of immunisation coverage, at a level of 100% of infants, and against tetanus for women of childbearing age.

e) Reduction by 50% in deaths due to diarrhoea among children under the age of 5, and 25% of the diarrhoea incidence rate.

f) Endeavour to reduce mortality rates from acute respiratory infection (ARI) among children under the age of 5 by 40%, by the year 2000, from the present level.

National Plan of Action for the SAARC Decade of the Girl Child (1991-2000), 1992- For the first time in the post independence period, Girl Child became a subject matter for special inquiry among the official circles during the SAARC (South Asian Association for Regional Cooperation) decade of the Girl Child (1990 –2000). Several base line surveys, micro- studies, region- specific case histories and narratives provided the database for a macro-profile on health issues concerning girl child. 
National Plan of Action on Nutrition, 1995- The National Plan of Action on Nutrition (NPAN) was developed as a sequel to ICN (International Conference on Nutrition), and a Food and Nutrition Council was constituted in 1997. NPAN was developed to ensure national intersectoral food and nutrition plans and policies and ensuring effecting national plan for nutritional issues. A workshop report in 2005 (Report of an Intercountry Workshop, 2005) mentioned constraints in implementation of the policy such as lack of awareness at all levels, poor inter-sectoral coordination, and low priority for nutrition in various sectors.   
National Charter for Children, 2003- The Government of India laid down a National Charter for Children to reiterate its commitment to the cause of the children in order to see that no child remains hungry, illiterate or sick. The Charter reiterates the enshrinement in the Constitution of India (Parts III and IV) of the cause and best interests of the child as mentioned in Articles 15(3), 21.A, 24, 39 e, 39 f, 45, and 51A. Underlying this Charter it is the intent of the Government of India to secure for every child its inherent right to be a child and enjoy a healthy and happy childhood, to address the root causes that negate the healthy growth and development of children, and to awaken the conscience of the community in the wider societal context to protect children from all forms of abuse, while strengthening the family, society and the Nation.
National Plan of Action, 2005 – The National Plan of Action, 2005 commits itself to ensure all rights to all children upto the age of 18 years. The Government shall ensure all measures and an enabling environment for survival, growth, development and protection of all children, so that each child can realize his or her inherent potential and grow up to be a healthy and productive citizen. This calls for collective commitment and action by all sectors and levels of governments and partnership with families, communities, voluntary sector, civil society and children themselves.

In recognition of the fact that 41% of India’s population is below 18, constituting a significant national asset, this Plan re-affirms the Nation’s commitment to wisely, effectively and efficiently invest its national resources to fulfill its commitments to children. 

The National Plan of Action for Children, 2005 is divided into following four sections; and all categories of rights apply to all age groups, including before birth.

• 
Child Survival

• 
Child Development

• 
Child Protection

• 
Child Participation

The Plan has identified twelve key areas keeping in mind priorities and the intensity of the challenges that require utmost and sustained attention in terms of outreach, programme interventions and resource allocation, so as to achieve the necessary targets and ensure the rights and entitlements of children at each stage of childhood. 

These are:-

• Reducing Infant Mortality Rate.
• Reducing Maternal Mortality Rate.
• Reducing Malnutrition among children.

• Achieving 100% civil registration of births.

• Universalization of early childhood care and development and quality education for all children achieving 100% access and retention in schools, including pre-schools.

• Complete abolition of female foeticide, female infanticide and child marriage and ensuring the survival, development and protection of the girl child.

• Improving Water and Sanitation coverage both in rural and urban areas

• Addressing and upholding the rights of Children in Difficult Circumstances.

• Securing for all children all legal and social protection from all kinds of abuse, exploitation and neglect.

• Complete abolition of child labour with the aim of progressively eliminating all forms of economic exploitation of children.

• Monitoring, Review and Reform of policies, programmes and laws to ensure protection of children’s interests and rights.

• Ensuring child participation and choice in matters and decisions affecting their lives.

State Programme of Action For Children, Government of Maharashtra, 1995- This State Programme of Action for Children was developed to define measurable and timebound goals for children to be achieved by mid and/or end decade and to elaborate the strategies and actions to be followed for their realisation. Its inspiration was drawn from the World Summit for Children, held in New York in 1990 and the Nations Plan of Action for Children released by Government of India in 1992. 
The Guiding Principles

1) A people’s movement need to be fostered, in which Government, voluntary organizations and communities participate equally; giving due recognition to the fact that meeting the needs of the children cannot be achieved through government action alone. 

2) The Programme will promote equity by specifically addressing the reduction of disparities between sexes, social and caste groupings, etc. In this regard a policy of positive discrimination towards meeting the needs of girls, as well as scheduled caste and scheduled tribe children, will be pursued. 
3) Special strategies will need to be adopted towards addressing the needs of specific groups of children (e.g. slum and pavement dwellers, migrant, tribal etc) and further marginalization of such children due to their origins must be prevented. A constant policy of mainstreaming to be followed, to provide services to them through the same channels as for other children (i.e. through regular schools, health centers, etc)

4) To prevent no contradiction between the aims of the Policy and the prevailing legislative framework in the State, all relevant legislation will be reviewed, revised as necessary, and new legislation introduced where appropriate.
Operationalization of the Programme of Action
The implementation and monitoring of the Programme of Action will be overseen by a duly empowered State-Level Steering Committee, with members drawn at Principal Secretary and Secretary levels from Urban Development, Finance, Planning & Development, School Education, Social Welfare, Labour, Rural Development, Water Conservation, Tribal Development, Public Health, Medical Education & Drugs, and Women & Child Welfare. 

The Chief Minister will annually review the Programme of Action and will be responsible for presenting report on its progress to the State Legislative Assembly and Council during the annual budget session.

Operational Programmes of Action will be developed at district, town and block levels under the supervision of the District Collectors, Chief Executive Officers of Zilla Parishad, Municipal Commissioners and Chief Officers. The Chairpersons of the Women and Child Development Committees of Zilla Parishad and Municipal/Town Councils, will review on a regular basis and the results will be forwarded to the State-level Steering Committee.

Management Information System
The nodal agency for the developed uniform Management Information System (MIS) will be the Women and Child Welfare Department, in coordination with other Government Departments, voluntary agencies and academic institutions, for a coordinated situation analysis, monitoring and evaluation. Process indicators as a means of ensuring that the programmes are on track towards the achievement of the goals of this Programme of Action, will be developed.

Funding Mechanisms
The State will reserve atleast 20% of its annual budget for financing of the Programme of Action. The analysis of the more effective uses of Central Government Schemes for the child will be integrated in the State Programme of Action for Children. Innovative mechanisms for generation of resources from the private sector, including the consideration of fiscal incentives, will be explored by the State. At least 20% of bilateral and multilateral assistance offered to the State will also be reserved for the needs of the State Programme of Action for Children.

GOALS 
The goals as stated in the State Programme of Action for Children with a special view of street children; 
CHILD SURVIVAL

A. Health and Nutrition

1. Child Health

Major Goal - Reduce infant and under-five mortality to less than 50% of their 1992 levels by 2000.

2. Maternal Health
Major Goal- Reduce maternal mortality by 60% of the 1992 level by 2000.

3. Nutrition
Major Goal- Reduce severe and moderate malnutrition in children under five by 50% of its 1990 levels by 2000.

4. Prevention of HIV/AIDS and other STDs

Major Goal- Elicit a decrease in trends in the rate of infection of HIV/AIDS and other STDs in the population by 2000.

B. Water and Sanitation

Major Goals- Provide universal access to adequate and safe drinking water by 2000


          Increase access to sanitation facilities for 25% of the population by 1995 and for 

          45% of the population by 2000.

CHILD DEVELOPMENT

A. Early Childhood Care and Education (ECCE)

Major Goal- Ensure optimal, physical, mental and emotional development of the pre-school child (under 3 years)

B. Elementary Education

Major Goal- Provide free and compulsory education for all children up to 14 years of age by adopting an incremental approach.

CHILD PROTECTION

A. Child Labour

Major Goal- Eliminate child labour in a phased manner by 2000.

Objectives

1. Eradicate, with immediate effect, child labour in hazardous and export oriented industries, bonded labour, and child prostitution.

Strategies 

a. Reviewing and modifying the Prevention of Immoral Traffic Act.

b. Imposing strict penalties on pimps, prisoners and brothel/hotel proprietors engaged in child prostitution.

c. Opening rehabilitation centres with education and counselling facilities.

d. Sensitizing the police department to effectively implement strategies to eliminate child prostitution.

e. Providing shelter, health, education, vocational training/rehabilitation services for the children [Immediate]

f. Broadening and implementing rehabilitation schemes for street and working children.

g. Providing survival packages for families including minimum adult wages, credit facilities etc.  

B. Children in Especially Difficult Circumstances
Major Goals 
- Develop preventive, community-based, non-institutional programmes, to    support families at risk, and reduce family disintegration and child destitutions.


- Undertake need-related interventions to protect special groups of vulnerable children from neglect, exploitation, abuse and abandonment.


- Upgrade and improve the quality of care in children’s institutions and attempt to de-institutionlise the children in a phased manner.

Objectives

1. Upgrade all child care institutions to “model” institutions in a phased manner by 2000, and strengthen the quality of services.

2. Encourage collaboration between NGOs and Government departments to promote preventive, community-based programmes of a non-institutional nature.

3. Sponsor/conduct research studies for evaluating and improving services and developing new approaches.

Strategies

For Orphans, Abandoned, and Destitute Children

a) Initiating preventive schemes to strengthen families “at risk” e.g. sponsorships, Family Counselling Centres, Child Guidance Clinics, Juvenile Guidance Bureaus, foster and day care, “Palna Ghars” and Schools of Social Work by January 1995.

b) Replicating the “Action Research Project of the Children’s Aid Society, Bombay” aimed at de-institutionalizing children in a phased manner, beginning January 1995.
c) Promoting in-country adoption of orphaned children with the assistance of NGOs.

d) Upgrading all residential homes to “model” institutions providing quality services.

e) Developing effective vocational training programmes, after care and follow-up services.

For street children

a) Making special efforts to reinstate street children by providing support services to their families.

b) Mobilizing NGOs and Government Homes to provide Night Shelters with counselling and informal education centres in the premises.

c) Developing the non-formal education system to complement the formal system and reach out to street children.

d) Providing access to municipal health services through Mobile Health Units.

e) Establishing a mechanism to enable street children to attend vocational  training courses conducted by National Vocational Training Institutes (NVTIs), obtain apprenticeship and loans for income generating schemes.

f) Facilitating street children to open saving accounts in banks.

g) Providing identity cards and concessional bus/railway passes.

h) Conferring ownership rights or house sites to pavement and slum dwellers to reduce the number of children who are forced to take to the street because of eviction from or demolition of their dwellings.

For Juvenile Offenders

a) Establishing Juvenile Guidance Bureaus in slums and communities to prevent juvenile delinquency.
b) Establishing and strengthening Juvenile Aid Police Units (JAPU) to address the problems of juvenile offenders with greater sensitivity.

c) Strengthening advocacy of the needs and problems of juvenile offenders so that Juvenile Courts operate expeditiously.

d) Upgrading vocational training facilities in Homes to make the children self-reliant on discharge.

e) Improving the quality of probation and after-care supervision.

For Children of Prostitutes/Child Prostitutes

a) Organising Night Shelters for children of prostitutes, especially for girl children.
b) Screening the children for HIV/AIDS and STDs and providing appropriate health cover at no cost.

c) Initiating a special rehabilitation programme for children, and especially for girl children, of prostitutes, involving healthcare, education, training and institutional finances on easy terms, to start a small business or trade (e.g. Corporation like the Mahatma Phule/Annabhau Sathe Corporation for the welfare of children of prostitutes)

d) Initiating State level action to eradicate child prostitution.

e) Setting up a special advocacy group to create awareness about the needs of these children.

For AIDS Affected Children/Children of AID Affected Persons

a) Making extensive use of the media to create awareness and educate the public about AIDS, emphasising correct attitudes towards AIDS patients.

b) Establishing Counselling Centres to provide counselling to AIDS affected children, with special attention to girls; guidance to their families and community members, and referral services.

c) Screening children of AIDS affected persons, providing guidance and easy access to referral centres, and ensuring their maintenance.

d) Initiating rehabilitation programmes for children with AIDS or AIDS affected persons, especially those who have been orphaned, including education, vocational guidance, and self-employment.
e) Collaborating with the Department of Health in its AIDS prevention programme.

For Children indulging in Substance Abuse/Children of Substance Abusers

a) Undertaking special awareness programmes on the problems of drug/alcohol abuse, including the use of information booklets, video films, case studies etc.

b) Establishing Counselling Centers for children indulging in substance abuse, including guidance to family members, referral services, screening for HIV.

c) Undertaking rehabilitation services, especially for girl addicts, including education, vocational guidance and self-employment.

d) Undertaking a survey, with the help of NGOs, of child addicts.

e) Starting de-addiction centres for child addicts by mobilizing NGOs.

For Child Victims of Natural Calamities, Emergencies and Man-made Disasters

a) Developing a ready model of intervention for use in terms of crisis:

- Undertaking a pilot project in earthquake affected districts involving non-institutional programmes such as sponsorships, adoption, family assistance schemes, foster care, day care and counselling, by January 1995.

-
Gradually replacing the relief programme by a programme for self-help and rehabilitation.

For Children of Other Families at Risk

a) Utilising existing or initiating new non-institutional services for children of prisoners, lepers, construction workers, and such other vulnerable groups.
Common Strategies for all Objectives
a) Creating a Monitoring Cell in the Department of Women and Child Welfare to ensure effective implementation of the Juvenile Justice Act 1986, and all other programmes and services.

b) Setting up Juvenile Welfare Boards, comprising of persons with experience in the field of child welfare, in all districts for effective handling of neglected juveniles.

c) Designing training modules ( to cover content of UN Declaration of the Child, causes of destitution, and problems of Children Especially in Difficult Circumstances (CEDC), the non-institutional, community-based approach, counselling skills, procedures under the Juvenile Justice Act, and rehabilitation planning/building linkages with existing schemes such as ICDS, DWACRA scheme, UBSP, and NRY) and conduct training courses, beginning 1995, for Government functionaries (Probation Officers, Police Personnel, Supertindents of children’s institutions, members of CWB) as well as NGO workers to enhance work performance.

d) Strengthening services relating to care and vocational training, with particular emphasis on adequate standards of health, education and recreation.

e) Identifying NGOs and assisting them to link up with a Government Home to provide non-institutional services to vulnerable children as soon as possible.

f) Making special efforts to provide preventive and rehabilitative services for girl children belonging to vulnerable groups.

g) Promoting inter-sectoral coordination and ensuring the establishment of linkages between different departments, programmes and services.

h) Building a network of NGOs and concerned Government Departments to promote awareness programmes and campaigns for sensitizing the public to the needs of children under especially difficult circumstances.

i) Updating and distributing the directory of NGOs involved in child welfare and the list of non-institutional services/schemes, including guidelines for establishing non-institutional services, by end of 1994 (through the Social Welfare Department)

j) Completing a situational analysis of the various categories of children under especially difficult circumstances by end 1994, to provide data for strengthening ongoing programmes and initiating new ones.

k) Setting up a Review Committee to review the progress of non-institutional schemes.

Resource Requirements
i) Allocation of resources on a priority basis in order to implement new non-institutional projects.

ii) Allocation of resources for upgrading institutional services.

iii) Special efforts to mobilize resources from the private and public sectors as well as from external donors, including UN and international aid agencies to fund new/innovative projects and support ongoing ones.

Monitoring and Evaluation

An Officer will be appointed in the Cell in the Directorate of Women and Child Welfare, to monitor various schemes. Two well-known persons drawn from NGOs working in the field will be appointed to assist him/her. The assistance of Schools of Social Work will be sought in the planning, implementation and monitoring of schemes. NGOs implementing new, non-institutional schemes will submit bi-annual performance reports.

State Level Apex Body will be formed, headed by the Minister of Urban Development, and consisting of representatives of different Government department and NGOs, and faculty from Schools of Social Work, to evaluate the schemes. Impact studies will be conducted at the end of five years to assess the reduction in the number of Children under especially difficult circumstances and their rehabilitation. Additionally, a Ward Level Committee consisting of representatives of the Police, Health and other concerned Government Departments, NGOs, and Medical/Ward officers, will address the problems of vulnerable children.

Policies
1974: National Policy for Children 
1987: National Policy on Child Labour
1993: National Nutrition Policy 
2000: National Population Policy

2000: Maharashtra State Population Policy

2002: National Health Policy

2005: National Slum Policy (Proposed)
2005: National Policy for Persons with Disabilities (Proposed)

2002: Child Development Policy, Maharashtra State

National Policy for Children, 1974 - The policy stresses that children’s programme should find prominent part in our national plans for the development of human resources, so that our children grow up to become robust citizen, physically fit, mentally alert and morally healthy. The various policies and measures adopted in the policy are: 

i) All children will be covered by a comprehensive health programme.

ii) Programmes shall be implemented to provide nutrition services with the object of removing deficiencies in the diet of children.

(iii) Programmes will be undertaken for the general improvement of the health and for the care, nutrition and nutrition education of expectant and nursing mothers.

(iv) The State shall take steps to provide free and compulsory education for all children up to the age of 14 for which a time-bound programme will be drawn up consistent with the availability of resources. Special efforts will be made to reduce the prevailing wastage and stagnation in schools, particularly in the case of girls and children of the weaker sections of the society. The programme of informal education for pre-school children from such sections will also be taken up.

(v) Children who are not able to take full advantage of formal school education should be provided other forms of education suited to their requirements.

(vi) Physical education, games, sports and other types of recreational as well as cultural and scientific activities shall be promoted in schools, community centres and such other institutions.

(vii) To ensure equality of opportunity, special assistance shall be provided to all children belong to the weaker sections of the society, such as children belonging to the Scheduled Castes and Scheduled Tribes and those belonging to the economically weaker sections, both in urban and rural areas.

(viii) Children who are socially handicapped, who have become delinquent or have been forced to take to begging or are otherwise in distress, shall be provided facilities of education, training and rehabilitation and will be helped to become useful citizens.
(ix) Children shall be protected against neglect, cruelty and exploitation.

(x) No child under 14 years shall be permitted to be engaged in any hazardous occupation or be made to undertake heavy work.

(xi) Facilities shall be provided for special treatment, education, rehabilitation and care of children who are physically handicapped, emotionally disturbed or mentally retarded.

(xii) Children shall be given priority for protection and relief in times of distress or natural calamity.

(xiii) Special programmes shall be formulated to spot, encourage and assist gifted children, particularly those belonging to the weaker sections of the society.

(xiv) Existing laws should be amended so that in all legal disputes whether between parents or institutions, the interests of children are given paramount consideration.

(xv) In organizing services for children, efforts would be directed to strengthen family ties so that full potentialities of growth of children are realized within the normal family, neighborhood and community environment endowed with the skills and motivations provided by society.

The policy also states that in formulating programmes in different sectors, priority shall be given to programmes relating to:

(a) Preventive and promotive aspects of child health;

(b) Nutrition for infants and children in the pre-school age along with nutrition for    nursing and expectant mothers;

(c) Maintenance, education and training of orphan and destitute children;

(d) Crèches and other facilities for the care of children of working or ailing


 mothers; and

(e) Care, education, training and rehabilitation of handicapped children.

Other aspects mentioned in the policy are:

i) 
A National Children’s Board shall be constituted to provide this focus and to ensure at different levels continuous planning, review and coordination of all the essential services.

ii) Voluntary organisations engaged in the field of child welfare will continue to have the opportunity to develop, either on their own or with State assistance, in the field of education, health, recreation and social welfare services.

iii) The responsibility of the State in provision of necessary legislative and administrative support to achieve above mentioned aims was also enunciated. 
iv) The participation from citizens and voluntary organisations to support the government objectives were also stressed in the policy report.
The above policy is now outdated as it does not conform to the standards laid down in the United Nations Convention on the Rights of the Child which India has ratified and in conformity of which it is obliged to make laws.

National Policy on Child Labour, 1987 – This policy is a landmark endeavour in the progressive elimination of child labour in India. The policy encompasses action in the fields of education, health, nutrition, integrated child development, and employment. 
National Nutrition Policy, 1993- The policy stressed on under-nutrition in urban areas as an area of concern. The policy mentions that it is important to tackle the problem of nutrition both through direct nutrition intervention for special vulnerable groups as well as through various development policy instruments which will create conditions for improved nutrition. Some of the interventions mentioned in the policy relevant to street children are:
A) Direct Intervention- Short term

i) Nutrition Intervention for special vulnerable groups
a) Expanding the safety net of Universal Immunization Programme (UIP), Oral Rehydration Therapy (ORT) and Integrated Child Development Scheme (ICDS) programmes.


b) Improving growth monitoring between the age group of 0-3 years age in particular, with closer involvement of the mothers, and adequate health and nutrition education of mothers.


c) All adolescent girls from poor families should be covered through the ICDS by 2000 A.D. in all C and D blocks of the country and 50% of urban slums.
ii) Fortification of essential foods- The distribution of iodized salt should cover all the population in endemic areas of the country to reduce the iodine deficiency to below endemic levels.
iii) Popularization of Low Cost Nutritious Food:- Efforts to produce and popularize low-cost nutritious foods from indigenous and locally available raw material shall be intensified.

iv)  Control of Micro-Nutrient Deficiencies amongst vulnerable Groups:- Deficiencies of Vit. A, iron and folic acid and iodine among children, pregnant women and nursing mothers shrill be controlled through intensified programmes. Iron supplementation to adolescent girls shall be introduced.
B) Indirect Intervention-Long term

a) Food Security: In order to ensure aggregate food security a per capita availability of 215 g/person/year of foodgrains needs to be attained.

b) Improvement of Dietary pattern through Production and Demonstration: .Improving the dietary pattern by promoting the production and increasing the per capita availability of nutritionally rich foods. The country’s Food Policy should be consistent with our national nutritional needs find and this calls for the introduction of appropriate incentives, pricing and taxation policies

c) Policies for Effecting Income Transfers so as to improve the entitlement package of the rural and urban poor.

i) Improving the purchasing power: In all poverty alleviation programmes. .nutritional objectives shall be incorporated explicitly and the nutritional benefits of income genenuion shall be taken for granted, 

ii) Public Distribution System: Ensuring an equitable food distribution, through the expansion of the public-distribution system.

iii) Health & Family Welfare:  Through "Health for All by 2000 AD" programme increased health and immunisation facilities shall be provided to all. Improved pre-natal and post-natal care to ensure safe motherhood shall be made accessible to all women. 

iv) Basic Health and Nutrition Knowledge: Basic health and. nutrition knowledge with special focus on wholesome infant feeding practices shall be imparted to the people extensively and effectively. Nutrition and health education concepts shall be effectively integrated into the school curricula, as well as into nutrition programmes.

v) Nutrition Surveillance: The NNMB of ICMR is to be strengthened so that periodical monitoring of the nutritional status of children, adolescent girls, and pregnant and lactating mothers below the poverty tine takes place through representative samples and results are transmitted to all agencies concerned. The NNMB would be accountable to DWCD for Nutrition Surveillance.
vi) Monitoring of Nutrition Programmes by the Food and Nutrition Board within the DWCD.

vii) Research: Research must accurately identify those who are suffering from various degrees of malnutrition. Research should enable selection of new varieties of food with high nutrition value which can be within the purchasing power of the poor.

viii) Communication: While using the communication tools both mass communication as well as group or inter-personal communication should be used by DWCD through provision of a well-established, permanent Communications Division with adequate staff and fund support.

ix) Community Participation: Will include


- Generating awareness among the community regarding the National Nutrition


   Policy and its major concerns;

- Involving the community through their Panchayats or where Panchayat do not 
  exist, through beneficiary committees, the management of nutrition programmes   and interventions related to nutrition, such as employment generation, land reforms, health, education etc.

x) Emphasis on Education and Literacy, especially of women.

xi) Improvement on the status of women- Emphasis on women's employment and education particularly nutrition and health education should provide the bedrock of the nation's nutritional intervention.

National Population Policy, 2000- The National Population Policy, 2000 (NPP 2000) affirms the commitment of government towards voluntary and informed choice and consent of citizens while availing of reproductive health care services, and continuation of the target free approach in administering family planning services. The NPP 2000 provides a policy framework for advancing goals and prioritizing strategies during the next decade, to meet the reproductive and child health needs of the people of India, and to achieve net replacement levels (TFR) by 2010. It is based upon the need to simultaneously address issues of child survival, maternal health, and contraception, while increasing outreach and coverage of a comprehensive package of reproductive and child heath services by government, industry and the voluntary non-government sector, working in partnership.

[image: image2]
Table 10: Projections of Crude Birth Rate, Infant Mortality Rate, and TFR, if the NPP 2000 is fully implemented
	Year
	Crude Birth Rate
	Infant Mortality Rate
	Total Fertility Rate

	1997
	27.2
	71
	3.3

	1998
	26.4
	72
	3.3

	2002
	23.0
	50
	2.6

	2010
	21.0
	30
	2.1


Source: Ministry of Health and Family Welfare
State Population Policy, 2000 - The State of Maharashtra declared its State Population Policy in 2000 to control the population and also considering the changes made in implementing family welfare programme as per recommendations of International Conference on Population Development. A special emphasis has been given on optimal utilization of health institutions, infrastructure and manpower. 
Main objectives of the policy are as given below.-
1. To reduce Total Fertility Rate (TFR) from 2.5 to 2.1 upto 2004.
2. To reduce Infant Mortality & Maternal Mortality significantly
3. To improve the comprehensive health of the family 
4. To provide special services to tribal area, small size villages; and urban slum areas. 

Table 11: Goals decided for various health indicators
	Indicator
	Present Status (SRS)
	Goal

	 
	Maharashtra
	Maharashtra 2002-03
	2004
	2010

	Birth Rate
	22.5 (1998 )
	19-9 (2003)
	18
	15

	Death Rate
	7.7 ( 1998 )
	7-2 (2003)
	6.4
	5

	Total Fertility Rate
	2.5 (1998 )
	2.5 (2002)
	2.1
	1.8

	Infant Mortality Rate
	49 (1998)
	4.3 (2002)
	25
	15

	Neonatal Mortality Rate
	35
	29 (2002)
	20
	10


Some of the proposed activities under this policy are:

a) Small family norm- State has accepted two children norm as ‘Small Family Norm’. 

b) Increasing availability of Health Services

c) Organization of Family Welfare Camps by Various Institutions

d) Strict Implementation of existing Acts and Policies, such as ; 

i) Child Marriages Restrain Act of 1978
ii) Prenatal Sex Determination Act of 1994
iii) Registration of Births and Deaths Act of 1969
iv) Maharashtra Marriage Council Regulation and Marriage Registration Act of 1998
v) Free Education for girls
vi) Policy for Women

e) Enhancing Quality of Services, through:

- Effective implementation of the state population policy

- Strengthening of health services and facilities

- Implementation of award schemes for government institutions at various levels (such as Best Primary Center, Best District Hospital etc), based on criteria regarding environment sanitation, and proper treatment of patients.

f) Special Measures to enhance Quality of Health Care in Urban area- Under this scheme, disease detection camps will be conducted in municipal corporations and municipal councils areas. These camps will cater specially to women and adolescent girls by regularly examining and treating them for Reproductive Tract Infection /Sexually Transmitted Diseases (RTI/STD), among other diseases, thus reducing burden of disease.

g) State Population Women Commission for active involvement of women in implementation of population policy.

h) Monitoring and Implementation of the policy at various levels through; State Population Commission at state level, Divisional Population Commission at divisional level; and District Population Commission at district level, and through District Population Monitoring Committee.

National Health Policy, 2002- The principal objective of NHP-2002 to evolve a policy structure which reduces these inequities and allows the disadvantaged sections of society a fairer access to public health services. The policy highlighted the handicap suffered in the health sector due to socio-economic inequity, especially among women and children. It also highlighted the promotion of health-seeking behavior among children, and tailor-made schemes to the health needs of women and children. 
Under the policy, there is an emphasis to increase health sector expenditure to 6 percent of GDP, with 2 percent of GDP being contributed as public health investment, by the year 2010. The State Governments would also need to increase the commitment to the health sector. In the first phase, by 2005, they would be expected to increase the commitment of their resources to 7 percent of the Budget; and, in the second phase, by 2010, to increase it to 8 percent of the Budget. With the stepping up of the public health investment, the Central Government’s contribution would rise to 25 percent from the existing 15 percent by 2010. The provisioning of higher public health investments will also be contingent upon the increase in the absorptive capacity of the public health administration so as to utilize the funds gainfully. 
NHP-2002 sets out an increased allocation of 55 percent of the total public health investment for the primary health sector; the secondary and tertiary health sectors being targeted for 35 percent and 10 percent respectively. The policy envisages that the various types of inequities and imbalance-inter-regional; across the rural-urban divide; and between economic classes- the increase in sectoral outlay in the primary health sector would be the most cost-effective method. 
NHP-2002 lays great emphasis upon the implementation of public health programmes through local self-government institutions. 

NHP-2002 envisages the setting up of an organized urban primary health care structure. The structure conceived under NHP-2002 is a two-tiered one: the primary centre is seen as the first-tier, covering a population of one lakh, with a dispensary providing an OPD facility and essential drugs, to enable access to all the national health programmes; and a second-tier of the urban health organisation at the level of the Government general hospital, where reference is made from the primary centre.
NHP – 2002 envisages a network of decentralized mental health services for ameliorating the more common categories of disorders.
The policy welcomes the participation of the private sector in all areas of health activities – primary, secondary or tertiary, but through enactment of suitable legislation for regulating minimum infrastructure and quality standards in clinical establishments/medical institutions by 2003.
National Slum Policy, 2005- The policy embodies the core principle that households in all urban informal settlements should have access to certain basic minimum services irrespective of land tenure or occupancy status.

Essential Strategic Interventions- Wherever health services and national health programmes have been devolved to city level following the 74th Amendment, ULBs must build health management capacities to improve service delivery to the poor.

i) Participatory Health Delivery: All promotive, preventive and curative health services for the urban poor should be implemented on a participatory basis with active community involvement and support. All required training and basic infrastructure should be arranged through convergence with departmental schemes.

ii) Demand for Health Services: The community should be mobilised to create demand for better preventive health services and to access these services in a more effective manner. Hygiene behaviour changes should be promoted as an integral part of the sanitation services outlined in section 8 b) ii above. An emphasis should also be placed on health education for STD/HIV prevention, as well as measures to combat alchoholism and violence. ULBs should establish a network of community health workers/volunteers to facilitate this process through health promotion activity.

iii) Private Sector Partnerships: ULBs may consider establishing formal partnerships with private medical practitioners to undertake the delivery of curative services in slums Such partnerships could provide greater outreach of services at low cost. Traditional systems of medicine may also be used where this expertise is available.

iv) Health Insurance to widen the Access to Curative Health Care: ULBs should encourage communities to participate in health insurance schemes in conjunction with the

Saving and Credit society component of the Swarna Jayanti Shahari Rozgar Yojana (SJSRY) scheme and any other scheme for widening access to curative health care.
National Policy for Persons with Disabilities, 2005 - The National Policy recognizes that Persons with Disabilities are an important resource for the country and seeks to create an environment that provides them equal opportunities, protection of their rights and full participation in society. The policy shall specifically focus on the following:

· Prevention and early detection

· Provision of rehabilitation services
· Expansion of services of National Institutes for development of rehabilitation manpower
· Need for mainstreaming of persons with disabilities in the general education system through inclusive education
· Equal opportunities for employment of persons with disabilities
· Barrier-free environment in public buildings/places/transportation systems etc.
· Provision of low-cost assistive devices 
· Encourage participation, education and employment of women with disabilities
· Adoption of simple, transparent, and client-friendly procedures for provision of disability certificates
· Social Security including Special Legal Provision for persons with severe/profound disabilities
· Promotion of NGOs working in disability sector
· Collection of regular information on persons with disabilities
· Encourage and support research by government for improving qualityfor persons with disabilities 
Child Development Policy, 2002, Maharashtra State -  The Government of Maharashtra has framed and declared Child Development Policy which is mainly for orphans, destitutes, homeless and deviated children within the State. The concept of implementation of this policy is to achieve child development in a planned, structured, and disciplined manner. The main objectives of the policy are as follows:

i) Enhancement of antenatal and postnatal care of child health.

ii) To provide free of cost educational and entertainment facilities in foster care, sponsorship and adoption programme. 

iii) Prevention of the sexual exploitation and trafficking of children and implementation of the Child Marriage Restraint Act, 1929.

iv) To establish sufficient institutions for HIV affected children, missing children, physically and mentally challenged children for their protection, education and training.

v) To provide facilities for occupational training to children in day care centers, crèches, short stay homes, after care homes, observation homes, and Juvenile homes. 
National, State (Maharashtra) Reports
2005, Report of National Commission of Macroeconomics and Health

2007-08, Economic Survey of India
2006-07, Economic Survey of Maharashtra

Report of National Commission of Macroeconomics and Health, MOHW, GOI, 2005- The terms of reference of the National Commission on Macroeconomics & Health, included among others, a critical appraisal of the present health system — both in the public and the private sector — and suggesting ways and means of further strengthening it with the specific objective of improving access to a minimum set of essential health interventions to all. The Commission also looked into the issue of improving the efficiency of the delivery system and encouraging public-private partnerships in providing comprehensive health care. Some of its findings in critical appraisal of India’s health systems are listed below:
Microeconomic impact of illness- The decline in public investment in health and the absence of any form of social insurance have heightened insecurities. The unpredictability of illness requiring substantial amounts of money at short notice are impoverishing an estimated 3.3% of India's population every year. The poorest 10% of the population rely on sales of their assets or on borrowings, entailing inter-generational consequences on the family's ability to access basic goods and affecting their long-term economic prospects.

Disease burden and prioritizing investments- The public health system is overwhelmed by the coexistence of communicable and non-communicable diseases alongside an emerging epidemic of non-communicable diseases. Based on reviews of available data, it is estimated that by 2015 the number of HIV/AIDS cases would be three times more than the current level, entailing possibly a corresponding increase in the existing prevalence level of TB of about 85 lakh cases. Perinatal and childhood conditions are not expected to decline significantly. We may not be able to achieve the targets set for 2010 in the various policy documents or even by 2015 as laid down in the Millennium Development Goals. India's disease burden will increase significantly due to noncommunicable diseases. Cardiovascular diseases and diabetes will more than double — cancers will rise by 25%. Mental health affects about 6.5% of the Indian population and is expected to increase due to stress on account of frequent disruptions in incomes, unemployment, lack of social support systems, etc. 

Prevention-the key for reduced disease burden- Prevention of diseases, particularly non-communicable diseases that are expensive to treat, is the most cost-effective strategy for a country facing scarce resources.
Delivery of India’s health system- The principal challenge for India is the building of a sustainable health system. Selective, fragmented strategies and lack of resources have made the health system unaccountable, disconnected to public health goals, inadequately equipped to address people's growing expectations and inability to provide financial risk protection to the poor. Contributory factors for a dysfunctional health system are unrealistic and nonevidence-based goal-setting, lack of strategic planning and inadequate funding.
Weak management- Key factors that adversely affect the functioning of the public health system are poor management of resources and centralized decision-making, low budgets, irregular supplies, large-scale absenteeism, corruption, absence of performance-based monitoring and conflicting job roles making accountability problematic.

Vertical versus horizontal programmes: Lack of focus- India needs to seriously introspect on the effectiveness of vertically driven strategies, particularly when such strategies are implemented in a campaign mode in a health system that is unable to synchronize its several responsibilities.

Devolution of authority to local bodies- While the 73rd and 74th Amendments give us an opportunity to foster a democratic system of governance in health, enforcement has been tardy.

Role of private sector in healthcare delivery 

The convergence of decreasing public investment, emergence of non-communicable diseases, an effective demand and the liberalization-privatization process since the 1990s

has enabled the entry of the corporate sector in health. However, the trade-offs in terms of welfare implications cannot however be ignored. It will raise the overall cost of health care in the country and generate pressures for increased budgetary allocations for government hospitals to stay competitive.

Overview of the private health sector

1. Serious supply gaps and distributional inequities
2. Need for uniform standards and treatment protocols
3. Need for cost controls and quality assurance mechanisms
4. Regulations to protect consumer interests and enforcement systems
5. Supporting the NGO/charitable or the third sector which has the capability to provide reasonable quality care at affordable rates and the potential to serve the poor in under-served areas if appropriately incentivized and supported.
Drivers of healthcare costs

Health system costs are driven by the nature of the human infrastructure, drug regime and technology used.

a) Human resources for health
- Lack of development and integration of community health workers to the health system

-
Lack of in-service training, resulting in low motivation and high absenteeism among the first interface of the formal health system-the ANM and MPW

-
Inappropriate deployment of pharmacists, laboratory technicians and nurses compared to population

- Lack of skill base of human resources-public health specialists (epidemiologists, biostatisticians, hospital managers, health economists etc), to sustain a more modernized and professionalized health system

-
Inadequate and non-available of Specialist services

b) Access to essential drugs and medicines

-
Lack of price controls for all drugs 

- Weak regulatory environment to control supply of spurious and substandard drugs into the market

-
Lack of incentivisation in the product patent regime of the pharmaceutical industry

c) Appropriate policies for Medical Devices Technology

-
Need for research into the impact of usage of medical technology on healthcare expenditures 

-
Increased utilization of medical technology, in some cases unwarranted or unnecessary

The Way Forward
The Report seeks to boldly address many critical issues confronting the health sector such as inequitable access to basic services resulting in welfare loss for the poor, the inefficiencies in the system resulting in waste and suboptimal utilization of existing resources, the poor quality and declining values, ethical norms etc. The absence of patient rights and citizens-entitlements to a basic package of health services — preventive, promotive and curative — has disturbed and provoked us to throw up some specific recommendations for the way forward. Five core concerns emerge when facing the challenge of improving health in India:
(i) 
Promoting equity by reducing household expenditure on total health spending and experimenting with alternate models of health financing

(ii) 
Restructuring the existing primary health care system to make it more accountable

(iii) 
Reducing disease burden and the level of risk

(iv) 
Establishing institutional frameworks for improved quality of governance of health

(v) 
Investing in technology and human resources for a more professional and skilled workforce and better monitoring. 

Economic Survey 2007-08, Ministry of Finance, Economic Division, Government of India- The report provides the financial status of the country, thus providing an insightin to the available resources for the government for improving social sectors, including street children.
State of the Economy- The economy has moved to a higher growth plane, with growth in GDP at market prices exceeding 8 percent in every year since 2003-04. The projected economic growth of 8.7 percent for 2007-08 is fully in line with this trend. The observed growth of 7.8 percent in the Tenth Five Year Plan (2002-07), the highest so far for any plan period, is only marginally short of the target of 8 percent. 
The high share of expenditure on healthcare, despite a large and nominally free public health care system, is a cause of concern. 


The proportion of persons below the poverty line declined from around 36 percent of the population in 1993-94 to 28 percent in 2004-05 as per the uniform recall period. 

There has been a loss of dynamism in the agriculture and allied sectors in recent years. Public investment in agriculture has declined and this sector has not been able to attract private investment because of lower/unattractive returns. 

As per the UNDP’s HDR 2007, in spite of the absolute value of the HDI for India improving from 0.577 in 2000 to 0.611 in 2004 and further to 0.619 in 2005, the relative ranking of India has not changed much.

In consonance with the commitment to faster social sector development under the NCMP, the Central Government has launched new initiatives in social sector development during 2007-08 , these include Aam Admi Bima Yojana and Rastriya Swasthya Bima Yojana. The share of the Central Expenditure on social services, including rural development, in total expenditure (plan and non-plan), has increased from 10.97 percent in 2001-02 to 16.42 percent in 2007-08. 

A centrally-sponsored scheme, viz, Scheme for Universalisation of Access to Secondary Education (SUCCESS) and improvement of quality at secondary stage during the Eleventh Five Year Plan, has been proposed.

Reforms and Performance of States- For the first time in about two decades, the State Governments have budgeted, for 2007-08, a consolidated surplus in their revenue account. The ratio of gross fiscal deficit (GFD) of the States to GDP has shown a declining trend, with the 2007-08 (BE) at 2.3 percent. 
While there has been some increase in social sector spending at the State Level, the Central Government has also stepped up its outlays on social sectors, in recent years through Centrally sponsored schemes. In their respective Budgets for 2007-08, several State Governments (Maharashtra State have proposed an increase in social sector budget for 2007-08 by    as compared to          2006-07) have proposed schemes for improving education, health and employment at State Level.

A Policy framework to bridge outcome gaps in the health sector would require a strategic focus on public goods, public health education, and drainage. This should address the shortfalls in the availability of quasi-public goods like clean drinking water, sanitation and sewerage, and garbage collection and disposal, especially in urban areas due to high population concentration in most slums and pavements. There is also need making health insurance affordable to the large segment of the vulnerable sections of the population.
Central Government Finances- Average annual growth of revenue receipts of the Central Government between 2003-04 and 2007-08 (BE) was 16.2 percent. The gross tax-GDP ratio, which had stagnated at 8-10 percent range for more than a decade, increased to 14.4 percent in 2006-07 and is expected to improve further to 11.8 percent in 2007-08 (BE) (11.7 percent based on revised GDP estimates). Revenue expenditure during this period recorded lower average annual growth of 10.6 percent leading to a reduction in revenue deficit in both absolute terms and also relative to GDP. 

Budgetary developments in 2007-08- The year 2007-08 is the first year of the Eleventh Five Year Plan with the declared objective of “Faster and more inclusive growth”. Gross budgetary support (GBS) for the annual plan 2007-08 was increased by 20.7 percent from 1,69,860 crore in 2006-07 (Actual) to Rs 2,05,100 crore (called Plan-A)in 2007-08 (BE). 

To address the need for additional resources, once the Eleventh Five Year Plan was finalized, a “Plan B” was also drawn up to take new initiatives in critical areas. These additional resources to the extent of Rs 7000 crore, mobilized through better tax administration, during the course of the year, was to be allocated amongst sectors such as agriculture, rural development, health, women and child development, urban infrastructure and water resources.
Tax measures- In the area of Direct Taxes, an additional cess of 1 percent on the amount of income tax inclusive of surcharge termed as “Secondary and Higher Education Cess” was introduced. In the area of Indirect Taxes, duty was reduced on medical equipments, and education cess at the rate of 1 percent on total import duties to finance Secondary and Higher Education was levied. An education cess of 1 percent to finance Secondary and Higher Education was made applicable to excise duties.

A cess of 1 percent was imposed on service tax to finance Secondary and Higher Education.  Revenue from service tax, as the combined outcome of expanding tax net, creeping rate, and buoyant service sector growth increased rapidly from a paltry Rs 407 crore in 1994-95 to Rs 37,484 crore in 2006-07 (Provisional) and is budgeted to increase to Rs 50200 crore in 2007-08.

Financing of the Eleventh Five Year Plan- The Planning Commission projects an increase in public sector resources for the Plan from 9.46 percent of GDP in the Tenth Five Year Plan to 13.54 percent in the Eleventh Five Year Plan. The Central’s GBS for the Eleventh Five-Year Plan is estimated at Rs 14,21, 711 crore at 2006-07 prices, out of which Central assistance to States and UTs plan works out to Rs 3,24, 851 crore.

The Eleventh Five Year Plan focuses on poverty reduction, ensuring access to basic physical infrastructure, and better access to health and education services, while giving importance to bridging regional, social, and gender disparities. The following table, indicates a substantial increase, over the Tenth Five Year Plan, in the combined Centre and States allocations, of the public sector resources for social services, rural development, and agriculture
Table 11: Overall sectoral allocation of plan resources (Centre and States)

	
	Eleventh Five Year Plan
	Tenth Plan
	Increase over 10th Plan (%)
	Share of States in 11th Plan (%)

	Agriculture
	136382
	60702
	124.7
	62.7

	Rural Development 
	301069
	137710
	118.6
	36.8

	Area Programmes
	26329
	16423
	87.1
	96.8

	Irrigation
	210326
	112415
	87.1
	96.8

	Energy
	854123
	363635
	134.9
	26.4

	Industry
	153599
	64655
	137.6
	20.8

	Transport
	572443
	263934
	116.9
	32.5

	Communication
	95380
	82945
	15
	0.0

	Science & Technology
	87933
	28673
	206.7
	14.2

	Other economic services
	62523
	30349
	106
	76.3

	Social services
	1102327
	436529
	152.5
	47.5

	General services
	42283
	20489
	106.4
	82.3

	Total
	3644718
	1618460
	125.2
	40.8


Source: Planning Commission
State Government Finances- State’s own tax receipts, as a proportion of GDP, increased from 5.6 percent in 2002-03 to 6.2 percent in 2006-07 (RE) and are projected to further improve to 6.3 percent of GDP in 2007-08 (BE). During the current financial year, 2007-08, the States are estimated to have a revenue surplus of 0.3 percent and fiscal deficit of 2.3 percent, of GDP

Social Sectors- India ranks at 128 among the countries with medium human development out of 177 countries of the world as against 126 in the previous year. In terms of GDI, India ranks 113 out of 157 countries based on the basis of their GDI value. The zero count for HDI rank minus GDP rank of India is indicative of almost similar status of ranking in terms of gender development and human development. The negative count of (-11) for GDP per capita (PPP US$) rank minus HDI ranks is indicative that the country has done better in terms of per capita income than in other components of human development, similar to Education and Health as well. The situation reinforces the need for greater focus on this area of development planning. 
Table 12: India’s global position on human and gender development

	Country
	HDI Rank
	GDP per capita (PPP US$) minus HDI rank
	GDI Rank
	HDI Rank minus GDI Rank
	Life Expectancy at Birth (years)
	Combined GER (Primary, Secondary & Tertiary education)
	Physicians per one lakh people
	Infants with low birth weight (%)

	
	2000
	2005
	2005
	2000
	2005
	2005
	2005
	2005
	2000-04
	1998-2005

	Norway
	1
	2
	1
	3
	3
	-1
	79.8
	99.2
	313
	5

	Sri Lanka
	89
	99
	13
	1
	2
	1
	80.9
	113
	247
	7

	China
	96
	81
	05
	77
	73
	1
	69.7
	68.2
	13
	9

	India
	124
	128
	-11
	105
	113
	0
	63.7
	63.8
	60
	30

	Pakistan
	138
	136
	-8
	120
	125
	-7
	64.6
	40
	74
	19

	Bangladesh
	145
	140
	08
	119
	128
	-4
	62.6
	58.1
	21
	21

	Niger
	172
	174
	-1
	146
	155
	-1
	55.8
	22.7
	2
	13


Source: UNDP Human Development Reports 2002 and 2007
Major Initiatives in Social Sector
Aam Admi Bima Yojana- Under a new scheme called ‘Aam Admi Bima Yojana’ (AABY), insurance to the head of the family of rural landless labourers in the country will be provided against natural death as well as accidental death and partial/permanent disability. 

Ujjawala Scheme for Prevention of Trafficking and Rescue, Rehabilitation and Reintegration of Victims of trafficking for commercial sexual exploitation, has five components namely, prevention, rescue, rehabilitation, reintegration and repatriation.

Progress on major initiatives under implementation in the Social Sector
NREGS- Launched in 2006, in 200 most backward districts in the first phase, has been expanded to 330 districts in the second phase. As against the employment demanded by 2.61 crore rural households, 2.57 households have been provided wage employment during 2007-08.

Bharat Nirman- Launched in 2007-08 for building infrastructure and basic amenities in rural areas, has six componenets, viz, rural housing, irrigation potential, drinking water, rural roads, electrification and rural telephony. Against a budget outlay of Rs 24, 603 crore in 2007-08 as against Rs 18, 696 crore (including NER component) in 2006-07.

MDM Scheme- The allocation has been enhanced to Rs 7324 crore in 2007-08 from Rs 5348 crore in 2006-07.

RGNDWM- Allocation of funds has been increased from Rs 4680 crore in 2006-07 to Rs 5850 crore in 2007-08.

NRHM- Allocation increased to Rs 9947 crore in 2007-08 from Rs 8207 crore in the previous year.

JNNURM- A budgetary provision of Rs 4987 crore has been made in 2007-08 as against Rs 4595 crore in 2006-07.

Central Government expenditure on social services

Central Government expenditure on social services and rural development have gone up consistently over the years (See Table ). Expenditure on social sectors as a proportion of total expenditure, after decreasing from 20.4 percent in 2002-03 to 19.5 percent in 2003-04, increased steadily to 22.3 percent in 2006-07 (RE) and 22.5 percent in 2006-07 (RE) and 22.5 percent in 2007-08 (BE). Expenditure on education as a proportion of total expenditure has increased from 9.8 percent in 2004-05 to 10.4 percent in 2006-07 (RE). Share of health in total expenditure has also increased from 4.4 percent in 2005-05 to 4.9 percent in 2006-07 (RE).

Table 13: Trends of social sector expenditure by General Government (Centre and State Government combined)

	ITEMS
	2002-03

Actual
	2003-04

Actual
	2004-05 

Actual
	2005-06

Actual
	2006-07

RE
	2007-08

BE

	Centre & States (Rs. Crore)
	
	
	
	
	
	

	Total expenditure
	6,95,203
	7,86,212
	8,59,545
	9,59,855
	11,48,824
	13,09,897

	Expenditure on social sector
	1,41,740
	1,53,454
	1,72,812
	2,03,995
	2,56,521
	2,94,412

	Education 
	71,298
	75,607
	84,111
	96,365
	1,19,199
	1,33,284

	Health
	30,184
	33,504
	37,535
	45,428
	56,378
	65,158

	Others
	40,258
	44,343
	51,166
	62,202
	80,944
	95,970

	As percentage of GDP
	
	
	
	
	
	

	Total expenditure
	28.32
	28.34
	27.29
	26.81
	27.71
	27.91

	Expenditure on social sector
	5.77
	5.57
	5.49
	5.70
	6.19
	6.27

	Education
	2.9
	2.74
	2.67
	2.69
	2.88
	2.84

	Health
	1.23
	1.22
	1.19
	1.27
	1.36
	1.39

	Others
	1.64
	1.61
	1.62
	1.74
	1.95
	2.04

	As percentage of total expenditure
	
	
	
	
	
	

	Expenditure on social sector
	20.4
	19.5
	20.1
	21.3
	22.3
	22.5

	Education
	10.3
	9.6
	9.8
	10
	10.4
	10.2

	Health
	4.3
	4.3
	4.4
	4.7
	4.9
	5.0

	Others
	5.8
	5.6
	6
	6.5
	7
	7.3

	As percentage of social sector expenditure
	
	
	
	
	
	

	Education
	50.3
	49.3
	48.7
	47.2
	46.5
	45.3

	Health
	21.3
	21.8
	21.7
	22.3
	22
	22.1

	Others
	28.4
	28.9
	29.6
	30.5
	31.6
	32.6


Source: Budget documents of Centre and State Governments/RBI
Poverty and Inclusive Growth
From the Table 14, it is clear that percentage of poor estimated by MRP in 2004-05 are roughly comparable with the poverty estimates of 1998-2000 (55th Round NSS) which was 26.1 percent for the whole country; while the percentage of poor estimated by URP distribution in NSS 61st round of consumer expenditure data in 2004-05 are comparable with the poverty estimates of 1993-94 (50th Round) which was 36 percent fo the country as a whole.
Table 14: Poverty ratios by URP and MRP








       (percent)

	Sr No
	Category
	
	

	By Uniform Recall Period (URP) Method

	
	
	1993-94
	2004-05

	1
	Rural
	37.3
	28.3

	2
	Urban
	32.4
	25.7

	3 
	All India
	36.0
	27.5

	By Mixed Recall Period (MRP) Method

	4
	Rural
	27.1
	21.8

	5
	Urban
	23.6
	21.7

	6
	All India
	26.1
	21.8


Source: Planning Commission
Consumption Patterns below and above Poverty Line

About 43 percent of total consumption on an average is spent on food items and remaining 57 percent is spent on non-food items, urban poor (below PL) are spending about 35 to 43 percent of their total consumption on non-food items. The growth in consumption of lower 40 percentile of urban population is consistently lower than its counterpart rural population.

On the basis of NSSO data for various rounds, it is observed that reporting of inadequate food in urban areas has come down between 1993-94 and 2004-05 with 0.5 percent reporting inadequate food availability for the country in urban areas, as against 1.6 percent households in 1993-94.

Employment
As per various rounds of NSSO surveys, the incidence of unemployment on CDS basis increased from 7.31 percent in 1999-00 to 8.28 percent in 2004-05. The decline in overall growth of employment during 1993-94 to 1999-00 was largely due to the lower absorption of agriculture.

Education
Central allocation for SSA in 2007-08 was Rs 10,671. with significant success in enrolling children in schools, the SSAs thrust areas are now on reduction of dropouts and improving quality of student learning. 

Health

Though there has been a steady increase in healthcare infrastructure available over the plan period as per the Bulletin on Rural Health Statistics in India-2006- Special Revised Edition, as in March 2008, there is a shortage of 20,903 SCs, 4,803 PHCs and 2,653 CHCs as per 2001 population norm.
A majority of States has introduced user charges for services in public health facilities, but this option should not prevent accessibility of these health services for poor and needy patients. The state of public health facilities sometimes force the poor and needy patients to approach private health care facilities which are available at high cost, health insurance and other innovative schemes in this area are vital. 

Under the scheme “A Programme for Juvenile Justice’, 50 percent expenditure requirements of States/UTs are being provided for establishment and maintenance of various homes under the Juvenile Justice (Care and Protection of Children) Act, 2000. The Implementation of “Scheme for Welfare of Working Children in Need of Care and Protection” commenced in January 2005 to provide non-formal education and vocational training to working children to facilitate their entry/re-entry into mainstream education.
Rigorous efforts are being made to tackle the growing problem of drug abuse and alcoholism through an integrated and comprehensive community based approach in the country. The programme is implemented through voluntary organizations running Treatment-Cum-Rehabilitation Centers and Awareness and Counseling Centres. An amount of Rs 6.62 crore has been released to voluntary organizations under the scheme of Prevention of Alcoholism and Substance (Drugs) Abuse up to November 2007 during the year 2007-08. 
Economic Survey of Maharashtra State 2006-07, Directorate of Economics and Statistics, Planning Department, GoM, Mumbai- Through the adoption of FRBM Act, 2005 and introduction of VAT, Maharashtra State has succeeded in reducing the extent of fiscal deficit from 5.3 percent of GSDP in 2003-04 to 3.8 percent in 2005-06. A fiscal strategy of the Government to maximize revenue receipts, instead of curtailment of revenue expenditure has reduced the burden of revenue deficit as a percentage of GSDP. 

Public Finance-Maharashtra State

As per the data received from Civil Accounts for the period from April to December 2006, the tax revenue has increased by 19.8 percent, the non-tax revenue by 37.2 percent and the total revenue receipts by 22.7 percent than such receipts in the corresponding period of the same year. The State’s own tax revenue has increasingly by over 21.1 percent, in which the revenue from VAT has increased 29.9 percent, stamps and registration fees by 19.5 percent, and state excise duties by 15.3 percent.  

The receipts from Non-Tax revenue increased by about 55 percent from Rs 6812 crore in 2004-05 (16.6% of Revenue Receipts) to Rs 10,591 crore (20.3 percent of Revenue Receipts) in 2005-06. 

Total receipts of MCBM (excluding BEST undertaking) during 2005-06 were Rs 7639 crore, more by 16 percent that of previous year and which were 59 percent of the total receipts of all Municipal Corporations in the State. 

The share of Development Expenditure in total revenue expenditure which was 60.7 percent in 2000-01 reduced to 58 percent in 2005-06. Major portion of the development expenditure was incurred on Social Services during the last three years. Major portion (about 54-59 percent) of the non-development expenditure was incurred on General Services during the last three years.

The share of plan expenditure in the total expenditure has increased over the years, and was at 19.2 percent during 2005-06 as compared to 14.4 percent in 2000-01

In the FRBM Act, 2005 the Government has decided to eliminate the revenue deficit by 31st March 2009 and to generate revenue surplus thereafter. The revenue deficit as percent of GSDP was 3.1 percent in 2000-01, which declined to 2.6 percent and 0.3 percent in 2004-05 and 2005-06 respectively. In the similar manner, the Fiscal Deficit has come down to 3.8 percent during 2005-06 as compared to 5.3 percent in 2003-04.
The GSDP for the State at constant (1999-2000) prices is expected to grow at robust rate of 9.3 percent during 2006-07, as against 9.2 percent in 2005-06. 

Social Sectors

During the year 2005-06, under the Sarva Shikshan Mohim (this is what SSA is called in Maharashtra State), provision of Rs 876.51 crore was made and expenditure of Rs 604.59 crore was incurred. 

The total State expenditure on primary, secondary and higher secondary expenditure for the year 2005-06 was Rs 9074 crore, which was 2.1 percent of GSDP. 

Under the School Health Programme, an expenditure of Rs 3.73 crore is expected under this scheme during 2006-07. 

Fast increasing population and the constant influx of single male migrants to Mumbai city have resulted HIV/AIDS as one of the most important health problems. 

During 2005-06, the number of beneficiaries covered under the ICDS programme in urban area was 2.76 lakh including the children in the age group 0-6 years, pregnant women and nursing mothers and expenditure of Rs 21.06 crore was incurred thereon.

Strategic programmes
1982, National Mental Health Program
1996: Communication Strategy for Child Development -- A five-point action plan of the Department of Women and Child Development
2002: National Programme for Rehabilitation of Persons with Disabilities

2002-07: Xth Five Year Plan
2005: Reproductive and Child Health (RCH) Programme, Phase II
2007-13: National AIDS Control Program, Phase III

National Mental Health Programme, 1982- The Government of India had launched the National Mental Health Programme (NMHP) in 1982, keeping in view the heavy burden of mental illness in the community, and the absolute inadequacy of mental health care infrastructure in the country to deal with it. One of the aims of the programme include, prevention and treatment of mental and neurological disorders. Among its various objectives is to ensure availability and accessibility of minimum mental health care for all in the forseeable future, particularly to the most vulnerable and underprivileged sections of population. Its strategies include integration of mental health with primary healthcare. 
The National Mental Health Programme is set for expansion during the XI Five Year Plan period with a proposed outlay of over Rs.1,000 crore. The programme, which focuses on community-based treatment for mentally ill patients, also envisages mental health care right up to the district level and strengthening of the existing psychiatric infrastructure. The proposal for the ambitious programme now awaits Union Cabinet approval. Strengthening of existing psychiatric infrastructure includes upgrading of psychiatric wings of the Government Medical Colleges, General Hospitals and modernization of existing State-run mental hospitals.

National Programme for Rehabilitation of Persons with Disabilities, 2002 - An important step by the government in the direction of an appropriate blend of the two approaches of Community Based Rehabilitation (CBR) and Institutional Based Rehabilitation (IBR) on a large scale, is the implementation of a comprehensive scheme -National Programme for Rehabilitation of Persons with Disabilities (NPRPD). An important area of focus of the Scheme is prevention of disabilities and timely intervention to ensure that a minor ailment does not become a major disability. Convergence and dovetailing, both horizontal and vertical, at all levels is a key to effective implementation of the Scheme. In all the interactions with the States, the need for collaborative efforts with NGOs and other government departments has been emphasised. 

Communication Strategy for Child Development - A five-point action plan of the Department of Women and Child Development, 1996 - 
Xth Five Year Plan, 2002-07 – The Tenth Five Year Plan clearly states that economic growth cannot be the only objective for national planning and indeed over the years, development objectives are being defined not just in terms of increases in GDP or per capita income but more broader in terms of enhancement of human well being. This includes not only an adequate level of consumption of food and other types of consumer goods but also access to basic social services especially education, health, availability of drinking water and basic sanitation. It also includes the expansion of economic and social opportunities for all individuals and groups, reduction in disparities, and greater  participation in decision making. 
	Box 4: Monitorable Targets for the Tenth Plan and Beyond

· Reduction of poverty ratio by 5 percentage points by 2007 and by 15 percentage points by 2012

· Providing gainful high-quality employment to the addition to the labour force over the Tenth Plan period

· All children in school by 2003; all children to complete 5 years of schooling y 2007

· Reduction of gender gaps in literacy and wage rates by at least 50% by 2007

· Reduction in the decadal rate of population growth between 2001 and 2011 to 16.2%

· Increase in Literacy rate to 75% within the Plan period

· Reduction in Infant mortality rate (IMR) to 45 per 1000 live  births by 2007 and to 28 by 2012

· Reduction in Maternal mortality rate (MMR) to 2 per 1000 live births by 2007 an dto 1 by 2012


Reproductive and Child Health (RCH) Programme-Phase II, 2005 - The second phase of India’s Reproductive and Child Health Program (RCH II) is an integral and important component of NRHM. The Second Reproductive and Child Health (RCH) Project for India will help reduce maternal and child mortality and morbidity, lower fertility and the rate of population growth through expanding the use of essential RCH services. The project consists of the following components. Component 1: will comprise two sub-components: Sub-Component 1.1: activities administered by Ministry of Health and Family Welfare (MOHFW) will include several categories of activities/sub-programs, the responsibility for which will mainly rest with the MOHFW. Sub-Component I.2: innovative and developmental activities in state program implementation plans (SPIPs) will include all the innovative and developmental RCH-related activities that the states and territories are formulating and incorporating in their SPIPs. Component 2: Technical Assistance, Monitoring and Evaluation will comprise two sub-components which will be implemented by the MOHFW in close cooperation with the states: for technical assistance in order to provide a well-coordinated, effective and timely technical assistance to the states during implementation of the RCH Program Second Phase, MOHFW has established a National Health Systems Resource Center (NHSRC). An advisory committee comprising representatives of MOHFW and the Development Partners (DPs) has been established to harmonize technical assistance (TA) contracting procedures and evolve rules of business for the NHSRC. Reliable monitoring and evaluation (M&E) arrangements will be needed to provide baseline values and to track the progress towards achievement of the targets for the Results Indicators, and for any other indicators states may choose to track in addition to the results indicators.
National AIDS Control Program, Phase III (2007- 13) - The overall goals of NACP-III is to halt and reverse the epidemic in India over the next five years by integrating programmes for prevention, care and support and treatment. This will be achieved through a four-pronged strategy:  
· Prevent infections through saturation of coverage of high-risk groups with targeted interventions (TIs) and scaled up interventions in the general population.
· Provide greater care, support and treatment to larger number of PLHA.
· Strengthen the infrastructure, systems and human resources in prevention, care, support and treatment programmes at district, state and national levels.
· Strengthen the nationwide Strategic Information Management System.
The specific objective is to reduce the rate of incidence by 60 per cent in the first year of the programme in high prevalence states to obtain the reversal of the epidemic, and by 40 percent in the vulnerable states to stabilise the epidemic.
Schemes and programmes related to children, destitute women  and street children
Integrated Child Development Scheme    - The Integrated Child Development Scheme (ICDS), aims to provide delivery of services to the different beneficiary groups as mentioned below:
Table : Delivery of Services under ICDS

	Beneficiaries
	Services

	1. Children below 6 months of age
	i. Immunization

ii. Health Check-up

iii. Referral services

	2. Children between 6 months to 3 years of age
	i. Supplementary Nutrition

ii. Immunization

iii. Health Check-up

iv. Referral Services

	3. Children between 3 to 6 years of age
	i. Supplementary Nutrition

ii. Immunization

iii. Health check-up

iv. Referral services

v.  Non-formal pre-school education

	4. Expectant and nursing mothers
	i. Health check-up

ii. Immunization of expectant mother against tetanus

iii. Referral services

iv. Supplementary nutrition

v. Education on Nutrition and Health

	5. Other women 15 to 45 years
	i. Education on Nutrition and Health

	6. Adolescent girls between 11 to 18 years of age (under Kishori Shakti Yojana)
	i. Education on Health and Nutrition

ii. Supplementary Nutrition

iii. Awareness generation on women and child rights


ICDS covers 738.96 lakh beneficiaries consisting of 606.50 lakh children below 6 years of age and 130.46 lakh pregnant women and lactating mothers as on June 30, 2007 (Economic Survey 2007-08). To fulfill the NCMP commitment of providing a functional Anganwadi in every settlement and ensuring full coverage of all children, and also to comply with the Supreme Court’s directives, the Government has sanctioned 466 additional ICDS projects and 1,88,168 AWCs during 2005-06 and 166 additional ICDS projects, 1,06,833 AWCs and 25,961 mini-AWCs during 2006-07. A new initiative of sharing of one half of the cost of supplementary nutrition with the States under ICDS has been taken.
Integrated Programme for Street Children, 1998 - The objective of this programme is to prevent destitution of children and facilitate their withdrawal from life on the streets.  The programme provides for shelter, nutrition, health care, education, recreation facilities to street children, and seeks to protect them against abuse and exploitation.  The strategy is to develop awareness and provide support to build capacity of the Government, NGOs and the community at large to realize the rights of the child enshrined in the UN Convention on the Rights of the Child (CRC) and in the Juvenile Justice (Care and Protection of Children) Act, 2000.  The target group of this programme is children without homes and family ties i.e., street children and children especially vulnerable to abuse and exploitation such as children of sex workers and children of pavement dwellers.  Children living in slums and with their parents are excluded from the coverage of this scheme.

State Governments, Union Territory Administrations, Local Bodies, Educational Institutions and Voluntary Organisations are eligible for financial assistance under   this programme.  Upto 90% of the cost of the project is provided by the Government of India and remaining has to be borne by the Organisation/Institution concerned.  Under the programme, no predefined cost heads are stipulated.  Depending upon the type of activity and the nature of service, an appropriate amount not exceeding Rs. 1.5 million per annum can be sanctioned as recurring cost for each project.  The grant under the programme is released to selected organizations in two equal half yearly installments. 

· The programme component of a project under this scheme can be:- 

· City level surveys; 

·  Documentation of existing facilities and preparation of city level plan of action; 

· Contact programmes offering counseling, guildance and referral services; 

· Establishment of 24 hours drop-in shelters; 

· Non-formal education programmes; 

· Programmes for reintegration of children with their families and placement of destitute children in foster care homes/hostels and residential schools; 

· Programmes for enrollment in schools; 

· Programme for vocational training; 

· Programmes for occupational placement; 

· Programmes for mobilizing preventive health services; 

· Programmes aimed at reducing the incidence of drug and substance abuse, HIV/AIDS etc; 

· Post ICDS/Aganwadi programmes for children beyond six years of age; 

· Programmes for capacity building and for advocacy and awareness building on child rights
Since its inception in 1998 as many as 2,50,740 street children have been benefited through 214voluntary organisations in 24 States/Union Territories.
CHILDLINE India Foundation- The CHILDLINE India Foundation (CIF) has been set up as a nodal organization, supported by Government of India, to monitor and ensure the qualitative development of the Childline service across the country.  Childline is a toll free telephone service (1098) which anyone can call for assistance in the interest of children.  It has prescribed minimum quality standards for the services to be provided by its partner organizations that are implementing Childline programmes in various cities of the country. It initiates preparatory activity that precedes the initiation of Childline service in any city.  CIF is also involved in awareness and advocacy in order to strengthen the efforts relating to child welfare.
Shishu Greh Scheme – The Central Adoption Resource Agency (CARA), an autonomous organization of MWCD, implements this scheme for providing institutional care to children up to the age of 6 years and their rehabilitation through in-country adoption.
Scheme for Welfare of Working Children in Need of Care and Protection – This scheme is implemented by MWCD. The objective of the scheme is the provision of opportunities including non-formal education, vocational training, etc, to working children to facilitate their entry/re-entry into mainstream education in cases where they have either not attended any learning system or where for some reasons their education has been discontinued with a view to preventing their continued or future exploitation.

Target Group: The programme lends support to projects in urban areas, not already being covered by the existing schemes of the Ministry of Labour, which provide support for the wholesome development of child workers and potential child workers especially those who have none or ineffective family support such as children of slum/pavement dwellers/drug addicts, children living on railway platforms/ along railway lines, children working in shops, dhabas, mechanic shops etc., children engaged as domestic workers, children whose parents are in jail, children of migrant labourers/sex workers, leprosy patients etc.

Programme Component: The programme will focus on measures such as [a] facilitating introduction to/return to the mainstream education system as children at study are not children at work, [b] counseling to parents, heads of families, relatives of the targeted children so as to prevent their exploitation, and [c] give vocational training wherever necessary.

National Crèche Fund, 1994 - The National Crèche Fund (NCF) was set up in 1994 to meet the growing requirement for crèches with a corpus fund made available from the social safety net adjustment credit from the World Bank. Crèches under this scheme provided day care facilities, supplementary nutrition, immunization, medical and health care and recreation services to children below five years. Children of parents whose family monthly income did not exceed Rs 1,800 (USD 40) were eligible for enrollment. The scheme was being implemented through NGOs/mahila mandals/state governments.
Rajiv Gandhi National Crèche Scheme for the Children of Working Mothers - The Ministry of Women and Child Development has launched a new Creche Scheme w.e.f. 1.1.2006 by merging the National Creche Fund with the Scheme of Assistance to Voluntary Organisations for Creche for Working and Ailing Women’s Children and also to revise the financial norms from Rs.18,480/- to Rs. 42,384/- per crèche per annum. The Scheme provides crèche services to the children of age group of 0 to 6 year, which includes supplementary nutrition, emergency medicines and contingency. The Scheme has been named as Rajiv Gandhi National Creche Scheme for the Children of Working Mothers.  These crèches will be allocated to the Central Social Welfare Board, Indian Council for Child Welfare and Bhartiya Adim Jati Sevak Sangh in the ratio of 80:11:9.  The priority will be given to uncovered districts/areas and tribal areas while extending the scheme to maintain balance regional coverage.  The eligibility criteria under the Revised Scheme has also been enhanced from Rs 1800/- to Rs.12,000/- per month per family.  So far about 25605 creches have been sanctioned including 5137 creches sanctioned under erstwhile National Creche Scheme upto 20th Nov., 2006.

Swadhar Scheme- This scheme implemented by Ministry of Human Resource Development is for women in difficult circumstances. Since a very limited State intervention available through old age home, short stay home, Nari Niketan etc, cover only a fringe of the problems of such women, this scheme has been designed with a more flexible and innovative approach to cater to the requirement of various types of women in distress in diverse situations under different conditions. The Swadhar Scheme purports to address the specific vulnerability of each of group of women in difficult circumstances through a Home-based holistic and integrated approach.
National Programme for Adolescent Girls (NPAG) - The MWCD has implemented the NPAG in 51 identified districts across the country to provide free foodgrain @ 6 kg per beneficiary per month to undernourished adolescent girls (11-19 years) irrespective of financial status of the family to which they belong. 

Kishori Shakti Yojana (KSY) - KSY aims at addressing the needs of self-development, nutrition and health status, literacy and numerical skills, and vocational skills of adolescent girls in the age group of 11-18 years. The scheme is currently operational in 6,118 ICDS projects. 
Mid-day Meal Scheme - The National Programme of Nutritional Support to Primary Education commonly known as Mid Day Meals Scheme was launched in August, 1995 with the aim of giving a boost to universalisation of Primary Education by increasing enrolment, retention and attendance and simultaneously impacting upon nutritional status of students in primary classes. The scheme intended to cover all students of primary classes (I-V) in the Government, local body and Government-aided schools in all States and Union territories (except Lakshdweep). From October 2002, the programme has been extended to children studying in Education Guarantee Scheme and Alternative & Innovative Education (EGS&AIE) Centers. Private Un-aided schools are not covered under the programme. Till 2001, under the scheme most of the states were providing “dry rations” of food grains to the students. Only a few states actually provided cooked meals. Following a petition filed in the Supreme court by the People’s Union for Civil Liberties, Rajasthan (Petition # 196/2001), the court issued an order on November 21, 2001 which read, “We direct the State Governments/ Union Territories to implement the Mid-Day Meal Scheme by providing every child in every Government and Government assisted Primary Schools with a prepared mid-day meal with a minimum content of 300 calories and 8-12 grams of protein each day of school for a minimum of 200 days”. This compares abysmally with what organizations like the Food and Agriculture Organisation consider as adequate food. Different guidelines quote numbers between 1400-2800 calories per day as adequate food and proteins of the order of more than 70 gms per day. In a follow-up order dated 20 April 2004, the Supreme Court directed all States/UTs to comply with the order of 28 November 2001 by 1 September 2004 at the latest. This order also states that “… the Central Government shall make provisions for construction of kitchen sheds and shall also allocate funds to meet with the conversion costs of food-grains into cooked mid-day meals.” 

The responsibility of implementing the scheme in the cities was assigned to the respective municipal councils. The Central government provides the following assistance:
• 100 gram food-grains (wheat or rice) per child per school day where cooked meals are served; 3 kgs. foodgrains per student per month where foodgrains are distributed.

• Transport subsidy up to a maximum Rs.50 per Quintal for movement of foodgrains from the nearest Food Corporation of India depot to schools. (This was subsequently increased to Rs. 75 per quintal).

• Food-grain (wheat or rice), supplied through Food Corporation of India, the cost of which is reimbursed at Below Poverty Line (BPL) rate.

Implementation of the Scheme in Mumbai

The Mid Day meals scheme has been operational in the state of Maharsahtra since

1995-96. The Municipal council of Greater Mumbai (MCGM) was entrusted with implementing the scheme in the metropolitan area of Mumbai in 1999-2000. Till

November, 2002 the corporation distributed 3 kg of dry rice per student per month to the students of classes I to V who have an attendance of more than 80 %. The distribution of meals in Government schools was to be monitored by the Corporation while that in the Government-aided schools was to be overseen by the trustee or the director of the school. The Corporation would only be concerned with providing the foodgrains to the aided schools. After the Supreme Court order MCGM started distribution of cooked meals in municipal schools. According to the MCGM document Yojana Swaroop, it has given permits to 244 Mahila sansthan (Women’s organizations) and one Self-help group (ISKCON) to supply mid day meals across municipal primary schools and in class V of the Municipal secondary schools. It specifies the following about the scheme in the next year (2005-06):
• The quantity of food to be provided per student per day will now be 150 grams

• On one specified day on the week, the student would be given an option of either an egg, a banana or 4 biscuits from any ISI approved biscuit company.

• A special attempt would be made to use soyabean and other protein enriched foods.

• The conversion cost (recurrent costs like: cost of ingreditents, fees to the cooks etc.) was fixed at Rs.1.25 per student per day.

The menu for the scheme across the 6 working days was expected to be:

• Monday/Friday – Usal-rice (with any one of: peas, green peas)

• Tuesday/Thursday – Khichdi (using any one of moong, masur dal with rice)

• Wednesday/Saturday-Curry (with green leafy vegetables, methi, palak, aloo any 
one)

• Every Wednesday as mentioned earlier the option of choosing between egg, banana or biscuits.

The recommendations of the National Advisory council’s meeting on the mid day meal scheme dated Nov 28, 2004 laid down the following essential quality norms:

(1) Nutritious hot cooked meal: Nutritious, cooked meals should be provided throughout the year. The menu should offer variety to sustain the interest of children and to enhance the nutritional value of the meal.

(2) Micronutrient supplementation: All mid-day meal programmes should include a "micronutrient supplementation" component (as well as mass deworming if needed), to address common micronutrient deficiencies among children.
(3) Adequate manpower: Every school should have trained staff to provide mid-day meals with no interference to the normal school routine. Each school should have at least a cook and a helper. All cooks should undergo training on nutrition, hygiene, maintenance of accounts, and other essential skills.
(4) Adequate utensils: Each school should have the necessary utensils including vessels for cooking, water, and plates.
(5) Drinking water: Each school should have a reliable supply of clean drinking water within the premises.
(6) Kitchen and storage: Each school should have adequate infrastructure for midday meals, including a kitchen and separate storage space.
(7) Logistics management: Reliable arrangements for timely delivery of grain and

other supplies should be in place everywhere.
(8) Supervision and monitoring: Effective arrangements should be made for close supervision and monitoring of mid-day meal programmes, and prompt action in the event of lapses such as food poisoning, disruption in food supply, social discrimination, etc.
(9) Social equity: All cooking staff should be women and preference should be given to Dalits. There should be no discrimination in the mid-day meal process based on the social background of children or cooking staff.
(10) School health programme: The mid-day meal programme should be linked with an active school health programme. 
Table 15: Number of beneficiaries (2005-06) and Projected Beneficiaries (2006-07)

[image: image18.emf]
          Source: Budget Documents, MCGM, 2005-06, 2006-07
In 2007-08, Central Government has approved the inclusion of Inflation Adjusted Index (Consumer Price Index) for calculation of Central assistance towards cooking cost once every two years. This will be applicable from 2008-09 for primary and upper primary stages. 

School Health Programme- The School Health Programme (SHP) being run by the Municipal Council of Greater Mumbai provides health care facilities to the students of primary Municipal schools in the city of Mumbai. School going children comprises of around one-fifth of the population of the city, hence it is important to promote health awareness amongst them and their families. Requisite health care provided at the primary school level can help avoid many diseases like TB, dental diseases. With view to this the School health program was started by the Municipal Council of Greater Mumbai with the following objectives:
• Promotion of positive health

• Prevention of diseases

• Early diagnosis, treatment, and follow-up of defects

• Awakening of health consciousness in children

• Provision of a healthy school environment
To achieve these objectives, the SHP provides a mix of health assessments, curative services, rehabilitation, follow-up, healthy child and school competitions, child to child/family/community programming, immunization, first aid and emergency care, statistics, training and other activities. These programs reach approximately 5 lakh children per year through Std. 1, 3, 5, 7, 9. The school health program is run jointly under the health department (which is responsible for administration) and the education department (which is responsible for logistics). Each year, the SHP plays a critical role in helping children access health care. Through parent/teacher/community meetings, the idea of community health is re-enforced in these children to underscore the important role everyone plays in a healthy community. Additionally, due to the nature of follow-up in the SHP, children are able to get treatment without creating a stressful situation in their family. 
The program works in 7 school clinics at the government hospitals namely, Nair, Nair Dental, K.E.M., Sion, Cooper, Rajawadi, and Bhagwati hospitals. During 2003-2004, the SHP program has admitted between 41,980 and 35,991 children into these specialty clinics, respectively. The total amount spend on the medical inspection of children in municipal schools and the running of school clinics including salaries is Rs. 3,56,92,495 during the year 2004-05. The SHP has also been beneficial for the screening of TB and polio and picked up such rare conditions such as rheumatic and congenital heart disease and such illnesses.
National Initiative for Child Protection - The National Initiative for Child Protection (NICP) is a campaign initiated by the Ministry of Social Justice and Empowerment (MSJE) through the National Institute of Social Defence (NISD) and CHILDLINE India Foundation (CIF). The objective of NISD, a subordinate office under the administrative control of MSJE, is to strengthen and provide technical inputs to the Social Defence Programmes of Government of India. NICP aims at building partnerships with the Allied Systems for Child Protection and promotion of Child Rights. These Allied Systems are:

· the police

· the healthcare system

· the judicial system especially

· the education system

· the transport system

· the labour department

· the media

· the department of telecommunication

· the corporate sector

· the elected representatives

· all of us

The guiding principles of this initiative are; campaign towards child rights, partnership, integrated initiative, believes in democracy and decentralisation; and translating plans into action.
NICP’s strategies of translating plans into action

Step 1: Put child rights on the agenda in the State.

Step 2: Draw detailed city/state level plan of action for NICP

Step 3: Identify core group of trainers within the Allied System to train other functionaries 
within the system

Step 4: Design a curriculum that will be incorporated in to the various training programmes of 
academic institutions of the Allied System.
The above strategies are expected to lead to:

· Greater access to services such as healthcare, education, justice, etc

· Development of specialised services wherever needed

· Allocation of resources including time, attention, money, infrastructure, etc

· Attitudinal change from seeing the child “in need of care” as a problem of “a failure” on the part of the system

EDUCATION AND DEVELOPMENT 
International commitments
Article 28 of the Convention on the Rights of the Child makes it obligatory for States to:

· Recognise the rights of children to education, to be achieved on the basis of equal opportunities.

· Make primary education compulsory and freely available to all.

· Make secondary and higher education accessible for all children.

· Make educational and vocational information and guidance available and accessible for all.

· Take measures to encourage regular attendance at schools and reduce dropout rates.

Under Article 29, the States agree that children’s education shall be directed towards the development of the child’s personality, talents and mental and physical abilities to their fullest potential. 
Constitutional commitments
Article 45 of the Directive Principles of State Policy of the Constitution of India directed the states to provide “free and compulsory education for all children until they complete the age of 14 years,” within a period of 10 years from the commencement of the Constitution. 
Policies
Many policies, plans, legal judgments and committees have made pronouncements on the education rights of the child: 
· In 1993, the Supreme Court clearly declared education to be a fundamental right, in Unnikrishnan vs State of Andhra Pradesh and others. It said: “Though the right to education is not stated expressly as a fundamental right, it is implicit in and flows from the right to life guaranteed under Article 21.”
· The National Policy on Education, 1986, as revised in 1992, states: “Free and compulsory education of satisfactory quality should be provided to all children up to the age of 14 years, before the commencement of the 21st century.”

· The National Plan of Action, 1992, lays down the following goals:

· Universal enrolment of all children, including girls, using both full-time formal schools and part-time non-formal arrangements. 

· Reduction in dropout rates between Classes I-V and I-VIII, from the existing 45% and 60% respectively to 20% and 40% respectively.

· Achievement of a minimum level of learning by approximately all children at the primary level, and introduction of this concept at the upper primary level on a large scale.

· Reduction in disparities by emphasis on girls’ education and special measures for children belonging to scheduled caste (SC) and scheduled tribe (ST) communities.
· Universalisation of effective access to schooling.

· Kothari Commission, 1966: “With regard to the proportion of national income devoted to education, we have assumed the highest rate of 6% because we should accord the highest priority to education and allocate the largest proportion of GNP to it.”

· Acharya Ramamurthy Committee, 1990: “Public investment in education should exceed 6% of GNP.”

· Central Advisory Board of Education, 1991: “The practice of treating education as a residual sector in the matter of allocating resources should be reversed.”

· National Policy on Education, 1986, revised in 1992: “From the Eighth Plan onwards the outlay on education would uniformly exceed 6%.”

· Saikia Committee, 1997: Reported an average expenditure per student in Classes I-VIII in 1995-96 to be Rs 948 per annum. It recommended an additional investment of Rs 40,000 crore in the next five years, to ensure education for all children out of school. 

· Tapas Majumdar Committee, 1999: Estimated a requirement of an additional Rs 136,000 crore over a period of 10 years ending 2007-2008.

Sarva Shiksha Abhiyan- Sarva Shiksha Abhiyan (SSA) is an effort to universalise elementary education by community-ownership of the school system. It is a response to the demand for quality basic education all over the country. The SSA programme is also an attempt to provide an opportunity for improving human capabilities to all children, through provision of community-owned quality education in a mission mode. The Sarva Shiksha Abhiyan is to provide useful and relevant elementary education for all children in the 6 to 14 age group by 2010. There is also another goal to bridge social, regional and gender gaps, with the active participation of the community in the management of schools. Sarva Shiksha Abhiyan realizes the importance of Early Childhood Care and Education and looks at the 0-14 age as a continuum. All efforts to support pre-school learning in ICDS centres or special pre-school centres in non ICDS areas will be made to supplement the efforts being made by the Department of Women and Child Development.    

Objectives of SSA   

· All children in school, Education Guarantee Centre, Alternate School, ' Back-to-School' camp by 2003; 

· All children complete five years of primary schooling by 2007 

· All children complete eight years of elementary schooling by 2010   

· Focus on elementary education of satisfactory quality with emphasis on education for life 

· Bridge all gender and social category gaps at primary stage by 2007 and at elementary education level by 2010 

· Universal retention by 2010   

Focus on Special Groups 

The SSA mentions that, there will be a focus on the inclusion and participation of children from SC/ST, minority groups, urban deprived children disadvantaged groups and the children with special needs, in the educational process.   

Strategies in Urban areas

Urban areas have special problems like the education of street children, the education of children who are rag pickers, children whose parents are engaged in professions that makes children's education difficult, education of children living in urban working class slums, children who are working in industry, children working in households, children at tea shops, etc. 
There is a need for a diversity of approaches is required to tackle the educational problems in urban areas. On account of separate administrative arrangements of schools in the urban areas, there is a need to coordinate and have convergence of interventions across departments and local bodies responsible for elementary education in urban areas. This also calls for a provision of planning distinctively for the urban areas either as separate plans or as part of District Plans in the case of smaller towns. In either case, this would require partnership with NGOs, Municipal bodies, etc. 

Care and Protection  
This includes child labour, street children, juvenile offenders, children with disabilities, destitute children and child prostitutes. 

International commitments 
Article 39 of the Convention on the Rights of the Child says that States shall recognise the right to promote physical and psychological recovery and social re​-integration of child victims of any form of neglect, exploitation or abuse; torture or any other form of cruel, inhuman or degrading treatment or punishment; or armed conflicts. Such recovery and re-integration shall take place in an environment that fosters the health, self-respect and dignity of the child. 

Article 40 says States shall recognise the right of every child alleged as, accused, or recognised as having infringed the penal law to be treated in a manner consistent with the promotion of the child’s sense of dignity and worth, which reinforces the child’s respect for human rights and fundamental freedoms of others, and which takes into account the child’s age and desirability of promoting the child’s re-integration and assuming a constructive role in society. 

Child Labour, Juvenile Delinquents, Children of Migrant Workers, Children with disabilities
Child labour
According to the Constitution of India (Article 23), no child below the age of 14 can be employed to work in any factory or mine, or engaged in any other hazardous employment. Other programmes, policies and judgments: 
National Child Labour Policy, 1987 - The policy deals with a situation where children work or are compelled to work on a regular or continuous basis to earn a living for themselves or their families. The policy encourages voluntary organisations to take up activities like non-formal education, vocational training, provision of healthcare, nutrition and education for working children. 
National Programme for Elimination of Child Labour, 1994 - A major programme withdrawing child labour working in hazardous occupations and rehabilitating 2 lakh children, through special schools. During 1999-2000, 91 child labour projects were sanctioned in child labour-endemic states. 
Supreme Court judgment, 1996:
A judgment on child labour, in the M C Mehta vs State of Tamil Nadu case, laid down the following rules:
· Employers of children must pay compensation of Rs 20,000, according to the provisions of the Child Labour (Prohibition and Regulation) Act, 1986, for every child employed.

· The State shall have to provide employment to an adult in the family in lieu of the child working in a factory or any other hazardous work.
· In the absence of alternative employment, the parent/guardian will be paid the income earned on the corpus fund, the suggested amount being fixed at Rs 25,000 for each child. The payment will cease if the child is not being sent for education. In case of non-hazardous employment, the employer will bear the cost of education.

· The State’s contribution/grant is fixed at Rs 5,000 for each child employed in a factory or mine or any other hazardous employment.
Juvenile delinquency 

Article 40 of the UN Convention on the Rights of the Child refers to providing protection to juvenile delinquents. 
National commitments: Juvenile Justice Act
· No juvenile (child under the age of 16 for boys; under the age of 18 for girls) must be lodged in jail or police lockup under any circumstances.

· No child can be sentenced to imprisonment.

Children of migrant workers and construction labour 

The Department of Women and Child’s National Creche Fund, set up in 1994, provides assistance to voluntary organisations to set up creches for the children of working mothers. 

Child prostitutes 

The Union government has set up a Central Advisory Board to frame a plan of action for the rescue and rehabilitation of child prostitutes. 

Children with disabilities 
International commitments 
Article 24 of the Convention on the Rights of the Child recognises the rights of disabled children to special care by parents or others.

National commitments
The following Acts have been enacted to address the special needs of the disabled:

· Persons with Disability (Equal Opportunities, Protection of Rights and Full Participation) Act, 1995

· Rehabilitation Council of India Act, 1992

· National Trust for the Welfare of Persons with Autism, Cerebral Palsy, Mental Retardation and Multiple Disabilities Act, 1999

Current Initiatives
National Common Minimum Programme (NCMP) 2004- The UPA government listed the following aspects of NCMP as its governing agendas:

Employment- The UPA government will immediately enact a National Employment Guarantee Act. This will provide a legal guarantee for at least 100 days of employment to begin with on asset-creating public works programmes every year at minimum wages for at least one able-bodied person in every rural, urban poor and lower middle-class household. The UPA government will establish a National Commission to examine the problems facing enterprises in the unorganized, informal sector, and also create a National Fund for this purpose.  

Education and Health - The UPA government pledges to raise public spending in education to least 6% of GDP with at least half this amount being spent of primary and secondary sectors. The UPA government will introduce a cess on all central taxes to finance the commitment to universalize access to quality basic education. A National Commission on Education will be set up to allocate resources and monitor programmes. The UPA will also universalize the Integrated Child Development Services (ICDS) scheme to provide a functional anganwadi in every settlement and ensure full coverage for all children.

The UPA government will raise public spending on health to at least 2-3% of GDP over the next five years with focus on primary health care. A national scheme for health insurance for poor families will be introduced. The UPA will step up public investment in programmes to control all communicable diseases and also provide leadership to the national AIDS control effort. The UPA government will take all steps to ensure availability of life-savings drugs at reasonable prices. Special attention will be paid to the poorer sections in the matter of health care.
Women and Children - Complete legal equality for women in all spheres will be made a practical reality. The UPA government will protect the rights of children, strive for the elimination of child labour, ensure facilities for schooling and extend special care to the girl child.
Food and Nutrition Security- The UPA will work out a comprehensive medium-term strategy for food and nutrition security. The objective will be to move towards universal food security over time, if found feasible. 

The UPA government will strengthen the public distribution system (PDS) particularly in the poorest and backward blocks of the country and also involve women’s and ex-servicemen’s cooperatives in its management. Special schemes to reach foodgrains to the most destitute and infirm will be launched.

Economic Reforms - The UPA reiterates its abiding commitment to economic reforms with a human face that stimulates growth, investment and employment.
Commissions for Protection of Child Rights 2005 - The Government has recently notified the Commissions for Protection of Child Rights Act 2005 in the Gazette of India on 20th Jan., 2006 as Act No.4 of 2006. The Act envisages setting up a National Commission at the National level and the State Commissions at the State level. The proposed Commission would be set up for proper enforcement of children’s rights and effective implementation of laws and programmes relating to children.  The National Commission for Protection of Child Rights will be a statutory body to be set up under the Commissions for Protection of Child Rights Act. The proposed Commission will have a Chairperson and six other Members, including two women members, a Member Secretary and other supporting staff. The Chairperson would be a person of eminence in the field of child development. The members would be the experts in the field of child health, education, child care and development, juvenile justice, children with disabilities, elimination of child labour, child psychology or sociology and laws relating to children.  The officers and the staff of the Commission will be provided by the Central Government. The proposed Commission would be set up for proper enforcement of children’s rights and effective implementation of laws and programmes relating to children.  The Bill also provides that State Governments may constitute State Commissions for Protection of Child Rights in their State and designate a State level and other district level children’s Court in their respective State. The Bill has similar provisions for State Commissions in respect of their constitution, reporting, functions and powers. 
Child Budgeting- The key objectives of the endeavor would be to analyse budgetary provisions on social sector, to identify the magnitude of budgetary allocations made by the Centre/State Governments on schemes meant for addressing specific needs of children, to examine the trend in child specific expenditure etc.  The main agenda for the exercise of child budgeting is to review resource allocations related to children; explore ways to increase budgetary allocations for children; assess budget utilization rates for social sector and child specific programmes, identify blockages and constraints to effective utilization; identify methods for tracking expenditure and monitoring performance to ensure that outlays translate into outcomes for children. 
Offences Against Children (Prevention) Bill- Child abuse involves several aspects, such as, sexual exploitation, economic exploitation, domestic violence, trafficking for prostitution, corporal punishment at school, and others. Therefore, the Ministry felt a need to have a dialogue on the issue so as to ascertain the views from all quarters and to formulate a consensus in order to address the issue more adequately and effectively.  Accordingly few consultations have been made with voluntary organizations and experts dealing with the subject.  It has been decided after consultation to constitute a small group consisting of representative from Government, NGOs, legal experts and social workers which will go into all aspects of the subject and after considering all existing legal provisions and others available on the subject and formulate a draft legislation to address all issues pertaining to child abuse. After wide consultations a draft Bill for Offences Against Children was prepared and circulated to the State Governments for their comments and views. After obtaining the comments of concerned Ministries and Departments a draft Cabinet Note has been referred to Law Ministry for their vetting.  The proposal will be placed before the Cabinet shortly. 

Master Plan of Operations between GOI and UNICEF- The current Master Plan of Operations for the period 2003-07 was signed by GOI & UNICEF on 13th January, 2003. The MPO aims to achieve the following objectives: - (a) to empower families and communities with appropriate knowledge and skills to improve the care and protection of children (b) to expand partnerships as a way to leverage resources for children and scale up interventions (c) to strengthen the evaluation and knowledge base of best practices on children. 

The programme contribute towards (a) reduction in infant and maternal mortality (b) improvements in levels of child nutrition (c) ensuring universal elementary education (d) enhancing child protection (e) protection of children and adolescents from HIV/AIDS.

The major activities included in different sectoral programmes are given below:

· Education 

· Child Development and Nutrition 

· Child Protection 

· Reproductive and Child Health  

· Child’s Environment: Water, Environment and Sanitation  

· HIV/AIDS  

· Advocacy and Partnerships 

India is annually contributing an amount of Rs. 3.80 crore to UNICEF
Integrated Child Protection Scheme- This is a centrally sponsored scheme of Government-Civil Society Partnership.
Background 
In the light of its expanded mandate, the Ministry of Women and Child Development views 'Child Protection' as an essential component of the country's strategy to place 'Development of the child at the centre of the Eleventh Plan', as envisaged in the Approach Paper to the Eleventh Plan. The Integrated Child Protection Scheme (ICPS) is, therefore, proposed by the Ministry of Women and Child Development as a centrally sponsored scheme to address the issue of child protection and build a protective environment for children through Government-Civil Society Partnership.

Why ICPS?

Child protection is integrally linked to every other right of the child. Failure to ensure children's right to protection adversely affects all other rights of the child.

Child protection is also closely linked to the achievement of the Millennium Development Goals (MDGs) and policy makers have failed to see this connection or chosen to overlook it. Most existing mechanisms on child protection cater to post-harm situations. Preventive measures to reduce vulnerability of children and their families and to prevent children from falling out of the protective net are completely lacking in both the approach to child protection as well as programmatic intervention. There are multiple vertical schemes for child protection scattered under different Ministries/Departments- for example, the Labour Ministry is responsible for child labour elimination programmes, Ministry of Women and Child Development takes care of juvenile justice, child trafficking and adoption related matters, Ministry of Health and Family Welfare looks into the implementation of PC&PNDT Act to check female foeticide.

There are glaring gaps in the infrastructure, set up and outreach services for children, as they exist now. These include:

a) Poor planning and coordination - prevention has never been part of planning for child protection.

b) Lack of lateral linkages with other sectors for ensuring prevention of violence, abuse or any other harm to children and protection of those outside the safety net has failed to ensure social justice.

c) Low coverage - numbers of children outside the safety net with no support and services is ever increasing and lack of systematic and comprehensive mapping of children in need of care and protection or of the services available for them at the district/city/state level results in low and poor coverage.

d) Poor Infrastructure - the minimal government structure that exists is rigid and a lot of time and energy goes in maintaining the structure itself rather than concentrating on programme outcomes. Moreover even the infrastructure prescribed by law is not in place, for example, JJBs and CWCs under the Juvenile Justice Act are lacking, shelter and institutional care facilities are also highly inadequate.

e) Inadequate Resources - child protection constitutes only 0.034 percent of the total Union Budget. Not only is allocation of resources poor in terms of geographical spread, even the utilization of resources is uneven.

f) Serious Service Gaps - there is a lack of services to deal with all categories of children in need of care and protection and supervision, monitoring and evaluation of programmes and services are weak. Child protection is not a priority in the States either. 
g) Poor understanding of child rights and lack of child friendly approach affect both planning and service delivery.

Objectives 
The ICPS brings together multiple vertical schemes under one comprehensive child protection scheme, combining existing child protection schemes of the Ministry and integrating interventions for protecting children and preventing harm. The ICPS therefore broadly aims at:

(i) Institutionalising essential services and strengthening structures.

(ii) Enhancing capacities at all levels.

(iii) Creating database and knowledge base for child protection services.

(iv) Strengthening child protection at family and community level.

(v) Ensuring appropriate inter-sectoral response at all levels.

The scheme proposes to achieve the above-mentioned objectives through effective implementation of child protection services at district, state and regional levels:

Programme Components

i) Emergency Outreach Service through CHILDLINE 
ii) Drop-in Shelters for Marginalized Children

iii) Non Institution Based Family Care, through: 
· Adoption

· Foster Care

· Sponsorship

· After-Care

· Cradle Baby Reception Centre

iv) Institutional Services, through provision of; 
· Shelter Homes

· Children's Homes

· Observation Homes

· Special Homes

· Specialised services for Children with special needs

v) General Grant-in-Aid for Need Based/Innovative Interventions

vi) Statutory Support Services, such as; 
· Juvenile Justice Boards

· Child Welfare Committees

· Special Juvenile Police Units

vii) Training and Capacity Building

viii) Strengthening the Knowledge-base

ix) Advocacy and Communication

x) Monitoring and Evaluation

Service Delivery Structure 

a) State Child Protection Unit (SCPU)

b) State Adoption Resource Agency (SARA)

c) District Child Protection Unit (DCPU)

Jawaharlal Nehru National Urban Renewal Mission (JNNURM)- JNNURM, which is for a seven-year period from 2005-06, has two main components- Basic services to the Urban Poor (BSUP) Programme and Integrated Housing & Slum Development Programme (IHSDP). BSUP was launched to assist cities and towns in taking up housing and infrastructural facilities for the urban poor in 63 selected cities in the country. IHSDP, which was launched simultaneously with BSUP in December 2005, is taking up housing and slum upgradation programmes in non-BSUP cities. A 
National Urban Housing and Habitat Policy, 2005- This policy intends to focus on status of livelihood covering shelter and related infrastructure to promote sustainable development of habitat, it seeks a solution to bridge the gap between demand and supply of housing and infrastructure to achieve a policy objective to increase supply at affordable prices, and this policy also aims to act as complementary to poverty alleviation, generation of income and employment to achieve overall objective of shelter for all and sustainable development of human settlements..  
A major aim of this policy is toward providing quality and cost effective housing and shelter options to the citizens, especially the vulnerable group and the poor.
XI FIVE YEAR PLAN, 2008-2013

Towards Faster and More Inclusive Growth, An Approach to the 11th Five Year Plan, Planning Commission, Government of India, June 14, 2006 - The Planning Commission document mentions the stronger position of the Indian economy on the eve of the 11th Plan than it was a few years ago. After slowing down to an average growth rate of about 5.5% in the Ninth Plan period (1997-98 to 2001-02), it has accelerated in recent years and the average growth rate in the Tenth Plan period (2002-03 to 2006-07) is likely to be about 7%. This is below the Tenth Plan target of 8%, but it is the highest growth rate achieved in any plan period. 

While this performance reflects the strength of the economy in many areas, it is also true that large parts of our population are still to experience a decisive improvement in their standard of living. The percentage of the population below the poverty line is declining, but only at a modest pace. Far too many people still lack access to basic services such as health, education, clean drinking water and sanitation facilities without which they cannot be empowered to claim their share in the benefits of growth. These problems are more severe in some states than in others, and in general they are especially severe in rural areas.
Vision of the 11th Plan

· Restructure policies to achieve a new vision of growth that is more broad based and inclusive, ensuring faster reduction of poverty and helping bridging divides between rich and poor in the country.

· National Common Minimum Programme (NCMP) must be strengthened and consolidated into a strategy for the 11th Plan.
· Rapid economic growth to raise the incomes of the masses thus sufficiently improving living conditions. 
· Government at different levels should ensure provision of basic services such as health, education, clean drinking water etc.

· Marginal groups, i.e. those who do not have strong lobbies to ensure that their rights are guaranteed, such as street children, should have special attention in the 11th Plan.

· Private sector, including farming, small scale enterprises and corporate sector, accounts for 70% of the total investment in the economy. Apart from policies that will encourage growth of entrepreneurship, there exists need for increased public investment in plan programmes in critical areas. 

Ensuring essential basic services, such as education and health to the poor, is cited as one of the major challenges cited in the approach paper. The approach paper expresses the need to rapidly strive towards universalisation of secondary education which is an essential requirement in a knowledge driven world. In the matter of health, there are large gaps in the availability of healthcare and in related services such as maternal and child care, clean drinking water and access to basic sanitation facilities for the mass of our population.

Some of these services, e.g. education and curative health, are available in the market to those who can afford to pay. However, quality sources of supply are costly and beyond the reach of the common man, and other privately provided services are of highly variable quality. In our situation, access for the mass of our people can only be assured through a substantial effort at public financing of these services. In most cases, this also means public provision though there is obviously room for partnership with private entities, including especially non-profit bodies and civil society involvement. 

A major institutional challenge is that even where service providers exist, the quality of delivery is poor and those responsible for delivering the services cannot be held accountable. Unless such accountability is established, it will be difficult to ensure significant improvement in delivery even if additional resources are made available. This is a major challenge of governance that must be faced.
Highlights of the Preliminary Critique from Women’s Organisations

A note was submitted to the Planning Commission on 11th July 2006, by various Women’s Organisations. The highlights of this preliminary critique document are as follows:
i) Reduction in Gender Inequalities should be a Major Goal - The Draft Paper finds no mention of “gender justice” as reiterated in the Prime Minister’s Mission of the Tenth Plan, or any other special measure to tackle gender inequalities in a planned and systematic manner.

ii) Reiteration of the Neo-Liberal Framework - The Draft Paper strategy relies on the ‘trickle down approach’ and makes no mention of a concerted effort to ensure that the growth is equitable and according to the principles of distributive justice. High growth rates, like high Sensex figures, represent in the Indian context only a growing affluence of a few- and in the context of globalization these few need not necessarily even be Indian. This neo-liberal view is also evident in the adherence to the notion that the private sector has a critical role to play in achieving this ‘more inclusive’ growth. In fact the section on resource mobilization clearly states that one of the strategies adopted would be to ensure a reduction in non-Plan expenditure by cutting back on explicit and other subsidies.

iii) Stress on Targeting Benefits - The paper stresses on targeting benefits to the poor. For example for health and education, the approach is not for universalisation of these services for all, as a fundamental duty of the Government but to use methods like graded user fees, limited subsidies etc. The experience so far on targeting in the public distribution system has utterly failed and the Planning Commission itself has admitted this in its assessment. Targeting approach which militates against basic universal rights is unacceptable and must be changed. Important issues like food and employment security are not comprehensively addressed by the document. This has grave implications for women.

iv) Dangerous Silence on Food Security - The Draft is dangerously silent on the question of food security, especially in the context of the need to import food grains, pulses and sugar for the first time in 30 years to stem the steep rise in prices of essential commodities. The need to maintain food self sufficiency and make available cheap food must be included in the strategy that envisages meeting ‘basic needs’ of the people.
vi) Reduction in Subsidies - The intention to cut back on subsidies such as LPG and kerosene, is worrisome.
vii) Employment should be a Central Macroeconomic Concern - The Draft does not treat the question of employment as the central macroeconomic concern. Most of the proposed measures can be expected to affect employment adversely. The agrarian crisis has resulted in increased migration to urban areas, resulting in increase in homeless population, where the social sector schemes are scantily available in most urban slums.

viii) Labour flexibility - The proposal to allow FDI in retail will directly destroy the employment opportunities of most poor populations in urban areas; such as small retail shops and petty trade. 

ix) Hostels and crèches - It also pointed out a shocking fact that the number of crèches has remained stagnant for the last three plan periods at 12,470, which need to be expanded exponentially.

x) Market oriented Basic services - Despite the emphasis on the need to meet basic needs such as health, education and water, the approach to these sectors is very much in terms of the market, couched as it is in the language of private public partnerships - for example, water users associations, and fees for health services in the name of accountability, or expansion of secondary and higher education through the private sector. There is talk of "rationalizing" i.e. increasing user charges, especially in public health and education services. This will raise the prices of such services and put them out of reach of poor families, adversely affecting health conditions and especially the access of girls to education.

xi) Health - There is no attempt to strengthen the National Rural Health Mission. In the absence of a clear commitment to increase expenditure on health care, with a five year goal, the health section is extremely inadequate.  there a mention of the universalisation of the ICDS and its institutionalization into a permanent feature rather than a Plan scheme. It also requires that the Anganwadi worker be regularized, given secure employment and a full wage instead of the present paltry honorarium. In fact there is a dangerous mention that immunization services will be contracted out to “enhance accountability”.
xii) Education - In the section of education, there is no commitment for the universalisation of education for the age group 0-6 years. In fact there is a proposal to withdraw the Early Childhood Education (ECE) component from the ICDS and put it into the Sarva Shiksha Abhiyaan. There is a proposal for a voucher system in primary and secondary education, which means spending public money to subsidise private schools rather than providing adequate facilities in the hugely underprovided public school system.

xiii) Women’s Component and Gender Budgeting-Finally there is the question of the women’s component in the Plan, and the need to reiterate the allocation of 30% of resources for the benefit of women. The Mid Term Review states that several important Ministries have actually stopped reporting the WCP, making gender budgeting a mere exercise on paper.  Equally, an exercise in “Gender Audit” to assess the gender impact of major programmes is also in order, and one would have expected the Draft to mention these aspects in the section on gender. Instead it is happy with the term ‘appropriate allocations’ which is actually a step backwards from the 30% WCP. Since the Draft talks about monitoring ‘outcomes instead of outlays”, it would be useful if the outcomes were presented in disaggregated terms of women, SCs and STs, homeless women etc, so that it is possible to assess the impact on the most marginalized sections of our society.
In view of such gaps in the Draft paper, the following aspects are suggested:

1. Enforcement of land reform, and land redistribution with joint pattas to women 
2. Immediate steps to ensure the viability of agriculture, particularly dry land     cultivation.

3. Expansion and universalisation of the PDS and ICDS
4. Minimum wages and social security for the unorganized sector
5. Universally accessible good quality health and education services to all 
6. Enabling conditions for small producers and traders to survive and thrive without     having to face undue competition from large producers and multinationals
7. Measures to strengthen Self Help Groups
8. Strengthen and Monitor the Women’s Component Plan

Working Group on Development of Children for the Eleventh Five Year Plan (2007-2012) - A Report, Ministry of Women and Child Development, Government of India, Shastri Bhawan, New Delhi - This Working Group Report is an effort by the Ministry of Women and Child Development to formulate a comprehensive strategy for ensuring overall growth, development and protection of children in the country.
India’s Children and Development Planning
· In international comparisons of the status and condition of children, India continues to rank poorly on several key counts. 
· The world’s tenth largest economy unfortunately ranks 127 on the Human Development Index (HDI). If all child rights indicators were to become a critical measure for HDI, India would fare even worse, because of its low levels of achievement on accepted national goals for the survival, development and protection of its children.

· Children face violence and abuse either because they are young, small and powerless, or because they belong to at-risk groups in society.

- 
Gender biases pose a specific threat to girl children across the social and 
economic strata. 

-
Rural-urban and class-caste divides underline the importance of making planning and action capable of addressing the variations of area and social setting. 

- Poverty and income insecurity of adults undermine essential life supports for their children.
- The current changing economic models in favor of one driven by the free market, incorporation processes of liberalization, privatization, and globalization; is emerging as an important factor in marginalization of children today.

- 
There is need to identify those children who are currently beyond the reach of research, government programmes, and budgets, particularly those whose are most in need: the poorest, the most vulnerable, and the abused.

-
While there are no comprehensive detailed studies on the numbers of vulnerable children, there are indications that the situation is becoming worse.
-
The fact that children are removed from community structures and protective family-care systems is decreasing their capacity to function in society. The problems faced by traditional coping systems, and the lack of other essential services, exposes an increasing number of children to rights abuses.

-
The complexity of the situation places responsibility on the service providers to constantly reflect on programmes and interventions in order to improve their design and enhance their potential to have a sustainable impact on children and their communities.

The Report clearly states that, “While positioning children among national concerns, our Five-Year Plans have not accorded them centrality; neither allocated nor utilised an adequate share of available national resources to meet the needs of children or to honour their rights. Unless adequate resources are given to child development and protection in the Eleventh Five Year Plan, children will continue to remain unhealthy, undernourished and vulnerable to all kinds of abuse and exploitations”.

Mid-Term Appraisal of the Tenth Plan

The Mid-Term Appraisal of women and child development has found glaring gaps and

inconsistencies as against the promises made in the Tenth Plan and the NCMP.

As a result, the second half of the Tenth Plan witnessed major landmarks in policy and resource commitments to child survival and development, targeting children directly -such as Universalisation of ICDS, Universalisation of school mid day meals, Sarva Shiksha Abhiyan (SSA), Kishori Shakti Yojana (KSY), and those addressing poor communities and impacting upon children -such as the National Rural Health Mission (NRHM), Total Sanitation Campaign (TSC), and the National Rural Employment Guarantee Scheme (NREG).
a) ICDS in the Tenth Five-Year Plan - The ICDS Scheme was approved for implementation in the Tenth Plan within the existing sanctioned 5652 Projects with no expansion activities due to resource constraints. The scheme however, was expanded to cover 466 additional Projects and 1,88,168 additional Anganwadi Centres during the financial year 2005-06. As on 31.12.2005, 5653 Projects and 745,943 AWCs have become operational. The total number of beneficiaries as on 31.3.2006 was about 568.40

lakh comprising of about 474.52 lakh children (0-6 years) and about 93.88 lakh pregnant and lactating mothers through a network of about 7.48 lakh Anganwadi Centres; whereas the same stood at 375.09 lakh (315.03 lakh children and 60.06 lakh women) as on 31.03.2002.

The Mid-term appraisal of the Tenth Plan highlighted the following with regards to ICDS:

· The existing crèche facilities need to be expanded exponentially.

· Universalisation of ICDS, one of the goals of NCMP, needs to be completed in five years time. Universalisation cannot and should not be interpreted merely in terms of doubling the number of centres to 14 lakh. The nature of change and quality improvement is as important.

· Lack of food security and poor nutritional status affects the physical growth, intelligence, behaviour and learning abilities of children and adolescents, especially during the development of the brain in 0-3 years period. Since most States are unable to meet the supplementary nutrition component of ICDS because of financial constraints, Centre could consider sharing of the cost of the supplementary nutrition. Supplementary nutrition can be supervised by women’s SHGs on behalf of the panchayats.

· For the ICDS to achieve its objectives, an effective synergy is required between the DWCD and the Ministry of Health & family Welfare, the Department of Education, the Department of Drinking Water Supply and other ministries/departments to meet the requirements of health, sanitation, drinking water, pre-school education, etc.

· Accountability should remain with the State departments of WCD, but with increasing attempts to involve the PRIs as partners.

b) Early Childhood Education Programmes in the Tenth Five-Year Plan - The major initiatives suggested under the Tenth Five Year Plan include strengthening pre-school

education (PSE) component of ICDS by need based training of AWWs, provision of learning material at AWCs, setting up of PSE centres in uncovered areas, building advocacy and training of community leaders.

The mid-term appraisal clearly underlines the need for day care. It also states that PSE for three to six year olds is a weak component of ICDS. It suggests district level strategies for pre-school education and training of Anganwadi workers by SCERTs to meet the needs of pre-school education.

c) Child Protection Programmes in the Tenth Five-Year Plan
The Prevention and Control of Juvenile Maladjustment scheme

The major gaps in the implementation of the Act have been inadequate and poor quality juvenile justice infrastructure, low priority given by the state governments and lack of trained manpower. Many states are not able to avail funds under this scheme because of their inability to contribute a matching share of 50 per cent. There has been huge inter-state disparity in utilisation of funds as more than 72 per cent funds were utilised by only five states - Andhra Pradesh, Madhya Pradesh, Maharashtra, Tamil Nadu and Uttar Pradesh.

The Integrated Programme for Street Children

Despite continuous efforts of the government, street children continue to be in a precarious situation. Coordinated efforts are required for implementation of the Integrated Programme for Street Children and for extending its reach in order to attend to problems and needs of these children. The programme has so far benefited 1,040 children against the target of 1,200 for first two years of Tenth Plan. In addition, 840 children have been benefited under the Shishu Greh Scheme, which is a part of this scheme.

The mid-term appraisal also lists out child trafficking; lack of a comprehensive policy on foster care and adoption to reach out to the vast multitude of homeless and street children; inadequate data and treatment of children affected by HIV/AIDS and discrimination against them; child marriage and associated problems of adolescent pregnancy, deep neglect of their physical and cultural development, high drop-out rates amongst girls post-primary schooling, inability of girls to cope with their nascent sexuality and growing insecurity and increasing violence against them; and, protection of girl child domestic labourers, as others areas of child protection which continue to cause concern. A situational assessment of child protection in fact brings forth many more areas that call for urgent attention, including lack of adequate attention to urban children in distress; growing numbers of child beggars with no policy for protecting them; inadequate attention to the physically and mentally challenged children; trafficking of girls for marriage; impact of forced evictions and displacement on children; impact of natural and man-made disasters on children; children of prisoners etc.

The pace of progress made during the first three years of the Tenth Plan in both the disability and social defence sectors was recorded to be slow. The estimated expenditure in this period was only 31.20 percent of the total outlay for the disability sector. In the social defence sector it was 42.4 percent.

d) Girl Child in the Tenth Five-Year Plan - The mid-term appraisal of the Tenth Plan expressed concern at the adverse child sex ratio, the rising incidence of female foeticide and infanticide, persistently high infant child and maternal mortality rates, wide gender gaps in child health and education as well as low female literacy, escalating violence against women etc. The Mid-Term Appraisal recognizes that inculcation of values of market economy enhances gender inequity and that obsession with population control

may lead to a disturbingly unbalanced population. It suggests strict implementation of the PNDT Act and withdrawal of coercive population programmes by the State Governments.
Child Rights in the Eleventh Plan- A Holistic Approach
· The Eleventh Plan takes a fresh opportunity to work towards the objectives of children’s wellbeing, safety and development and fulfill India’s commitments as laid down in the Constitution of India, the UNCRC, the National Policy of Children 1974, the National Plan of Action 2005 and MDG.
· The setting up of Sub-Committee on Children within the Steering Committee for Women and Child Development should take focus on children with optimal utilization.

· Enhancement of Department of Women and Child Development to the status of Ministry of Women and Child Development in February 2006 would not only enhance the mandate of dealing only with policies related to children, but also a comprehensive range of programmes, relating to child survival, child development, and child protection.

· The Working Group report endorses India’s recognition of childhood to be upto the age of 18 years, and the protections it should imply (as specified in National Charter of Children 2005) 
· Food security is a cause of concern as high levels of malnutrition among children and women takes it toll.

· Need for successful integration of survival, development, protection and participation for wellbeing of child.

· Child’s rights and entitlements should be recognized in their manifestations of being area-specific, group-specific, culture-specific, setting-specific and age-specific.

· As per UNCRC, the coverage of policies and programmes for children should encompass entire period of childhood.

· Time Targets in NPAC extend to 2012, the end-year of the Eleventh Plan. The guiding principles of NPAC should therefore become the guiding principles for the Eleventh Plan.

Decentralized Planning, Implementation and Monitoring

The Report mentions that in order to ensure that all rights and all children are respected and protected; the involvement of Panchayati Raj Institutions is imperative in the planning, implementation and monitoring of all programmes for children.

Inter-Sectoral Coordination and Convergence

The Report mentions that lateral linkages with different sectors and Departments and Ministries of Central and State Governments viz Education, Health, Labour, Social Defense, Rural Development, Panchayati Raj, Urban Affairs, Tribal Affairs, Legal Affairs, Home Affairs, Tourism, Railways, Civil Aviation etc. is crucial for ensuring holistic child development and protection. Convergence of the services requires not only inter departmental but also intra-departmental coordinated efforts at different levels of administration and programme implementation. Even within MWCD, linkages with ICDS and women’s programming, linkage between KSY and Swashakti etc. are crucial for strengthening the protective environment for children.
The programme for juvenile justice, the programme for street children, adoption programmes, shishu grehs etc. have failed to ensure inter-sectoral coordination and benefit children through convergence of services. Both, children in need of care and protection and children in conflict with law, have a right to education and health care, including mental health intervention. However, absence of convergence and coordination with other sectors and Departments/Ministries has led to denial and violation of such basic rights, particularly where children are in institutional care.
The Report clearly mentions the need for MWCD to clearly define areas of coordination and convergence. 

Gaps and problems that need to be addressed
The problems in existing programmes, services and outreach must be addressed in order to achieve the goals and objectives of planned development. 
Recommendations and Financial Allocations

The report speaks about overall and specific recommendations. The specific or non-negotiable recommendations, which must find full financial support in the Eleventh Five Year Plan in terms of adequate financial resources is mentioned below:

NON-NEGOTIABLE RECOMMENDATIONS

ICDS AND NUTRITION 
· Universalisation of ICDS with quality

· Strengthening infrastructure and service delivery

· Restructuring programme management

· Strengthening of Human Resource Management

· Eradication of severe malnutrition

· Strengthening nutrition and health education

· Strengthening training and capacity building as well as monitoring and evaluation

EARLY CHILDHOOD EDUCATION

· Provision of an additional AWW to impart pre-school education in each AWC

· Strengthening and expansion of NIPCCD

CHILD PROTECTION

· Initiation of a newly centrally sponsored Integrated Child Protection Scheme (ICPS)

· Expansion of Creche and Day Care Programme

· Review and reorganization of Adoption System in India

· Human resource development for strengthening counseling services

· Data systems, research, advocacy and communication

· Child budgeting

· Child impact audit

· Enhanced resource allocation for grant-in-aid scheme

GIRL CHILD

· A Cradle baby or ‘Palna’ Scheme to save the girl child

· A Pilot Scheme on Conditional Transfer (Cash & Non-Cash) for girl child with a provision for insurance cover for the girl child

· Expansion of NPAG and its merger with KSY

· Enhanced advocacy and communication on girl child survival and declining child sex ratio

· Amendment and implementation of child marriage law
Table 15: Proposed Financial Allocations for Children in the Eleventh Five Year Plan
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Strategies for Children Under Six: A Framework for the 11th Plan, June 2007 - This paper, prepared on the request of the Planning Commission, was co-authored by group of activists comprising of doctors, development economists, and nutritionist.
The paper states that, although the first six years of life (and especially the first two years) have a great and lasting influence on the quality of life of a human being, this age group receives low priority in policies, programmes and budgets in India in spite of all indicators showing that greater investments are urgently needed. 
The paper emphasis the aspect of social responsibility for the care of the young child; and that it is not just the responsibility of the family alone.  Social Intervention is required, both in the form of enabling parents to take better care of the children at home, and in the form of direct provision of health, nutrition, pre-school education and related services. The paper stresses the need for all government interventions for children under six years must broadly address atleast three dimensions: child health, child development/education and child nutrition. Also, while planning for such interventions, the three age groups, i.e. (1) children 0-6 years- the period of recommended exclusive breastfeeding, (2) children 6 months to 3 years- until entry into pre-school, and (3) children 3 years to 6 years- the pre-school years, until entry into school, must be kept in mind. The paper argues for comprehensive strategies for these groups of children. 
The paper looked into the strategies needed to meet the comprehensive needs for children under six, with special emphasis on nutrition. The following systems are being recommended to provide comprehensive ECCD (Early Childhood Care and Development):

· Maternity entitlements to ensure proximity of mother and child during the first six months as well as adequate care to both mother and child

· Breastfeeding, IYCF and nutrition counseling and support services to families

· Community based day care services/crèches- ICDS cum crèches must be provided as per need (10% of total centers initially as suggested in 8th Plan)
· Pre-school centres

· Supplementary nutrition

· Health care services- predominantly community based with institutional backup

· Expansion to reach all services and quality improvements in ICDS Programme

ICDS: Universalisation with Quality

In concrete terms, “universalisation with quality” would mean that (1) every settlement has an Anganwadi centre, (2) Provision of second Anganwadi worker in all Anganwadi centers (other than the existing Anganwadi worker and helper) (3) all ICDS services are extended to all children under the age of six years and all eligible women, and (4) the quality of services is radically improved.
Report of the Working Group on Integrating Nutrition With Health: 11th Five Year Plan (2007-2012), Government of India, Ministry of Women and Child Development, November 2006

This Report of the Working Group on Integrating Nutrition with Health for the XI Five

Year Plan briefly reviews the nutrition and health scenario in the country, the existing nutrition and health interventions and gaps, infant feeding and child survival issues, sets nutrition goals for the XI Five Year Plan and provides strategic recommendations for achieving the goals.
The Report mentions the following challenges to be overcome in the conquest of nutritional deficiencies

· High Malnutrition Levels particularly in Women and Children

· Undernutrition

· Micronutrient Malnutrition

· Emerging diet related diseases,

· High Mortality Rates-IMR, U5MR and MMR

· Inadequate Access to Health Care, Immunization etc

The Strategic Recommendations for the XI Five Year Plan for achieving nutrition goals are:
1) Articulating malnutrition as number one public health problem in the country

2) Greater emphasis on Nutrition Action by Health Sector at all Levels, through;

- Strengthening Nutrition in Medical, Paramedical, AYUSH and Agriculture education

-
Training Programmes for Health Personnel

-
Primary Health Care to include Nutrition as important service

-
Clinic/beds for severely malnourished children at PHC, CHC and District Hospitals

3) Establishing Nutrition Information System in the Country, through;

-
Establishing National Nutrition Monitoring Bureau (NNMB) in all States and UTs

-
Management Information System of NRHM and ICDS

-
National Family Health Surveys (NFHS) should include nutritional indicators at a greater level and provide district data for atleast the backward districts of the States/UTs

-
District Level Health Survey (DLHS) should emphasize data on nutrition; including data on Infant and Young Child Feeding (IYCF) indicators, and reports to be made available every two years
-
Efforts of CBHI (Central Bureau of Health Intelligence), ICMR, NIN, NNMB, NFHS, DLHS, ICDS and NRHM to be pooled together to design a Nutrition Information System for the country

4) Infant and Young Child Feeding and Nutrition Security for Infant Survival, such that;



- IYCF counseling to be taken as important component of ‘service delivery’

-
First one-hour support at delivery, and home visits during last trimester of pregnancy, and skilled support at birth for exclusive breastfeeding

-
Legislative support/entitlements, such as Maternity Entitlements

-
Clear and adequately resourced budget head on nutrition

-
Creation of network of resources/institutions for providing optimal IYCF

-
Making 6 month visible under NRHM and ICDS

5) Creating Nutritional Awareness at all Levels

6) Micronutrient Malnutrition Control through Intensified Programmes, through;
-
Controlling micronutrient malnutrition especially anemia due to iron and folic acid deficiency, vitamin A deficiency and iodine deficiency disorders through intensified programme as stated in National Nutrition Policy, such as Double Fortification of Salt (DFS), Fortified Wheat Flour and RTE Foods, Formation of Nutrition Development Corporation

-
Strengthening existing Iron and Folic Acid, and Vitamin A supplementation programmes 

7) Strengthening Inter Sectoral Coordination Mechanism

8) Enhancing Investment in Nutrition and Health- The following figure illustrates the mismatch between the requirements and budgetary provisions for infants and preschool children, who are most vulnerable and where maximum physical and brain development takes place. 
Figure 10: Critical Period in Brain Development- Financing Gap
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· As per calculations by the Planning Commission, the expenditure on SNP component of ICDS accounts for only 0.05% of the GDP during the years 2002-05

· Need for increased investment in health sector, from present 0.9% to 2 % to 3% over the next five years, as mandated in the NCMP

· Adequate funds, atleast equal to 6% of GDP should be the minimum allocation for investment in nutrition promotion programmes

· Imposition of nutrition cess to be considered
Table 15: Budgetary requirements of FNB of MWCD for the Nutrition Schemes during the XI Five Year Plan would be Rs 370 crores, as mentioned below

	Sl No
	Schemes
	Funds requirement (Rs in crores)

	1
	National Nutrition Education Programme (NNEP)
	250

	2
	Training and capacity building for improving IYCF practices
	50

	3
	Development of District Nutrition Profiles to enable area specific planning
	20

	4
	Establishing Nutrition Information System through ICDS (nutrition, monitoring, mapping and surveillance)
	30

	5
	Strengthening FNB to serve as Secretariat for the NNM
	20



	
	Total
	370


9) Building Institutional Capacity for Nutrition Action
An Inter Ministerial Coordination Committee on Micronutrient Malnutrition Control has been constituted in the MWCD under the chairmanship of the Secretary and in a meeting conducted on May 30, 2006, an action plan and set of recommendations in terms of food fortification, database on micronutrient deficiencies, PDS to include pulses, soyabean, soya fortified flour; minimum support prices on pulses, awareness on malnutrition education etc, were mentioned.

A Committee of Secretaries under the Chairmanship of the Cabinet Secretary has advised a five-pronged strategy to accelerate the programmes to overcome micronutrient deficiency in the country; these relate to (1) Dietary Diversification Awareness Creation concerning the Ministeries of H & FW, W & CD, and I & B, (2) Nutrition Supplementation concerning Ministeries of H & FW, WCD, and DSEL, (3) Food Fortification involving the Ministeries and Departments of Health, Food Processing Industries, Food and Public Distribution, Consumer Affairs, Finance, Panchayati Raj, and State Governments, (4) Horticulture Intervention involving the Ministry of Agriculture, and (5) Public Health Measures involving Ministeries and Departments of H & FW, W & CD, Commerce, Rural Development and Urban Development.

The Committee proposed that to achieve the above-mentioned goals, nutrition security needs to be prioritized during the XI Plan with the provision of earmarked funds. The proposed estimated cost per day per beneficiary would be around 16 paise and with 50% cost sharing by the States, the total expenditure would be around Rs 500 to 600 crores per month.    
Sub-Group Report on ICDS and Nutrition in the Eleventh Five Year Plan (2007-12), MWCD, Planning Commission, GOI - The Terms of Reference of the Sub-Group on ‘ICDS & Nutrition’ under the Chairmanship of Joint Secretary (CD), MWCD, are as follows:

· Early Childhood Care

· Nutrition and food security

· Registration of births

· Breast feeding

· Universalisation of ICDS

· Linkages with health, learning and early childhood development

· All matters relating to early childhood care and nutrition
Emerging Issues 
During the Eleventh Plan, many of the above issues would require renewed focus by revisiting the primary mandates of ICDS. Accordingly, the thrust areas during the Eleventh Plan are identified as under:

· Achieving ICDS Universalisation with Quality – Population norms/population density Targeting both in terms of area and population groups

· Strengthening basic infrastructure and service delivery in AWCs

· Restructuring Programme Management/Revised ICDS Implementation Framework

· Strengthening HR management in ICDS

· Mobilizing Resources

· Addressing Nutritional Issues- Eradicating severe malnutrition

· Strengthening Nutrition & Health Education

· Advocacy, Communication and Social Mobilization

· Strengthening Training and Capacity development

· Strengthening Monitoring & Evaluation

· Fostering Public-Private and Community Partnership (PPCP)

· Strengthening partnerships with PRIs, NGOs and voluntary sector
However, the Sub-Report does not have any mention of covering vulnerable populations such as street children, children of homeless populations etc, within the ambit of ICDS programme. A meeting with Mr Ujjwal Uke, ICDS Commissioner, Maharashtra State, by members of Bal Swasthya Abhiyan (BSA) on August 8, 2007, revealed that although as per the G.R. Anganwadi ICDS programme is to cover all notified and denotified slums, temporary settlements, pavement dwellers, and street children. But the reality is far from away due to lack of information regarding such areas. One of the reasons given is lack of involvement of AWW to conduct multiple surveys in a year regarding such communities.

Sub-Group Report on the Girl Child in the Eleventh Five-Year Plan (2007-12), MWCD, Planning Commission, GOI - This Sub-Group was assigned the task of undertaking an in-depth analysis of the issues/problems confronting the girl child and recommending future plan of action for the Eleventh Plan.
Mid-Term Appraisal of the Tenth Five-Year Plan

The Tenth Plan (2002-07) reiterated the objectives of the Ninth Plan and re-affirmed the lifecycle approach for betterment of the Girl Child. Further, the Tenth Plan also set certain monitorable goals as follows: -

· All children in school by 2003; all children to complete five years of schooling by 2007.

· Reduction in gender gaps in literacy and wage rates by at least 50 percent by 2007.

· Reduction of Infant Mortality Rate (IMR) to 45 per 1000 live births by 2007 and 28 by 2012.

· Reduction of Maternal Mortality Rate (MMR) to 2 per 1000 live births by 2007 and to 1 per 1000 live births by 2012.

· Arresting the decline in the child sex ratio.

· Increasing the representation of women in premier services and in Parliament.

· Universalisation of the Integrated Child Development Services (ICDS) scheme.

The mid-term appraisal of the Tenth Plan expressed concern with regard to adverse child sex ratio, the rising incidence of female foeticide and infanticide, persistently high infant child and maternal mortality rates, wide gender gaps in child health and education as well as low female literacy and escalating violence against women etc. 
Child Trafficking is not merely confined to trafficking for commercial sexual exploitation, but can be for organ transplants, begging, entertainment (camel jockeying and circus), child labour and domestic work, drug peddling, and participation in armed conflicts, to name a few. For the vast multitude of homeless and street children, a more comprehensive policy on adoption and foster care of children must be formulated, which should be in consonance with the Convention on the Rights of the Child (CRC).

There is no data indicating the extent to which children are affected by HIV/AIDS. Social exclusion follows once HIV is detected. The problem of discrimination against HIV positive children while accessing public services like hospitals, schools, playgrounds, and other facilities needs to be addressed, perhaps with some special legislation.
The Child Marriage Restraint Act of 1929 (as amended in 1949 and 1978) needs to be reviewed and amended, but this must be preceded by an investigation of contemporary trends.

Growing insecurity of girls and increasing violence against them, adolescent pregnancy resulting from sexual ignorance and neglect, increasing drop-outs from post-primary schooling due to various reasons, and deep neglect of the physical and cultural development of girls, with no provisions for games/sports, healthy entertainment and reading facilities. For adolescent girls, there is need for hostels with subsidized boarding and lodging facilities.

Protecting Girl-child Domestic Labourers -In pursuance of its mandate to suggest systemic changes, the National Commission for Women (NCW) should, among other things, suggest institutional mechanisms to prevent violence against women and girl children in several fields, for example, in girl child domestic wage labour.

Recommendations of the Sub-Group (with specific reference to girls on the street)

1) Survival of the Girl Child and Her Right to be Born- National efforts to ensure the survival of the girl child and her right to be born; and State-level interventions will have to be based on accurate assessment of area-specific issues and factors.

2) National Inspection and Monitoring Committee- The National Inspection and Monitoring Committee has been constituted as per the directives of the Supreme Court, to assess the ground realities through field visits. It also monitors the prosecutions launched against unregistered bodies and those violating provisions in the Act/Rules.

3) Scheme to address failing female sex ratio- There are certain sections of society (mainly BPL families) where awareness and sensitization of the value of girl child may not be solely sufficient impetus for them to retain their daughter for various reasons unique to that family/community. In order to allow the female child in such families to be born and not aborted, a special provision should be put in place whereby those who do not want to raise their daughters can place them in specially appointed cradle centers supported by the State. In other words, the State will undertake the responsibility of the well being of the child including placing her in loving adoption/foster homes. For this purpose a new scheme of ‘Cradle Baby’ or ‘Palna Scheme’ needs to be formulated for prevention of female feticide and rescuing the missing daughters.

4) Conditional Cash Transfer (Cash and Non-Cash)- An innovative scheme of ‘Conditional Cash and non cash Transfer Scheme is proposed, wherein cash and non cash transfers will be provided to the family of the girl child (preferably the mother) on fulfilling certain conditionalities, for the girl child - such as birth and registration of the girl child, immunization; enrollment to school; retention in school; and delaying the marriage age beyond 18 years. This will be in addition to the various incentives, which already exists for girl child given by the Centre and the States. The objective of the Scheme is two fold – the direct and tangible objective is to provide a set of staggered financial incentives for families to encourage them to retain the girl child and educate her etc; the more subtle and intangible objective is to change the attitudinal mindset of the family towards the girl- by linking cash and non cash transfers to her well being. This will force the families to look upon the girl as an asset rather then a liability since her very existence has led to cash inflow to the family.

5) Health and Nutrition of the Girl Child- It is very essential that such pregnant adolescent girls should be provided adequate health care by Anganwadi and Asha workers and also promote institutional deliveries. An integrated approach taking care of life skills, nutrition, and health of adolescents’ girls may pave the way for healthy society/ better quality human resource. The universalisation of Nutrition Programme for Adolescent Girls and its merger with Kishori Shakti Yojana will go a long way in supplementing nutritional requirements and also to empower the girls socially and economically. Capacity building of Anganwadi worker should be undertaken so that she is made aware of the special needs of young girls and adolescents. The progress made by each girl should be monitored by PHCs by maintaining proper health records of all girls. Special attention should be given to more vulnerable girls especially those affected by HIV/AIDS, trafficked victims, physically, and mentally challenged girls to provide them with special health and nutrition inputs.
6) Education of the Girl Child- The need to encourage all girls to enroll in school and to retain them in the school system is imperative as education not only improves the worth and self esteem of the girl child but also enables her to become an economically productive woman and delays her marriage age. Mid- day meals should be made compulsory for girls irrespective of the stage of their school education.

7) Girl Child Abuse, Exploitation and Violence- The efforts to prevent girl child abuse and violence calls for strengthening and strict enforcement of laws for rape, sexual harassment, trafficking, domestic violence, dowry and other related issues. Concerted capacity building and training programme on gender related legislation and issues for important functionaries and stakeholders like police, judiciary, prosecutors, general society, NGOs and PRIs needs to be taken up on a nationwide scale. Community Vigilance Groups along with Self-Help Groups and Youth Groups should ensure that girl children in their community are protected against abuse, violence and exploitation. These groups should closely work with Panchayati Raj System and Child Protection Cell being proposed under Integrated Child Protection Scheme (ICPS). 

Keeping in view the vulnerability of girl child, special schemes and programmes would need to be formulated for or their protection. It is also necessary to list such occupations/ activities that pose danger or are hazardous to the girl child and ensure that she is not lured or duped into dangerous activities. 
Child Friendly police stations in all districts should have a team of policewomen, social workers and counselors to attend to the needs of the girl child victim.

Well thought out Rehabilitation packages need to be designed with specific modules for specific types of abuse/ violence perpetuated so that the victim receives the correct and appropriate rehabilitation required to be successfully reintegrated back into society. Family counseling and services too need to be provided to families of girls affected by abuse and exploitation so that they can provide care and support to the victim.
8) Trafficking for Commercial Sexual Exploitation - The Eleventh Plan will need to adopt a Multi-pronged Approach to combat Trafficking with distinct components of :

(i) Preventive measures;

(ii) Rescue and Rehabilitation measures;

(iii) Awareness generation and sensitization and

(iv) Training and capacity building.
9) Domestic Girl Child Labour - The Child labour laws need to be strictly implemented to prevent girl child labour.

10) Welfare and Development of Adolescent Girls (11-18 years) - Focused attentions needs to be given to the welfare, development and empowerment of Adolescent girls as they presently have only limited opportunity to become informed and contributing members of their community and society. Counseling centers for adolescents should be opened in all schools and information centers at every block for adolescents. Balika Sanghas could be formed in every village of the country. The Balika Sanghas play a role of catalysts in creating an enabling environment and becoming the support group for empowerment of girls. Adolescent boys would also be co-opted, so that they are gender sensitised.

Further, an empowerment approach in tandem with rights based approach would need to be adopted so that information and training inputs can be translated into decisions and behavior changes. The aim should be to raise the profile of the girls and support them in becoming change agents for themselves, their peers and the community, in general. 
Efforts should also be made to converge programmes/ schemes of various different Departments and service providers from Government and Non-Government organisations. 
Efforts should also be made to involve the family of adolescents and community as a whole. The Ministry in collaboration with reputed institutions and NGOs should undertake training and awareness programmes for adolescent girls on crucial issues of reproductive system, changes during the adolescent phase and sensitisation to oppressive social systems, social realities and their rights.

Vocational training and skill development keeping newly emerging areas in mind should  be imparted to adolescent girls as part of their education (formal and non-formal), so that her marriage and motherhood are deferred/delayed and she is made economically independent.

11) Expansion of NPAG and Merger of the Kishori Shakti Yojana (KSY) and Nutrition

Programme for Adolescent Girls (NPAG)- Efforts should be made for addressing these nutritional and other issues relating to adolescent girls in an integrated manner through the Merger of KSY and NPAG, and expansion of the coverage of Supplementary Nutrition Programme to the adolescent girls in all districts in the country in the 11th Plan. An integrated approach taking care of life skills, nutrition, health of adolescents would pave the way for a healthier and more equitable society.

12) Girl Child Friendly Clusters-In order to encourage and enthuse clusters to become more sensitive to the girl child’s needs and facilitate her welfare, development and empowerment, it is suggested that villages be given a set of parameters/ indicators to monitor and such villages that comply with all the indicators be declared “Girl Child Friendly’. An illustrative list of girl friendly indicators, grouped under 3 categories, viz, health and nutrition, education and protection is provided.

Health and nutrition

pregnancy registration

immunization for mothers

nutrition supplements for to mother

institutional deliveries

regular health check-up
accessibility of health centre

availability of health worker

availability of medicine

regular monitoring of health of child

immunization records of the girl child

supplementary nutrition of the girl child

micro nutrients supply

Education

Pre-school education & supplementary nutrition facilities

enrolment of girl-child in school

Primary education facility

availability and accessibility of elementary and secondary education facility

no.of female teachers

no. of trained teachers

provision of mid-day meal/ supplementary nutrition

availability of school books/stationery/school uniform

pucca school buildings

toilet / sanitation facility in school

furniture in school

extra-curricular activities in schools

sports facilities

special provisions for SC/ ST/OBC

special education for disabled

Protection

birth registration of the girl child

protection from child abuse

protection of child marriage

protection from sexual exploitation and trafficking

prevention of child labour

care for street children

Based on the number of indicators fulfilled the State Government/ District administration may like to reward these villages/ clusters with awards/recognition /citation etc. Based on the number of village/ clusters declared “Girl Child Friendly’ the concerned State may also be recognized for its efforts at the national level for which the Ministry of Women and Child Development make constitute a special award.

Sub-Group Report on Early Childhood Education in the Eleventh Five Year Plan (2007-12), MWCD, Planning Commission, GOI - The terms of reference of the Sub Group on “Early Childhood Education” formulated under Chairmanship of Joint Secretary (CD), MWCD, were as follows

· Pre School Education

· Joy of Learning

· Linkages to Nutrition and Health

· All Matters relating to ECE
The approach paper states that development of children is at the centre of the 11th plan and that Government is committed to ensure that children do not lose their childhood because of work, disease or despair. Early Childhood Education (ECE) requires that young children be provided opportunities and experiences that lead to their all-round development -- physical, mental, social, emotional and school readiness. Alongside with health and nutrition, learning is also equally important. Learning at early stage must be directed by the child’s interests and priorities, and should be contextualised by her experiences rather than being structured formally. An enabling environment for children would be one that is rich, allows children to explore, experiment and freely express themselves and one that is embedded in social relations that give a sense of warmth, security and trust. Playing, Music, Art and other activities using local materials along with opportunities for speaking, listening and expressing themselves, and informal interaction are essential components of Early Childhood Education (ECE).
Constitutional and Policy Provisions

Article 45, which reads as “The State shall endeavour to provide ECCE for all children until they complete the age of six years”.
Constitutionally, child development and education are concurrent subjects, imply a shared federal and state responsibility in ECE service delivery. In 1968, the committee for Preparation of Programmes for Children (Ganga Saran Sinha Committee) also recommended for the first time, that government should invest heavily on pre school education. Later on, while the National Policy on Education (1986), viewed ECCE as “an integral input in the human resource strategy, a feeder and support programme for primary education and a support service for working women”, the Programme of Action

(1992) came out with specific targets concerning operational and teacher training strategies of ECE.
National Health Policy (NHP), 2000 is composed with a vital segment of 0-6 years old. The targets of NHP, 2000 includes reduction of IMR to 30/1000 live births and MMR to 100/lakh by the year 2010. It has been further viewed in the policy that under the umbrella of the macro policy prescriptions, the governments and private sector programme planners will have to design separate schemes, tailor made to the health needs of women and children. Further, the health of the children has been acknowledged as an area of concern in the National Population Policy, adopted in 2000, as the same has been visualised as a clear strategy for population stabilisation. Furthermore, after realizing the fact that child care services provides a necessary support for women working in unorganized sector, National Policy for Empowerment of Women, 2001 gives emphasis on expanding the child care facilities, including crèches at work places so as to create an enabling environment and to ensure women’s full cooperation in their socio - political and economic life.
Table 16: Coverage under various initiatives concerning ECCE

	Programmes
	Number of centers
	Coverage

	ICDS
	767680 *
	24 million

	Rajiv Gandhi National Creche Scheme for the Children of Working Mothers 
	22038**
	0.55 million @

	NGO Services for ECCE
	
	Varying from 3-20 million

	Private initiatives
	
	10 million approximately (2005) ****


* Ministry of Women and Child Development (as on 31st Dec 2005)

** Ministry of Women and Child Development- Website (www.wcd.nic.in)

*** Early Childhood Care and Education – An Overview (Ministry of HRD, 2003)

**** Report of the National Focus Group on ECE appointed by NCERT under initiative of National Curriculum Framework Review 2005

@ The figure has been arrived assuming 25 children pre crèche center

A recent study conducted by World Bank (2005) has also identified the mismatch 

of the multi-dimensional unreasonable expectations of the State from the AWWs and the workload she holds, has recommended the contextualizing of the PSE programme design, rationalising the workload of the service providers particularly AWWs and promoting utilisation through improvement in quality of service delivery. The Mid Term evaluation of Tenth Five Year Plan further, has pointed out that the PSE component of the ICDS scheme continues to remain one of the weakest areas in view of focusing on the health and nutritional aspect. Thus, over the time, there has been a continuous concern relating to quality of PSE services, which has a strong ground to recommend a comprehensive review of the existing arrangements from holistic perspective to ensure quality ECE for all children.

Recommendations for the Eleventh Five Year Plan

1) Providing National Framework, Policy Directions and Developing Data base - The group recommends that 11th Five Year Plan should develop a New Paradigm to deal with stagnant problem of pre school education. It must rest on:

· A right based approach that strengthens the ECE directive, under 45 of the

· Indian Constitution, in preparation for its inclusion as a Fundamental Right to Education.

· A holistic approach based on the continuum of growth and development for the child under 6 years that removes the arbitrary divides between ECCE and ECE, between care and education, between parental participation and state responsibility that currently exists.

· A fresh approach and strategy towards ‘Crèches and Day Care’ and recognition

· of its role in the survival and development of the young child in diverse situations;

· A scientific approach that is guided by the empirical evidence and economic rationale that strongly endorses investment in the early years of ours precious human resource.

· An Integrated approach to programme planning and delivery of ECE that institutionalizes effective structures for coordination.

2) Access and Coverage - It is recommended to set up one ECE centre for a group of 25 children in 3-6 years age group within easily reachable distance from the home of the child. Since access to ECE in urban slums seems to be very low, it is recommended that the rules pertaining to area/town planning may be amended so as to provide the space for neighbourhood ECE centre. The schedule for urban local bodies needs to be strengthened to ensure the responsibility for allocation of space for AWs, Crèches, etc.

3) ECE under ICDS and Crèches- The group recommends that instead of one, two AWWs be appointed in each AWC. One of these two AWWs should be exclusively engaged for imparting pre schooling and other should be assigned the job of attending care issues, which inter alia includes supplementation, health and well being etc as well as care of the children in the 0-3 age group in the crèche, if any. The same two AWWs model, which is being practiced in Rajasthan (in the name of Sahyogini), though from state’s own initiatives and financial resources, has yielded good results. Additional resources in the XI plan for ECE component under ICDS have to be made available for this purpose.

More urban poor groups are needed to be brought within the purview of ICDS through active participation of various urban bodies and NGOs supported ICDS projects.

In accordance with the policy directions given in NPE(1986) and POA(1992) there persists a need to convert all AWCs into the AWCs – cum- crèches to meet the unmet needs of care and education of children of working mothers of both organised and unorganised sectors.

Keeping in view the importance of the Rajiv Gandhi National Crèche Scheme, it is recommended that the scheme be expanded comprehensively under XI plan throughout the country.

4) Advocacy and Awareness- There emerges a pressing need to educate the community to be more selective and/or demanding as consumers which could serve as an effective monitoring /regulating device of ECE under private sector. Adequate budgetary provisions for awareness generation be made in XI Five Year Plan.

5) Training and Capacity Building The trainers are required to be thoroughly trained by lead institutions like NIPCCD, NCERT so that they may impart training for contexually suited operatiuonalisation of innovative models like home based model, crèches with flexi time, space etc.
6) Working Conditions of ECE Teachers/ Workers-  Keeping in view the poor working conditions of ECE teachers/workers in all the three main sectors of public, private and NGOs, the group strongly recommends that duly qualified and trained ECE workers /teachers may be categorized as skilled workers. They should be given a fair and decent wages arrived on commonly evolved consensus of policy makers, implementers and social /educational /child rights activists.

Report of the Working Group on Clinical Establishments, Professional Services Regulation and Accreditation of Health Care Infrastructure for the 11th Five-Year Plan, Planning Commission, Government of India - In the present situation there is a need to establish bodies and systems to monitor clinical and non-clinical effectiveness of the services offered in the public and private facilities. In India concerns about how to improve health care quality have been frequently raised by the general public and a wide variety of stakeholders, including government, professional associations, private providers and agencies financing health care. There also have been attempts to establish systems and process that would ensure quality of care by the health providers.
The Report recommends the need for the involvement of the following steps for implementation:

1) The Central Government should enact legislation for registration and regulation of clinical establishments

2) Registration should be compulsory for all clinical establishments including diagnostic centres etc. under any recognized system of medicines.

3) Public Health Clinical Establishments (government owned) should also be brought under the purview of such legislation.

4) Even if the clinical establishment is already registered under any State Act, it should be required to re-register under the Central Act.

5) As far as possible, registration should be done on the basis of documents certified by licensed professionals such as Chartered Accountants, approved valuators, assessors etc. The setting up of administrative paraphernalia for inspection is to be discouraged.

6) To the maximum extent possible, the responsibility of actual registration should be entrusted to Panchayati Raj Institutions (PRIs).

7) There need not be any direct role of the Central Government in the registration process except for maintaining a National Register of Clinical Establishments and for determining uniform minimum standards.
8) A corpus should be set up for supporting research in the development of standards. It would be necessary to engage specialists and experts to suggest justifiable standards.
9) Minimum standards should be determined through a consultative process that would foster greater responsibility. The National Advisory Board should be set up for overseeing this exercise.

10) Due care would have to be taken to avoid over emphasis on standards for infrastructure. Greater focus would, therefore, be required on standards for service delivery.
Eleventh Five Year Plan, Maharashtra State (2007-2012) - The Eleventh Five Year Plan (2007-2012) for Maharashtra State envisages the duty of the State for provision of healthcare services.

Some specific health targets to be achieved during the Plan Period (2007-2012):

i) Control population growth with provision of basic public health services.

ii) Improve status of services provided at each level (i.e. primary, secondary and tertiary)

iii) Establishment of trauma centers for accident victims

iv) Establishment of mental health departments for prevention and treatment of mental problems of population.

v) Establish proper linkages of health department with other departments such as Department of Women and Child Development, Department of Social Welfare etc.

vi) Decrease maternal, infant and child mortality rates.

Table : Targets to be achieved by 2012

	Sl No
	Indicators
	Present Status
	Targets to be achieved during Eleventh Five Year Plan

	1
	Infant Mortality Rate
	36
	17

	2
	Maternal Mortality Rate
	135
	50

	3
	Crude Birth Rate
	2.1
	2.1

	4
	Malnutrition among 0-3 year olds
	49.6
	24.8

	5
	Anemia among women (15-49 years age)
	48.5
	24.3

	6
	Male Female Ratio (0-6 years)
	913
	921


National Commission for Children- The Government of India announced the setting up of the National Children's Commission in January 2001(Ref: . This was reiterated by the Union HRD Minister Murli Manohar Joshi at the United Nations General Assembly Special Session on Children (UNGASS) held from May 8-10, 2002. However, the composition of the commission, its structure, and role has yet to be finalized. 

A National Children's Commission (NCC) could play an extremely significant role in assisting the children of our country to realise their rights enshrined in the Convention of the Rights of the Child (CRC) to which, India is a signatory. India became a signatory to the Convention on the Rights of the Child (CRC) in 1992. The National Commission is supposedly being set up within the framework and mandate of the Convention on the Rights of the Child. This mandate is based on the United Nations Convention on the Rights of the Child 1989 (UNCRC), ratified by 191 countries. 

Suggestions and issues with the National Children’s Commission (http://www.indiatogether.org/2003/jul/chi-ncc.htm)
i) The Government of India has not held nation-wide consultations with children regarding the National Children's Commission. This violates the very spirit of setting up a Commission. . The government should conduct systematic consultations with children throughout India regarding their views about a Children's Commission, which should be decentralised. The Government of India should ensure that the views and opinions of a cross-section of children (girls, working children, children with disabilities, children from tribal communities, children affected by HIV etc.) are sought.
ii) Linkages need to be established between Panchayats (or urban local bodies in urban areas), districts and states and the systems be made accountable to children; this will be an effective way to impact policy matters to be in place. 

iii) The NCC should be easily accessible to children and should have in-built mechanisms like toll-free phone lines and the presence of children's friends. It is noteworthy to mention several countries in Europe (Norway, Sweden) have set up systems such as the ombudsperson, whose experiences and work methodology could be a model for India to study and emulate, based on their relevance to the present context. These systems are autonomous in nature and impact the national policies of their respective countries. 

iv) Another major area of concern in setting up the Commission is its constitution. The foremost criterion is that children should be in the forefront with organised representation from the working, school going and disabled segments. It should have representatives of Children's Panchayats. Being child-friendly, the members of the NCC should have a record of having worked with children in a proactive manner. These will go a long way toward making the commission effective. 

v) The location of the NCC is also important. It should be in each state and located such that it is easily accessible to children. Keeping the criteria required to set up a Commission for children at the national level in mind, it is imperative that the government's approach must be in tandem with the interests of the child.

National Pharmaceutical Policy, 2006 - The key objectives of the policy with regards to availability and accessibility of quality medicines are:
(a) To ensure availability at reasonable prices of good quality medicines within the country.

(b) To improve accessibility of essential medicines for common man particularly the poorer sections of the population.

(c) To facilitate higher investment for increased production of good quality medicines.

(d) To promote greater research and development in the pharmaceuticals sector by providing suitable incentives in this regard.

(e) To enable domestic pharma companies to become internationally competitive by implementing GMP, GLP , GCP and other established international guidelines.

(f) To facilitate implementation of the Health Policy of the country

The National Common Minimum Programme, as adopted by the Government, with regards to availability and accessibility aims as follows:

a) UPA Government will raise public spending on health to at least 2-3% of GDP over the next five years with focus on primary health care.

b) A national scheme for health insurance for poor families will be introduced.

c) The UPA will step up public investment in programmes to control all communicable diseases and also provide leadership to the national AIDS control effort.

d) The UPA Government will take all steps to ensure availability of life savings drugs at reasonable prices.

e) Special attention will be paid to the poorer sections in the matter of health care.

f)The feasibility of reviving public sector units set up for the manufacture of critical bulk drugs will be re-examined so as to bring down and keep a check on prices of drugs.

An issue of paramount importance in the Indian context is to increase the accessibility of drugs to the common man and in particular to the vulnerable and poorer segments of the population .Even though the prices of drugs as compared to most other countries and particularly the neighbouring countries are one of the lowest yet these are important issues relevant to India. A Committee set up by Government under the chairmanship of Joint Secretary (Pharmaceuticals) popularly known as the Sandhu Committee had made several recommendations in this regard. Thereafter the Task Force headed by Dr Pronab Sen, Principal Adviser (PP), Planning Commission popularly known as the Sen Committee made several other wide ranging recommendations Some import ant recommendations were made by the National Manufacturing Competitiveness Council (NMCC). National Commission on Macroeconomics and Health   Constituted by the Ministry of Health and Family Welfare in its report on ‘Access To Drugs and Medicine’ also made some valuable recommendations on issues relevant to the drug industry. The recommendations made by all these Committees have been examined by Government and there is a broad agreement on the implementation of several of the recommendations. Several suggestions were received from industry associations, voluntary bodies, States and other organizations. A Core Committee consisting of representatives of Department of Chemicals and Petrochemicals, NPPA, NIPER and Chief Executives of various public sector pharmaceutical undertakings was constituted to facilitate drafting of the policy based on the various / suggestions.

Social Security Bill, 2007- This bill aims to provide for the social security and welfare of unorganised sector workers and for other matters connected therewith or incidental thereto. As per the Bill, the Central Government may formulate, from time to time, suitable welfare schemes for different sections of unorganised sector workers on matters relating to – 
(a) life and disability cover; 
(b) health and maternity benefits; 
(c) old age protection; and 
(d) any other benefit as may be determined by the Central Government.
The State Government may formulate and notify, from time to time, suitable welfare schemes for different sections of unorganised sector workers, including schemes relating to – 
(a) Provident fund 

(b) Employment injury benefit 

(c) Housing 

(d) Educational schemes for children

(e) Skill upgradation of workers

(f) Funeral assistance

(g) Old age homes

The eligibility for registration and social security benefits, as stated in the Bill, is:

a) Every unorganised sector worker shall be eligible for registration subject to the fulfilment of the following conditions, namely:-

· he or she shall have completed fourteen years of age

· a self-declaration by him or her confirming that he or she is an unorganised sector worker. 

b) Every eligible unorganised sector worker shall make an application in the prescribed form to the District Administration for registration. 

c) Every unorganised sector worker shall be registered and issued an identity card by the District Administration which shall be a smart card carrying a unique identification number and shall be portable. 

d) If a scheme requires a registered unorganized sector worker to make a contribution, he or she shall be eligible for social security benefits under the scheme only upon payment of such contribution. 

e) Where a scheme requires the Central or State Government to make a contribution, the Central or State Government, as the case may be, shall make the contribution regularly in terms of the scheme.
Some of the Social Security Schemes for the Unorganised Sector Workers are:

a) National Old Age Pension Scheme

b) National Family Benefit Scheme

c) National Maternity Benefit Scheme

d) Janshree Bima Yojana

e) Aam Aadmi Bima Yojana

f) Rashtriya Swasthya Bima Yojana

Rashtriya Swashthya Bima Yojana- A new scheme by the name of ‘Rashtriya Swasthya Bima Yojana (RSBY)’ is proposed to be launched in the country for the BPL families. Some of the important features of this scheme would be as follows:-

i. Scheme to be implemented in a phased manner. Initially scheme to be launched on a pilot basis in some districts of the country (2 in each state). Based on the experience gained it would be extended to all families below poverty line throughout the country.

ii. Government of India to pay full cost of the premium amount for all BPL

beneficiaries 

iii. Scheme to be implemented by the four public sector insurance companies in the country.

iv. Beneficiaries to be extended benefits on the basis of BPL/Health cards issued to them by the States

v. Benefit of hospitalization (upto Rs 15000) and for medicines as outpatient (Rs

5000) per annum per family to be made available

vi. Each Insurance company would shortlist chemist shops upto PHC level/ taluka level. A certain number of BPL families would be assigned to each selected chemist shop 

vii. Chemist shop will maintain complete account of the medicines taken by the BPL persons and send the same to insurance companies from time to time. Computerised statements should be prepared for transparency in the account.

viii. BPL family can approach any government doctor in the area . Based on the prescription of the government doctor the BPL card holder can approach the authorized chemist shop for obtaining medicines. He would be supplied medicines free of cost .

ix. The chemist would send the bill to the concerned insurance company which would reimburse him for the amount of the medicines purchased by the BPL family.

x. The entire insurance premium on account of the BPL families would be paid by

Government to the insurance companies Medicines to be provided based on prescription by government doctors.

xi. From the 3rd year of operation of the scheme it would be suitably revised and

extended to all parts of the country.
Health Cess for funding schemes for the Poor- A health cess of 2% would be levied on various central taxes on the lines of education cess which is likely to provide approx. Rs 6500 crores to the Government . This amount is proposed to be spent primarily on schemes meant for the poor people. In order to ensure that the money collected from the cess is not diverted to other areas it shall be kept in a separate non- lapsable fund .This fund may be managed by an independent body specially designated for this purpose. It may be called the National Public Health Board. The broad areas on which this amount may be spent are – 

i. 
To fund supply of medicines through the Rashtriya Swasthya Bima Yojana .

ii. 
To fund the subsidy scheme for anti-cancer drugs .

iii. 
To fund the expansion of ART centres for additional AIDS patients throughout the country (through NACO)

iv. 
To provide additional funds for National Illness Assistance Fund / State Illness


Assistance Funds / District Illness Assistance Funds and revolving funds.
v. 
Provide funds for technology upgradation for implementation of schedule M for


GMP in Pharma SMEs.

vi. 
To start a scheme for awareness generation for drug prices and related aspects.
National Urban Health Mission (NUHM) - NUHM recognizes both growth of urban areas and the growth of urban poor, especially those living in the slums. As a result there is pressure on the existing infrastructure which is deficient. It recognizes the inaccessibility of the health care facilities in the urban areas due to the following reasons; overcrowding of patients, ineffective in outreach and referral system and lack of standard and norms for urban health care delivery system, social exclusion, lack of information and assistance to access the modern health care facilities and lack of economic resources. 

Coverage 

In phase I, the mission aims to cover 430 cities with more than one lakh population across the country. It proposes to cover district head quarters with less than one lakh population during phase II. On a priority basis the mission would cover a list of 100 cities during the first year. Same norms will be applied to all the cities, irrespective of the population.  It intends to cover the urban poor population living in listed and unlisted slums, all the other vulnerable population such as homeless, rag-pickers, street children, rickshaw pullers, construction and brick and lime kiln workers, sex workers, any other temporary migrants. 

The Government of India will allocate approximately Rs. 8600 crores from the Central Government for a period of 4 years (2008-2012) to the NUHM.

Goal of NUHM

It aims to address the health concerns by facilitating equitable access available health facilities by rationalizing and strengthening the capacity of the existing health care delivery system. It proposes to address gaps with the support of non governmental organizations.

It aims to evolve a model out of diverse facilities available. It hopes to synergize the mission with the existing progammes such as JNNURM, SJSRY and ICDS which have similar objectives to NUHM. 

Key strategies 

· Strengthening existing primary public health systems

· Public private partnership 

· Communitised risk pooling / insurance mechanism with IT enablement 

· Monthly health and nutrition day

· Capacity building of key stakeholders 

· Special provision to include the most vulnerable

· Monitoring of quality of services  

· Community participation in planning and management 

· Identification of target group, through distribution of Family/Individual Health Suraksha Cards   

Model 

Three-tier system of health care 

I. Community Level 


Community Outreach Services


Mahila Arogya Samitees (MAS) 


Urban Social Health Activist (USHA) 

II. Urban Health center level  


Strengthening existing public health facility 


Empanelled private providers 

III. Secondary/Tertiary level 


Public or private empanelled providers 

It aims to provide community level care with the support of USHA and MAS. In urban poor settlements, promote position of one USHA for 1000-2500 population covering about 200 to 500 households and ensure community participation through community-based institutions, through one MAS for 20-100 households and Rogi Kalyan Samitees. These mechanisms will make sure community participates in planning and management. 

Community risk pooling and health insurance will be organized through MAS. MAS members would be encouraged to save money on monthly basis for meeting health emergencies. MAS would decide the lending norm and rate of interest, and NUHM would provide a seed money of Rs.2500 @ Rs.25 per head. It would also provide incentives based on targets achieved. It envisages earning income from interest on small loans and interest on saving.  The premium for health insurance would be paid from the fund. 

The mission would promote an urban health insurance model for hospitalization. Premium would be subsided through the mission. The insurance would be implemented through risk pooling with the partnership of center, state, Urban Local Bodies (ULB) and communities. Under this scheme a Smart Card/Individual or Family Health Suraksha card will be given to a family for five for a premium of Rs.600. Additional cost is expected to be contributed by state or Urban Local Bodies or Beneficiaries.  The insurance project aims to cover both the urban below poverty line groups as well as the above poverty line groups. The collected pooled premiums will be paid to IRDA approved Insurance Company/TPA; but the subsidy for slum populations will be provided by the Mission. The benefit package includes coverage for hospitalization. surgery, and ambulatory surgery expenses. Pre existing condition/diseases including maternal and child hood illnesses would also be covered, with minimum exclusions. 

Services will be accessed from the accredited empanelled providers from both public and private sect\ors.  There will be a mobliser or an administrator, maybe part of the insurer who will be responsible for implementation. IRDA approved insurance company will be assigned the job. The premiums will be self financed for APL populations while the BPL populations will be provided subsidy from the center.  

NUHM will follow similar system to NRHM and use health missions at city and state level for operationalization. It proposes to strengthen the role of urban local bodies. For the purpose of promoting transparency and accountability it propose to incorporate elements such as health service delivery charter, health service guarantee and concurrent audit; audit at the level of funds released and utilized. 

It proposes the convergence of both the communicable and non communicable disease progammes at the city level through integrated planning. The existing IDSP structure would be leveraged for improved surveillance.

It proposes to promote decentralized governance by vesting the powers to the urban heath centers for converge of all the programmes at the urban health center level. 

It recognizes the need for additional human and financial resource and it purposes to ensure that it would be taken care. Over 800 crores has been allocated and function as 100% centrally sponsored programme during the first year and it expects the state and the local bodies would contribute and own the programmes initiated by the mission. 

III. Health Services in Mumbai and Maharashtra

Mumbai is the largest city in India with a population estimated at 12 million (Census 2001) in the last count. Of this around 54 % of the population live in slums, encroaching on 3500 hectares of prime land in 110 pockets. In the decade 1991-2000, the population has grown at the rate of 2.04% per annum. The relative ranking of Maharashtra has remained a sticky third or fourth position amongst major 15 States of India. 
According to the Maharashtra Economic Survey 2006-07, the poverty ratio in the State in 1973-74 was 53.2 percent, which declined to 25 percent in 1999-2000. Even though the State’s per capita income is one and half times higher than the national average, the rate of poverty reduction in the State remained almost at par with that of the country. As per the target set by the Planning Commission, the State has to reduce the poverty ratio to 16.2 percent by the end of X FYP (2006-07).  

Table 16: Health indicators of Mumbai city 
	Year
	2001
	2004
	2005
	2006

	Number of Births 
	1,88,417
	1,85,729
	1,84,171
	1,79,861

	Crude Birth Rate (@ 1000 Population) 
	15.72
	14.67
	14.31
	13.76

	Number of Deaths
	85,051
	86,433
	87,128
	90,113

	Crude Death Rate (@ 1000 Population)
	7.10
	6.83
	6.8
	6.89

	Number of Infant Deaths 
	7,255
	6,505
	6,469
	6,21

	Infant Mortality Rate (@1000 Birth) 
	38.5
	35.02
	35.12
	34.57

	Neo Natal Deaths
	4,392
	3,981
	3,924
	3,922

	Neo-Natal Death Rate (@1000 Births) 
	23.3
	21.4
	21.3
	21.8

	Number of Maternal Deaths 
	16
	50
	82
	114

	Maternal Mortality Rate (@ 1000 Births)
	0.08
	0.27
	0.44
	0.63


Source: www.mcgm.gov.in. Accessed on 10/03/2008
III a. Health Infrastructure in Mumbai

Mumbai, though one of the financial capitals of the world, is one of the filthiest cities because of poor public health and civic hygiene. Where healthcare is concerned Mumbai probably has the best health infrastructure in the country both in the public and private sectors. Hospitals, pharmaceutical industry, diagnostics, medical education, medical manpower presence and availability in Mumbai are perhaps the best in the country.
The BMC has been contributing immensely to the development of Mumbai’s health infrastructure. The BMC is perhaps the only Corporation in the Asian countries, which runs medical colleges and hospitals. It is significant to note that in 1920 Bombay had 21 hospitals all of them run by the government or the BMC, at the turn of Independence there were 50 hospitals with three-fourths being in public domain, in 1975 hospitals had increased to 191 with 75% in the private sector and today of the 1600 odd hospitals in Mumbai only 5% remain under public sector. (Ref: Ravi Duggal, The Political Economy of Mumbai’s Health Governance) Till the recent entry of corporate hospitals in the private sector, almost all large non-government hospitals in the city until recently were Trust owned hospitals and many of them genuinely charitable. The private for-profit health sector in Mumbai is also one of the largest in the country. This network of public and private health services have been providing healthcare to different classes of people of both the city as well as from across the country.
Most of the urban health resources are largely in the nature of curative medical care. Public health situation is quite poor in most urban areas, worse in slums and pavement pockets with spilling garbage and road debris, despite the volume of public and private health resources committed to urban areas. The out-of-pocket expenses in urban areas are about twice of what the state spends on healthcare in urban areas in contrast to rural areas where out of pocket burden is 10 times that of what the state spends on healthcare. (NSSO 1998) Metropolitan regions like Mumbai corner almost half the public health resources of the state and also about 40% of private health resources. 

Both the public and private healthcare in the city is focused entirely on curative care, with very less attention being made to promotive and preventive care. It is left to few of NGOs (most of them based in South and Central Mumbai) to provide preventive and promotive care in the urban poor pockets in the city. 
Public Health Department

The Executive Officer is the Head of this department and he is a statutory officer. The Public Health Department is required to have close liaison with all civic departments, more especially the Hydraulic Engineer’s Department, Sewerage Department, Solid Waste Management Department Licence Department, Markets Department as well as the Deans of the Municipal Medical Colleges (attached to major hospitals) and the Superintendents of hospitals.

As per MMC Act, 1888, the following sections indicate the obligatory duties carried out by the Public Health Department:

61(e) Regulation of places and provision of new ones for the disposal of the dead

61(f) Registration of births and deaths

61(ff) Public vaccination - Bombay Vaccination Act, 1877

61 (g) Measures for prevention and control of communicable and infectious diseases

61 (gg) Medical Relief Services

61 (j) Regulation of dangerous and offensive trades


All the above duties which are both regulatory and service oriented, are carried out at various levels by qualified staff through BMC health infrastructure facilities.

Organisation of Health Services

The Zonal Deputy Executive Health Officers overview the implementation of National Health Programmes in their respective zones. Medical Officers of Health (MOH) in the Ward Office is the key person for all health activities and administrative and regulatory functions, which include Registration of Births and Deaths, Census work, monitoring as per provisions of Nursing Homes Registration Act, Nursing Establishment Act, MPFA Act, Licensing, Supervision of Health Posts, Dispensaries (Administrative matters), cemeteries and implementation of National Health Programmes.
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Study by Mr Ravi Duggal of CEHAT of the public health services of Mumbai revealed the following:

· The power of decision making within the BMC, atleast with respect to the health department, lies squarely with the bureaucracy. 

· Despite the BMC being a body based on electoral representation, democratic processes are confined only to election of representatives and some procedural processes in the functioning of the BMC. 

Decision making is highly centralized and controlled by the bureaucracy. Thus a long history of local governance does not necessarily ensure that the control over decisions vests with elected representatives of the people.

The Healthcare Services in Mumbai are provided by:

1) Brihanmumbai Municipal Corporation (BMC)

2) Government of Maharashtra (GoM)

3) Not-for-profit (Trust) Hospitals

4) Private For-Profit Hospitals

1) BMC Health Infrastructure 
BMC’s public healthcare infrastructure consists of; 
Tertiary Care: Four teaching hospitals

1. KEM Hospital (Seth G. S. Medical College)

2. Nair Hospital (Topiwala Memorial Medical College)

3. Sion Hospital (Lokmanya Tilak Memorial College)

4. Nair Dental Hospital and College

Specialised Hospitals: 

1. General T. B Hospital, Sewree

2. Infectious Diseases Hospital (Kasturba)

3. Eye Hospital, Kamathipura

4. ENT Hospital, Fort

5. Ackworth Leprosy Hospital, Wadala

6. STD Clinic, Kamathipura

Secondary Care

16 Municipal General Hospitals
5   Specialty Hospitals

28 Maternity Hospitals

30 Postpartum Centers (attached to either Maternity Homes or Hospitals)

Primary Care
175 Health Posts
163 Municipal Dispensaries

The lack of an organized referral system results in overcrowding of public hospitals with minor ailments and under-utilization of dispensaries where the latter should actually be treated (Yesudian 1988). KEM Hospital with around 390 staff physicians and 550 resident doctors sees around 89000 admissions and 1.5 million outpatients each year (See Table17)

Table 17: KEM Hospital Statistics

	Description
	Year - 2005
	Year - 2006
	Year - 2007 

	Scheduled Beds
	1,800
	1,800
	1,800

	Total No. of Admissions
	84,609
	83,336
	89,967

	Daily Average of Admission
	232
	228
	246

	Total No. of New O.P.D.
	5,20,642
	5,28,751
	5,50133

	Daily Average of New OPD
	1,730
	1,768
	1,828

	Total No. of Old O.P.D.
	9,78,388
	9,20,477
	10,03,323

	Daily Average of Old OPD
	3,250
	3,079
	3,333

	Total No. of OPD (New & Old)
	14,99,030
	14,49,228
	15,53,456

	Daily Average of OPD attendance (New & Old)
	4,980
	4,847
	5,161

	Total No. of Operations
	58,411
	55,908
	56,848

	Major
	23,816 
	23,862 
	24,902

	Minor
	34,595
	32,046
	31,946

	Endoscopies
	5,590
	7,789
	6,612

	Total No. of Deaths
	6,068
	6,572
	6,578

	Death Rate
	7.17%
	7.89%
	7.31%

	Total attendance in Casualty
	1,65,555
	1,77,652
	1,80,773

	Total No. of Medico legal cases
	29,575
	30,674
	38,221

	Total No. of In-patients days
	5,82,512
	5,64,240
	5,85,475

	Daily Average of Bed Occupancy
	1,596 (89%)
	1,546 (86%) 
	1,604 (89%)

	Daily Average of In-patient
	6.88%
	6.77
	6,51

	Total No. of Deliveries
	8308
	7451 
	6,988


Source: www.kem.edu (Accessed on 30/03/2008)
Table 18: Ward-Wise Distribution of Public Health Infrastructure in Mumbai
	
	Ward
	Population

(Census 2001)
	Density of Population (per Sq Kms)
	No of Municipal Hospitals
	No of Municipal Maternity Homes
	No of Municipal Dispensaries
	No of Dental Clinics
	No of Other Hospitals

	City
	A
	207,514
	
	1
	-
	5
	1
	17

	
	B
	140,481
	
	-
	1
	5
	1
	5

	
	C
	190,672
	
	-
	1
	5
	2
	2

	
	D
	378,602
	
	-
	-
	6
	1
	-

	
	E
	439,393
	
	3
	3
	12
	4
	13

	
	F/S
	395,627
	
	2
	1
	9
	2
	4

	
	F/N
	526,839
	
	1
	1
	7
	4
	3

	
	G/S
	457,095
	
	-
	1
	13
	1
	5

	
	G/N
	590,609
	
	-
	1
	10
	2
	5

	Total
	
	3,326,832
	56
	7
	9
	62
	18
	54

	Western Suburbs
	H/E
	579,123
	
	1
	1
	6
	3
	1

	
	H/W
	336,051
	
	1
	-
	6
	1
	4

	
	K/E
	806,360
	
	-
	3
	11
	-
	3

	
	K/W
	694,151
	
	2
	1
	6
	1
	91

	Eastern Suburbs
	L
	774,812
	
	1
	1
	10
	2
	-

	
	M/W
	408,077
	
	1
	1
	6
	-
	53

	
	M/E
	673,871
	
	1
	2
	5
	-
	16

	
	N
	614,945
	
	2
	1
	6
	2
	85

	Total
	
	4,886,286
	22
	9
	10
	56
	9
	253

	Extended Western Suburbs
	P/S
	436,907
	
	1
	1
	2
	1
	39

	
	P/N
	789,645
	
	2
	2
	9
	1
	-

	
	R/S
	579,954
	
	-
	1
	5
	1
	4

	
	R/C
	509,503
	
	1
	1
	2
	1
	35

	
	R/N
	363,991
	
	1
	1
	6
	-
	110

	Extended Eastern Suburbs
	S
	691,107
	
	1
	2
	8
	2
	45

	
	T
	330,050
	
	2
	1
	3
	2
	56

	Total
	
	3,701,275
	20
	8
	9
	35
	8
	289

	GRAND TOTAL
	
	11,914,398
	98
	24
	28
	163
	35
	596


Ref: Know Your Ward: Facts and Figures (2002-2003), Municipal Administrative Wards, MCGM
Table 19: City-Level Distribution of Public Hospital Beds

	Administrative
	Population
	Hospital Beds
	Patients per bed

	City
	33,38,031
	6,464
	516

	Eastern Suburbs
	35,08,096
	1,919
	1,828

	Western Suburbs
	51,32,323
	2,214
	2,318

	Total
	1,19,78,450
	10,597
	4,662


Ref: The Mumbai Citizens Handbook, Vol I, 2006
Table 20: Total Health/Medical Infrastructure in Mumbai

(Hospitals/Nursing Homes and Bed Strength in January 2004)

	Area
	Mun. Mat. Homes & Beds
	Mun. Hosp. & Beds
	State Govt Hosp. & Beds
	Central Govt. Hosp. & Beds
	ESIS Hosp. & Beds
	Trusts Hosp. & Beds
	Pvt. Nursing Homes & Beds
	Total

	Zone-I

Wards A to E
	4

27
	4

1924
	5

2999
	3

1421
	-
	5

1349
	124

3476
	145

11196

	Zone-II

Wards F/S, F/N, G/S, G/N
	4

190
	4

4462
	-
	-
	1

450
	13

1826
	156

1961
	178

8889

	Zone-III

Wards H/E, H/W, K/E, K/W
	5

160
	3

1237
	-
	-
	1

390
	8

1056
	250

3288
	267

6131

	Zone-IV

Wards P/S, P/N, R/S, R/C, R/N
	7

196
	5

827
	-
	-
	1

400
	2

70
	293

3272
	308

4765

	Zone-V

Wards M/E, M/W, L
	4

112
	3

590
	-
	2

278
	-
	2

186
	73

868
	84

2034

	Zone-VI

Wards N, S, T
	4

190
	5

1129
	-
	-
	1

500
	2

370
	195

2219
	207

4408

	Total
	28

875
	24

10169
	5

2999
	5

1699
	4

1740
	32

4857
	1091

15084
	1189

37423


Source: Pinto D, Pinto M (2005), Municipal Corporation of Greater Mumbai and Ward Administration

A closer look at Tables 18, 19 and 20 clearly shows the lopsidedness of the distribution of the public health infrastructure in the city. The tertiary-care teaching hospitals of the BMC are located within the Island City limits, making it accessibility difficult to the suburban public given the crowded public transport (buses and trains) and cost of private travel, for most suburban residents. In terms of distribution of in-patient beds in Greater Mumbai, 22% are provided by the State Government, 28% by BMC, and 50% by private hospitals (Ref: AIILSG, 2005).  The share of private sector beds to the total beds in the city is almost equal to the state-level average (47%), but much above its all-India average (29.9 %) (Bhat, R, 1993). As against norms for provision (WHO norm - 1/550 population per bed) the ratio for Mumbai works out to about 1/3000. This suggests a huge gap in provision and access to health care.
In spite of having better health-care services compared to other cities of the country, there are studies that show people residing in Mumbai are not having proper access to health-care services as nearly one-third of the reported ailments remained untreated (Nandraj and others, 2001). Nearly 76% of the children and 42.1% of women in the city are anemic; this percentage in the slum and non-slum areas is 45.5 and 37.4, respectively (CORT, 1999). Nearly 50% of the children under three years are underweight (measured in terms of weight-for-age), 40% are stunted (height-for-age) and 21% are wasted (weight-for-age) (The Bombay Community Public Trust, 2004). Of the 2,38,247 children weighed in June 2005 at various anganwadis in Mumbai, 1,066 were severely malnourished, according to government figures. In 2002, a study conducted by Neeraj Hatekar and Sanjay Rode of the University of Mumbai's Department of Economics, projected a floor estimate of least about 750 children dying of malnutrition in Mumbai alone each year (Hatekar Neeraj, Rode S, 2003). Surveys find that seven to eight per cent of all child birth in Mumbai are still home deliveries (CORT, 2000; IIPS and ORC Macro, 2000). All the three surveys also showed that the public sector is providing health care to less than 20 per cent of the population. Inconvenient location and timing is suggested as main reasons (CORT, 2000; Nandraj and others, op cit) for not utilizing services of public sector in Mumbai. But the majority of ailments recorded in those surveys were minor (non- hospitalized) ones that could be treated in dispensaries.
Study done by the author in Nov-Dec 2007 among Pregnant Women and Women with children less than 6 years old who are living on the street using semi-structured questionnaire (See Annexure III) revealed the following : 

Table 18: Result of survey conducted among women street dwellers in Mumbai

	
	Values

	Number of women interviewed (n)
	33

	Mean age of respondents (in years)
	22.29

	
	

	Number of respondents who were pregnant  
	3

	Number of respondents with children
	30

	Number of women with children between ages 3-5 years
	3

	Number of women with children between ages 1-3 years
	19

	Number of women with children of age less than 1 year
	8

	
	

	Geographical Location of Respondents
	

	Colaba
	1

	Dadar
	9

	Khar Road
	6

	Kurla
	5

	Marine Lines
	1

	Nariman Point
	2

	Virar
	1

	CST
	8

	
	

	Number of women legally married
	11

	Number of women having male partner staying with them
	25

	
	

	Number of women receiving financial support from male partner on a daily basis
	21

	Number of women receiving financial support from male partner every 2 days
	4

	Number of women receiving financial support from male partner once a week
	1

	Number of women receiving financial support from male partner occasionally
	7

	
	

	Number of women mentioning financial support to be sufficient for pregnant woman or for mother and child for purchase of food 
	14

	Number of women mentioning financial support to be not sufficient for pregnant woman or for mother and child for purchase of food
	19

	
	

	Number of women who visited health facility during pregnancy for ANC 
	23

	Use of public facility for ANC
	22

	
	

	Reasons cited by women for not visiting health facility during pregnancy
	

	Did not know regarding need for ANC visit during pregnancy
	2

	Did not get time from work
	0

	Had no one to accompany to the hospital
	1

	Did not bother
	7

	
	

	Number of women who are aware of ICDS Programme
	1

	Number of women who received services through ICDS Programme
	1

	
	

	Number of women who had delivered in the last 2 years
	27

	Number of deliveries conducted in public facility
	24

	Number of deliveries conducted in private facility
	1

	Number of deliveries conducted at home
	2

	
	

	Average cost of delivery in public hospital (in Rs)
	1459

	Average cost of delivery in private hospital (in Rs)
	10000

	Average cost of delivery at home (in Rs)
	200

	
	

	Number of women satisfied with obstetric services at public facility
	4

	
	

	Number of women who are aware of JSY scheme
	0

	
	

	% of women who relied on contributions from relatives/friends for financing delivery expenses
	17

	% of women who depended on savings for financing delivery expenses
	9

	
	

	Expectations from Government regarding health services
	

	Availability of good medical facilities
	5

	Provision of free medical care
	2

	No ill-treatment against street dwellers
	10

	Provision of free medicines
	21


The above table clearly cites the vulnerability of women on the streets in terms of accessibility, affordability and availability of public health services and government programs (such as ICDS and JSY). The aspects of health education and health financing mechanisms are critical in ensuring that such women access public health services. The fact that health of the child depends on the health of the mother, it becomes clear that such vulnerability among homeless women and mothers would impact the health of the child (most of them whom would be on the streets on any given time).
The health posts and the dispensaries are linked to the peripheral hospitals in their respective Wards. These health posts were established under the World Bank Funded project called IPP-V, and resulted in the set up of the Health Posts which were meant to serve as the primary link between the citizen and the government. The health posts provide medications for DOTS as well as medications for basic ailments (cough, cold, fever, gastro-intestinal issues) while the dispensary have a doctor that is there to provide medical check ups. They are also expected to conduct health education sessions among their target communities, especially slum areas. The important aspects being conducted for the children in these health centers are registration of births, immunization, growth monitoring; and developing an efficient referral system.

These dispensaries and health posts often don’t function at maximum utilization rates due to large scale vacancies, disconnect of the staff and the community, and general ignorance toward quality. One of the reasons for this under-utilization is largely due to their timings (9 am to 4 pm), which are inconvenient to most street children who are busy with their daily occupations. While there are always exceptions, due to the overall lack of facilities and resources given at the primary level, health posts are not universally utilized to access primary health care.

YUVA, as part of its Child Rights activity, conducted a study using a structure check-list (See Annexure II) to understand the availability of Pediatric Services at Urban Health Posts (UHPs). The data was collected during the period from Aug-Dec 2007. During this period around 9 UHPs in the wards P/N, G/S, and F/N were visited as part of this study. These 9 UHPs provide primary care services to around 750,000 populations. Of the 9 UHPs, only 57% (n= 5) of the UHPs were found to have a MO visiting them with the average visits per week ranging from 2 days to 6 days and around 67% (n= 6) of the UHPs were found to have an ANM. Only 6 of the UHPs were found to have either an ANM/MPW available for all the 6 days in a week.   

With regards to equipment required for growth monitoring; only 6 UHPs were having either a Growth chart, Weighing Scale, or Height Chart. Only 1 UHP was found to have all the three equipment. It was surprising to find that among the 4 UHPs having a weighing scale, only 2 were found to be in working condition. None of the weighing scales were found to be of sling-type questioning the ability of the personnel to weigh children of less than 9 months. However, it was found that all the UHPs were having immunization doses available for DPT, OPV, Measles, TT, Vitamin A, and Iron Supplementation. All the 9 UHPs were found to have no facility to treat any emergency conditions for children, such as dog bite, snake bite, minor injuries or burns, and pneumonia. 

The average attendance of child cases in these UHPs was found to be around 10-15 per day, totaling to around 207 children per week. Such low attendance in the UHP can be related to the fact that only one of the UHPs was found to have the ability to treat the basic childhood illness such as Malaria, vomiting, skin diseases etc. In the last few months all the UHPs combined have referred 2 cases to the public health facilities for treating cases of childhood malnutrition.

There seems to be deficiencies in terms of availability of medical personnel such as MBBS trained doctors and trained medical staff such as ANMs or MPWs. Even with the timings of these UHPs being during the day time when most urban populations due to their work timings are not available, there is unavailability of MOs for all the 6 days of the week. 

The equipments needed for basic child growth monitoring is deficient. This affects the number of malnutrition cases being reported and the appropriate treatment of such children. The UHPs are found to be unable to treat basic emergency conditions such as dog bites, injuries or burns etc, forcing the parents of such children to resort to visit the crowded emergency units of the tertiary care hospitals such as KEM, Sion etc.

III b. State Government Health Infrastructure in Mumbai City 


1 Medical College
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3 General Hospitals

2 Health Units

The State-supported healthcare facilities have a combined capacity of 2871 beds (GOM, 2001a & b). Both the State and Central Government have another 25 hospitals with a combined capacity of 6000 beds but for use of special occupational groups like railways, armed forces, atomic energy, port trust, those covered under ESIS, CGHS etc. The State Government also provides some grants to the BMC for national programmes like family planning, tuberculosis, immunization, etc, and supports some of the health posts in Mumbai.

The lack of proper maintenance of medical record by BMC and private doctors results in poor tracking of epidemiological diseases in the city. There is no proper system with the regard of notification of non-communicable diseases and the interaction between various levels (including public and private) is virtually non-existent or only at times of epidemics. Malaria, tuberculosis, and polio are some of the diseases that have made a come back into the city with a vengeance in the past years. In some parts of the city death due to Falciparum Malaria has been reported. The epidemic that has affected the city in the past decade is of HIV/AIDS. There has been a steep rise in the cases of the disease. The figures, though small, are only of those who have voluntarily come forward for the testing at the VCTC. Mumbai has around 0.25 million cases of HIV (BCPT). Of these, 54% are among prostitutes, 14% among STD patients, 39% among intravenous drug users (IVDU), 16% among homosexuals and 0.75% in the low-risk group.
Private Healthcare Sector - The private sector, as per CEHAT database records, consists of 1082 private hospitals/nursing homes run by individuals, cooperatives, corporate bodies, companies, religious bodies, trusts and NGOs. Apart from this, there is a large segment consisting of private practitioners, polyclinics and dispensaries that provide healthcare services. 
The private sector in Mumbai is huge and has grown rapidly in the last decade largely because of declining investment and expenditures in the public health domain. A recent study done by CEHAT (Dilip and Duggal, 2002) for the BMC reveals the usage of the private sector in 70% cases for hospitalization care, and in 85% cases for outpatient care, by the populations. The same study also revealed the higher costs of care in the private sector as revealed by Median Out-of-pocket cost of treatment; Rs 300 for OPD and Rs 5000 for IPD in private sector compared to Rs 150 for OPD and Rs 600 for IPD in public sector. However, there has been growing evidence of poor quality in the private sector care, due to; inadequate facilities and equipment, over-prescribing and subjecting the patient to unnecessary investigations and interventions, and failure to provide information to patients (Nandraj S and Khot A, 2003).

It is worth noting that a slew of initiatives has been provided by the government to develop the private hospital sector; such as conferring of infrastructure status on the Indian healthcare industry under section 10(23G) of the Income Tax Act (thus allowing them to raise long-term capital), reduction in basic customs and excise duties, and rate of depreciation in respect of life saving medical equipment increased from 25 percent to 40 percent, and government grant of land or a building or concession under the ULCRA or DRC (Development Control Regulations). Against these initiatives, the private hospitals were expected to keep a percentage of their beds and/or income for the treatment of poor patients. The Bombay High Court in 2006, had framed a scheme, where all the hospitals run by state-aided public trusts (and having annual expenditure exceeding Rs 5 lakh annually) will be required to provide 10% of the total operational beds free to indigent persons and those below the poverty line (TOI News Network, March 2008). Similarly, 10% of the total beds must be provided at a concessional rate to those belonging to the weaker section. These additional funds will be generated by the hospitals through creating a separate fund called Indigent Patients Fund (IPF), by crediting 2% of the gross billing charged, to the regular paying patients. Poor Patients would be entitled to medical services at concessional rates and would have to pay only 50% of the actual cost of medicines, consumables, and implants. The remainder would be met by the IPF account. These details are not known by most poor people and hence they do not avail the benefit under this scheme. Discussions with the Medical Social Worker (MSW) of a tertiary-level charitable hospital in the city by the researcher revealed that the patient need to submit income proof (such as ration card, income certificate/assessment, electricity bill etc) to avail the benefit. In such a scenario, the homeless population and street children who do not have the availability of such documents, but yet are poor or are BPL, will be unable to receive the benefits.
In Mumbai, the urban NGOs have two main functions: service delivery and policy advocacy. As service delivery agents NGOs provide welfare, technical, legal and financial services to slum dwellers or work with community organisations in basic service and infrastructure provision. They mainly function as a representative/intermediate body of the slum dwellers, relate to the community organisations and their leaders within slum settlements, mainly assisting community-based organisations and individuals to access other institutions e.g. municipalities, banks, and technical training. NGOs develop their approach to people's participation and their own way to build effective participation of the poor, to make the official system more open, flexible and responsive to the needs of the poor. Data from the Mumbai NGO sector reveals that despite the pressure many urban NGOs remain operating on welfare models of service delivery rather than being dynamic grassroots organisations with policy advocacy as their main feature (Desai V, 1999). Data from a cross section of 67 NGOs working with the urban poor of Bombay from a study done in 1994 revealed that a majority (around 50%) of them had activities related to health (Desai V, 1999). There exists a lack of the knowledge by the government authorities of the existence of NGOs in areas of service delivery, as in cases of RNTCP implementation (Rangana S, Gupte H et al). There is need for a process of building partnerships between NGOs and the government machinery to strengthen the general health services in the city.   
A series of policy measures were launched by the Indian Government as part of the structural adjustment programme (SAP) in India after 1992, as mentioned by the World Bank. Among them included the cuts in social sector spending to reduce fiscal deficits. Post-SAP many of the subsidies in terms of free healthcare to the poor has been withdrawn. The BMC levied the user charges in municipal hospitals in Mumbai on 1st May 2000 in most of its OPD and IPD procedures.

Table 19: User Charges in Municipal Hospitals in Mumbai
	S.No
	Particulars 
	Prior to May 1, 2000
	After May 1, 2000

	1.
	OPD Papers
	Free
	Rs. 10 for 15 days

	2.
	X-Ray 
	Rs. 10
	Rs. 30; for X-ray plate - additional Rs. 40

	3.
	Minor Surgical Procedure
	Free
	Rs. 500

	4.
	Major Surgery 
	Free
	Between Rs. 2,000 - Rs. 5,000

	5.
	Specialty 
	Free
	Rs. 1000

	6.
	Super Specialty 
	Free
	Rs. 5,000

	7.
	Medical Opinion 
	Rs. 10
	Rs. 30

	8.
	Disability Certificate
	Rs. 30
	Rs. 100

	9.
	Injury Certificate 
	Rs. 25
	Rs. 100

	10.
	Insurance Certificate 
	Rs. 50
	Rs. 150

	11.
	Accident Insurance Certificate 
	Rs. 30
	Rs. 100

	12.
	CT Scan 
	Rs. 1000
	Rs. 1,200

	13.
	Sonography 
	Rs. 50
	Rs. 100

	14.
	Sonography from Paying Beds 
	Rs. 150
	Rs. 300

	15.
	Bones, thyroid scan 
	-
	Rs. 150

	16.
	Special investigation 
	-
	Rs. 200

	17.
	Barium Test 
	Free
	Rs. 200

	18.
	Colour Dobbler
	Free
	Rs. 500

	19.
	Delivering child after 2nd child
	Rs. 250
	Rs.500

	20.
	Cardiac Cathedarisation 
	Rs. 1,200
	Rs. 2,500

	21.
	Paying beds 
	Rs. 100
	Rs. 200

	22.
	Stress test 
	Free
	Rs. 500

	23.
	Thalium Scan 
	Rs. 2,215
	Rs. 3,250

	24.
	Breast Scan 
	Free
	Rs. 600

	25.
	Abdominal Scan 
	Free
	Rs. 750


Source: http://www.lawyerscollective.org/content/health-all-who-can-afford-it-year-2000. Accessed on 15/03/2008
Recent reviews from Ghana, Swaziland, Zaire, Uganda, and Kenya suggest that the introduction of user fees is followed by a fall in service utilisation, more so for the poor people (Nanda R, 2002). In India, across the country and so is the case for BMC hospitals, patients who are BPL can avail the services free of cost on production of relevant income proofs and/or BPL cards. This is however, a limitation for street children and homeless populations for availing free healthcare in BMC hospitals, as they are unable to produce such relevant papers.
In India, for example, the Working Group on Health Financing and Management for the Eighth Five Year Plan (1990-95) suggested that it is necessary to keep the revenue collected with the institutions rather than depositing to the State general fund. A review of the Budget Estimates A of BMC over the years reveals that miscellaneous fees charged by BMC form a part of the Revenue Income are not kept by the individual institutions. As is seen in other cities such as Hyderabad (ABVVP) and Jaipur (Medical ReliefSocieties), the earned revenues could be used to improve the hospital revenue, by way of cleanliness, purchasing drugs and supplies, etc. However, the user fees by themselves contribute to less than 3 percent of the hospital’s budget (EPW, 19-25 July 2003). As a general rule where user fees are applied there is no emphasis on equity, no improvement in the quality or availability of drugs and recovery is less than 5-10 percent of recurrent costs (Priya Nanda, ibid) 

III c. Health Services and Street Children
There has been a lack of efforts by the government till date towards the recognition of the street child as an “issue” (PC, Mr Mansoor Quadri, SATHI). Most of the health services from the government framework for the street children are limited to availability of curative care at its various hospitals and at juvenile homes. 
In the 1980s there were around 30 voluntary organizations working in the city of Mumbai on different levels- open shelters, contact centers, tea stalls, wadi work, residential places. (Fr Fonseca Placido, Tracks, pg 67). The Coordination Committee for Vulnerable Children or CCVC, was set up as a networking media for these organizations. The police and the JAPU unit were actively involved in this entire network. Area councils were formed based on the municipal wards with a police officer in the ward being the Chairman. Eight wards were selected for the purpose. A mobile health van donated by the HDFC took care of the medical needs of the sick and neglected kids. Railways and BMC opened their doors and offered space for contact centers and classrooms for educations.
A review of the Karmayog website reveals around 75 NGOs working with street children (See Annexure IV).  A listing of the services provided by these NGOs is given below:
· Medical Treatment through services, camps, distribution of drugs etc

· De-addiction programs

· Mobile Health Clinic

· Shelters and Day Care 

· Residential schools for orphans

· Repatriation and Adoption services

· Rehabilitation services

· Vocational Training

· Street Child Empowerment and Development

· CHILDLINE Facilities

· Non-Formal and Formal Education

· Forming community networks of street children and pavement dwellers

· Balwadi (for children less than 3 years age)

· Income Generating Activities

· Child Guidance Clinic

· Anti-Child Abuse services

· Child Rights approaches

The health programmes aimed at street children by various NGOs in Mumbai is listed below:
i) AAMRAE - AAMRAE in Maharashtra has been engaged since 1994 in innovative, systematic and highly organized efforts towards guaranteeing children their right to survival development and protection.

Various activities conducted with street children in Mumbai

i) Collaborative mobile health project for street children- This mobile health project is being implemented in collaboration with UNICEF and Municipal Medical College.
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ii) Multi-disciplinary Child Protection Cell at Nair Hospital - A multidisciplinary approach to child protection within the medical fraternity is not new to T.N. Medical College. The departments such as Casualty (CMOs) and Administrative Medical Officers (AMOs), Pediatrics, Gynecology, Preventive and Social Medicine, Forensic Medicine, General Medicine, Psychiatry, and Medical-Social Work have been working in coordination with each other and NGOs to provide care and treatment to child victims of abuse and sexual exploitation. This pilot project on Multidisciplinary Child Protection Cell (MCPC) is to build on the experience of the T.N. Medical College by strengthening the case management and its documentation across the departments within the hospital, establishing linkages and foster partnerships between the hospital and the allied systems, staff training and sensitization, data management and research and creating public awareness. Through this pilot project, an effective model cell will be demonstrated, which can be replicated at other local, state and national hospitals. The protocols are developed and its implementation is carried on which is monitored from time to time.

ii) YUVA, Mumbai- Since its inception, YUVA has been addressing human rights issues pertaining largely to housing and livelihood, of primarily children, women and youth. YUVA's work with children focuses on the fulfillment of the right to protection, development and participation of children living on streets, pavements and in slums and is informed by two important international agreements on the rights of the child, namely, the United Nations Convention on Child Rights (CRC, which was ratified by India in 1990) and the Universal Declaration of Human Rights.

As a part of its endeavor to fulfill the child’s right to health, YUVA started a health van, which reached much required medical services to children in the far-flung areas of Mumbai, where medical facilities were almost non-existent. This van, besides reaching medical services, also conducted educational programmes on personal hygiene and HIV-AIDS, literacy drives and offered counseling to several children.

However, due to lack of time and resources, the van could not reach everyone, leaving many uncovered territories. Moreover, due to expansion in the geographical area traversed, a particular area could be visited only once in 15 days or so. This lead a street boy from Bombay Central to suggest that they be given a medical kit with basic medicines and first aid, thus enabling them to treat their friends without delay. From this suggestion sprang up the idea of 'BAL DOCTORS', a uniquely designed programme, aiming to train and empower the children and youth staying on streets, in handling medical and other crises situations – a unique way of empowering children to play a proactive role in their own lives and that of their friends.

In 1996, twenty-five street children came together once a week for two months to be trained by YUVA staff on health issues pertaining to them. The following year, the same batch of children attended a 7-day workshop, after which, they received an identity card and a certificate. Local and popular art forms were used to impart training to the participants in issues like first aid, low cost nutrition, personal and environmental hygiene, skin diseases, illnesses like cough, cold, fever, TB, HIV-AIDS, substance abuse, etc. Apart from medical training, they were also made aware of various Municipal medical facilities they could send patients to.

In 1998, five children from pavement and slum communities joined 20 street children for a 2-day residential workshop, where doctors from Nair Hospital and a PHC in Malad, addressed the children, along with staff from YUVA’s child rights team. In this way, workshops for batches of 20-25 children were held on an annual basis.

After completion of the 6th Bal Doctor Training Programme in 2001, the co-ordinators, along with the health workers, underwent intensive reflection and brainstorming sessions, after which, they decided to introduce a few changes. Since 2002, eighty children from 8 community centers, receive the Bal Doctor training on an annual basis. They gather once a month, for 6 months, in a temple, community centre, balwadi or the house of someone in the community. This is followed by a 2-day follow-up residential workshop to have a deeper understanding about basic illnesses, Government health mechanisms and health rights, with a focus more towards linking the community with the existing health service system. The following 5 objectives of the Bal Doctor Programme have been identified:

· Make children aware about their right to health

· Impart training in First-Aid

· Network with Government health services

· Advocacy on health rights of children

· Awareness campaigns on health issues at the community level

In 2003, three other NGO's (Hamara Club, Navjeet Community Centre and BHS) collaborated with YUVA to train 30 children. 

Since the first batch of 25 street children proudly received their Bal Doctor Certificates in their little hands, 300 Bal Doctors have been trained, of which, around 100 are still in YUVA's contact. Several of the older children have expressed their desire to go in for higher studies in the medical field and have enrolled for courses like nursing. 
iii) Hamara Foundation: Development Initiative For Street Children - Hamara Foundation was initially established as “Hamara Club” meaning “Our Club” by the Unit for Child and Youth Research in the Tata Institute of Social Sciences (TISS) in July1989 in response to the emerging problem of street children in Mumbai. Later on, this field action project of TISS started functioning independently as NGO since 2002.

Hamara Club is, basically, a community –based model with a special emphasis on the ‘contact progremme’. Through an outreach Programme’ and ‘Street presence’, the social workers contact children living and working on the streets. They gain an insight into their problems and specific needs and motivate them to use the various services for their welfare and development provided in the ‘ contact centers’ established not too far from the place of their stay/ work. Self-referrals are encouraged and a child- to-child approach is promoted. Older boys refer newcomers and small children to project workers for intervention. The main emphasis of the ‘contact programme’ is on creating awareness among street children about their life and work situation, enabling them to have access to basic services of health, education, vocational training and recreation. 

Various developmental and need based services are provided to nearly 500 children through six contact centres. Six contact centers of Hamara Foundation mostly situated in Municipal school buildings, near railway stations, State Transport bus-stands and religious places like temples and dargahs are now functioning in two municipal wards (D and G south wards) of Mumbai.

Health Care- Health care services includes provision of the first aid facility at each contact centre, regular medical check-up of children collaboration with the medical team of Nair Hospital, referral of sick children to general hospitals for medical treatment. Ten volunteers who are trained as Bal doctor assists the Project staff to handle first aid and medical cases. Bathing facility has been provided for children at the Sulabh Sauchalaya located in the Mumbai Central premises and near Haji Ali Dargah.

Nutrition- With the help of Ratna Nidhi Charitable Trust nutritious food is provided to 200 children under “Food for Saving Scheme”, towards which children contribute Rs.2/- to 10/- per meal. The money collected from children is treated as their own savings. 

iv) CHILDLINE, Mumbai- The nodal organisation running CHILDLINE, i.e. CHILDLINE India Foundation (CIF), works in Mumbai city through various collaborative organisations (Balprafullata, AAMRAE, YUVA etc) and support organisations (Hamara Club, PRERNA, SNEHA, AASARA etc). CIF was initiated in Mumbai in the year 1996.
Analysis of Calls 

Statistics of all calls made to CHILDLINE
Table 19: National Level 
	Sl No
	Categories
	Apr-03 to Mar-04
	Apr-04 to Mar-04
	Apr-05 to Mar-06
	Apr-06 to Mar-07
	Total

	I
	Intervention
	
	
	
	
	

	
	Medical Help
	7833
	9146
	10450
	11372
	38801

	
	Shelter
	7568
	7002
	6914
	7712
	29196

	
	Repatriation
	4879
	4966
	5778
	7798
	23421

	
	Rescue
	2663
	2555
	2997
	3890
	12105

	
	Death Related
	205
	155
	92
	189
	641

	
	Sponsorship
	2057
	2318
	12862
	6150
	23387

	
	
	
	
	
	
	

	II
	Missing Children
	
	
	
	
	

	
	Child Lost
	19
	37
	315
	0
	371

	
	Parents ask help
	5859
	6087
	9467
	7001
	28414

	
	
	
	
	
	
	

	III
	Emotional Support Guidance
	23804
	17991
	21786
	21813
	85394

	
	
	
	
	
	
	

	IV
	Information
	1316
	915
	8713
	0
	10944

	
	Information & Reference Service
	32554
	26327
	23836
	29369
	112086

	
	Information about CL & Vol.
	279350
	283535
	314028
	265708
	1142621

	
	
	
	
	
	
	

	V 
	Others
	
	
	
	
	

	
	Silent
	428998
	425028
	397521
	353239
	1604786

	
	Blank
	369398
	353027
	352649
	323424
	1398498

	
	Wrong
	143067
	186018
	204675
	194351
	728111

	
	Follow-up Calls
	59463
	55069
	54236
	58798
	227566

	
	Crank/Fun/Abusive
	240875
	231267
	256443
	257743
	986328

	
	Chat
	155411
	188692
	184687
	155207
	683997

	
	Phone Testing
	68404
	84414
	77429
	84431
	314678

	
	Did Not Find (DNF)
	3012
	3593
	1336
	1687
	9628

	
	Administrative
	98365
	96391
	90194
	95101
	380051

	
	Personal
	33512
	30465
	26448
	26368
	116793

	
	Others
	6844
	7625
	1360
	17287
	33116

	
	Unclassified
	679
	1973
	2163
	1220
	6035

	
	
	
	
	
	
	

	VI
	TOTAL
	1980065
	2028348
	2070074
	1944980
	80124657

	VII
	TOTAL (VI-V)
	372037
	364786
	420933
	365124
	1522880


Source: CHILDLINE Monthly Reports

Analysis of Calls for Intervention reveals that around 15% of the total calls are made for medical help. 
Table 20: City-Level: Mumbai, Collaborators: Aamrae, YUVA, Balprafullata
	Sl No
	Categories
	Apr-03 to Mar-04
	Apr-04 to Mar-04
	Apr-05 to Mar-06
	Apr-06 to Mar-07
	Total

	I
	Intervention
	
	
	
	
	

	
	Medical Help
	1795
	1137
	1089
	1337
	5358

	
	Shelter
	1287
	595
	450
	434
	2766

	
	Repatriation
	509
	168
	144
	137
	958

	
	Rescue
	309
	159
	159
	277
	904

	
	Death Related
	12
	13
	9
	4
	38

	
	Sponsorship
	131
	61
	45
	77
	314

	
	
	
	
	
	
	

	II
	Missing Children
	
	
	
	
	

	
	Child Lost
	241
	123
	197
	60
	621

	
	Parents ask help
	464
	130
	216
	511
	1321

	
	
	
	
	
	
	

	III
	Emotional Support Guidance
	468
	143
	229
	535
	1375

	
	
	
	
	
	
	

	IV
	Information
	
	
	
	
	

	
	Information & Reference Service
	1094
	1324
	411
	1723
	4552

	
	Information about CL & Vol.
	65378
	47644
	49301
	23235
	185558

	
	
	
	
	
	
	

	V 
	Others
	
	
	
	
	

	
	Silent
	152144
	124730
	108661
	77139
	462674

	
	Blank
	1382438
	110619
	93865
	66170
	408902

	
	Wrong
	22599
	36665
	47422
	40972
	147658

	
	Follow-up Calls
	7473
	3032
	1475
	4124
	16104

	
	Crank/Fun/Abusive
	107390
	93719
	106078
	86979
	394166

	
	Chat
	56552
	58836
	48186
	31173
	194747

	
	Phone Testing
	17816
	7978
	4138
	4861
	34793

	
	Did Not Find (DNF)
	217
	710
	180
	61
	1168

	
	Administrative
	25430
	20919
	18459
	15647
	80455

	
	Personal
	5032
	3882
	3481
	2120
	14515

	
	Others
	0
	127
	-
	42
	169

	
	Unclassified
	19
	705
	437
	61
	1222

	
	
	
	
	
	
	

	VI
	TOTAL
	604608
	513449
	484632
	357679
	1960368

	VII
	TOTAL (VI-V)
	71688
	51527
	52250
	28330
	203795


Source: CHILDLINE Monthly Reports

Analysis of Calls for Assistance reveals that around 39% of the calls were made for medical help.
Table 21: NGO-Level, Collaborative Organisation: YUVA
	Sl No
	Categories
	Apr-03 to Mar-04
	Apr-04 to Mar-04
	Apr-05 to Mar-06
	Apr-06 to Mar-07
	Total

	I
	Intervention
	
	
	
	
	

	
	Medical Help
	407
	414
	872
	794
	2487

	
	Shelter
	365
	242
	432
	287
	1326

	
	Repatriation
	99
	73
	168
	124
	464

	
	Rescue
	38
	49
	79
	210
	376

	
	Death Related
	8
	10
	6
	5
	29

	
	Sponsorship
	52
	24
	38
	56
	170

	
	
	
	
	
	
	

	II
	Missing Children
	
	
	
	
	

	
	Child Lost
	83
	58
	125
	37
	303

	
	Parents ask help
	173
	45
	124
	110
	452

	
	
	
	
	
	
	

	III
	Emotional Support Guidance
	49
	88
	134
	246
	517

	
	
	
	
	
	
	

	IV
	Information
	
	
	
	
	

	
	Information & Reference Service
	308
	822
	196
	1423
	2749

	
	Information about CL & Vol.
	16892
	12004
	9463
	7048
	45407

	
	
	 
	 
	 
	 
	 

	V 
	Others
	 
	 
	 
	 
	 

	
	Silent
	53819
	55225
	42034
	36975
	188053

	
	Blank
	48771
	49673
	34308
	32337
	165089

	
	Wrong
	8112
	22057
	27621
	26546
	84336

	
	Follow-up Calls
	1464
	857
	443
	3182
	5946

	
	Crank/Fun/Abusive
	21389
	27663
	31992
	23868
	104912

	
	Chat
	13922
	27634
	20835
	16876
	79267

	
	Phone Testing
	4946
	3567
	2774
	3880
	15167

	
	Did Not Find (DNF)
	40
	32
	101
	22
	195

	
	Administrative
	6925
	6356
	5564
	3421
	22266

	
	Personal
	1224
	1579
	1474
	1723
	6000

	
	Others
	0
	0
	0
	0
	0

	
	Unclassified
	0
	0
	0
	0
	0

	
	
	 
	 
	 
	 
	 

	VI
	TOTAL
	179086
	208472
	178783
	159170
	725511

	VII
	TOTAL (VI-V)
	18474
	13829
	11637
	10340
	54280


Source: CHILDLINE Monthly Reports
Analysis of Calls for Intervention reveals that around 40% of the total calls are made for medical help. 

Table 22: Total calls received made by Street Children
	Geographical Level
	2003-04
	2004-05
	2005-06
	2006-07
	Total
	% of Calls

	National
	4649
	6920
	6245
	5581
	23945
	9.09 (of C1)

	Total number of Intervention calls received during the four years C1
	257229
	

	City-Level (Mumbai)
	1178
	1037
	981
	692
	3888
	28.41 (of C2)

	Total number of Intervention calls received during the four years C2
	13685
	

	NGO-Level (YUVA)
	395
	482
	496
	365
	1738
	

	Total number of Intervention calls received during the four years C3
	6124
	28.38 (of C3)


Source: CHILDLINE Monthly Reports
It is clear from the above table that, the total number of street children call received at City-level (Mumbai) and NGO-Level (YUVA) at 28% is around 3 times the street children calls received at national-level. A reason for this would be long history of presence of CHILDLINE in the city, efforts by various NGOs to inform the street children regarding the service, street children actually using the service, and the trust by street children that their calls will be answered and provided some solution. 
Table 23: Calls made by Street Children for Medical Assistance

	
	2003-04
	2004-05
	2005-06
	2006-07
	Total
	% of Calls 
	% of Calls

	National Level
	
	
	
	
	
	(of T1)
	

	Hospitalization
	153
	137
	135
	95
	520
	15.52 
	

	OPD
	524
	561
	996
	749
	2830
	84.47
	

	Total (T1)
	677
	698
	1131
	844
	3350
	
	8.63 

(of C1)

	Total Number of Calls Received for Medical Assistance in last 4 years-C1
	38801
	
	

	City-Level (Mumbai)
	
	
	
	
	 
	 (of T2)
	 

	Hospitalization
	70
	29
	40
	34
	173
	13.65
	 

	OPD
	320
	306
	361
	107
	1094
	86.34
	 

	Total (T2)
	390
	335
	401
	141
	1267
	 
	23.64 
(of C2)

	Total Number of Calls Received for Medical Assistance in last 4 years-C2
	5358
	
	

	NGO-Level (YUVA)
	
	
	
	
	 
	 (of T3)
	 

	Hospitalization
	27
	22
	23
	23
	95
	21.44
	 

	OPD
	56
	139
	106
	47
	348
	78.55
	 

	Total (T3)
	83
	23
	129
	70
	305
	 
	17.81 
(of C3)

	Total Number of Calls Received for Medical Assistance in last 4 years-C3
	2487
	
	


Source: CHILDLINE Monthly Reports
As per discussions with CHILDLINE Staff of an NGO (YUVA), most of calls made for medical assistance are initially for OPD cases where the NGO staff also facilitates the admission process and hospitalization. For the calls received during assistance for Hospitalization, the calls made would be for OPD calls which after intervention would have resulted in hospitalization cases. 
Table 24: Calls Received for Medical Sponsorship
	Year
	No of Calls received

	2003-04
	137

	2004-05
	186

	2005-06
	463

	2006-07
	809

	Total
	1595


Source: CHILDLINE Monthly Reports
According to CHILDLINE, 15% of the total calls for sponsorship are related to health matters for requirement of support for medicines, medicine materials and surgery. The increase in the calls for medical sponsorship over the years is a cause for concern, since it could be implied that most child patients or their relatives are unable to afford the medical expenses of the child. There is need for introduction of health security measures in terms of insurance (medical and after-care) for all children who are poor, especially street children.

IV. Financing of Health Services 
Health financing provides the resources and economic incentives for the operation of health systems and is a key determinant of health system performance in terms of equity, efficiency, and health outcomes. Health Financing involves the basic functions of revenue collection, pooling of resources, and purchase of interventions.
According to the National Health Accounts (2001-02), of the total health expenditure in India for health accounted for 4.6 % of GDP, of which public health expenditure was 0.94% of GDP and 20.3 % of total THE, and private expenditure and external support formed the rest (i.e. 3.7% of GDP and 79.7% of total THE). This seems much less when the government spending in the health sector accounted for nearly 5.5 percent of the World's GDP and 60 percent of overall health spending, public and private. (World Bank, 1997). In terms of private household expenditures, around 98 % of the health expenses were financed through out-of-pocket sources; only 0.8% through Social Insurance Mechanisms (ESIS and CGHS), negligible through Private Insurance and community health insurance (National Health Accounts, 2001-02 & ILO, 2007). This mechanism of low public spending, high out-of-pocket spending, marginal social insurance coverage, and very negligible use of private insurance mechanism in India is very much similar to those seen in most other LIC. (See Figure 11 below) 

Figure 11: Health Care Financing System Trends by Country Income Level 


Source: Maeda A (1998), A Model for the Evolution of Health Systems, 
Presentation made for the World Bank, Washington, DC.
The National Health Policy-2002 talks of increasing the expenditure on health to 2% by 2001, however it ignores the fact that merely increasing public health spending is not a panacea for the ills of the healthcare system. It is worth noting that while the 2 percent of GDP in health is way below the 15 percent of GDP suggested by the Bhore Committee in 1946, it is also what the first four Five Year Plans spent on health as a percentage of the GDP (First Plan 3.3 percent, Second Plan 3 percent, Third Plan 2.6 percent, Fourth Plan 2.1 percent).

Such inefficient and inequitable health financing mechanisms in the country has resulted in:
· 40 percent of hospitalized Indians resorting to borrowings or selling of assets for health-related expenses (World Bank, 2000)
· 2.2 % of population (this means 2 crore people) pushed being below poverty line due to healthcare costs (Van Doorslaer, 2005)
· Increase in poverty levels (from 28 to 36 percent) if private expenditure on education and health is included (Dev and Ravi, 2008)
· Health one of the 3 main causes of impoverishment (Krishna 2003)
· 6.6% of people do not seek health due to financial reasons (NSSO 60th round)
At 0.9 percent of GDP, public expenditure on health is India is lowest among South Asian countries, and ranks 13th from the bottom (WHO, 2000). The current economic growth at 7-8% of the country should prompt government for increased spending on health if they hope to ensure that this growth spurt continues, since it’s a known fact that health people are more productive.
Budgets and health

A public budget is a comprehensive statement of the government finances, which include expenditure, revenues, deficits and debt. It is the government’s main economic policy document and indicates how the government proposes to use public resources to meet policy goals. Budgets play an important role in maintaining a proper balance between allocations for investment in capital as well as giving priority to create social overheads. A proper fiscal policy acts as an instrument for the betterment of the deprived sections by dictating more progressive tax policies in the budget as well as allocating more expenditure, thus ensuring distributive justice as well. 
IV a. Health in Union Budget
As per the CMP, the UPA government is committed to increasing total public health expenditure in the country to 2-3% of GDP. This was considered to be the minimum that the government needs to spend in order to provide basic minimum health care to the entire population. 

The allocations on Health and Family Welfare by the Union Government have increased since 2004-05 over previous years, but they are still inadequate to fulfill the requirements. However, Total Public Expenditure on health has not even touched 1 percent of GDP until now, and 2-3% allocation seems a distant reality (See Table    ). 
Table 20: Public Expenditure on Health, Family Welfare











(in Rs crore)
	Year
	Centre’s Expenditure
	States’

Expenditure
	Total Expenditure of Centre and State
	GDP at current market prices
	2 as % of 5
	4 as % of 5



	1
	2
	3
	2+3=4
	5
	6
	7

	1998-99
	4037.62
	
	
	1740985
	0.23
	

	1999-2000
	5058.37
	
	
	1936831
	0.26
	

	2000-01
	5254.84
	
	
	2089500
	0.25
	

	2001-02
	5936.89
	
	
	2271984
	0.26
	

	2002-03
	6503.81
	17094
	23597.81
	2463324
	0.26
	0.96

	2003-04
	7249.14
	18235
	25484.14
	2760224
	0.26
	0.92

	2004-05
	8085.95
	19617
	27702.95
	3121414
	0.26
	0.89

	2005-06
	9649.24
	22031
	31680.24
	3529240
	0.27
	0.99

	2006-07 RE
	11757.74
	28,435
	40192.74
	4116973
	0.29
	0.98

	2007-08 BE
	14974.34
	31283
	46,257
	4693602
	0.32
	0.99

	2008-09 BE
	18123
	
	
	5303770
	0.34
	


Source: Expenditure Budget Volume I for various years and RBI: State Finances- A Study of Budgets for various years.

A close scrutiny of the above table, also reveals that allocations by the Central Government has registered some increase over the previous years, but this has largely remained inadequate. Even though the shape of state finances has shown some improvement in the recent years through larger VAT collections and transfers from the Centre, the Central Government has failed to take major responsibility of meeting the target set for increasing the expenditure on health as promised in the NCMP.
When we compare Public Expenditure on Health in India with other developing countries, we find the level to be very low (Table 21). 

Table 21: Public Expenditure on Health as % of GDP in 2003 in various Developing Countries

	Country
	Public Expenditure on Health as % of GDP (2003)

	China
	2.03

	Mexico
	2.9

	Brazil
	2.2

	South Africa
	3.2

	India 
	1.2

	Pakistan
	0.7

	Bangladesh
	2.3

	Sri Lanka
	1.58

	Nepal
	3.8


Key Proposals in Budget 2008-09

The proposed reduction of the customs duty on certain specified life saving drugs and on the bulk drugs used for the manufacture of such drugs, from 10 percent to 5 percent as well as to totally exempt them from excise duty or countervailing duty, is a welcome step. This should have positive influence on price of essential drugs.
For the RSBY, the Centre’s share has been allocated at Rs 205 crore. Since the scheme aims to cover every worker in the unorganized sector falling under the BPL category, this is clearly a meager amount considering the size of population falling under this category.

The FM’s proposal to grant a five year tax holiday to encourage hospitals to be set up anywhere in India except certain specified urban agglomerations, and especially in tier-2 and tier-3 towns in order to serve the rural hinterland. Given the poor state of regulation of the private sector and huge subsidies towards private hospitals as part of PPP, this is a clear step of encouragement of the private sector. Rather than the government should put in sincere efforts to improve existing public health infrastructure and put in appropriate referral mechanisms.

A significant step in augmenting public expenditure on health research is the proposed setting up of a separate department for research in health with an initial allocation of Rs 531.74 crores. Given the dismal state of public health research in the country, this needs to be substantially increased over the years.

A worrying trend in the current budget is that the expenditure of Centre and States taken together remained static around 0.99 percent of GDP in 2007-08.
Women in the Union Budget 2008-09: The Statement of Gender Budgeting presented along with the Union Budget is a welcome step. The total magnitude of Gender Budget has gone up only marginally from 3.3% to 3.6% of total expenditure, a mere 0.3% increase over previous year.

Women-specific allocations in health have increased over the last year. (See Table 22)
Table 22: Women Specific Allocations in Health









            (Rs in crores)
	
	2006-07 RE
	2007-08 RE
	2008-09 BE

	Total allocations for Dept of H & FW
	11366
	14500
	16968.25

	Women-specific Allocation #
	3362.16
	7817.61
	9088.55

	% Share
	29.58
	53.91
	53.56


#- As per the Gender Budgeting Statement, various years
Source: Compiled from Expenditure Budget Vol I & II- various years

A welcome step has been almost 53% increase in allocations for RCH programme.

Table 23: Allocation for RCH Programme
















  










(Rs in crores)
	
	2005-06 RE
	2006-07 BE
	2006-07 RE
	2007-08 BE
	2007-08 RE
	2008-09 BE

	Allocation for Reproductive and Child Health#
	1814.27
	1765.83
	1338.22
	1672.22
	1629.17
	2504.75


# - Does not include the lump sum provisions for North Eastern areas and Sikkim
Source: Expenditure Budget Vol II (Notes on Demands for Grants), Union Budget-various years

A snapshot on what the government allocated for some of the schemes of MWCD relevant to homeless women and their children are listed below.

Table 24: Allocations for some of the important schemes under MWCD











(in Rs crore)


	Schemes
	2005-06 RE
	2006-07 RE
	2007-08 RE
	2008-09 BE

	Allocations for RGNCS for Children of Working Mothers (under MWCD)
	41.40
	93.80
	100
	96.10

	Allocations for Hostels for Working Women (under WMCD)
	4.50
	4.50
	5
	20

	Allocations for Schemes for Rescue of Victims of Trafficking (under MWCD)
	0.25
	0.45
	4.50
	9

	Allocations for Implementation of the Persons with Disabilities Act including scheme with Disabilities (under MSJE)
	74
	72
	69
	60.50


Source: Expenditure Budget Vol II (Notes on Demands for Grants), Union Budget-various years

Child in the Union Budget (2008-09): The total magnitude of budget outlays on child specific schemes is referred to as the magnitude of ‘Child Budget’. Thus, ‘Child Budget’ is not a separate budget, but a part of the usual government budget. A point to note here is that in Union Budget 2008-09, the Government has introduced a Statement on ‘Child Budgeting’(called BUDGET PROVISIONS FOR SCHEMES FOR THE WELFARE OF CHILDREN, Statement 22, Expenditure Budget Vol. 1, Union Budget 2008-09), which is a welcome step. 
The Union Government Ministeries, which have child specific schemes, are: Women and Child Development, Human Resource Department, Health and Family Welfare, Labour and Employment, Social Justice and Empowerment, Tribal Affairs, Minority Affairs, and Youth Affairs and Sports. 

Although, the magnitude of ‘Child Budget’ within the Union Budget, as a proportion of total budget outlay by the Union Government, has increased from 4.93% in 2007-08 (RE) to 5.35% in 2008-08 (BE), given the fact that children (i.e. all persons up to the age of 18 years) constitute more than 40% of the country’s population and that many of the outcome indicators for children show the persisting deficits in the development of children, this can be considered as inadequate. This increase has been mainly on account of the increase in Union Budget outlays on ICDS, RCH and higher outlays for elementary and secondary education under the Department of School Education and Literacy (DSEL).

Within the total resources earmarked for children in Union Budget 2008-09, 72% is meant for Child Education, 17% is meant for Child Development, 10% is meant for Child Health and only 1% is meant for Child Protection. This is very disturbing given that many recent evidences have highlighted the vulnerability of children in the country, especially those children who are in various kinds of difficult circumstances (such as street children).

Table 25: Union Budget Outlays for Child Specific Schemes











(Rs in Crores)
	
	2004-05 (RE)
	2005-06 (RE)
	2006-07

(RE)
	2007-08

(RE)
	2008-09 (BE)

	Budgetary Provisions for Early Childhood Care & Development (Rs Crore)
	2291.39
	3947.91
	4864.55
	5642.24
	6694.33

	Allocations for Child Development as a proportion of Total Expenditure of Union Government
	0.45
	0.78
	0.84
	0.84
	0.89

	Budgetary Provisions for Child Health (Rs Crore)
	1576.71
	2806.72
	2649.33
	3016.29
	4064.33

	Allocations for Child Health as proportion of Total Expenditure of Union Government
	0.31
	0.55
	0.46
	0.45
	0.54

	Budgetary Provisions for Child Education (Rs Crore)
	8831.41
	14294.1
	19236.26
	24244.56
	29009.55

	Allocations for Child Education as a proportion of Total Expenditure of Union Government
	1.75
	2.81
	3.31
	3.60
	3.86

	Budgetary Provisions for Child Protection (Rs Crore)
	152.87
	173.04
	183.53
	283.79
	429.9

	Allocations for Child Protection as a proportion of Total Expenditure of Union Government
	0.03
	0.034
	0.032
	0.04
	0.06

	Total Outlays for Child Specific Schemes
	13092.38
	21597.82
	26933.67
	33186.88
	40199.11

	Total Outlays from Union Budget (Rs Crore)
	505791
	508705
	581637
	673842
	750884

	Total Child-Specific Outlays as % of Total Outlays from Union Budget
	2.59
	4.25
	4.63
	4.93
	5.35


Source: Compiled from Expenditure Budget (Vol I & II), Union Budget, GoI, various years
Box 5: New Schemes for Children in Union Budget 2008-09
	Ministry/Dept
	Scheme (Allocation for 2008-09)
	Objective

	School Education & Literacy

(Secondary Education)
	Support to one year pre-primary in Government Local Body Schools (Rs 100 crore)
	To formulate a new Centrally Sponsored Scheme for providing assistance for pre-primary classes for government/local body schools.

	
	Scheme for upgrading 2000 KGBVs (residential schools/girls hostels) (Rs 80 crore)
	To establish one girls hostel in each educationally backward block, about 3500 in all

	
	New Model Schools (Rs 58.80 crore)
	To set up 6000 new high quality schools, one in every block of the country


The resources earmarked for children in Union Budget 2008-09, appears inadequate to address the various problems confronting children in India. The interventions in Child Protection Sector, such as street children, are still under funded.
IV b. Health in Maharashtra State Budget
The share of health expenditure in the government budget has decelerated sharply over the years. 

Highlights of Health Budgets, Maharashtra State

· Currently, only 2% of SGDP is spent on health.

· Less than 3% of total spending of social sector expenditure is on health.

· Per Capita Public Spending on health is Rs 181/-
IV c. Health in BMC Budget

The mandate for municipal corporations is that one-third of their budget should be devoted to public health and medical relief. Until late eighties there began a slide in budgetary allocations by BMC and presently only about 17% of BMC’s core budget is devoted to health – Rs. 8 billion being revenue health expenditure and Rs. 1.75 billion being capital health expenditure (Ravi Duggal, The Political Economy of Mumbai’s Health Governance). This trend has continued, with the revenue expenditure of the BMC falling to a mere 13% in 2004-05. In the past decade and a half there has been no significant addition to the health infrastructure though the population in the same period has almost doubled. The continuous neglect and collapse of the public health system has resulted in increased migration of public health staff to the burgeoning public health sector. 

Table 26: Declining Trends in BMC Health Services 1974-2005

	
	1974
	1985
	1989
	1994
	1998
	2004/05

	Teaching Hospitals

Expenditure Rs. million

Beds

Inpatients (000)

OPDs (millions)

Expenditure per bed Rs
	3
	3
	3

417
	3

779
	3

1750
	3

2184

4516

178

3.54

483614

	General Hospitals

Beds

Inpatients (000)

Per bed inpatients 

OPDs (millions)

Expenditure Rs. millions.

Exp. Per bed Rs
	7

1328

523

394

17

12575
	13

2851

946

332

3.4

136

47773
	13

3294

791

240

5.0

209

63570
	15


	15

4000

1000

250

3.5

647

161750
	16

3791

708

187

4.04

1145

302031

	Special Hospitals
	5
	5
	5
	5
	5
	5

	Maternity Homes
	27
	28
	25
	25
	27
	25

	Dispensaries

Cases (millions)

Cases per dispensary
Expenditure Rs million
Expenditure Per case Rs
	107

12

115252
	148

4

27662

29

7.20
	150

4

26487

34

8.51
	159
	185

4

21622

135

33.75
	176

4.23

24034

153

36.17

	Health Posts
	
	
	
	176
	176
	168


Source: Annual Reports of Executive Health Officer upto 1989; Know Your Wards, respective years; BMC Budget A, Part II, various years; for 2004-05 Administrative Report of Public Health Dept2005-06
Acknowledgements: Mr Ravi Duggal, 2005

Mumbai’s public health expenditure, ranging from health posts to tertiary care hospitals, is incurred mainly by the BMC. Under the accounting classification, in Budget A of the BMC, health services are listed under two main headings, namely Public Health and Medical Relief and Education. The services provided under Public Health are: control of communicable diseases, the care of cemeteries, laboratories, dhobi ghats, provision of lifeguard services, mid-day snacks to children attending municipal primary schools, impounding of stray cattle, dog licensing etc. The Medical Relief and Education account includes teaching hospitals, peripheral hospitals, maternity homes, dispensaries, and homeopathic clinics and those providing care through the care of indigenous systems of medicine.
More than half of the expenditure on public health by the BMC is on hospitals, while about 9% is on medical education, 8% on maternity homes and child welfare services and only about 9% on dispensaries. The focus of allocations on hospitals at the cost of other programmes is evident. The endowment on the four major hospitals namely: KEM, Nair, Sion, Nair Dental, makes up approximately 7/8th (86%) of the entire public health budget. Review of revenue income of the BMC Public Health and Medical Education Department for the period 2000-05, reveals that only 4% of the revenue income is generated through user fees (Ref: Budget Estimates A, Part II, 2001-02 to 2004-05, Budget Department, BMC). With regards to spending of the BMC on public health services across the city, the per capita spending is more than double in the city region as compared to the suburban region (See Table  ) 
Table 26: Per Capita Expenditure on Health Services by the BMC

	Public Health
	City
	138.98

	 
	Western Suburbs
	52.51

	 
	Eastern Suburbs
	45.56

	 
	All Mumbai Average
	74.57

	 
	 
	 

	 
	 
	 

	Medical Relief and Education
	City
	1095.82

	 
	Western Suburbs
	188.69

	 
	Eastern Suburbs
	198.23

	 
	All Mumbai Average
	444.31


Source: Outline of Civic Finance (2001-02 to 2004-05), Budget Department, BMC
The dismal state of BMC hospitals are mainly due to salary payment being a major component, and decreased allocations (See Box   ) 
	Box 6: Report in Times of India, 26 September 2001

“One of the largest healthcare systems in the world - five specialised hospitals, 16 peripheral hospitals, 168 dispensaries, 176 health posts and 27 maternity homes with a total staff of 17,000 -- is believed to be able to take care of any problem. But the present cash crunch arose from the fact that BMC, besides having no money, it has not been receiving funds from the World Bank. BMC runs municipal hospitals which can be afforded by the urban poor, who comprise 50 percent of the population. In 2001, the total budget allocated for the health sector by the BMC was Rs 538 crore, which make up for over 40 percent of the total expenditure on public health and medical services. Despite the large allocation for this sector, the public hospitals are finding it to be an uphill task trying to accommodate the ever-increasing need. "It is wrong to blame the civic body for a low budget. One must understand that despite being cash-strapped, a major chunk of the BMC's monetary fund goes in for healthcare," says Dr G S Damle, Director (Medical Education, Major hospital, Dean, Nair Dental Hospital), defending the BMC. Given the enormous load that public hospitals have to bear, the sector would conveniently do with greater allocation. "But then it is the taxpayers' money," adds Damle, "and hospitals have to manage with whatever they receive." almost 65 -70 per cent of the total budget provision is eaten up by the salaries of staff, employees and other administrative expenses. The situation becomes dismal with only 30 percent of the health budget being spent on proper medical care, says Dr Rajendra Shrihatty, former Dean, KEM hospital, "the administrative staff at the BMC hospitals is too large in number and as a result, the major portion of the money is lost there. Out of every one rupee spent, only 20 to 30 paise goes in the purchase of essential items like drugs." and almost 25-30 percent of diet allocation is wasted. As a last resort the paucity of cash in the public hospitals have led them to look for other options - particularly donations from the private sector. LTMG hospital recently received a grant worth Rs 5 crore from a charitable trust for construction of a new building. A new state-of-the-art intensive care unit was set up at the Nair hospital with aid from a private institution. says Dr Kshirsagar, "much of the monetary crunch can be reduced if donations come in regularly. But then things don't work like that. One has to pay a price if the number of deaths are to be reduced." The Rs 60 crore annual budget of KEM hospital proves inadequate, given the fact that it receives over 12 lakh out-patients. The only way out for the hospital is in the utilisation of funds effectively. "Due to the scarcity of funds, we have prioritised our needs and gone accordingly," says Dr Nilima Kshirsagar, Dean, KEM, “funds released are not enough to last the entire year round." the cost of medical technologies is increasing by the minute and we are faced with the challenge of providing quality treatment despite the limited means." Given the growing importance of the health sector, Dr Yeolekar, Dean, Lokmanya Tilak Memorial Hospital, stresses on the need for more funds. "We have been allocated around Rs 40 crore in the current year," he explains. "But it is very difficult to make ends meet with the kind of money we receive. So the options available are also very limited. Considering that health is a vital sector and its requirement is immense, I still feel that special considerations should be made when budget is allocated for health." Despite the financial constraints, Dr Sharadini Arun Dahanukar, Dean, Nair hospital, feels that public hospitals have been performing quiet well, "monetary constraints are there, but what we have done is priortise our needs. However, we are doing a fairly good job with whatever is allocated to us."



IV d. Child Budgeting
All public expenditure meant for development of a community can be expected to have some benefits for children as well. However, in a country where children are clearly a disadvantaged section, there exists a strong case for identifying that part of the public expenditure specifically earmarked for addressing their needs. Such an exercise requires segregating those schemes which are specifically meant for addressing the needs of children, and it is this expenditure which is referred to as the magnitude of total Child Budget. To reiterate, child budget is not a separate entity, but a part of the normal government budget.

In India, child budgeting is fast emerging as an analytical tool for assessing the priorities accorded by governments to children in public spending. Some prominent civil society organizations which have done pioneering work in the field of child budgeting are HAQ: Centre for Child Rights, New Delhi; Concerned Citizens for Community Health and Development, Jaipur and Indian Council for Child Welfare, Tamil Nadu. 

Methodology

Schemes implemented by various Ministries of Government of India, for children, have been listed for trend analysis. The Ministries covered are given in Box  below:

	Box  27– Ministeries Covered for analysis of Expenditure on Children

· Human Resource Development

· Depts of Elementary Education, Sec & Higher Education

· Women and Child Development

· Tribal Affairs

· Social Justice and Empowerment

· Health and Family Welfare

· Labour

· Rural development

· I & B 


For purpose of analysis, the schemes for children are clubbed into four broad categories. A) Child Development and Nutrition B) Education C) Health D) Child Protection & Others

“We will score another 'first' this year. A statement on child related schemes is included in the budget documents and Honourable Members will be happy to note that the total expenditure on these schemes is of the order of Rs. 33,434 crore.”








… P.Chidambaram, Budget








     2008-2009
It is indeed encouraging that the Finance Minister has finally recognised the need for budgeting for children. 
Highlights of Budget 2008-09 with respect to Street Children 

The share of budget for children is 4.98 per cent of the Union Budget as against 4.8 percent last year. However, according to Finance Minister’s own allocation (statement 22) it is 4.5 per cent only.

While there is an increase of Rs. 3.75 (0.21 per cent) crores in the health sector, there is a fall in the budget allocation for child health in proportion to the total budget in 2007-08 (from0.268 to 0.244).

There is a reduction in the allocation for pulse polio immunisation from 1289.38crores in 2007-08 to 104 2 crores this year.

There was an increase of 904.2 crore (19 per cent) increase in the allocation on ICDS. As on 31 January 2008, 10.52 lakh anganwadis were sanctioned. As of June 30, 2007 there were 8,63472 operational Anganwadi centres. There continued to be a short fall of 7.68 lakh anganwadis for universalisation.

There is an increase in the salaries of the Anganwadi workers (from Rs1000 to Rs. 1500), clearly Rs. 838.80 crores of the 904.2 crore increase will go towards meeting this expense, and only an additional 65.4 crores is available for implementation of the ICDS programmes over the last year’s budget.

There is fall in the much propagated Rajiv Gandhi Creche Scheme (fall of 6.70 percent)

The allocation for protection of children has increased from 0.045 per cent of the Union Budget to 0.056 per cent. This increase is largely due to the increase in allocation for the Integrated Child Protection Scheme (ICPS) from an allocation of 85.50 crores in 2007-08, it has been increased to 180 crores.

Comments: While this recognition of the need for protection of children is welcome, reduction in the allocation on the programme for Juvenile Justice will not help, as the ICPS is still to take off. Besides, in the first year, ICPS is only meant to cover five states. It never got off the ground due to lack of financial clearance. The Ministry had requested for Rs.3000 crores to implement ICPS for 5 years. The Planning Commission, in its wisdom reduced this to Rs.1000 crores. The Finance Minister allocated only about 85 crores in 2007-08, which was reduced to Rs.38.5 crores. This year it has been increased by Rs.95 crores.

In the last year’s analysis, the budget figures showed that there was a reduction in the government’s share (other than education cess) in the allocation for SSA. the increase in allocation to both Mid Day Meal and Sarva Shiksha Abhiyan can be traced to the Rs.11128 crore collection through the of 2 per cent education cess which was far more than the expected collection of 10393 crore.

Comments: The budget figures this year shows that the allocation for MDM and SSA together in 2007-08 revised estimates was 19849 crore, while this year (2008 -09) the allocation for both programme is 21100 crore. This is an increase of 6.3 per cent in both the programmes. However, in the same period the collection through the education cess has increased to 23.33 per cent. Thus, there is no corresponding increase in allocation to MDM and SSA, though there was an increase in revenue receipts.

Table 27: Sectoral Allocation for Children in Union Budget 2008-09, BfC (Budget for Children)
	
	In percent

	Share of Development Sector, BfC in Union Budget
	0.87

	Share of Health Sector, BfC in Union Budget
	0.24

	Share of Protection Sector, BfC in Union Budget
	0.06

	Share of Education Sector, BfC in Union Budget
	3.18

	BfC in Union Budget
	4.98


Source: Expenditure Budget Vol II, 2008-09

Table 28: Sectoral Allocation within Budget for Children (BfC)
	
	In percent

	Share of Development Sector 
	17.47

	Share of Health Sector
	4.89

	Share of Protection Sector
	1.12

	Share of School Education Sector
	76.52


Table 29: Share of Protection Sector, BfC in Union Budget
	Programmes & Schemes
	2004-05 (BE)
	2004-05 (RE)
	2005-06 (BE)
	2005-06 (RE)
	2006-07 (BE)
	2006-07 (RE)
	2007-08 (BE)
	2007-08 (RE)
	2008-09 (BE)

	1.Other Schemes of Child Protection
	23.60
	17.50
	30.55
	16.10
	19.00
	17.50
	30.30
	24.90
	30.80

	2. Prevention and Control of Juvenile Social Maladjustment
	18.90
	18.00
	0.01
	20.43
	23.00
	21.85
	18.90
	21.78
	18.00

	3. Improvement in working conditions of child/women labour
	99.31
	98.38
	125.05
	115.76
	127.46
	121.46
	171.06
	153.06
	156.06

	4. Swadhar
	2.70
	3.69
	5.50
	5.50
	7.00
	7.00
	13.50
	13.50
	18.00

	5. Short Stay Home
	15.00
	14.40
	15.00
	15.00
	15.90
	15.72
	15.90
	15.90
	15.90

	6. Integrated Child Protection Scheme
	New Scheme
	
	
	
	
	
	85.50
	38.50
	180.00

	Protection Sector, BfC – Total
	159.61
	152.87
	176.11
	172.79
	192.36
	183.53
	304.86
	267.64
	418.76

	Union Budget- Total
	477829.04
	505791.41
	514343.80
	508705.37
	563991.13
	581637.04
	680520.51
	709373.26
	750883.53

	Budget for Protection Sector as % of total Union Budget
	0.033
	0.030
	0.034
	0.033
	0.034
	0.032
	0.045
	0.038
	0.056


Source: GOI Expenditure Budget 2004-05, 2005-06, 2006-07,2007-08 and 2008-09 (Vols. 1&2).).

Note: Items 1 & 2 under Min. of Social Justice Empowerment .

Items 3 & 4 under Ministry of Labour.

Items 5 & 6 under Min. of Human Resource Development (W&CD)

Other Schemes on Child Welfare includes: Scheme for Street children, Scheme for welfare of Working children and children in need of care and protection, Homes for infant and young children for promotion of incountry adoption, Central Adoption Resource Agency and Scheme for Rescue of Victims of Trafficking. This has not been included in the Budget Provisions for Schemes for the Welfare of Children, 2008-09

**This is not included in the Budget Provisions for Schemes for the Welfare of Children, 2008-09.
Table 30: Other Schemes on Protection

	
	RE (2007-08)
	BE (2008-09)

	Scheme for Street Children
	9.00
	9.00

	Scheme for welfare of working children and children in need for care and protection
	6.30
	6.30

	Shishu Griha Scheme (erstwhile Homes for infant and young children for promotion of incountry adoption)
	2.70
	2.70

	Central Adoption Resource Agency 
	2.40
	3.80

	Scheme for Rescue of Victims of Trafficking
	4.50
	9.00

	Total- Other Schemes on Child Protection
	24.90
	30.90


Taking Child Budgeting Forward

The following recommendations are from Dr. A.K Shiva Kumar (2006) 'India's Children: Issues for the XI Plan' Paper presented at the National Consultation on the Children in India: Priorities for the 11 Plan, January 18-19, 2006, New Delhi.

1) It is important to both protect and increase expenditures to promote child rights. The weak fiscal situation of most state governments is forcing many of them to cut back expenditures that promote the well-being of children. As a result, even though Central

Government allocations may seem to be increasing, allocations for children have not been significantly increased. 
2) It is essential to step up investments in children. This will require a vision for children that guarantee them their rights regardless of issues of affordability. For instance, it is important to budget for child health in a manner that does not deny any child access to quality health and medical care anywhere in the country. Apart from making children's issues a priority and demanding higher allocations, it is equally important to focus on resource mobilization to enhance public spending for children. 
3) Norms for allocation of funds by the Central Government to states, and by the states to districts and Panchayats need to be revisited. The allocations must be linked to both the numbers of children as well as to the condition of children in the different states. 
4) Norms for public spending in programmes for children must take note of the different contexts in which children live. Having uniform norms for meeting child rights that apply to all states and regions of the country is definitely not desirable. As efforts are made to reach more disadvantaged children, expenditures per child are likely to rise. This needs to be factored into budget calculations. 
5) There are issues of effective utilization of funds. It is found that procedures for disbursal and accounting are often quite cumbersome. As a result, delays are common.

Efforts are needed to streamline procedures for disbursal and utilization of funds.

6) It is necessary to have in place adequate systems of checks and balances to ensure proper utilization of funds, and to ensure that funds are well spent. 
7) Expenditures must be assessed for their effectiveness in promoting child rights. The recent moves to link outlays to outcomes and put in place effective monitoring and evaluation systems are welcome.

Child budgeting should be taken forward to ensure that such analysis becomes an integral component of state planning. Taking into account the variations in performance of states towards achieving national targets relating to children and development, much work needs to be done to improve the allocations for, expenditures on and performance of programmes that are directly aimed at improving outcomes for children. State-level exercises on Child Budgeting, led by the Ministry of Women and Child Development in partnership with Planning and Finance Departments are being initiated in 2006 across the country and are aimed at the strengthening the planning process for the 11 Plan period (2007-2012) and beyond.
V. Government Initiatives in provision of health services to urban poor

Since Independence till the Eight Five Year Plan, health in various government policies have largely rural centered. It was only in the Krishnan Committee Report in 1983 that a detailed implementation of urban health projects were mentioned. In recent years, urban health has been a major thrust in various government policies (NHP (2002), NPP (2000), 10th FYP, RCH-II etc). An emerging priority is the provision of assured and credible primary health services of acceptable quality in urban areas. 

In order to overcome the urban health challenges, there is need to focus on the “supply” of health services as well as the “demand” side. The various approaches include Public-Private Partnerships, Innovative Health Programming, and Demand-side financing mechanisms.

Few government initiatives in provision of health services to urban poor is listed below:

V a) Andhra Pradesh Urban Health Care Project- This project is an extension of IPP-8 and linked with RCH-II. Under this project the government contracts with selected non-governmental organizations to manage health centers in slums. From July 2000 to June 2002 the Government of India funded 90 percent of this project with the balance covered by the state government. Thereafter the state financed the project whose objectives are to increase the availability and utilization of health and family welfare services, to build an effective referral system, to implement national health programs, and to increase health awareness and better health-seeking behavior among slum dwellers, thus reducing morbidity and mortality among women and children. The areas covered are reproductive and child health in order to ensure safe deliveries and child survival, access to contraceptive options, and healthcare for respiratory tract and sexually transmitted infections. Contracted NGOs submit monthly progress reports as well as audit and utilization certificates to district offices.

Table 31: Progress achieved in the project was evident in an evaluation survey conducted by TNS Mode Pvt. Ltd in 2002.

	Indicators (percentages)
	Baseline survey (Jan 2000)
	Evaluation (June 2002)

	Pregnant women visited by health personnel
	10
	95

	Antenatal cases registered before 16 weeks
	46
	65

	Institutional Deliveries
	26
	80

	New-born weighed immediately after birth
	42
	75

	Low-birth babies
	8
	7

	Children fully immunized
	31
	85


Based on monitored performance of the Urban Health Centers, contracted NGOs are assessed annually. Poor-performers are eliminated and their UHCs awarded to NGOs with good records. Funds are released to the Urban Health Centers by the Collector based on recommendations by the committee. Additional District Magistrates and Health Officers supervise the UHCs at district level; the Medical Officer is the nodal officer at municipality level. 
V b) Indore Urban Child Health Program – The program has worked towards strengthening linkages between service providers and the community and building partnerships and capacities of the public sector, Non Government Organizations (NGOs) and Community Based Organizations (CBOs) to improve coverage and behavior adoption for birth and new born care, diarrhea prevention, immunization and malnutrition prevention. 
The process adopted involved the following steps:

Situational Analysis

Assessment and Mapping of Slums

Consultative Planning with Stakeholders

The urban health situational analysis carried out by the program team showed that Indore had a rich culture of community level processes which contributed to: (a) the formation of a large number of CBOs in the city’s slums; and (b) capability enhancement of NGOs to build capacity of slum-based CBOs largely focused on promoting savings and credit.

Some NGOs and CBOs also had experience in health programs. Even those, which had no or little health experience, had a significant and strong presence in the slums pertaining to SHG linked activities. 

Consortia of NGOs and CBOs were created. The consortia of NGOs and CBOs: (a) would enable entry to vulnerable or difficult to reach communities, (b) CBOs would be the voice of vulnerable communities, (c) CBOs would remain as resources for slum communities beyond project life, (d) owing to an understanding of the slum context of the city, the NGOs and CBOs could better respond to specific needs of different categories of people living in the slums; (e) being local and having program experience, NGOs could effectively coordinate with health providers, (f) involvement of NGOs and CBOs would contribute to the vital element of community ownership and sustainability.

Envisaged roles:

The NGO would receive funds (and fulfil contractual requirements) and would be in-charge of guiding and supervising the project through the lead CBO.

The Lead CBO which was formed as a community group from one or more slums working for slum welfare for over two years would implement activities at slum level and gradually gain in capacity.

The purpose/aim was to have such a partnership to then promote/strengthen slum-based

CBOs in the vulnerable slums identified for the program.

The Indore Urban Child Health Program has reinforced the following technical priorities:

• Improved ANC, delivery care (institutional and safe domiciliary delivery), newborn care

• Age- appropriate immunization of children

• Improved feeding practices (focus on initiating breastfeeding within an hour of delivery) for preventing malnutrition

• Improved household hygiene practices for diarrhea prevention
V c) Janani Suraksha Yojana - The Janani Suraksha Yojana (JSY) is a 100% central government sponsored scheme to give cash assistance to poor pregnant women with the objective of increasing institutional deliveries and thereby reducing over all maternal and neonatal mortality rates. 

Eligibility criteria: Poor pregnant women (19 years and above and with less than two living child) are eligible to enrol in this scheme. If any woman chooses to undergo a tubectomy soon after delivery, she is also eligible to avail of the benefits. 

Table 32: Cash Assistance as per JSY guidelines

	INSTITUTIONAL DELIVERY
	

	
	Normal delivery in a government facility
	Caesarean section in a government facility
	Incentive for the village health worker (ASHA)

	Rural areas
	Rs 700 (US$ 18)
	Rs 1400 (US$ 36)
	Rs 600 (US$ 16)

	Urban areas
	Rs 600 (US$ 16)
	Rs 1400 (US$ 36)
	Rs 200 (US$ 5)


However, similar to many government programmes, the scheme has issues related to spending versus allocations provided. Out of the funds provided for JSY for 2006-07, about 71.2% of the funds allocated have been utilized in the year 2006-07.
The Janani Suraksha Yojana is a good attempt to promote institutional deliveries. Its strength lies in the fact that the government has made budgetary allocations for the poorest. Study by Institute of Public Health, Bangalore, in 3 states (Maharashtra, Karnataka and Orissa), revealed some apparent weaknesses in the scheme. Women are not aware of the scheme in some states, timely fund flow seems to be a major problem in three of the four states and there are quality issues that need to be addressed urgently. 

There is no point in increasing institutional deliveries, if the institutions provide poor care. If the implementation process is strengthened, quality improved and the programme is effectively monitored, then the poor can benefit from this scheme; and in the long run it may reduce the maternal and neonatal deaths.
VI. Best Practices for provision of health of street children in other countries

VI a) The Children’s Budget Project, South Africa - The long years of apartheid in South Africa left an especially harsh legacy for the country’s children. According to the South African analysis and advocacy group, IDASA, 60 percent of all children in the nation (10.5 million) live in poverty. They suffer from inadequate health care, nutrition, housing, and education, among other basic needs. In 1994, following the end of the apartheid era, South Africa dedicated itself to addressing the poverty and inequality suffered by the nation’s children. It included specific obligations to the rights of children in the South African constitution and, in 1996, it ratified and bound itself to the provisions of the Convention on the Rights of the Child.
In 1995 IDASA founded its Children’s Budget Unit, specifically to analyze and measure, on an annual basis, the progress being made by the South African government in the realization of the children’s rights to which it is obligated by international agreement, national law, and relevant court rulings. The Project then disseminates that analysis broadly, through newspaper articles, short briefing papers, an annual book, and workshops for civil society groups, members of parliament, and the executive branch. With a particular focus on basic education and social security (income assistance) rights for children, IDASA is also attempting to break new ground in asserting specific meaning to the often-vague standards of “progressive realization” and “full use of maximum available resources”. In terms of “progressive realization” IDASA is investigating whether a sufficient proportion of the overall aid available is going to “the poorest of the poor” and what kinds of services are getting top priority. On the “maximum resources” issue, IDASA presses not only for more spending but also for “better spending”, looking not just at how much money is allocated but whether that money is spent efficiently and with what actual outcomes for children. 

According to Judith Streak, lead researcher with IDASA’s Children’s Budget Unit, the task of holding the government accountable to its legal obligations is made more difficult by the vagueness of those obligations. “Broadly speaking,” says Streak, “to realize the socio-economic rights of children, the government has to spend more and spend more effectively and efficiently over time on programs in health, education, welfare, and housing—for as long as there is a need and there are resources available to do so.” IDASA’s efforts to define human rights obligations more specifically and to measure, in a concrete way, the government’s progress, mirrors the challenge faced by all human rights groups to move rights from being promises on paper to being reality in people’s lives. 

VI) Urban Street Children Empowerment & Support, Indonesia - The Urban Street Children Empowerment and Support program was designed to partner with local NGOs to expand, strengthen, and mobilize local responses to address the needs of girls and boys living and working on the street in Surabaya, Bandung, Jakarta and Medan, in Indonesia. The 2001 baseline survey of 1,200 street children in four cities identified that the majority of street children (70%) reached by the Program fell into a category of “vulnerable.” These children tended to be younger (6-12 years-old), living with parents, attending school, and working in streets during non-school hours. The baseline survey results assisted the program to finalize its results framework. 
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Given the risk continuum, “prevention and positive pathways” objectives were supported for the range of street children, with the following types of activities.

In the initial design, “prevention” programs for children in the vulnerable group were to include: microcredit and livelihoods programs for families; linking economic opportunities to requirements that children stay in school; hands-on parenting skills workshops; psychosocial interventions that strengthen children’s ability to cope with stress and deprivation; informal education programs that promote child development and improve children’s grades; continued partnerships with local Departments of Health to increase children’s access to health services; and advocacy efforts to secure birth certificates and identify cards for children to stay in school, access government services, and later seek employment.

A “positive pathways” off the street for older, high risk adolescents was to support programs that included: support for children to start small businesses; facilitation of private sector apprenticeships; support for children to take school equivalency tests and receive a diploma; informal education to build character; psychosocial interventions; behavior change interventions, utilizing methods such as positive deviance; supporting reconciliation with parents; and advocacy for identity cards needed to secure employment.

Finally, the program was designed to have a strong advocacy component, at both the national and municipal levels.

While programs to help vulnerable children and youth cannot achieve sweeping results in a five-year timeframe, the Urban Street Children Empowerment and Support program has changed the landscape of street children programming in ways that have set the stage for effective, sustained government and NGO programming. NGOs are stronger and have clearer goals and strategies. Advocacy, at least at a municipal level, has produced concrete results. Programs overall are both broader and deeper. In the past five years, Indonesia has witnessed a paradigm shift, away from providing direct services for street children, towards an approach grounded in strengthening community capacity to protect and care for children and youth. Access to health care has improved dramatically, and all NGOs are more aware of at-risk girls. The program has provided numerous forums for NGOs and government to exchange ideas and learn from one another, and to scale up and replicate the best strategies.
VI c) National Movement for Street Children, Brazil - Concern for street children plus an apparent increase in the number of children working and living on the streets in Brazil in the 1980s led to the creation of numerous organizations and efforts to assist them. Among these is the National Movement of Street Children (Movimento Nacional de Meninos e Meninas de Rua), a national umbrella, advocacy and training organization comprised of individuals, NGOs, governmental agencies working on behalf of street children, and children and youth themselves. 
The National Movement for Street Children in Brazil, and numerous other organizations, developed training programs for street educators, and in collaboration with universities in Brazil, have sought to create a loosely defined profession of the street educator. This effort to create a profession is important in that it represents the first time that a profession has been created and identified in Brazil specifically to work with low income children and youth. Of course, teachers, psychologists, and social workers, among other professions, in Brazil also work with children and youth, but the effort to create and define a field of work based on street education and street outreach is the first attempt to create a ‘youth worker’ field in Brazil. It is also important to note that street educators have had an important voice in structuring programs and policies on behalf of street children.
Street children in Brazil have also benefited from an impressive body of literature on the situation of needs of these children and youth. Situation analyses and other studies have provided understanding of various facets of the lives of children who both live and/or work on the streets in Brazil. Some of this research on the life courses of children living and/or working on the streets has also begun to provide important ideas on how to prevent other youth from ending up the same situation. This kind of research offers important insights on what could be done to prevent more children from ending up on the street by offering services such as family support, employment possibilities, or family counseling.

These programs and the movement for street youth in Brazil as a whole have been extremely important for the relatively small number of children and youth they have reached.  Unfortunately, many of the most impressive programs for street youth - and other categories of ‘at-risk’ children and youth - in Brazil are, as Myers (1991) called them, ‘jewel boxes’, important for the small number of children and youth who benefit from them, but whose wider impact on well-being of low income children and youth in a given community are minimal.
VII. Consultation Reports 

In order to receive comments from various stakeholders working in area of street children, 2 consultative workshops were undertaken. This section provides detailed reports of these workshops and recommendations given by various participants.

i) Report of the Consultative Meeting for “Special Health Policy for Street Children- Around 30 participants which included participants from around 8 NGOs working with Street Children, faculty of PSM Dept, KEM Hospital and JJ Hospital, Public Health Professionals and Post-Graduate Student of PSM Dept, KEM Hospital. 

Introductory Sessions

Mr KT Suresh, Executive Director, YUVA welcomed the participants and gave insights regarding the background and the work done by YUVA. He spoke about YUVA working on the human rights framework since the last 23 years for the upliftment of vulnerable communities in Mumbai. This was followed by a presentation by Dr RR Shinde, Head PSN Dept, KEM. In his presentation, he highlighted his views on who are the street children, salient features of street children, recommendations and interventional issues. This was followed by a presentation by Ms Arokia Mary, Coordinator-Child Rights, YUVA, Mumbai where she stressed about the linkages of human rights and availability of health services to street children. Mr Denny John, Faculty, Institute of Public Health, Bangalore, presented the research process currently underway in formulating the policy. Mr Santosh Damale, opened the floor requesting for comments, opinions and stressed on making the process interactive as possible.

Issues raised

Mr Shwetank from SAATHI,  was of the opinion that “Should such meetings address a policy when the main issues affecting the street children is as basis such as difficulty in accessing and negative attitudes in public hospitals. 

Few members in the audience mentioned that whether a policy can change attitudes is questionable. It should be also borne in mind that the real cause-affecting children also need to be addressed. The issues concerned are intimidation to approach the authorities in the hospital, and the attitudinal behaviors of hospital staff.  The need of the hour therefore is to address this issue. 

Dr Shinde was of the opinion that this issue is not a medical issue but an issue of human values. According to him, the solution is neither with the doctor nor the hospital, but an issue of human personality, He stated that every doctor should receive training on attitudes but this does not happen in the current medical education system. He suggested that at the same time the NGOs should focus on the self-confidence of the street child.

A member from the audience mentioned that efforts are underway by KEM Hospital in training doctors to understand psychological state of the patients and also improve their communication skills.

Another suggestion that was given by the Ms Deepti, Coordinator, Railway Children, was to develop a model keeping the policy in mind. She asked to look at the accessibility of the street children from the NGOS as well as the hospital point of view. She also shared an experience that is; there was a group of boys who were termed “Beyond Repair” and once they started interacting with them they realized that they were really smart, confident children but in spite of this they found it difficult to get access to the doctors of the hospitals.
Group Presentations

Presentation by group I

Why is “Street Children” a special Group?

· Lack of family support

· Social deprivation

· Marginalized

· Lack of opportunities 

What are the specific health problems faced by them?

1. Malnutrition

2. Communicable diseases

3. Dental caries 

4. Skin problems 

5. Respiratory infections 

6. Worm infestations

Recommendations 

At the hospital setting

· Reorientation of the medical staff, make them aware of free medical care

· Child friendly hospital 

At the Community level

· Outreach activities for T/t of common illnesses

· Preventative aspects: IEC activities by peripheral health institutes 

· Identification of private practitioners who can provide services to the street children 

· Provision of health identity cards by peripheral health institutes

· Strengthening of peripheral health institutes and proper referral system to decrease burden on the tertiary care hospital 

· The help of NSS students of Nursing colleges can be taken for after care of seriously ill children

· Establishment of short term care center for after care can be set up for which there will be a need to identify a place in that area, it could be an anganwadi

· The post of child medical officer should be created to look after the health care of these children, preferably there should be a police at the casualty counter who should guide these children 

· There should be a street children register in the hospital    

Presentation by group II

Problems faced by the street children

· Accessibility/ Information

· Affordability

· Treatment/ Attitude 

· Non child friendly 

· No Support person or guide

Problems faced by the hospital 

· More patients less man power (doctors)

· Legal responsibility

· Need an adult for consent and explaining prescriptions

· The doctors do not have control over class III and class IV workers 

Recommendations

· Contact points: A MSW or two NGO representative should be in the hospital to guide the child and make sure he/she gets the treatment 

· An identity card should be given to the street children so that their benefit is not taken advantage of

· Basic education should be given to them

· Medical vans, health camp and screening should be provided 

· Group education with the help of NGOs should provide IEC 

· Proper research should be done with regards to the problem needs assessment 

· Legal provision: change administration criteria 

· Provision of Counseling centers in public hospitals   

Presentation by the III group

Problems faced by the children

· The street children are usually dirty when they go to the hospital hence they are neglected

· Sexual abuse, sexual related behavioral problem, drug addiction, and health problems

· No psychosocial support during medical treatment 

· After care and proper FU is not often available

· Financial problems

· No proper guidance in the hospital 

· Doctors are not available in peripheral dispensaries, no proper medical care        

Recommendations

· Proper access of these children to the hospital and admission whenever required

· General cell for guidance for street children and counseling in the case of sexual abuse 

· Separate OPD for street children (12 hrs), separate protocol funding 

· Sensitization of this issue to the hospital employees (class I to class IV)

· NGOS should be oriented about hospital systems and its functioning  

· Role of MSW in this issue should be specified 

· Facilities should be made available during off hrs 

· Facilities should be made free of charge

· After care should be improved and supervision should be done by referral and FU

· List of NGOS who will collaborate with municipal/ government/ hospitals and health posts 

· NGOS should bear the cost of resources of this purpose    

· Data should be kept by NGOS and hospitals

Dr Shinde’s suggestions 

· Use health posts for routine care of the children 

· Since government does not issue identity cards for these children, this responsibility should be taken by NGOs    

· Since most of the health problem are related to the food they eat he suggested that this children should go to the temples, churches etc which provide food

· These children should take the help of the police who sit at the register counter as well as a unit of JAPU should be present in every hospital to help the children.

Vote of Thanks

The meeting concluded with a vote of thanks by Ms Arokia Mary and dissemination of report of meeting in the coming days was mentioned to the audiences.  She also shared about a follow-up consultation to be organized in the month of February in KEM hospital (probably), where more NGO activists and PSM departments of other hospitals could be invited for finalization of this draft policy.

2) Second consultative meeting on “Guidelines towards Comprehensive Health Services for Street Children - Individuals from various organizations were present for the meeting including eminent Doctors and HOD's of PSM department of Sion, KEM and Nair hospital and representatives of various NGO's. Thirteen street children were also invited for the meeting.
Following the introductory sessions by YUVA team, Mr Denny John, shared the findings of the study conducted. 
Discussion post presentation: 

In response to the presentation by Mr. John, Dr. Pallavi of Sion Hospital was of the opinion that an AWW is not an outreach worker and it is not possible for her to be available anytime of the day on the streets. She suggested it could rather be a CHV who could be the one and not an AWW. She also mentioned in response to the demand for a child friendly hospital that it is not possible to have a hospital environment favorable to each and every age group/ physical condition. Also reacting to the survey conducted in the 9 health post where a lack of growth chart was noticed, she mentioned that most of the children on the streets are not of the age group who require a growth chart and a growth chart is meant only for children below 5 years of age. To this Mr. John promptly replied that while conducting the study he came across many children who were below 5 years of age and it is imperative for an urban health post to be well equipped and certainly have a growth chart.

Sharing of experiences by experts: 

After the clarification of doubts expressed regarding the findings, Dr. Pallavi made a presentation on the efforts initiated by the PSM department, Sion hospital towards improving the health conditions of children. She talked about collaborations the PSM departments had with various NGO’s in providing a package of health services to children, throwing light on the “Bal Doctor Programme” in partnership with SNEHA (an NGO in Mumbai working in area of Maternal and Child Health). Dr. Aras, Nair Hospital highlighted the various troubles faced by street children and suggested ways in which the health concerns of street children can be tackled. She also spoke about the existing state policies and legislative measures.  

Following the presentation made by Dr. Pallavi and Dr. Aras, Dr. Kulkarni of KEM Hospital was requested talk about the present scenario and share a few experiences. While talking about the Magic Bus initiative taken by the PSM department he mentioned that the OPD has a special department where children under 12 years of age are treated by the medical interns. Health education is provided to the children and the hospital provides suitable treatment to children who are accompanied by any NGO. He also spoke about another shelter in Malvani, Malad where many street children are treated on a regular basis and a meeting is conducted with them every 8-10 days in order to provide health education. Dr. Kulkarni suggested having a meeting with the AMC/municipal commissioner for communicating the objective of this initiative and also expressing the vulnerability of the street children in terms of health. He was of a strong opinion that the BMC authorities must be contacted for their contributions.

Street Children’s view-points 


After the presentation made by health experts present, the street children presentwere asked to express their views. Children voiced the difficulties they face while trying to access health care services. They kept on repeating their incapacity to pay even the nominal fees for issuing a case paper at the hospitals. They also explained the difficulties they had to face in order to meet a doctor to get their check up done. We have to keep moving around the entire hospital to find a doctor, said a street child. Children complained that the OPD counters shut before time and the doctors don't attend to them. To this Dr. Pallavi answered that the OPD remains open only for fixed timings and due to the large number of patients visiting the hospital each day it is difficult to cater to the needs of each and every person coming to the hospital. 

Group discussions

Group discussions were initiated following the lunch break. Children were asked to form a separate group so that they could list down their demands while the other members were divided into three groups. All the groups were asked to discuss on the following topics. The topics of discussion were as follows:

1.   Strengths of                          PSM

                           NGO

                                                          Media

2.   Improvement areas

3.   Strategies (innovative solutions, implemental, collaboration, corporate sector)

4.   Advocacy mechanism

Each group had an intense discussion over the above mentioned topics and after 45 minutes they were ready to share their thoughts. Following are the presentations made by individual groups on the above headings.

Group I Presentation

A Presentation was made by one of the representative of the group about the discussions made within the group.

1. Strengths of :

Preventive and Social Medicine Department
· Provide basic health facilities

· Provide awareness on cleanliness/ nutrition

· Provide education about drug addiction

· Referral system

· Organize health camps

· Provide health education 

NGO

· Relationship building through games and activities

· Counseling and orientation

· ability to provide basic medical Aid 

· provide education and training

· Organize growth and development programmes (Picnic, camps etc.)

· repatriation

· Awareness in society at urban and rural level

Media

· Awareness in society through TV, newspapers and Radio

2. Improvement areas:

· Child friendly approach

· Counseling and guidance

· Strong networking/ intercommunication within police and municipal authorities

· After care center to be put in action

· Emergency cases and HIV infection cases should be handled with care and free of cost.

3. Strategies

· Common understanding between government and non governmental organizations about  vulnerable groups and child rights

· Introduction of  I- cards

· Provision of First aid in case of emergency

· Fee wavier for issuing a case paper

· Police registration.

· referrals

· Financial support by public health department

· Discharge and after care center.

Group II Presentation 

A representative of group II came and shared the views of the group 

1. Strengths of:

 Preventive and Social Medicine Department

· Knowledge and sensitivity of the problem

· Ability to provide medical aid

· Outreach programme and outreach services

NGO
· Flexibility while working

· Focus agenda

· Availability of funds: NGO's can easily approach funding agencies and get funds approved without many difficulties.

· Ability to pressurize the government and policy makers and advocate for rights

· Trustworthy: people generally tend to trust the intentions of NGO's and do not suspect their efforts.

Media 

· Can be a good role model and play and important role in raising awareness among the street children.

JAPU

· Have the power and can control the children.

· Improvement areas

· Censor board intervention: Street children are often negatively portrayed my media especially in movies. This reflects a wrong image of the street child and hence the censor board must intervene and ban such projections of a street child.

· Coordination among various organizations for achieving a common goal. all the organizations function efficiently individually and no organizations be it an NGO or a Hospital functions sub standardly , and  a coordination between them is imperative in achieving common goals and objectives.

· It is also imperative to spread awareness among the stake holders.

Strategies:

· Child protection cell: such a unit is active in Nair hospital and it must be replicated in other public hospitals also.

· Resource directory: formulate and dissemination of resource directory consisting information about various NGO's/ practitioners/ associations.

· Case paper could bear a child line stamp a practice similar to the one adopted in Nair hospital.

· Network of individuals who are committed to work for the cause of street children should be available on the Internet for easy accessibility.

· Involvement of local corporaters/Mayor in policy making

· Signboards with information of hospitals, dispensaries to be displayed on railway stations and platforms.  

· A network of railway officials such as JAPU to be deployed at railway stations.

· In medical colleges at least one person should be identified who is motivated to work for the cause of street children. 

· Effort should be made to repatriate and rehabilitate street children.

Group III Presentation

The presentation made by group III is given below

1) Strengths of:

Preventive and Social Medicine 

· Training manpower to deal with health issues of street children

· Facilitating hospital admission, investigations, referrals and specialist services for street children.

· Outreach activities like health camps can be organized in partnership with NGO's

· PSM department can hold meetings with Corporation authorities for better facilities for street children

· Obtaining funds and facilities from reputed organizations such as WHO/ UNICEF

· Framing policies and planning for health programmes for street children 

· Conducting surveys and research in the area of health of street children. 

NGO

· Establish rapport with street children

· Creating health awareness among street children

· Arrange health camps with government/ private health facilities

· care for special needs of the children

· Act as a link between street children and health facilities

Media

· Highlight issues of street children

· Identify and highlight lacunae in health care of street children by government/ private hospitals and create awareness among people 

· Act as a watch dog

· Can highlight specific issues of harassment and neglect

JAPU
· Identification of runaway children and efforts to repatriate them.

· Help in arranging medical care of sick children

· Identify exploitation among street children and intervene

2.  Improvement areas

· Attitude if class IV employees and other staff towards street children

· Regular and effective follow up of action initiated and loss of momentum and interest be avoided.

· Collaborations with other sectors and looking at a broader picture

· Media to be sensitive and cautious while reporting about street children

· Motivate JAPU 

3. Strategies:

· Child care and child line units be initiated in hospitals coordinated by the PSM department

· Issuance of ID cards by local area police department to street children which can be used in hospitals and health facilities to facilitate health care.

· Dividing the city into three or four zones based on the population and distribution of street children and an NGO be allotted to each zone to take the responsibility of the street children of that zone.

· Identifying families to take care of uncared street children (foster homes) 

· Sensitization of hospital staff towards the problems of street children.

· Involvement of local corporaters. 

4. Advocacy

· Formation of a joint representative committee consisting of HOD of PSM depts. NGO representatives, Journalists and media persons and street children themselves to speak with high authorities.

· Such committees can insist government authorities to issue orders to all hospitals and health facilities to treat street children in an acceptable manner.

Presentation by street children 

“Fulfill our demands” was the bold heading of the presentation made by the children. The children came together and discussed the various difficulties they face in terms of receiving health care and further listed down their demands. A list of the demands placed by the children is as follows.

· Provision of a identity card with a lifetime validity and it should be valid in the hospital as well as in the railway.

· Wavier of case paper fees.

· Provision of health facilities in Bhagvati hospital similar to the ones available in Nair and Sion hospital  

· Awareness on cleanliness and hygiene and provision of sanitary  and bathroom facilities 

· Awareness and education about drug and alcohol addiction

· Provision of safe and portable drinking water.

At the end children raised a few important questions and seeked their answers. The questions raised were: 

· “ Till the time we are minors, we have shelter facility but where do we go after we are 18 years of  age,”

· “The constitution mentions that every child has the right to education then why are the street children ignored?”

· “We do not posses any proof of identity, what do we do?”

· “Why do the policemen take bribe from us when we earn money by selling things in the local trains?”

Decisions taken

Establish a network consisting of all the individuals working towards the cause of street children. This network could have a core group/ steering committee consisting of the HOD of the PSM departments, NGO’s, JAPU, lawyer and a few street children. 

The core group once formed will continuously give their time and energy to take this movement ahead.

Recommendations: 

Immediate

· Wavier of user fee

· Formation of a committee to work for this movement. 

Short term

· Issuance of ID card

· Formation of a child care unit

· Provision of sanitation facilities

· updating the resource directory and circulating it

· Sensitization of hospital staff towards better treatment of street children, different sensitization modules be used for different employees.

Long term

· Interlinkages with DWCD, ICDS, EDN local corporaters etc.

· Providing after care

· Lias with organizations which provide vocational training. the street children could be sent for such training s for capacity building.

· Provision of special services for children with disability/ special needs. and unmarried mothers.

Concluding remarks

Dr Potdar touched the hearts of all the children present there by giving them an example of a 100 rupee note. Dr Potdar asked the children “what would be the value of a100 rupee note if it was crumbled and crushed and thrown away?”, the children replied, it would still remain the same, “what if I soiled it with mud and dirt?” asked Dr. Potdar, the children replied “it would still be the same 100 rupee note”. Similarly, said Dr. Potdar, so is the value of a child and a human being whose worth does not shrink under any circumstances and the value of humanity and human beings will always remain at the pinnacle. 

Vote of thanks:

The consultation came to an end by vote of thanks by Ms Mary Arokia, of YUVA. 
VIII. Conclusion

The Right to Survival is a pre-requisite for the realization of all other rights including social, economic, cultural, civil, and political rights. Right to health is a right to life, right to live with dignity, and right to livelihood. In the Constitution of India, health is still not recognized as a fundamental right of citizens. The fundamental right to health would mean making the right to health care a legally enforceable entitlement. In the Alma Ata declaration, provision of universal, comprehensive primary health care was seen as the key to attaining health for all as part of overall development. Poverty contributes to undernourishment and ill-health. Thus there is a need to see health as being central to sustainable human development and formulating a national health policy with a detailed plan and timetable for realization of the core right to health care.
Street children with either the complete or partial lack of social structures are amongst the most vulnerable. Left on their own to survive they are exposed to a number of health and nutrition hazards. Added to this the need to work to earn and survive exposes them to hazardous environments and occupations. Being vulnerable and uncounted, they are part of an “invisible” population, invisible in most government schemes and programmes at city-level.

Mumbai city sees a huge influx of migrants, many of them being street children. Very few NGOs and government agencies in the city work towards repatriation and rehabilitation of street children back to where they belong. This results in many of the children ending up on the streets, many of them along with their families. The vulnerability of these children renders them unhealthy in many ways resulting in sickness and ill-health. With the existing public health infrastructure burdened by the burgeoning populations, many of the street children find it difficult to access public health services. Added to this is the lack of knowledge and ill-literacy among most of them. Coupled with lack of self-confidence and fear, makes them abhor usage of health services even more.

The Municipal Government of Mumbai city being the largest and most resourceful among the agencies to implement health services should strive towards providing comprehensive health services to these children. These government services should be supported by various NGOs who are working towards improving the health of such street children. Along with this, there is need for the general public and media to support such initiatives. 
Let us not forget the old idiom that “today’s children are the future citizens of the country”. The health of the nation depends of the health of today’s children. Street children too form a part of this generation. It will depend on a responsive government, and network of supportive NGOs, media and general public to ensure that the health of these street children are provided in Mumbai, the city of dreams.
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X: List of Annexes
Annexure 1: Checklist for Children living on Streets

Date of Survey:

Conducted by: Name _____________________________________________



Organisation __________________________________________

1.   Name of the area/street/settlement

2.   Type of street child: 2.1. alone / 2.2. living with family/2.3 other members on street

3. Name of child

4.  
Age of the child

5.
If answer to (2.2) is living with other members on street, then where is the family of the child located?  Within city/Outside the city (Please mention place details)

6.
Where does the street child conduct the following activities? 

i. Living (during most part of the day for resting, eating etc)

ii. Bathing/Ablutions

iii. Sleeping

7.
Has the child suffered any sicknesses in the past year? Yes/No (Please describe)

8.
If yes to (7), what did the child do?

i. Visited a health facility

ii. Did not visit a health facility

9. 
If yes to 8 (i), how did the child go to the health facility

i. Alone

ii. Family members

iii. Older street child

iv. Other street population members

v. NGO

vi. Government Official (please provide details)

10.
If yes to 8(i), please mention the type of health facility visited




 i. Public Hospital/Dispensary (Name)

ii. Private Hospital/Nursing Home/Dispensary (Name)

11.
If yes to 8(ii), please mention reason for not visiting a health facility?


  11.1. Didn’t get leave from employer


  11.2. Didn’t have elders to accompany

 
  11.3. Didn’t have money to pay for any expenses

        11.4. Got medicines from nearby pharmacy


  11.5. Ignored it

12. Please describe your experience at the health facility?


  12.1At reception                   


  12.2 At doctor’s room


  12.3 By nurses


  12.4 By Class III and IV staff


  12.5 By other hospital staff such as Lab Technician, X-ray, etc

13. Expenses for receiving care at the hospital?


  13.1. Direct Expenses (Consulting fees, medicines, lab tests, X-ray etc)


  13.2. Indirect Expenses (Transport, wage loss, bribes etc)

      14.
Did you pay any bribes at the public health facility? Yes/No, If Yes, amount

15.
What was the follow-up treatment prescribed?


   15.1. Laboratory Tests

         15.2. Diagnostic Tests (X-ray, CT-Scan, MRI)


   15.3. Hospitalization


   15.4. Medicines

16.
Did you complete the course of treatment prescribed?           Yes

No

17.
If Yes, what are the expenses incurred?

18.
If No, reasons for discontinuation?

19.
What are your expectations from the health facilities in the city?

      20.  Does the street child use any sort of tobacco/gutkha/solution/drugs etc

Thank you for participating in the survey

Annexure II: Survey on availability of Services for Children at Health Posts

Date of Survey:

Conducted by: Name    ------------------------------------------------------------ 



  Organization ___________________________________ 

1. Name & area of location of the Health Post
2. Ward: 
3. Population covered by the Health Post: 

4. Health Post is A/B/C/D type facility   

Section I- Availability of Services  

5. Timing of Health Post 

6.   Staffing Pattern

6.1. Does the Health Post have a Medical Officer (Pl. tick)

Yes                                      No

6.2. Qualification of the doctor    (Pl tick)

       MBBS/BAMS/BHMS/BUMS
6.3 If yes, then for how many days in the week the MO visits the Health Post?

· All six days                     

· Alternate days

· Two days 
 6.4. Please mention the timings of availability of MO in Health Post

6.5 Other staff available at the health post 
	             Staff 
	   Available 
	If Yes 

No. of days 
	If Yes 

No. of hours 

	
	Yes
	No 
	
	

	Pharmacist
	
	
	
	

	ANM/MPW
	
	
	
	

	Lab Technician
	
	
	
	

	Any other staff
	
	
	
	


7.   List down the pediatric formulations (syrups) of all the medicines available at the Health Post.  

8.  Equipment available to monitor growth of children (0-6 years) (Pl Tick)
      8.1 Growth charts                          Yes                             No 

      8.2 Weighing Scale                        Yes                            No

      8.3 Height Chart                             Yes                            No 

9.  Is the weighing scale in working condition (Pl Tick)
             Yes                             No
10. Please note down the type of weighing scale available at the Health Post. 

      Sling-type

     Ground-type    
11. Immunization & Vitamin supplements available at the Health Post.  

      (Response in Yes or No)  

11.1  DPT 

11.2. OPV

11.3. Measles 

11.4 Tetanus

11.5 Vitamin A 

11.6 Iron Supplement  

12.  Emergency care available at the health post level (please tick if available)

12.1 Dog bite

12.2 Snake bite 

12.3 Minor burns 

12.4 Minor injuries 

12.5 Pneumonia 

Section II: Utilization of Services available at the health post (Details to be recorded from the PHC register)

13. Number of children visiting the OPD per day

14. Number of children vaccinated per week by the Health Post 

15. Number of children treated per week by the Health Post
Section III
16. Has the Health Post ever referred any case of malnutrition to any other   
 facility?  
17. If yes then how many have been sent to 

· Public Facilities 

· Private Facilities 

Annexure III: Checklist for Pregnant Women and Women with children less than 6 years old who are living on the street

1) General Details

1.1) Name of mother

1.2) Age

1.3) If having child less than 6 years old, age of child

1.4) Area of settlement/street

2) Details of woman

2.1) Is the woman legally married?  Yes/No

2.2) Does the husband stay with the woman?  Yes/No

2.3) Does the husband contribute money for woman’s/child’s health? Yes/No

2.4) Is the money received on a daily basis? Yes/No

2.5) If No, frequency of receiving money? Every two days/weekly/occasionally

2.6) Is the money sufficient to pay for pregnant woman’s and/or mother and child’s daily food expenses? Yes/No/Some extent

3) Details of health services

3.1) Has the pregnant woman/mother visited health facility before pregnancy for medical visits? Yes/No

3.2) If Yes, type of facility visited. Government/Private

3.3) If No, reasons for not visiting a health facility?

        3.3.1) Did not know regarding visit to hospital

        3.3.2) Did not get time from work

        3.3.3) Had no one to accompany to the hospital

        3.3.4) Did not bother

3.4) Has the pregnant woman/mother heard of ICDS programme/Anganwadi/Balwadi?  Yes/No

3.5) Has the pregnant woman/mother received/visited any services through Anganwadi/Balwadi?  Yes/No

4) Details of delivery and costs

4.1) Has the woman delivered in the last 2 years? Yes/No

4.2) Where was the delivery conducted? Home/Public/Private

4.3) What were the costs incurred during the delivery?

4.4) How were the costs managed?


4.4.1 Savings


4.4.2 Contributions from relatives/friends


4.4.3 Sale of assets (please describe)


4.4.4 Borrowings (please describe) 


4.4.5 Others (please describe)

4.5) Were you satisfied with the services received at the health facility for your delivery? Yes/No/Somewhat (please describe)

4.6) Does the woman know/has been informed about Janani Suraksha Yojana? Yes/No (If yes, please ask source of information)

4.7) What do you expect from the government in terms of health services provision? (Please describe) 

Thank You

Annexure IV: NGOs in Mumbai working with street children

Ref: www.karmayog.org. Accessed on: 30 November 2007

	Sl No
	Name of NGO
	Office Location
	Coverage
	Focus Area related to  
Children

	1
	Aabha
	Goregaon (East)
	Mumbai/Navi Mumbai
	· non formal education to street children and children of migrant labourers  

· Medical camps for community health

	2
	Aangan Trust
	Tardeo
	Maharashtra
	· Rehabilitation of institutionalized children

	3
	Action Aid India
	Mandvi
	Mumbai
	· Poverty alleviation 

· Influence policy at national and international levels

· Grant and grant-in-aids to organisations working with street children

	4
	Akanksha Foundation
	Chinchpokli
	Mumbai
	· Child development

· Child education

	5
	Amchi Kholi
	VT
	Mumbai
	· Day care center for street Children

	6
	Anand Kendra Trust
	Worli
	Mumbai
	· Home for destitute orphaned boys

	7
	Anjuman-E-Mufidul Yatama
	Mumbai Central
	Mumbai
	· Residential school for orphans & destitutes offering primary education till 18 years age

	8
	Apne Aap Worldwide
	Kamathipura
	Mumbai
	· Anti-sex trafficking of young girls

	9
	Aseema Charitable Trust
	Bandra (W)
	Mumbai
	· Promote and protect human rights of street children

	10
	Asha Daan
	Byculla
	Mumbai
	· Home for abandoned, destitute and handicapped children affected with HIV/AIDS

	11
	Asha Sadan
	Charni Road
	Mumbai
	· Accommodation, education and social needs for girls (orphans, semi-orphans and from broken homes)

	12
	Bal Anand Community Center
	Malabar Hill
	Mumbai
	Welfare of street children

	13
	Bal Asha Trust
	Mahalakshmi
	Mumbai
	Medical services to pavement dwellers around Mazgaon

Temporary shelter for destitute and abandoned children

Foster care to institutions and nursing homes for children below 5 years

Shelter for HIV babies

	14
	Bal Bhavan Society of the Helpers of Mary
	Andheri (W)
	Mumbai
	Lodging and board for orphans



	15
	Bal Prafullta
	Andheri (E)
	Mumbai
	Child rights

Childline facilities

Care, protection, treatment, and opportunities for rehabilitation and treatment of children

	16
	Bal Sehat Kendra 
	Mahalakshmi
	Mahalakshmi-East
	Balwadi for 3-5 years

Focus on health and nutrition on pregnant women and children (less than 5 years age) 

	17
	Bal Vikas
	Malad (East)
	Mumbai
	Facilitates adoption of deserted children

	18
	Bal Jeevan Trust
	Pedder Road
	Mumbai
	Healthcare, nutrition, literacy and basic education, support services and income generating schemes of rag-picking street children

	19
	Bapnu Ghar
	Worli
	Mumbai
	Foster Care and adoption

	20
	Bombay Mothers Children Welfare Society
	Lower Parel (East)
	Mumbai
	Ant-child exploitation

Child welfare

Home for destitute children

	21
	Chembur Children’s Home
	Mankhurd
	Mumbai
	Food, clothing, shelter, medical and educational facilities to orphan and destitute children

	22
	Child Rights and You (CRY)
	Matunga (East)
	National
	Catalyst for child rights and development activities

	23
	Childline India Foundation
	Grant Road
	National
	Manages 1098- a 24 hour toll free emergency phone and outreach service for children in need of care and protection

	24
	Childraise
	Mahim (W)
	Mumbai, Pune
	Welfare of the special child

Helpline for parents and well-wishers of a child with disabilities.

	25
	The Children Aid Society, Bombay
	Sandhurst Road
	Mumbai
	Home for children remanded by Juvenile and Juvenile Welfare Board

Orientation to vocational courses, medical facilities, child guidance clinic services and probation services to children

	26
	Children Toy Foundation
	Fort 
	Mumbai
	Child welfare and education

	27
	Children of the World (India) Trust
	Tardeo
	Mumbai
	Educational sponsorship, vocational training, adoption agency, income generating activities to needy children and their families in slum communities

	28
	Community Development Centre
	Malad (W)
	Mumbai
	Street children, commercial sex workers’ children and underprivileged children

Vocational training for children

	29
	Coordinators Committee for Vulnerable Children (CCVC)
	Mumbai Central 
	Mumbai
	Anti-child abuse

	30
	D N Sirur Balakashram Orphanage
	Vile Parle (East)
	Mumbai
	Home and vocational training for orphaned and destitute court boys 

	31
	Deprived Children! and You
	Sakinaka
	Mumbai
	Educational, nutritional and rehabilitation of deprived and under-privileged children

	32
	Don Bosco Boys Home
	Borivili (W)
	Mumbai
	Home for street boys, orphans, destitutes and school dropouts 



	33
	Door Step School
	Grant Road
	Mumbai-A Ward
	Literacy among slum communities and groups of street and working children in ‘A’ ward

	34
	El-Shaddai Ministeries
	Andheri (East)
	Mumbai
	Rehabilitation of marginalized, children in slums, and orphans especially the girl child

	35
	Fulora Foundation
	Goregaon (East)
	Mumbai
	Total rehabilitation of street children

	36
	Garaj
	Juhu 
	Mumbai
	SOUP (Street Orphan Underprivileged Project) for basic need provision, such as food, education and medicines of children

	37
	Good Samaritan Mission
	Vikhroli (East)
	Mumbai
	Homes for Street Children

Free Dispensary for slum children

	38
	Helping Hands in Service
	Churchgate
	Mumbai
	Formal and non-formal education, vocational training, healthcare and hygiene for underprivileged children

	39
	India Sponsorship Committee
	Colaba
	Mumbai
	Education of children

	40
	Indian Association for the Promotion of Adoption and Child Welfare
	Girgaon
	Mumbai
	Provision of permanent care to children who are deprived of their families

Foster care, adoption programmes

	42
	Meljol
	Mumbai Central
	Mumbai
	Child Rights

	43
	Mobile Creches, Mumbai
	Colaba
	Mumbai, Navi Mumbai, Thane
	Comprehensive education and child care of construction workers’ children

	44
	Muskan
	Andheri  (East)
	Mumbai
	Child Shelter

	45
	National Addiction Research Center (NARC)
	Andheri (West)
	Mumbai
	Residential detoxification facility, de-addiction treatment, 

	46
	National Domestic Workers Movement- Children in Domestic Work
	Mazgaon
	Mumbai
	Anti-child labour activities

Advocacy and lobbying of child rights



	47
	The Children’s Aid Society
	Umerkhadi
	Mumbai
	Short term residential home for children

	48
	Our Children
	Prarthana Samaj
	Mumbai
	Working with children in welfare institutions

	49
	Our Lady’s Home
	Dadar (East)
	Mumbai
	Free boarding and lodging for orphan boys or boys having one parent

	50
	PACT (Promise to Act for Children Today)
	Nariman Point
	Mumbai
	Support projects related to street children and children living in slums such as residential homes, and day-care centers

	51
	Pavement Children’s Project- Women’s Welfare Society
	Mazgaon
	Mumbai
	Non-formal education

Awareness programmes

Nutrition

Counseling and community work

	52
	Pratham
	Nana Chowk
	National
	Child Education

Anti-child labour campaign

	53
	Prerna, Mumbai
	Powai
	Mumbai
	Welfare of child victims of sexual exploitation

	54
	Rays of Hope Ministeries
	Kurla (East)
	Mumbai
	Day Care Center for children of slums and streets

	55
	Saathi
	Mumbai Central
	Mumbai
	Health, vocational training, education, and psycho-social support of street children and youth 

	56
	Salaam Balak Trust
	Umerkhadi
	Mumbai
	Night Shelter facilities for girl children, day care, balwadi facilities, nutrition, medical aid and counseling, vocational training and rehabilitation

	57
	Sambhav Foundation
	Kandivili (West)
	Mumbai
	Social justice and empowerment of street children

	58
	Shanti Dan
	Borivili (West)
	Mumbai
	Medical Treatment for street children above 8 years age

	59
	Shelter Don Bosco
	Matunga
	Mumbai
	Shelter, Medical Facilities, Research and Documentation on street children

	60
	Sneha Jeevan Kendra
	Andheri (East)
	Mumbai
	Day care center and balwadis for children 

	61
	Sneha Sadan
	Andheri (East)
	Mumbai
	Runs contact center “Amchi Kholi” at VT station 

Children Home

	63
	Sneha Sagar Society
	Andheri (W)
	Mumbai
	Orphanage for destitute children

	64
	Society to Heal, Restore and Educate (SHARE)
	Sion (East)
	Mumbai
	Medical care of street children

	65
	SOS Villages of India
	Fort 
	Mumbai
	Family care to orphan, destitute and needy children

	66
	Terres De Homes
	Andheri (East)
	Mumbai
	Supports basic child rights activities 

	67
	World Children Welfare Trust India
	Chembur
	Mumbai
	Home for abandoned and destitute children

	68
	Women’s Empowerment Center and Network (WECAN)
	Mahim (West)
	Mumbai
	Orphanage 

	69
	Voluntary Organisation in Community Enterprise (VOICE)
	Andheri (West)
	Mumbai
	Education among street children



	70
	The Vatsalaya Foundation
	Mahalakshmi
	Mumbai
	Education, Shelter of street children

	71
	The Vatsalaya Trust
	Kanjurmarg (East)
	Mumbai
	Day Care and rehabilitation centers



	72
	Vision in Social Arena
	Borivili (West)
	Mumbai
	Shelter for street children

	74
	YMCA- Andheri Center
	Andheri (West)
	Mumbai
	Shelter home



	75
	YUVA
	Parel
	Mumbai
	Forming community based organisations among street children, slum children and pavement dwellers


Annexure V: List of Government Programmes/Schemes aimed at Unorganized sector populations/homeless populations/destitute women/children/street children

	Sl No
	Name of Scheme
	Nodal Department
	Implementing Agency
	Target population/Scope of Activity

	1
	ICDS
	MWCD
	DWCD (State Govt)
	Children (0-6 years age)
Adolescent Girls (13-18 years age)

Pregnant Women

	2
	Integrated Programme for Street Children
	MSJE
	90%- Cost Central Government

10% - Implementing Agencies, such as State Govt, Union Territory Admin, Local Bodies, Education Institutions & Voluntary Orgs
	Street Children

	3
	CHILDLINE
	MSJE
	CIF (Nodal Agency)

Collaborating NGOs
	Street Children

	4
	Shishu Greh Scheme
	MWCD
	Central Adoption Resource Agency
	In-country adoption of children upto 6 years age

	5
	Scheme for Welfare of Working Children in Need for Care and Protection
	MWCD
	DWCD (State Govt)
	Child workers in urban areas

	6
	Rajiv Gandhi National Scheme for Children of Working Mothers
	MWCD
	Central Social Welfare Board, Indian Council of Child Welfare & Bhartiya Adim Jati Sevak Sangh
	Working Mothers in Unorganised Sector

	7
	Swadhar
	MHRD
	DHRD (State Govt)
	Short-stay home for women in difficult circumstances

	8

Sl No
	National Programme for Adolescent Girls

Name of Programme/Scheme
	MWCD

Nodal Department
	DWCD (State Govt)

Implementing Agency
	Undernourished adolescent girls 

Target Population/Scope of Activity

	
	
	
	
	(11-19 years age)

	9
	Kishori Shakti Yojana
	MWCD
	DWCD (State Govt)
	Adolescent Girls (11-18 years age)

	10
	Mid-day meal scheme
	MHRD
	Dept of Education (State Govt)
	Children in Municipal Schools

	11
	School Health Programme
	MHRD (Dept of Education)
	Public Health Department (Municipal Level)
	Children in Municipal Schools

	12
	National Initiative for Child Protection
	MSJE
	National Institute of Social Defense and CHILDLINE India Foundation
	Campaign for  child rights

	13
	Sarva Shiksha Abhiyan
	MHRD
	Dept of Education (State Level)
	Elementary Education of children and Street Children

	14
	Integrated Child Protection Scheme
	MWCD
	DWCD (State Govt)
	Street Children

	15
	Early Childhood Education (ECE)
	MWCD
	DWCD (State Govt)
	3-6 years age group children

	16
	National Commission for Children
	MHRD
	HRD (State Govt)
	Child Rights

	17
	Rastriya Swasthya Bima Yojana
	Min of Labour
	Dept of Labour (State Govt)
	Health Insurance for Unorganized sector

	18
	Short-stay homes
	MHRD
	DWCD (State Govt)
	Short Stay Homes for Women and Girls in Difficult circumstances

	19
	National AIDS Control Programme
	MOHFW
	DHFW (State Govt)
	HIV/AIDS programme for affected populations

	20
	Reproductive Health Programme-Phase II
	MOHFW
	DHFW (State Govt)
	Reproductive and maternal health 

	21
	National De-Addiction Programme
	MSJE
	State Govt and Municipal Hospitals, NGOs
	De-addiction for affected populations including street children

	22
	Janani Suraksha Yojana
	MOHFW
	State and Municipal Govt
	Pregnant women


XI. Author’s note
When I first started to work on this research project I wasn’t sure how it will shape up in the end. Although having lived in Mumbai city for most of life, for me street children were just a part of the milieu of this city. I had never interacted with one before embarking on this research study and I was completely at jitters when I started my field visits to meet some of these children in areas where they lived, worked and played. During the journey of getting this research paper ready I was supported by a lot of street children. One name stands out is Babloo, who is usually seen on Platform 8 of Dadar Station. This boy made me look at street children in a different light and even now when I am near that area I make it a point to search for him, but most times he is found away at work.

This research study wouldn’t have seen the light of day for the patience and continuous support of Ms Arokia Mary, Child Rights Coordinator, YUVA, Mumbai. I am equally indebted for the support and love that I received from other members of YUVA team in Mumbai, namely, Mr Raju Bhise, Ms Phoebe Simon, Mr Santosh Damale, and Mr Maju. I also wish to thank Mr K T Suresh, Executive Director, YUVA, Mumbai, for entrusting this assignment to me.

Looking forward to working with you all. Let us together contribute for improving the lives of street children living in Mumbai.
Denny John
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Box 3: National Socio-Demographic Goals for 2010





Address the unmet needs for basic reproductive and child health services, supplies and infrastructure.


Make school education up to age 14 free and compulsory, and reduce drop outs at primary and secondary school levels to below 20 percent for both boys and girls.


Reduce infant mortality rate to below 30 per 1000 live births. 


Reduce maternal mortality ratio to below 100 per 100,000 live births.


Achieve universal immunization of children against all vaccine preventable diseases.


Promote delayed marriage for girls, not earlier than age 18 and preferably after 20 years of age.


Achieve 80 percent institutional deliveries and 100 percent deliveries by trained persons.


Achieve universal access to information/counseling, and services for fertility regulation and contraception with a wide basket of choices.


Achieve 100 per cent registration of births, deaths, marriage and pregnancy.


Contain the spread of Acquired Immunodeficiency Syndrome (AIDS), and promote greater integration between the management of reproductive tract infections (RTI) and sexually transmitted infections (STI) and the National AIDS Control Organisation.


Prevent and control communicable diseases.


Integrate Indian Systems of Medicine (ISM) in the provision of reproductive and child health services, and in reaching out to households.


Promote vigorously the small family norm to achieve replacement levels of TFR.


Bring about convergence in implementation of related social sector programs so that family welfare becomes a people centred programme. 
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