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ABSTRACT

Epidemiology has often been regarded as a discipline useful only to
those engaged in public health activities. Clinical epidemiology is the study
of variation in the outcome of illness and the reasons for those variations.
For many conditions the most important determinants of outcome are
diagnostic and therapeutic interventions. The results obtained from clinical
epidemiological research have direct applications for the providers of health
care. The present article discusses the applications of clinical
epidemiological research for making decisions related to the impact of
diagnostic or therapeutic procedures on illness outcome.

Epidemiologic thinking differs conceptually from clinical thinking. Epidemiology can
be defined as the study of disease and other health related phenomena in groups of
persons. The word is derived from the Greek epic (upon) and demos (people). The
epidemiologist thus thinks in terms of groups, not individuals, and asks whether a group
of patients with a given demographic, clinical, and psycho-social characteristics will fare
better, average or just OK, with a particular medical or surgical therapy. He will then
advocate that the patients receive the treatment with the higher average rate of success.

A clinician caring for, an individual patient needs to consider published data based
on groups of patients with knowledge of factors about the particular case at hand. He
must make decisions for that patient, not for some hypothetical group of patients,
however, similar the members of the group may appear to be to his

*Colonel Armed Forces Medical College, Pune.
**Reader, Department of Education and Training, National Institute of Health and Family
Welfare, Munirka, New Delhi-110067.

104



Patient and his decisions are often all or none: whether to order a certain diagnostic test,
whether to recommend surgery or medication, whether to continue or discontinue life
support measures. Since, in order to be effective, the clinician must believe that each of
his decisions is best for his patient. Although he may be aware of uncertainty, he cannot
afford to act indecisively. Consequently, he views the range of choices as right ones and
wrong ones.

The epidemiologist is not obliged to make decisions for individual patients, he can
live with uncertainty. He focuses on improving the health of population and is less
interested in the outcome of individuals within these populations; he prefers to think
probabilistically.

It is important to emphasize that some fundamental clinical facts can be observed
only in groups. No amount of path physiologic, mechanistic reasoning would reveal that
the sex ratio at birth is not 50:50 but 51.5: 48.5, or that males have a higher overall
mortality rate than females. Predicting the sex of an individual newborn or whether a
given women will outlive a given man is subject to considerable error. But the sex ratio
among the next 1000 newborns or the comparative mortality of a large representative
group of men and women can be predicted within a fairly narrow range.

In the past, these two different approaches, individualized and mechanistic on the
one hand, group oriented and probabilistic on the other, have had little in common. Unlike
the laboratory based sciences, epidemiology tended to remain far from the bedside.
Epidemiologists concerned themselves almost exclusively with investigating the etiology
of infectious and chronic diseases, and clinicians consequently found epidemiology to be
of little relevance to their roles as caretakers and decision makers. Medical, dental, or
nursing school courses in epidemiology were viewed with an attitude ranging from
indifference to contempt.

Recently, however, the essential compatibility and mutual benefit of the two
approaches have become more evident, and this has given rise to the term clinical
epidemiology. Although all epidemiology is clinical in a broad sense, since it concerns
disease and other health related phenomena, classical epidemiology has usually
concerned itself with disease etiology. Clinical epidemiologists also study etiology, but
are equally interested in diagnosis, prognosis, therapy, prevention, evaluation of health
care services and analysis of risks and benefits.

Happily, this marriage of the epidemiologic and individual clinical approaches is
proving fruitful not only to patients, their caretakers, and
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researchers, but also to the disciplines themselves. Inferences based on statistical
associations can lead to new avenues of laboratory investigation.

Definition

Clinical epidemiology can be defined as study of variation in the outcome of illness
and of reasons for that variation.

Clinical Epidemiology: Main Areas of Interest

The main areas of interest within clinical epidemiology are etiology, diagnosis,
prognosis, treatment, and prevention, analysis of the risks and benefits of diagnostic and
therapeutic maneuvers and evaluation of health care services.

Etiology

What are the causes of coronary artery disease (CAD)? Most of what we know
about this condition derives from long-term, population-based epidemiologic studies. For
example, in the well-known Framingham study, a two-third sample of the 30 to 60 year
old population of that Massachusetts town was examined at the inception of the study
and periodically thereafter to identify socio-demographic and clinical risk factors for CAD.
As a result of this and other similar studies, it is now widely acknowledged that smoking,
hypertension, high blood cholesterol levels, insufficient exercise, and a high-stress (so-
called type A) personality significantly increase the risk of heart attack.

Diagnosis

How is CAD diagnosed? A variety of invasive and non-invasive diagnostic tests
have been developed in an attempt to assess the anatomic state of the coronary arteries,
the derangement in blood supply to the heart muscle, and the resulting tissue damage.
These include blood tests, roentgen graphic studies, electrocardiograms (at rest and
during exercise), and radio isotopic tracer uptakes. Before such tests achieve wide
application, they should be subjected to appropriate epidemiologic study to ascertain their
ability to discriminate accurately between individuals with and without CAD or its sequel.
That is what are the specificity and the sensitivity of such investigations?
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Prognosis

What is likelihood that patient with CAD will be alive in 5 years? That is;
Epidemiology related to future morbidity and mortality. These prognostic factors are
analogous to the risk factors discussed above in reference to etiology but include, in
addition, various indicators of the extent and severity of the underlying disease in
question. Some prognostic factors are casually related to the outcome (morbidity or
mortality) of interest; others serve merely as markers of the underlying disease or other
causal factors. Fortunately, prognosis is a dynamic, rather than static, process that can
be influenced by treatment and prevention. In other words, therapeutic and preventive
interventions can themselves be prognostic factors.

Treatment

Most questions about therapeutic efficacy (surgical vs. medical, drug vs. placebo,
drug A vs. drug B, treatment vs. no treatment) are best answered by means of
experimental epidemiologic studies, also called clinical trials. In the past, many
treatments that were recommended for patients with CAD, based on 'Clinical Experience'
and 'Cumulative Wisdom' rather than well designed clinical trials, were subsequently
shown to be useless or even harmful. Intramyocardial implantation of the internal
mammay artery, for example, became a popular surgical treatment in the 1950s and
1960s, following the enthusiastic, but uncontrolled, experiences of its developers. Later
studies with longer-term follow-up showed far less impressive results, and the procedure
was subsequently abandoned. By contrast, coronary artery bypass grafting using a
portion of the saphenous vein from the leg has been the subject of several well designed
clinical trials. These trials have provided much useful information about its merits and
limitations for specific groups of patients.

Prevention

How can CAD be prevented? Some epidemiologists distinguish here between
primary prevention (preventing the disease from developing in the first place) and
secondary prevention (preventing progression or complication of disease already
present). In fact, many experts believe that recent changes in smoking, eating, and
exercise behavior and improved control of hypertension are responsible for the clearly
perceptible decline in morbidity and mortality from CAD.

107



Evaluation of Health Services

Here we have the provision of a service (a certain mode of providing health care
for coronary patients), rather than a specific treatment, but many of the epidemiologic
methods (especially clinical trials) for evaluating such a service are similar to those used
to study efficacy of treatment. Older epidemiologic evidence suggests that Coronary Care
Units (CCUs) are not effective in reducing post infarction mortality, but new trials are
required to assess the potential benefit of more recent monitoring and therapeutic
techniques.

Analysis of Benefits and Risks

Suppose it could in fact be shown that CCUs result in a slightly lower rate of post-
infarction mortality. Suppose, however, that the constant noise, light, and tension of such
units kept most patients from sleeping and resulted in some developing stress ulcers.
How great a reduction in cardiac mortality would be necessary to justify this increase in
non-cardiac morbidity? Or, suppose it costs a, one million dollars in CCU expenses for
each 10 years of life saved by the unit. Is it worth it? Since financial resources are limited,
can a greater reduction in cardiovascular mortality be realized by spending those one
million dollars on mobile emergency rescue vehicles? Or on an anti-smoking campaign?
Weighing the potential benefits, risks and cost of diagnostic, therapeutic and health care
approaches comprised a set of activities including decision analysis, cost benefit analysis,
and cost effectiveness analysis. With the growing recognition that no course of action is
without adverse consequences and that choices are inevitable, these activities are
receiving increased attention from clinical epidemiologists (as well as from economists
and ethicists).

Current and Future Relevance

Many of the current controversies and unproven hypotheses in medicine will
require epidemiologic research. Does coffee consumption increase the risk of developing
pancreatic cancer? Will daily aspirin administration lower the risk of myocardial infarction
or sudden cardiac death? What are the risks and benefits of home labor and delivery? Do
tonsillectomy and or adenoidectomy lesson recurrence of pharyngitis (throat infection) or
otitis media (middle ear infection)? Does tight control of blood sugar improve long-term
prognosis in patients with insulin dependent diabetes? What are the diagnostic benefits of
new imaging techniques, such as positron emission tomography (PET) and magnetic
resonance imaging (MRI)? These questions require the knowledge of clinical
epidemiology
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By physicians so that they are able to interpret and apply published research to the best
advantage of their patients.

Lkkjka’k

Tkuifnd& jksxfunku ¼,ihMsfe;ksykth ½ dks izk;% tu&LOkkLF; xfrfof/k;ka ls tqM+s O;fDr;ksa ds

fy, gh mi;ksxh fo"k;&{ks= le>k tkrk gSA fDyfudy ,ihMsfe;ksykth ds vUrZxr jksx ds ifj.kkeksa esa

fofo/krk vkSj mu fofo/krkvksa ds dkj.kksa dk v/;;u fd;k tkrk gSA ,slh vusdksa ifjfLFkfr;ka gksrh gSa]

ftuesa uSnkfud rFkk fpfdRldh; gLr{ksiksa ds ifj.kke gh lokZf/kd egRoiw.kZ fu’pk;d gksrs gSaA fDYkfudy

,ihMsfe;ksykWth laca/kh vuqla/kku ls izkIr fu"d"kZ gh LokLF; ifjp;kZ lsok iznku djus okyksa }kjk

lh/ks&lh/ks iz;ksx esa yk;s tkrs gSaA izLrqr ys[k esa jksx&ifj.kkeksa ij uSnkfud vFkok fpfdRldh; ds izHkkoksa

ds lanHkZ esa fu.kZ; ysus ds fy, fDyfudy ,ihMsfe;ksykWth vuqla/kku ds iz;ksx ds ckjs esa ppkZ dh xbZ gSA
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A STUDY ON CURRENT STATUS OF TRAINING INSTITUTIONS IN HARYANA
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ABSTRACT

This article attempts to review the present training policy, strategy,
infrastructure and facilities available for training of panchayati raj members
in Haryana. No training policy was formulated by the State Government but
some guidelines had been given to the training institutions. One time crash
training programmes were organized for panchayati raj members of all the
three tiers. The study concludes that the training institutions had certain
deficiencies in terms of infrastructure and facilities. Recommendations have
been made by the authors for improving the functioning of panchayati raj
members.

Under the Constitution (73rd Amendment) Act 1992, the Panchayati Raj Institutions
have been endowed with powers and responsibilities with respect to the preparation of
plans and implementation of schemes for economic development and social justice.
Review of various studies on Panchayati Raj Institutions in India shows that the
Panchayati Raj members lacked knowledge about their responsibilities in regard to
mobilizing resources, managing common property and preparing a perspective plan for
development and social justice. Also, they had no idea about micro level planning for
village development. They could not appreciate the value of people's participation in
Gram Sabha. They lacked clear understanding about their roles and responsibilities.
Sarpanches lacked skills in conducting meetings of Gram Sabha. These findings project
the need to have an effective training programme for panchayati raj members to enhance
their capabilities to take up the new responsibilities effectively. Hence, the present study
was carried out to review the present training policy, strategy, infrastructure and facilities
available for training of panchayati raj members in Haryana so as to suggest
improvements in the training programmes.
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MATERIALS AND METHOD

The present study was undertaken at Nilokheri, a small town on Grand Trunk
Road at a distance of 145 kms from Delhi towards Ambala, to study the State training
institutions, namely; the State Community Development Training Centre (SCDTC) and
Haryana Institute of Rural Development (HIRD). These two institutions were entrusted
with the responsibility of training the elected members by the Government of Haryana.
Secondary data were collected and analyzed. Primary data were also collected by
interviewing the faculty members of both training institutions to know about the training
policy, strategy, infrastructure and facilities, competence of faculty members and their
suggestions about the training needs of elected members. Observations were made at
the training institutions for studying the infrastructure and facilities.

FINDINGS

Training Policy and Strategy for Training of Panchayati
Raj Members

It was found that there was no separate training policy document but the faculty
members of training institutions were provided with guidelines by Haryana Government.
Just after the elections in 1995, for the training needs assessment, seven workshops
were organized at HIRD, Nilokheri. The participants’ were.DDPOs, BDPOs, Executive
Engineers of panchayati raj, doctors and SDOs of development departments, etc. The
areas for training were identified and the training curriculum was prepared for all the three
tiers. Then the assessment of training load was made by calculating the total number of
elected members and dividing into batches of 50-60 per training programme.

It was decided by the faculty of training institutes that the zila parishad members
would be trained at HIRD for five days and the panchayat samiti members would be
trained at district headquarters for two days by the faculty of SCDTC, Nilokheri, with
DDPO as the co-ordinater of the programme. The Gram Panchayat members would be
trained at block level for one day by a team of DDPO, legal officer and BDPO after being
trained at SCDTC, Nilokheri, with BDPO as the co-ordinator of the programme. The
methodology of training was decided to be lecture discussions, field visits and role plays.
The evaluation of the training was to be done only at the end of the course by means of
questionnaires. The allocation of financial resources for TA/DA, infrastructure,
honorarium, background materials and POL was made by the Haryana Government.
Research studies were
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Conducted only at HIRD, Nilokheri, sponsored by the Government of India, Government
of Haryana, IIPA and NIRD, Hyderabad.

Training Infrastructure and Facilities

The State Community Development Training Centre (SCDTC), Nilokheri, was
established in April 1954 by the Government of India after launching of community
development programme in 1952 for training of its functionaries. In 1967, it was handed
over to the State Government of Haryana. Main objectives of the training centre were to
impart: (i) training to block and village level functionaries of various departments, to
acquaint them with self-employment and wage employment programmes of State and
Central Government for eradication of rural poverty, (ii) training to the representatives of
the PRIs in the areas of panchayati raj and rural sanitation, and (iii) training to executive
members of mahila mandals for the upliftment of rural women and children. Haryana
Institute of Rural Development (HIRD), Nilokheri, was started in 1993 as an autonomous
body for research and training of district and State level officers.

Observations were made and the head of SCDTC and faculty of HIRD were asked
about their views on infrastructure and facilities as depicted in Table

SCDTC, Nilokheri, had its own single storeyed building with enough rooms and
adequate furniture. It had three hostels for trainees, one being exclusively for women.
Teaching aids, library books and equipment were adequate. Transport facility and
electricity supply were adequate. Financial position for salaries was adequate.

The deficiencies noticed were lack of library hall, personal computer, cyclostyling
machine, adequate number of staff quarters and water supply. The financial position for
training was inadequate and for research it was nil. Two posts were lying vacant and the
training load was excessive. To overcome these deficiencies steps were being taken
according to the principal of the training centre. To avoid excessive training load he
suggested four divisional training centres in Haryana.
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TABLE 1

INFRASTRUCTURE AND FACILITIES AVAILABLE AT THE TRAINING
INSTITUTIONS AT NILOKHERI

Contents SCDTC, Nilokheri HIRD, Nilokheri

Date of Observation

1. Physical Infrastructure
- Building

2. No. of room for
- Staff room
- Office
- Lecture room
- Library
- Hostel

29.12.1997

Single storeyed

1
1
2+seminar hall
No room
3 hostels (one for
women - 50)

29.12.1997

Double storeyed

2
2
2 Conference Rooms
1
1 Hostel double
storeyed (30)

3. Furniture (Chairs, tables,
stools, benches)
- Lecture room
- Hostel
- Library

Adequate
Adequate
No room

Adequate
Adequate
Adequate

4. Equipment
- Typewriters
- Cyclostyling machine
- Water cooler
- Refrigerator
- Photocopier
- Personal computer

Yes
No
Yes
Yes
-
No

Yes
Yes.
Yes.
Yes
No
No

5. Teaching Aids
- Blackboard and chalk
- Charts and graphics
- Flash cards, models
- Overhead projector
- Audio visual aids (slides,

TV.VCP)

Yes
Yes
Yes

-
-

Yes
Yes
Yes
-
-

6. Staff Quarters Insufficient Sufficient

7. Boundary wall around institute
and staff quarters

Yes Yes
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Contents SCDTC, Nilokheri HIRD, Nilokheri

8. Water supply Inadequate Adequate

9. Electricity supply Adequate Adequate

10. Facilities for FPDA Yes No

11. Transport facilities of vehicle
and POL

Adequate - 2 vehicles
Jeep, Bus 52 seated

Adequate 2 vehicles,
Ambassador, Swaraj
Mazda Bus

II. Financial Position Regarding
- Salaries
- Training

- Research related to TNA
and evaluation

III. Manpower Load

-No. of staff in
position/vacant positions

-Training Load

Adequate
Insufficient (grant 1
lakh/year)
No grant

2 posts vacant (50 staff,
8 trainers)

Excessive

Adequate
Sufficient

Adequate

For training, no
staff recruited only
2 faculty members
on deputation from
NIRD for 5 years
and called guest
faculty (18-20 staff)

Normal

No. of Courses Held Official Non-
official

Official Non-
official

1994-95
1995- 96
1996-97
1997-98

No. of participants

1994-95
1995- 96
1996- 97
1997-98

18
27
17
8

1340
887

589
320

166
64
13
-

52000
49823
651

-

9
8
6
-

273
167
112
-

2
8
1
-

62
122
21
-
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Contents SCDTC, Nilokheri HIRD, Nilokheri

Dropout rate 10-20% as orders for 50% as State

training were through Government did not
State Government nominate the
and follow-up of
trainees was very
good

trainees in time

Suggestion of Principal SCDTC to
reduce the training load

Need for 4 training
centres in 4 divisions
of Haryana

HIRD, Nilokheri, had a two-storeyed building with enough fully furnished rooms
and two conference halls. The hostel had about 30 rooms with all facilities. The teaching
aids, equipment, staff quarters, water supply, electricity and transport facilities were
adequate. Financial position regarding salaries, training and research was excellent
(Table 1).

The only deficiency noticed was lack of regular faculty members and personal
computer. Two Associate Professors from NIRD, Hyderabad, had joined the institute in
1995 on deputation for five years. Guest faculty was invited for training. The dropout rate
of trainees was very high (50%) according to the faculty members. The government did
not nominate the trainees in time. To reduce the high dropout rate, planning for the
training programmes has to be done in advance with strict follow-ups.

Ministry of Rural Areas and Employment has been taking steps to strengthen the
National Institute of Rural Development, Hyderabad, for training of trainers and 25 State
Institutes of Rural Development for training the panchayati raj functionaries at the State
and district levels, by providing infrastructure in terms of buildings, equipment and other
facilities, including strengthening of faculty for improving resource base. Three-fourths of
the funds provided annually are to be utilised to intensify training related activities with
emphasis on training of panchayati raj functionaries.

Training Curriculum of Panchayati Raj Members

The documents on curriculum of panchayati raj members were analysed and it
was noticed that:
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One time crash training programmes were organised after elections for gram panchayat
members and no training programme was organised during 1997-98. One day courses
with 400 participants per course were organised. The course contents were arranged in 8
sessions of 45 minutes each. Firstly the number of participants was very high, then the
time allotted to important aspects of financial and executive administration was very little
for them to understand. Nothing on community participation, inter-sectoral co-ordination,
methodology of local planning and resource mobilisation was discussed. One day crash
courses for such a large number of participants failed to make any impact.

One time, two-day courses were organised for panchayat samiti members at district
headquarters with about 125 participants per course. The contents were arranged in 16
sessions of 45 minutes each. It was found that the number of participants per course was
very high to actively participate in discussions. The time given to powers on 16
government departments was very less and no stress was laid on behavioral aspects and
inter-sectoral co-ordination. As such the duration of the course was short and there was
no reinforcement by refresher courses.

Residential training programmes were organised for zila parishad members at HIRD,
Nilokheri. They were initially planned for five days but later on reduced to two-three days
as trainees were not willing to stay for five days. The number of participants per course
was 35. The course contents were adequate with field visits every day. In practice, it was
experienced by the faculty of HIRD that the trainees did not show much interest to learn
but rather utilised the occasion for learning as a political forum to pressurise for more
powers. Since 1996-97, all training programmes for zila parishad members were
cancelled because of this agitational approach of the participants.

For the gram panchayat and panchayat samiti members, the observations were
discussed with the Principal of SCDTC, Nilokheri. He also agreed that one time crash
courses were not adequate for training. He said that due to excessive training load, his
faculty was not able to cope up. He suggested that there should be four training centres
in four divisions of Haryana to enable all the elected members to be trained adequately
and regularly.
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Training Material

To help the elected members to gain knowledge, a manual in Hindi entitled
"Panchayati Raj Hamara Raj" had been prepared by the Department of Development and
Panchayats in Haryana Government during 1997. The copies of the same were being
sent to various districts by the SCDTC, Nilokheri. This manual consisted of 38 pages,
including the provisions of the Haryana Panchayati Raj Act, 1994, the
duties/functions/powers of panchayati raj members at different tiers, meetings of gram
sabha and gram panchayat, panchayat samiti and zila parishad, sources of funds, the
constitution of committees, maintenance of records, regulatory orders, inquiry into
complaints, etc. If this manual reaches each and every elected member, it would be quite
useful as a ready reference.

RECOMMENDATIONS

Based on the findings of the study, the following recommendations are made to
improve the performance of panchayati raj members so as to involve them effectively in
local decentralised development planning, including health.

Policy Guidelines for the Training of Panchayati Raj Members

There is an urgent need to have clear cut and well defined policy guidelines for
manpower development and training of panchayati raj members. The policy should
envisage induction training for all the members elected for the first time. Orientation
courses will be required for the members with previous experience of working with PRIs.
Regular refresher courses will be needed for all the members to update their knowledge
and skills. Policy decisions are also to be taken on venue, frequency and duration of
training, finanacial resources, trainers, undertaking of case studies and reserch activities,
training infrastructure and facilities and evaluation procedures.

Manpower Development Cell for Panchayati Raj Members

Manpower Development Cell is needed at the State level. It should be headed by
a full time senior officer with regular staff under the Director, Department of Development
and Panchayats. It's main responsibilities should be to (i) assess the training load and the
requirements of the elected members of training, (ii) prepare training manuals and
guidelines, (iii) keep records of data about the training of the panchayati raj members, (iv)
monitor the training programmes, and (v) co-ordinate the training institutes and provide
feedback for
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Improvement. It will also review thw training infrastructure and facilities from time to time
so as to make the necessary provisions on the basic of need.

State Training Institutions

In Haryana, the State Community Development Training Centre (SCDTC) Nilokheri
is responsible for providing training to village and block level panchayat members. It has
8 faculty members and is conducting around 70 regular courses for government officials
with around 4000 participants per year. The number of elected members in Haryana for
village level is 60,117 and for the block level it is 2528. In order to provide induction
training, around 1250 courses will be required to train 50 participants per course. As the
training load is excessive, to facilitate the training of elected members, it would be more
practical to involve the district level training centres such as Krishi Gyan Kendra, District
Training Teams and ANM training school. Institutes located in Gurgaon such as HIPA
and SCERT (State Council of Educational Research and Training) can also be involved in
providing training to the elected members. Besides, the SCDTC at Nilokheri needs to be
strengthened by filling up of the vacant posts, also providing adequate funds for training
and library hall for books.

Haryana Institute of Rural Development, HIRD, Nilokheri, has been entrusted with
training of the zila parishad members whose number is 319. Around 10 courses will be
required to train zila parishad members within one year of their election. As the institute
has an excellent infrastructure and facilities, it can provide both induction training as well
as refresher courses to the zila parishad members.

Training Strategies

i. Institutional Training: The State level trainers after getting trained at the
Central Institutes of NIRD, Hyderabad or IIPA, New Delhi, should be in turn train
the trainers of District Training Institutions. Then the village and block level
panchayat members should get training at the District Training Institutes. The
duration of the induction training should be at least five days and for orientation
and refresher courses, it should be two to three days. Refresher courses are
needed once every year. The number of participants per course should be limited
to 40. The methodology of training should be lectures, group discussions, role
plays, case studies and demonstrations.
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ii. On the job training should be provided to the panchayat members during
Meetings and seminars by the panchayati raj administrators such as ADC, DDPO
and BDPO.

iii. A PRI newsletter should be started in local language for providing
Information on PRI activities covered by other PRIs as an experience sharing
medium, and also to provide information and guidelines on administrative
procedures and rules.

Training Contents

The training contents, identified during the study, for the training of panchayati raj
members are as follows:

Gram panchayat members need to be trained in decentralised development
planning, steps and mechanisms for implementation and monitoring of activities in
sectors related to health and development, inter-sectoral co-ordination at local
levels, resource mobilisation, communication skill development and organisation of
meetings.

Panchayat samiti members need training in decentralised development planning,
steps and mechanisms for inter-sectoral co-ordination of health and other
development sectors, monitoring and supervision of implementation activities and
to influence the behavioral aspects of personnel, particularly attitudinal change
among them.

Zila parishad members need to be trained in decentralised development planning
process and mechanisms, monitoring and supervision, inter-sectoral co-ordination
of health and other development sectors and to influence the behavioral aspects of
personnel, particularly attitudinal change among them.
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Lkkjka’k

izLrqr v/;;u esa gfj;k.kk jkT; esa iapk;rh jkt lnL;ksa dks izf’kf{kr djus ds fy, ogka viukbZ

xbZ orZeku izf’k{k.k uhfr] j.kuhfr] izf’k{k.k laLFkkuksa ds laXkBukRed <kaps vkSj buesa miyC/k

lsok&lqfo/kkvksa dh leh{kk djus dk iz;kl fd;k x;k gSA jkT; ljdkj }kjk ;|fi dksbZ izf’k{k.k uhfr

fu/kkZfjr ugha dh xbZ Fkh] fdUrq bu izf’k{k.k laLFkkuksa dks dqN fn’kk funsZ’k vo’; fn, x, FksA lHkh rhuksa

Jsf.k;ksa ds iapk;rh jkt LknL;ksaa ds fy, ØS’k izf’k{k.k dk;ZØeksa dk vk;kstu fd;k x;k Fkk] tks dsoy ,d

ckj gh fn;k tkrk FkkA v/;;u ds fu’d’kksaZ ls irk pyrk gS fd bu izf’k{k.k laLFkkuksa ds laxBukRed

<kWaps vkSj bUgsa miyC/k lqfo/kkvksa esa dqN dfe;ka FkhA iapk;rh jkt lnL;ksa dh dk;Ziz.kkyh esa lq/kkj ykus

dh fn’kk esa ys[kdksa }kjk dqNsd flQkfj’ksa dh xbZ gSaA
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ABSTRACT

This paper assesses the ability and willingness to pay for health care
by the low income households engaged in informal sector in an urban slum
in South Delhi. The study shows that willingness to pay for health care is
affected by both ATP and non-ATP factors. Further, the analysis of data
shows that 46.66 per cent of the sample households have ability to pay for
health care. The regression model predicts that about 3.82 per cent of
monthly household income is spent on health care. This finding may be of
great relevance to decide user charges or fixing the premium on community
health insurance, especially with reference to public facilities.

Ability to pay (ATP) for health care or affordability of health care has become a
critical policy issue in developing countries as the households are forced to face
combined user fee burdens from various essential service sectors such as health,
education and water. Many research and policy debates focussing on Willingness to Pay
(WTP) for essential services have tended to assume that WTP is synonymous with ATP.
However, a couple of studies conducted in developing countries have shown that
willingness to pay for health care was not necessarily affected by household's ATP.
Similarly, many field experiments based studies assessing utilisation pattern before and
after the introduction of user charges confirmed that apart from ATP, other socio-
demographic and health related factors also affect households WTP. A few studies based
on household surveys and qualitative research explored the families’ sources of health
care financing. For instance, a study in Africa showed that very poor income households
with an average annual income of $ 68 carried a disproportionate share of the economic
burden of malaria with total direct and indirect costs of malaria among these households
consuming 32 per cent of annual income.

* National Institute of Health and Family Welfare, Munirka, New Delhi-110067.
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Many experts argue that willingness to pay for health care is not synonymous with
ability to pay because health expenditures may impose considerable costs on household
consumption and investment patterns. The costs of health care can be considered
affordable when health care utilization is not deterred due to financial reasons,
particularly when the opportunity costs incurred do not cause levels of consumption and
investment such as education to go below minimum needs1. Even though a household
has enough resources to pay for health care, it may take a decision to prioritise
expenditures on goods and services externally defined as "non-essential", forcing it to
reduce expenditure on health care. Thus, the factors which influence a person's decision
to spend or not to spend on health care are complex and it is difficult to determine
whether payment or non-payment is due to ability to pay or any other factors.

ABILITY TO PAY FOR HEALTH CARE

ATP assumes that people have enough resources to pay for the basic services
and is affected by multiple factors. However, in the ATP literature, a household income,
expenditure on food and health, ownership of property and savings are assumed to be
the key determinants and their subsequent valuation will tender the level of household
ability to pay.

Household Income

In the ability to pay for the health care literature, the household income is
considered to be the most important factor which affects ATP. Non-cash income should
also be included because income from these sources may free up cash income.

Expenditure on Food

Households are assumed to spend a certain level of their income on food and
need for expenditure on food that surpasses this level will be considered unaffordable. It
has been considered that the consumption of food is better denomination of ability to pay
for health care than income because it is easy to get more information on consumption as
the respondents are willing to share information on consumption than income.

While considering the ability to pay for the health care, the idea used here is how
much income is available for consumption of other non-food items. For instance, if a
family is already spending a huge share of its income on food items,
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then only a meagre amount is left to meet demand for non-food items. On the other hand,
a household which spends a lower proportion of its income on food would be able to
meet other expenditures such as education and health care. The underlying assumption
is that if the family foregoes consumption, e.g. luxury goods such as alcohol and tobacco,
it is judged that the family is able to pay for health care, but if they forego consumption of
essential goods such as food, safe water, it is considered that the family is not able to
pay for health care. Many household consumption surveys in India have also shown that
poor families spent more than 60 per cent of their income on food.

Expenditure on Health

Many studies in developing countries have cited health expenditure-income ratio
as evidence of ability to pay. A five per cent of health expenditure-income ratio is a
common benchmark of affordability because most health expenditure surveys in
developing countries show that a typical household spends between two and five per
cent of their income on health care1. Therefore, it is assumed here that any household
which spends more than five per cent of its income on health care may be considered
unaffordable. When a household spends more than certain proportion of its budget on
health, the household's command over other commodities will be reduced, especially the
poor households may have to make damaging cutbacks on food consumption and other
essentials. Survey data are used to estimate health expenditure-income ratios of different
categories of households and number of households facing ability to pay for health care
problems. For instance, the NCAER survey in India8 found that while the poor spent 7.7
per cent of their income on health care and the rich had to spend only 2.7 per cent.
However, there are cases where some low income families would spend little on health
care because they have access to subsidized health care services and on the other hand
some families do spend more. Therefore, proportion of income spent on health may also
reflect ability to pay for health care.

Ownership of Property

Ability to pay for health care depends on the ownership of property such as land
and other productive assets.

Saving of the Household

Saving is a proxy variable as no one would like to reveal one's actual
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Saving is a form of asset and it might imply an enhanced capacity of household to use
health care services. Savings include money a family saved either in the formal financial
institutions such as post offices and banks or informal institutions namely, family friends,
relatives, local chit funds, etc.

WILLINGNESS TO PAY FOR HEALTH CARE

WTP refers to those with enough resources who are prepared to pay for their
health care services. This may be measured by socio-economic and health related
factors. Apart from ATP of households, other factors such as educational background of
decision makers in the household, priority given to health care over other consumption
expenditures, perception of symptom and disease by the household, perception about
the facility and distance of the health facilities, etc., may also influence the WTP for
health care. In this paper educational status of head of households is considered as a
proxy measure for familiarity with the health system. The level of perception of the
symptom and disease is related to educational background of households. The use of a
particular source of care by the households generally depends on the perception of the
facility. Therefore, major source of health care facility utilized was taken as the proxy
variable for the perception of health facility.

Household's WTP is important because consumer responses to prices will
influence service utilisation levels and patterns. How much amount the households are
willing and able to pay for a good service can be assessed in two ways. One way is, by
observing and modeling past health care utilisation, expenditure and responsiveness to
prices and the other way is, by asking people directly how much they would be willing to
pay for a specified health care services or product.

The main objective of this paper is to assess the ATP for health care by the poor,
particularly those households engaged in informal activities and to estimate the minimum
amount in terms of the proportion of income the household would be willing to pay for
their health care.

METHODOLOGY

This study was conducted among the households in one of the biggest jhuggi
jhompri clusters (Janta Jeevan Camp, Tigri, site I and II) in South Delhi during April-May
1997. According to data published by the Municipal Corporation of Delhi, this cluster
comprises nearly 10,000 jhuggis. One block in this cluster was randomly selected for the
study. From the selected block, 150 households which
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do not have any member working in the formal sector were randomly interviewed. The
interview schedule contained information on family profile, income and consumption
expenditure, health care profile, expenditure on health care and savings, and ability and
willingness to pay for health care. One month reference period was used for collecting
information on household income, consumption expenditure, morbidity details and cost of
treatment. The respondents selected from every household constituted at least the main
earning member and/or spouse. Mothers acted as proxy respondents for children.

The analysis of this paper consists of two parts. In the first part, the ATP for health
care of households was measured with the help of certain assumptions available in the
ATP literature and in the second part; WTP for health care of households was estimated
with the help of a simple regression model.

No single guideline for the measurement of ATP or the amount that people afford
to pay for health care is available. In the absence of an objective guideline, many
measures have been proposed by various studies. In this paper, household income,
proportion of income spent on food and health care, ownership of property and saving
are considered for ATP measurement. Interval scales were used for measuring these
variables (Table 1). Four interval values were used because it would help avoid the
arbitrary decision of giving scores 0 or 1 against each variable. The rationale for adopting
this simple scale was to have a uniform measure for all variables so that ATP can be
easily calculated. Equal weight was given to all variables due to the fact that no
consensus was evolved so far indicating which variable would command more weight.
The score for each variable of the household was allocated and ATP for each household
was estimated by a summation of scores obtained in all the variables.

The possible scores for each variable affecting ATP are 1, 2, 3 and 4. There are
five variables for ATP measurement and the values of ATP for each household would be
between five and 20. The values for ATP for each household were calculated by a
summation of the scores obtained in all ATP variables. It was assumed that households
which scored more than 10 (50 per cent) were considered to be able families.
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TABLE 1

INTERVAL SCALE AND MEASUREMENT OF ATP VARIABLE

Variable Interval Scale and Scores
a. Household income (assuming

Rs.2500 will meet basic
requirements of families having five
members)

Less than Hs.1250
Rs.1251 - 2500 Rs.2501 -
3750 Rs.3751 and above

1
2
3
4b. Expenditure on food (assuming a

labour household spends 60 % of
its income on food - based on
available studies)

More than 80 per cent
Between 80% and 60%
Between 60% and 40%
Below 40%

1
2
3
4

c. Expenditure on health care
(assuming that an average labour
household spends 5 % of its
monthly income on health care)

More than 10%
Between 1.0% and 5%
Between 5% and 2%
Below 2%

1
2
3
4

d. Ownership of property Owns no property Owns only
jhuggi Plus consumer durable
television, L.P. gas Plus other
properties (land,
sco

1
2
3
4

e. Saving No saving 1
Saving below Rs.100/month 2
Saving Rs.100-200/month 3
Saving above Rs.200/- month 4

ASSUMPTIONS

i. Households which earn more than Rs.2500 per month has ability to pay
For health care. This assumption was made on the basis of that Rs.2500
per month will meet the basic requirements of a household (having five
members) in a city like Delhi. This amount is quite higher than the minimum
wages fixed by the Delhi Government in 199710,
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ii. Households that spend lesser than 60 per cent of their income on food
has ability to pay for health care than other households,

iii. Households which spend lesser than 5 per cent of their monthly income
on health care have more ability to pay for health care than others1,

iv. Households which own house/property/major consumer durable items
have more ability to pay for health care than others, and

v. Households which save more money will have more ability to pay for the
health care.

In the second part of this paper, a regression model was developed to determine
the minimum share of income which the households would be willing to pay for the
health care. The dependent variable 'y' denotes the proportion of current income spent
on health care. Independent variables include all other ATP variables considered in the
study and other socio-demographic and health related factors. The amount currently
spent on health care, i.e., health expenditure of the previous month was also considered
as an explanatory variable. It was expected that the estimated value obtained through
the regression model would provide a base for deciding user charges in public health
facilities or fixing premium on community health insurance.

FINDINGS AND DISCUSSION

Table 2 gives the results of the ATP measurement. Households are grouped into
ability .to pay and no ability to pay for health care based on the scores obtained in each
variable. When household income alone was considered for ATP measurement, it was
found that 59.33 per cent of households had ability to pay for the health care. When
proportion of income spent on food was taken as a criterion, 51.33 per cent of the
households had ability to pay. However, two-thirds of households had ability to pay
when proportion of income spent on health care was adopted as a criterion. According
to the ownership of property criterion, only 36.66 per cent were found to have ability to
pay arid while considering saving as a criterion for measurement of ATP, it was found
that 38.66 per cent had ability to pay. A combined summation of scores obtained in all
the ATP variables showed that 46.66 per cent of sample households had ability to pay
for health care.

Result is in consistent with few earlier studies. Similarly, for household which spent a
larger share of its income on food means it will have a smaller share for other
consumption expenditure including health care.
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TABLE 2

RESULTS OF ATP MEASUREMENT

Variable

Type of ATP

Household
income

Proportion
ot income
spent on

food

Percentage
ot income
spent on
heafth

Ownership
of property

Saving

No Ability to Pay 61(46.66) 73(48.66) 49(32.66) 95 (63.33) 92 (61.33)

Ability to Hay 65 (53.33) 77(51.33) 101(67.33) 55 (36.66) 58(38.66)

Total (N= 150) 150 150 150 150 150

In the regression analysis, the dependent.variable y denotes proportion of
income spent on health care by households. In the analysis, it was assumed that the
current expenditure on health care is the minimum which the households would be
willing to pay for health care. The independent variables include aHfATP variables
considered in the analysis and other socio-demographic and health Related factors.

The independent variables included are age of head of household, number of
children in the household, education of head of household, expenditure on food, family
size, monthly expenditure on health care, monthly household income, marital status of
head of household, ownership of property, household priority on health care, saving
status of household, sex of head of household, number of illness episodes occurred
during the reference period, health care facilities availed, and number of times doctors
consulted. Definitions of variables representing each of the components of the model
are presented in the Table 3. All the variables described in Table 3 were used to predict
willingness to pay for health care. The results of the regression are shown in Table 4.

The results of regression equation shows that co-efficients of variables such as
age of head of household, number of children in the family, educational level of head of
household, family size, current expenditure on health care, marital status of head of
household, number of illness episodes, family size, ownership of property, priority on
health care of family members, amount of savings, sex of the head of household, kinds
of health care utilised, and number of visits made have had positive association. Among
these variables, education of head of household, current expenditure on health care,
family size, priority on health care, major source of health care utilized and number of
visits to health care facilities are statistically significant However, the co-efficients of
monthly household income and monthly food expenditure have negative signs which
indicate that proportion of income spent on health care decreases with increase in
household income. This

128



TABLE 3

THE INDEPENDENT VARIABLES

Identification Description

AGE Age of head of household

CHILDREN Number of children in the age group of 0-5 years

EDU Years of schooling of head of household

EPISODE Number of illness episodes recorded during the reference period

FOODEX Monthly household expenditure on food

F SIZE Number of members in the household

HEAEXP Monthly household health expenditure

MONINCO Monthly income of household from all sources

MSTATUS Marital status of head of household. It is measured as a dummy
variable; married, 0 otherwise

OWNER Indicates ownership of house. It is a dummy variable; 1 = own
house, 0= otherwise

PRIORITY Indicates priority given to health care of household
members Dummy variable; 1= priority, 0= no priority

SAVING Amount of monthly saving of the household

SEX Sex of the head of household; 1 = male, 0= female.

SOURCE Kind of health care utilisation 1 = private, 0= otherwise

VISITS Number of visits made during the reference period
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TABLE 4
RESULTS OF LINEAR REGRESSION ANALYSIS

Variables Regression t-statistic
Co-efficient

AGE 0.023 07353

CHILDR 0.419 0.883

EDU 0.068 1.962

EPISODE 0.706 1.880

FOODEX -0.002 -1.036

F SIZE 0.085 2.260

HEAEXP 0.005 12.413

MONINCO -0.001 -1.634

MSTATUS 0.314 0.468

OWNER 0.167 0.984

PRIORITY 0.041 1.982

SAVING 0.185 0.235

SEX 0.450 0.839

SOURCE 1.001 1.945

VISITS 0.530 2231

CONSTANT 3.815 1.818

The WTP for health care (in terms of proportion of income) of households was
predicted by substituting the mean values of all variables included in the regression
model. The estimated value thus obtained is 3.82 (/.e.,3.82 per cent of monthly
household income).This seems to be the minimum share the households are expected
to pay for health care.

130



CONCLUSION

This paper shows that willingness to pay for health care is affected by both ATP
and non-ATP factors. Non-ATP factors include socio-demographic and health related
factors. The paper also shows that 46.66 per cent of the sample households have ability
to pay for health care. The regression model predicts that households would be willing
to pay about 3.82 per cent of their monthly income on health care. The results of this
study may be of relevance in deciding user charges or fixing the premium on community
health insurance, especially with reference to public facilities.

Lkkjka’k

izLrqr ys[k esa vfu;fer {ks= esa dk;Zjr nf{k.k&fnYyh dh efyu cfLr;ksa ds vYi vk; okys

ifjokjksa }kjk LokLF; ifjp;kZ lsokvksa gsrq Hkqxrku djus laca/kh mudh {kerk ,oa bPNqdrk dk vkadyu

fd;k x;k gSA v/;;u ls irk pyrk gS fd LokLF; ifjp;kZ lsokvksa ds fy, Hkqxrku djus dh bPNqdrk

Hkqxrku dj ikus dh {kerk rFkk Hkqxrku u dj ikus dh {kerk tSls dkjdksa ij fuHkZj gksrh gSA blds

vfrfjDr] vkdM+ksa ds fo"ys"k.k ls ;g Hkh irk pyrk gS fd 46-66% lSEiy ifjokj LokLF; ifjp;kZ

lsokvksa ds fy, Hkqxrku djus dh {kerk j[krs gSaA lekJ;.k ¼jhxzs’ku½ ekWMy ls ;g ladsr feyrk gS fd

,d ifjokj dh ekfld vk; dk yxHkx 3-82% Hkkx LokLF; ifjp;kZ lsokvksa ij [kpZ fd;k tkrk gSA

v/;;u ls izkIr fu"d"kZ] tu lqfo/kkvksa ds fof’k"V lanHkZ esa iz;ksDrk izHkkj fu/kkZfjr djus vFkok

lkeqnkf;d LokLF; chek jkf’k dh fd’r fu/kkZfjr djus ds fy, egRoiw.kZ :Ik izklafxd fl) gks ldrs

gSaA
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HEALTH PRACTICES PREVALENT AMONG TRIBAL WOMEN
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ABSTRACT

The tribal groups are in constant interaction with the natural
surroundings and depend upon plants and herbs collected from the forest
for cure of common ailments. The study reveals that the tribal community
is not fully aware of the health care facilities available to them. The study
has further shown that the community has strong believed in their system
of traditional health care. Hence, the study suggests that the modern
method of health care needs to be valued in the context of the existing
practice of health care among tribal women in which they have set of skills.
This may lead in improving the traditional system with appreciable
ingredients of modern methods and materials.

It is a well-known fact that the tribals have been leading an independent life
which is much different from the large population living around them. Ethnographic and
anthropological studies have mentioned that the tribals have their own ways of
managing their day-to-day life activities of which health is an important aspect. Hardly
any report is available to know about the health problems of tribals, more specifically
regarding their health seeking behaviour. Health is an important development sector
and in order to find a firm places it must be made appropriate to the needs of the people
irrespective of whether urban, rural or tribal. Small societies have their indigenous
methods and practices for cure of illness and diseases. These tribal groups are in
interaction with the natural surroundings and depend upon plants and herbs collected
from the forest around for the cure of their common ailments.

*Department of Foods and Nutrition, CCS, Haryana Agricultural University, Hissar-
125004, India

133



The State of Madhya Pradesh is having about 23 per cent of tribal population
consisted of different tribal groups. Gond is the major tribe of India located in the central
region and still remains a backward tribe. Tribal woman during her pregnancy takes no
extra care. They consume the normal routine diet during the pregnancy period also.
Most of the deliveries are conducted at home only with the help of an old lady, 'dai' of
the village. During diseases they take the help of 'sirah' who is a magician as well as a
religious person. Regarding their food practices, health, etc. some studies have been
carried out in different parts of India but no systematic study has been conducted in
Bastar district of Madhya Pradesh. Hence, the present study is an attempt to
understand the health behaviour of the tribals of Bastar.

MATERIALS AND METHOD

A list of villages in selected blocks was prepared and three villages from each
block were randomly selected. A list of tribal pregnant women was procured from
Anganwadi of the selected villages. Thirty three tribal pregnant women were selected
each from Lohandiguda and Tokapal block and thirty four were selected from Jagdalpur
block. Sample comprised 100 respondents and information on health practices followed
by them was collected using an interview schedule.

FINDINGS AND DISCUSSION

Health Check-up

Information on the status of health check-up as revealed through the survey is
presented in Table 1. Tribal women hardly go for medical check-up during their
pregnancy. Out of the total tribal pregnant women surveyed, only 28 per cent of them
went for medical check-up. 15 per cent of them went for the first time while 2 per cent
were going weekly, 4 per cent were going fortnightly and 7 per cent were going
monthly. It was found that they were not aware of the medical facilities. As far as
immunization was concerned, only 59 per cent from Block-Ill, 18 per cent from Block-ll
and 6 per cent from Block-I were immunized. Only 24 per cent of respondents were
taking iron tablets during pregnancy. The pregnant women who stayed near the cities
were the only goers for pregnancy medical check-up. These women were found to be
aware of the need for a regular medical check-up. The major sources of receiving
information by the tribal women were found to be Anganwadi workers, PHC and
educated relatives. Majority of them still believe that their system of managing nutrition
and health care during pregnancy was better than the outside medicines. Information
on previous pregnancies strongly supports this view (Table 2).
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TABLE 1

HEALTH AND MEDICAL CHECKUP OF TRIBAL WOMEN DURING PREGNANCY
Factors Total number of Block-I Block-ll Block-Ill

respondents (n = 100) (n-33) (n=33) (n=34)
Medical check-up

Yes 28 2 (6.06) 6(18.18) 20(58.82)

No 72 31 (93.93) 27(81.81) 14(14.17)
First time 15 2(6.06) 2(6.06) 11 (32.25)
Weekly 02 0(0.0) 1(3.3) 1(2.94)

Fortnightly 04 0(0.0) 2(6.06) 3(8.82)
Monthly 07 0(0.0) 5(14.70)

Immunization

Yes 28 2(6.06) 6(18.18) 20(58.82)

No 72 31(93.93) 27(81.81) 14(41.17)

Iron Tablets

Yes 24 2(6.06) 7(21.21) 15 (44.11)

No 76 31(93.93) 26(78.78) 19 (55.88)

Source of
Information

72 30 (90.90) 25(75.75) 17(50.00)
Nil 02 0 (0.0) 0(0.0) 2(5.88)

Radio 14 2(6.06) 5(15.15) 7(20.58)
PHC 05 0(0.0) 1 (3.03) 4(11.76)
Educated Relative 07 1(3.03) 2(6.06) 4(11.76)

Anganwadi Workers

Percentage and frequency are the same as the number of respondent is
100. Figures in parentheses indicate percentages.

Status on Pregnancy

Problems related to pregnancies amongst tribal women were examined in 100
cases spread over the 3 blocks. Results are presented in Table 2. The average number
of pregnancies per mother in the three blocks varied between 2.3 and 3.7 still births
abortion and premature delivery were the problems related to pregnancy. Majority of
the respondents who never consulted doctor during diseases used to take help of
'sirah' or used medicinal herbs collected from forests. Majority of the respondents from
Block-I and II took the help of 'sirah'.
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While an equal number of respondents from Block-Ill used medicinal herbs or took the
help of sirah'. According to tribals of district Bastar, illness during pregnancy occurs due
to various reasons. A pregnant woman becomes sick when she is under the spell of an
'evil spirit' or when the 'Devbhoat* i.e. God or Goddess is angry. The trouble is cured by
counteracting the spirits through 'white magic' performed by 'sirah* who is specialist
(Table 3). He is magician as well as religious person. Sirah is an experienced person
with religious background, well established and recognised by the community as a
helper with powers. A study observed similar findings in a tribal community in Andhra
Pradesh which depends on leaders similar to sirah as a patron diety1.

TABLE 2

OUTCOME OF PREVIOUS PREGNANCIES OF TRIBAL PREGNANT WOMEN

History of Pregnancies Total
Respondents*
(n=100)

Block-I
(n=33)

Block-ll
(n=33)

Block-Ill
(n=34)

No. of multigravide 81 24 32 25

No. of past pregnancies 224 88 72 64

Average number of
pregnancies per mother

2.8 3.7 2.3 2.6

Problem during past
pregnancies

27 10 13 04

i. Still birth
ii. Abortion
iii. Premature

16
1
10

10
0
0

6
0
7

0
1

3

* Figures indicate actual number of subjects.

Medicinal Herbs

As a result of human interaction with natural surroundings, the man has advanced
to this present age with the understanding of qualities of flora and fauna and has made
use of it. The tribals through the same process have learnt and identified herbs and
plants for various purposes to cure the ailments and diseases. A list of herbs and their
use as was revealed during the survey is presented in
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Table 4. The tribal pregnant women use harra for fever, behra for pains of leg and tora
oil for muscle pain, groundnut oil for body pain and patkoria kanda (tuber) for stomach
pain. Mehalu fruit was used for cuts and wounds, bichai dhar for snake bite, etc.
Similar practice is also followed by the tribals of other regions with high level of
satisfaction2 3,4,s.

TABLE 3

INFORMATION RELATED TO TREATMENT OF DISEASES BY TRIBAL PREGNANT
WOMENOF DISTRICT BASTAR

Factors Total
Respondents*

(n=100)

Block-I
(n=33)

Block -II
(n=33)

Block-Ill
(n=34)

Consult doctor during diseases

Always

Never

Home remedy

Sirah

Medicinal herbs

20

80

50

30

0(0.0)

33(100)

23(69.69)

10(30.30)

0(0.0)

33(100)

20(60.60)

13(39.39)

20(58.82)

14(41.17)

7(20.58)

7(20.58)

*Percentage and frequency are the same as the number of respondent is 100.
Figures in parentheses indicate percentages.
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TABLE 4

SOME PLANTS AND HERBS USED FOR MEDICINAL URPOSES BY THE TRIBALS
OF DISTRICT BASTAR

Plants/herbs Botanical name Disease/illness Application

Harra Terminalia chebula Fever Harra is consumed with water.

Behra Terminalia belerica Pains in legs and arms Behra is consumed with water.

Tora oil/groundnut oil Body pain The hot oil is applied specially over the
affected parts of the legs and arms.

Patkoria kanda Stomach pain This kanda is powdered and mixed with
water and then consumed.

Melham fruit Cut/wounds The paste form is applied on the cuts and
wounds.

Bichai Dhar or Dang
kanda

Dioscorea bulfifera Snake and scorpion
bite

Used in a paste form and applied on the
wound.

Adhakapari Tribulus terrestris Headache This is used as a paste and applied
over the aching portion of the
head/forehead. A cloth is tied over it.

Sighad leaf Fracture This is used as a paste and applied over
the fractured portion; a cloth is tied over
it.

Bark of mango tree Diarrhoea Bark of mango tree mixed with water and
taken with sugar is believed to be effective
in diarrhoea,
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Lkkjka’k

Izkd`frd okrkoj.k esa iwjh rjg jps&cls gksus ds dkj.k tutkrh; lewg lk/kkj.k chekfj;ksa ds

mipkj ds fy, isM+&ifRr;ksa vkSj tM+h&cwfV;ksa ds iz;ksx ij fuHkZj djrs gSaA v/;;u ls izkIr fu"d"kksZa ls

irk pyrk gS fd vkfnoklh leqnk; ds yksxksa dks mUgsa miyC/k djkbZ xbZ LOkkLF; ifjp;kZ lsokvksa ds

ckjs esa iwjh tkudkjh ugha gksrh gSA v/;;u ls ;g Hkh irk pyrk gS fd bu leqnk;ksa ds yksx LokLF;

ifjp;kZ laca/kh :f<+xr iz.kkyh esa n`<+ fo’okl j[krs gSaA blfy, v/;;u esa ;g lq>ko fn;k x;k gS fd

pwafd vkfnoklh efgyk;sa LokLF; ifjp;kZ ds vius rjhdksa ds ckjs esa vH;Lr gksrh gS vkSj mu ij vf/kd

fo’okl djrh gSa] blfy, LokLF; ifjp;kZ ds vk/kqfud rjhdksa dk muesa izpfyr vH;klksa ds lanHkZ esa

vkadyu fd;k tkuk pkfg,A
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ABSTRACT

This paper discusses the parental perception of sickness,
socialization of girl child related to self-reliance, food habits, dependency
and socio-cultural values which play an important role in the development of
self-esteem or self-image of a girl child. The findings indicate that the
parents do not discriminate a girl child in terms of quality and quantity of
food and other factors associated with it as they are getting aware of the
fact that girl child's need for nutritious food is as important as those of
boys. It has also been observed that in rural community the parents and
elders socialise and internalise the girl child in such a way that she has to
adhere to certain socially approved behaviour.

The goal of achieving universal health for which India is committed, would
certainly not be feasible without giving priority to the vulnerable or the high risk group.
The female child has to live through behavioral differences and other discriminations.
They are extremely vulnerable to risk of suffering from ill-health. Today the girl child's
health is the key to the health of the families and future generations. An integrated and
holistic approach to the development of girl child in all spheres thus definitely involves
creation of a new environment in which she is to be valued and nurtured. Similarly,
gender discrimination, traditions, customs and parental behaviour in the process of
socialization and internalization have adverse effects on health, self-esteem and overall
development of the girl child.

* Lecturer, Department of Social Sciences, National Institute of Health and Family
Welfare, Munirka, New Delhi-110067.
** Assistant Professor, Department of Reproductive Bio-Medicine, National Institute of
Health and Family Welfare, Munirka, New Delhi-110067.

140



Family is the first and major source of origin of perception and attitudes among
children. Parents as role models transmit values and children who identify and adopt
these values involuntarily very early in life. The girl child's perception of herself and her
role is conditioned by her early socialization, a process which eventually moulds her
into the stereotyped prisoner of her gender. The girl's role model is her mother who
works through her sickness and pain and learns to suffer from ill-health silently. The girl
child gradually acquires the qualities of weakness, submissiveness and self-sacrifice
which allow her to accept domination of male-oriented values.

REVIEW OF LITERATURE

A survey in Bihar highlighted a wide gap between boys and girls in nutrition,
health and educational status1. Girls received less supplementary foods as compared to
boys. Poverty aggravated the problems faced by the girl child in rural areas. In a study
conducted it was found that parental acceptance promoted self-esteem in children,
whereas, the rejected children had a low esteem2. Several studies have been
conducted on types of parenting and its effect on children's personality traits.

Three types of parenting and their effect on children have been derived. In the
first category of the parents who are controlling, demanding, warm, rational and
discipline-oriented. Their children were found to be more independent, socially
responsible, self-controlled, reliant and explorative. The second category is represented
by parents whose behaviour is strict, critical, less warm and more emotionally not
attached. Their children become withdrawn, discontented and distrustful. The third
category includes parents who are non-controlling, non-demanding, exercising less or
no power, reasoning warmth and acceptance. Their children tend to be lacking in self-
reliance, control and explorative tendencies3.

In a longitudinal study it was observed that the girls are not born as tense rather
it is the discriminative and harsh attitude of parents in particular and society in general
make them worrying, tense and depressed, and spoil their mental health which lead to
mal-adjustment in future life4. Adolescent’s ego development was found to be
associated with certain cognitive and affective parental behaviours5.

It has also been opined that child's personality is also determined by the varying
levels of experienced enrichment and deprivation. A study has observed that
disadvantaged students were more rigid, conforming, anxious, less extrovert,
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Alienated and had a lower self-image than their less deprived counterparts. Another
study has observed that rapid socio-economic changes that are occurring in the country
induce certain adoptive changes in the family which inturn lead to modifications in
socialization and child rearing practices. Kagitcibasi (1988) also remarked that how
human socialization is effected by cultural diversity and social changes and the
implications of this for healthy human development are issues of crucial importance to
cross-cultural psychology.

Too much attention is given to legal, theoretical and formal position rather than to
actual relations between men and women and their dynamics over a period of time9.
Less number of girls compared to boys were enrolled in the school and continued
education10. Parents emphatically said that more education for girls would make it
difficult to arrange marriage for them. When girls raised their voice and behaved
adamantly, they were punished. They were strictly supervised and most girls accepted
the fact that they were expected to marry, be a housewife and mother. Their role
expectations were clear and in line with traditional values from early childhood they
began to learn these roles by identifying themselves with their mothers.

MATERIALS AND METHOD

The study was carried out in rural areas of Gwalior district of Madhya Pradesh.
The sampling involved a coverage of two primary health centre areas, namely: Barai
and Dabra. One sub-centre was randomly selected from each of the primary health
centres. In order to get the eligible parents (parents should have at least one male and
one female child), a primary survey was conducted with the help of local multipurpose
workers (MPW) and 250 families from peripheral villages were selected randomly for
the study. The respondents from these families consisted of the girl children (6-19
years) and their parents.

Three types of structured and semi-structured schedules were used comprising
(i) socio-economic and demographic profile, (ii) socialization of girls, girl's self-esteem,
and (iii) physical growth and health assessment, particularly body weight, secondary
sex characters development and relevant background information. Responses
regarding exposure of the girl children to the verbalization related to beliefs prevailing in
the family/society were sought from the sampled female children through interview
schedules.

Within the schedules, statements related to various aspects of socialisation and
internalization process were included based on day-to-day exposure of verbalization of
the parents. It is assured that this verbalization would go a long way in shaping/framing
the personality and future expectation of the girl child. The
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Statements devised have not been tested for reliability and validity as the study was
purely exploratory. Meantime, only those statements had been incorporated in
sequencing manner which presumably would have greater impact on the socialization,
internalization and development of personality, e.g. myths, sickness, food habits, self-
reliance and other socio-cultural aspects. The basic purpose of this paper is to
understand and explore the process a girl child is going through in the present day
context.

FINDINGS AND DISCUSSION

The families are autonomous and sovereign where parents adopt their own
values in bringing up the children within the existing socio-cultural and religious set-up
and the girls are subjected to disciplining by parents and elders in the family.

Majority (95%) of families were Hindu. The scheduled castes and tribes, and
other castes together comprise about 55 per cent of the sample while backward castes
constitute 22.0 per cent. By and large nuclear family structure dominates (67.2%) in
rural settings. However, 32.8 per cent of families are living under joint and extended
family system. It was found that 31.2 per cent of fathers and 73.6 per cent of mothers
were totally illiterate while 34 per cent of fathers and 21 per cent of mothers were
educated between primary and middle level. Only 34.8 per cent of fathers and 5.6 per
cent of mothers had education upto high school and above. Most of the families (48%)
were farmers, followed by landless labourers (18.8%). The non-traditional occupation
included business, industrial labour, government and private services constituted 33.2
per cent. A majority of families (37.2%) were earning more than Rs. 15,000 per annum.
The mean income of the family comes about to Rs. 12,420 per annum. It was also found
that 33.2 per cent of the households did not possess any agricultural land. A majority of
(22.8%) household possessed 1-5 bighas of land. It clearly showed that most of them
were marginal farmers and one-third of households were mainly dependent on manual
labour for their livelihood. Thus, the study population was from low socio-economic and
educational strata of the rural society (Table 1).

Myths about Socialization and Internalization of Girl Child in the Family

A child is exposed to certain common statements made by elders in the family in
day-to-day life which leave an indelible mark in the mind and to a great extent the child
lives with that during adulthood. In this study an attempt has been made to find out
statements to which a girl child is exposed during childhood with regard to gender
discrimination.
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TABLE 1

PROFILE OF THE STUDY POPULATION (N=250)
Religion Hindu

Muslim
Christian

225 (95%)
24 (9.6%)
1 (0.4%)

Caste Scheduled Castes
Scheduled Tribes
Backward Castes

Upper Castes
Other Castes

48 (19.4%)
22 (8.8%)
55 (22.0)

68 (27.2%)
59 (26.6%)

Type of Family Nuclear Family
Joint Family

Extended Family

168(67.2%)
49 (19.6)
33 (13.2)

Educational Level of
Parents

III derate
Primary
Middle

Matric and Secondary
Graduate and above

184 (73.6%)
34 (13.6%)
18 (7.2%)
13 (5.2%)
1(0.4%)

Occupation Landless labourer
Agricultural Farmer
Industrial Labour

Business
Government Servant

Private Service and Other

47(18.8%)
120(48.0%)
13(5.2%)
28(11.2%)
28(11.2%)
14(5.6%)

Annual Family Income (in
Rs.)

1000-5000
5001-10000
10001-15000

15001 and above

20 (8.0%)
57 (22.8%)
80 (32.0%)
93 (37.2%)

Agricultural Land (in Bighas) No Land
Up to 5

6-10
11-15

16 and above

83 (33.2%)
57 (22.8%)
39 (15.6%)
28 (11.2%)
43 (17.2%)

(Figures in parentheses indicate percentages)

144



TABLE 2

MYTHS ABOUT SOCIALIZATION AND INTERNALIZATION OF
THE GIRL CHILD IN THE FAMILY (N=250)

S.No. Statements Did your parents or
elders ever say such a
thingYes No

1. Birth of a son brings more happiness than the
birth of a daughter in the family.

189
(76.6)

61
(24.4)

2. It is necessary to have atleast son to carry
on the family lineage.

194
(77.6)

56
(21-4)

3. A mother who gets only male children are
considered blessed.

109
(43.6)

141
(56.4)

4. Married and pregnant women should pray
and fast to get a male child first.

129
(51.6)

121
(48.4)

5. Mother who bears only female children are
considered damned/dispossessed.

73
(29.2)

177
(70.8)

6. Barren women are condemned in the
community.

63
(25.2)

187
(74.9)

7. Widowhood is considered a bad happening
and is unwelcome.

87
(34.8)

183
(65.2)

(Figures in parentheses indicate percentages)

Table 2 shows that 76.6 per cent of the girl children were exposed to
verbalizations of their parents or elders like 'birth of a son brings more happiness than
the birth of a daughter in the family'. 77.6 per cent of the girl children were exposed to
'it is necessary to have at least one son to carry on the lineage of the family'. Around
44-52 per cent of the girl children were exposed to statements like mothers begetting
only male children were considered blessed and that married and pregnant women
should pray and keep fast to beget male children. Lesser but quite a few girl children
(between 25-35 per cent) were exposed to more negative statements related to them,
e.g. mothers bearing only female children were considered damned, barrenness is
worth condemnation and widowhood means banishment from socio-religious
participation. If a girl child is repeatedly exposed to this verbalization then it could lower
the girl child's self-esteem and increase her sense of insecurity as she realises that she
has practically no control over
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most of these aspects.

TABLE 3

SOCIALIZATION OF THE GIRL CHILD RELATED TO SICKNESS (N=250)

S.No. Statements Did your parents or
elders ever say such a
thingYes No

1. Both girls and women usually sutler from one or
the other minor ailments which may not be
bothered about much.

48
(19.2)

202
(80.8)

2. Only when girls become bedridden due to
sickness then only it becomes a matter of
concern.

84
(33.6)

166
(66.4)

3. Girl should be able to endure ailments quietly
and should not make any hue and cry about it.

83
(33.2)

167
(66.8)

4. In case of sickness of girl's get well by them if
she takes rest and eats less.

42
(16.8)

208
(83.2)

5. Home remedies are enough to take care of the
girl's illness.

41
(16.4)

209
(83.6)

6. Girls are basically strong and despite severe
illness they don't die easily and she would
invariably make her parents pay for dowries.

68
(27.2)

182
(72.8)

(Figures in parentheses indicate the percentages)

Table 3 gives the distribution of responses of the female children against certain
aspects related to sickness and treatment in terms of severity of diseases which might
affect them, or the medical care attention they might need as verbalized by the parents.
Majority of girls were not exposed to all the statements given in Table 3. The girl child
was not found to be discriminated by parents as far as her health needs were
concerned.

Table 4 highlights the fact that girls in the study were not exposed to statements
like "boys need good and rich food because their work involved more physical labour
whereas girls need simple and little food since their work is confined to the home",
"girls should not take more food as they would become fat and thus ineligible for
marriage", "girls should not take spicy and rich food as it would enhance physical
maturity", "girls should not eat spicy food outside as it
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would spoil her and make her naughty", "girls should be trained to take her meals after
everybody has eaten as a matter of sacrifice". 49.2 per cent did hear in their family that
"girls should fast regularly as it would help her adjust in her husband's home during
deprivation if any", 51 per cent heard the statement that "girls are not expected to
complain about food, it is only the boys who could do that", and 54.8 per cent heard
that girls should eat vegetarian food only as non-vegetarian food is not good for them".
On the other hand nearly more percentage of girls had reported that they were not
made aware of these aspects by their parents. Thus one can conclude that parents in
rural community are getting aware the girl child's need for nutritious food.

TABLE 4

SOCIALIZATION OF THE GIRL CHILD RELATED TO FOOD (N=250)

S. No. Statements Did your parents or elders ever say
such a thing

Yes No

1. Boys need good and rich food because their work
involves more physical labour whereas girls need
simple and little food since their work is confined to
the home.

74
(29.6)

176
(70.4)

2. Girls should not take more food as they would
become fat and thus ineligible for marriage.

43
(17.2)

207
(82.8)

3. Girls should not take spicy and rich food as it
would enhance physical maturity.

41
(16.4)

209
(83..6)

4. Girls should not eat spicy food outside as it would
spoil her and make her naughty.

54
(21.6)

196
(78.4)

5. Girls should fast regularly as it would help her
adjust in her husband's home during deprivation if
any.

123
(49.2)

127
(50.8)

6. Girls should be trained to take her meals after
everybody has eaten as a matter of sacrifice.

140
(27.2)

110
(72.8)

7. Girls are not expected to complain about food. It is
only the boys who could do that.

128
(51.2)

122
(49.0)

8. Girls should eat vegetarian food only as non-
vegetarian food is not good for them.

137
(54.8)

113
(45.2)

(Figures in parentheses indicate percentages)
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TABLE 5

SOCIALIZATION OF THE GIRL CHILD RELATED TO SELF-RELIANCE (N=250)

S.No. Statements Did your parents or elders
ever say such a thing

Yes No

1. How can the parents treat girls and boys as equal,
when girls cannot continue the family lineage.

117
(46.8)

133
(53.2)

2. How can the parents treat girls and boys as equal,
when the girls are born with the burden of dowry
on parents.

123
(49.2)

127
(50.8)

3. Girls are usually week and afraid and as such
cannot perform risky and daring jobs.

128
(51.2)

122
(48.8)

4. Girls usually cannot protect themselves and need
to be accompanied by males either young or old.

157
(62.8)

93
(37.2)

5. Girls are always under protection either of her
parents or husband and as such whichever family
she is married to, she should spend her life there
without any complaints.

154
(616)

96
(38.4)

6. Husband should mean everything to his wife, thus
she should obey all his orders and serve him
wholeheartedly.

185
(74.0)

65
(26.0)

7. Girls don't have any rights of their own and should
confine themselves within the rights allowed to her
by their husband/elders.

147
(58.8)

103
(41.2)

8. Girls should not take any decision on their own.
They should consult father, brother, husband and
other elders and decide only to their satisfaction.

178
(71.2)

72
(28.8)

9. Girls are considered as Paraya Dhan and her
living with the parents is a matter of few years her
real home is with her husband.

215
(86.0)

35
(14.0)

(Figures in parentheses indicate percentages)

According to 86 per cent of girls, they were exposed to the statement "girls are
considered as Paraya Dhan and her living with the parents is a matter of few years, her
real home is with her husband. More than 74 per cent of the girls were
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exposed to the statement like husband should mean everything to his wife, thus she
should obey all his orders and serve him wholeheartedly and girls should not take any
decision on their own. They would consult father, brother, husband and other elders
and decide only to their satisfaction. However, 53.2 per cent of the girls felt to have
quality of treatment like boys. In addition, more than 60 per cent of the girls were
exposed to statement like girls usually cannot protect themselves and need to be
accompanied by males either young or old and girls are always under protection either
of her parents or husband and as such whichever family she is married to, she should
spend her life without any complaints (Table 5).

The child's mental health is closely related to the learning process. Fear,
insecurity and feelings of inadequacy are conducive to failure while self-confidence
facilitates learning process and success. The socio-cultural milieu of the environment as
well as family indirectly helps the girls to develop their self-image. Frequent repetition of
such words in day-to-day life gets associated with their beliefs for long duration of their
life. In this situation, it was felt that the view of the girls should be recorded for better
understanding of their self-image by responding to some relevant statements often
verbalized at home.

Almost 75 to 93 per cent of sampled girls reported that they have heard the
following statements quite often from their parents or elders: Always use polite words in
conversation, should not demand anything for her, take the food last, avoid aggressive
physical postures, arguments, and looking at unknown persons eye-to-eye. More than
70 per cent of girls had endorsed that they should not talk loudly, laugh aloud, should
not complain, someone should accompany her while going out and should bear physical
pains or bear discomfort in silence. In brief, the table reflects that the girls had been
socialized in such a way that they should strictly obey the prevailing socio-cultural
values in the family as well as in the society and adhere to certain behaviour (Table 6).

CONCLUSION

The above discussion highlights that the myths about socialization and
internalization of girl child in the family are prevailing up to high level, thus, the
personality profile of girls in rural community moulded according to the exposures to
such uttering by their parents. Contrary to probable expectations the girl child in the
study was not found discriminated as far as her health needs and medical attention
were concerned, but a streak of negative attitude of parents towards girls could still be
discernable.

In relation to food, prevalent belief was that girls were being discriminated in
terms of quality and quantity and other factors associated with it which was not
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TABLE 6

SOCIALIZATION OF THE GIRL CHILD RELATED TO SOCIO-CULTURAL VALUES
IN THE FAMILY (N=250)

S. No. Statements Did your parents or elders ever say
such a thing

Yes No

1. Girls should always use soft-word in her conversation
and never use abusive language.

237
(94.8)

13
(5.2)

2. Girls should talk less before the elders and she should
not talk unnecessarily.

231
(92.4)

19
(7.6)

3. Girls should always be humble and peaceful, she
should not start fights nor take any part in them.

232
(92.8)

18
(7.2)

4. Girls should always obey her parents and elders in her
family.

228
(91.2)

22
(8.8)

5. Girls should not demand anything on her own. She
may take whatever is given to her by mother, father,
brother, husband and in-laws, otherwise she should
be quite.

177
(70/8)

73
(29.2)

6. Girls should ensure that everybody has eaten before
she eats, despite the fact she may have to remain
hungry; this sacrifice should also make her feel happy.

184
(73.6)

66
(26.4)

7. The physical posture of girls should not be defiant and
aggressive.

180
(72.0)

70
(28.0)

8. Girls should not take eye-to-eye with other unknown
persons.

188
(72.8)

62
(24.8)

9. Girls should not resort to arguments with others. 200
(80.0)

50
(20.0)

10. Girls should not talk loudly. 208
(82.2)

42
(11.8)

11. Girls should not laugh shamelessly 210
(84.0)

40
(16.0)

12. Girls should not have the habit of complaining. 188
(75.2)

62
(24.8)

13. Girls should not wear improper clothes. 185
(74.0)

65
(26.0)

14.

15.

Girls should not go to anybodies house

Unaccompanied.
Girls should bear physical pain discomfort quality.

227
(90.8)

150
(60.0)

23
(9.2)

100

(Figures in parentheses indicate percentages).
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Found in the study, thus, one can conclude that the parents in rural community are
getting aware of the fact that the girl child's need for nutritious food. Socialization of the
girls in the area of self-reliance is inadequate particularly in decision-making. Girl child
is considered as Parya Dhan. Husband feels that women should obey all his orders
and serve him wholeheartedly. Similarly, it was also a very common feeling that girls
usually cannot protect themselves, they have to be either under protection of her
parents or husband. The girls are born with the burden of dowry on parents.

Socialization related to socio-cultural values reflect that the girl child had been
socialized in such a way that they should strictly obey the socio-cultural values in the
family and adhere to certain behaviour, specially that they should talk less before the
elders, always use polite words in her conversation, be humble and peaceful,
therefore, independent expression of opinion, behaviour, etc. were considered
deviations rather than expressions of innovations or creativity.

Lkkjka’k

izLrqr ys[k esa yM+fd;ksa dh :X.krk] vkRefuHkZjrk] ewY;ksa] tks muds vkRe&lEeku vFkok mudh

O;fDrxr Nfo ds fodkl ds fy, egRoiw.kZ gSa] vkfn i{kska ds lanHkZ esa ekrk&firk dh vo/kkj.kkvksa ij

ppkZ dh xbZ gSA izkIr fu"d"kksZa ls ;g ladsr feyrk gS fd TkSls&tSls ekrk&firk bl ckr ds izfr

tkx:d gksrs tk jgs gSa fd ikSf"Vd Hkkstu ftruk ,d yM+ds ds fy, vko’;d gS mruk gh yM+dh ds

fy, egRoiw.kZ gS] rnkuqlkj yM+dh ds Hkkstu dh ek=k rFkk DokfyVh ds lanHkZ esa vkSj mlls tqM+sa thou

ds vU; igyqvksa ds ckjs esa vc dksbZ Hksn ugha fd;k tkrk gSA ;g Hkh ns[kus esa vk;k gS fd xzkeh.k

leqnk;ksa esa ekrk&firk rFkk cqtqxZ yM+fd;ksa dk lkekftd ikyu&iks"k.k bl <ax ls djrs gSa fd mUgsa

dqN Lkkekftd ekU;rkvksa dk ikyu Hkh djuk gksrk gSA
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