Submission to OHCHR on Children's Right to the Attainment of the Highest Standards of Health -

Karnataka Alliance on Children's Right to Health
.

[Note: Sections that are underlined refer to policy issues, while those in italics are about best practices]

What is Health?
WHO has defined health not as the absence of disease alone, but health in its broadest sense of a safe, secure, happy childhood, not only free from disease and debility, but in the creation and continuing support to vibrant  physical, mental and emotional well-being. Another source of such dangers is the number and scale of disasters, due to natural causes but often triggered by man-made actions or due to  conflict.

The main health challenges related to children
· The data from the Indian National Family Health Survey [NFHS] that has been repeated every seven years reveal a dismal scenario, though there have been some advances as well as some worsening trends. [It must be noted that the NFHS latest data are from 2005-2006, but other studies do not indicate any startling changes in the child health  and related indicators].

· Key indicators like IMR [57], U5MR [74], several morbidity and nutrition indicators are still very poor, with little or reverse progress since the past one or two decades. India is far from reaching the MDG targets, for e.g. IMR should be down to 23 by 2015, but extrapolations of present trend puts it at 40. Apart from the national average , the range is also very wide in most cases, with some predictable patterns of most of the southern, north-western, western and north-eastern states being generally better off while the worst off are the north-central , central and some eastern states. 

· Differences among various religious communities and castes in their women and child health status are very noticeable. Anecdotal information points to logistical and social barriers to access and use of facilities such as health centres and the Anganwadi centres [AWCs =Play-centres] that are run by ICDS [Integrated Child Development Scheme]; India's flagship programme for children under six, pregnant and lactating women, and adolescent girls. 

· Most of the infant deaths [over 80%] occur in the perinatal and neonatal stages; the incidence of low birth weight is still very high. These problems can be largely traced to women's poor general health status that is aggravated during pregnancy; special problems are the low BMI and anaemia affecting most women and girls. Other causes of infant deaths are inadequate or unsafe delivery practices, declining exclusive breastfeeding and neglect of girl c,ildren due to cultural bias.

· The reproductive health programme has been in place for several years but is not properly implemented. A very good mother and child card is now mandatory yet often is not maintained, or the data are faked.   Special incentives for institutional deliveries, maternal entitlements to purchase additional nutritious foods, etc. do not often reach the beneficiaries due to their ignorance compounded by corruption. The negative attitudes to marginalised groups ['lower' castes, ethnic or religious differences] hamper their ability to access facilities and incentives.

· India's allocation for health is very low [less than 2% of GDP], far less than that of Srilanka or Thailand, and conversely private expenditure on health as a proportion of GDP [4%] is much higher than such countries. Debt due to health expenditure is crushing poor and even middle class families. 

· Attention to child health stops after she/he is out of the Anganwadi and there is basically no information on children after that. Neither is the catch-up growth process optimised. There is a school health programme that is in effect defunct, focusing on immunisatonand annual health camps where only the height and weight are taken.  No attention is paid to preventive and promotive health, through early detection and education, except on paper.  Non-school-going children are not covered at all. Teenage girls are covered only if they are pregnant or nursing. Only one state, A.P., caters to girls of this age with a primary health approach. 
· School toilets either do not exist, or lack water or maintenance. Often they are even locked up and used only by the staff. There is no provision of sanitary pads in schools, except in TN state, which has good examples of sanitary pad disposal. Caste prejudices are perpetuated even in school, e.g. lower caste children put to of cleaning toilets.

· The National Rural Health Mission was inaugurated a few years back, but some of its provisions depend on volunteers who are incentivised for certain actions with the result that they disregard their other duties.There is no urban health mission yet, even though a third of the population are now urban, and the needs of slum-dwellers and low income urbanites are quite severe.

· The health system is an exploitative one, with no services for the majority and all for a few. Actions are often only on pilot level, when they are needed all over. Focus is needed on primary health care and its 8 elements, including actions by the family rather  than on institutional and higher level health care. In all issues, there is a need to focus on preventive, promotive . India needs mandatory rural service 2-3 years as in many other countries. Community medical education  is needed as the reality is that doctors will not go to rural years, 
India has effectively left the burden of health provision to the private sector, as the public sector is inadequate in coverage and accessibility, and is inefficient. It not only spends per capita and as a proportion of the GDP much less than leading developing countries, but also without transparency or accountability. .

Currently there is no right to health, though the constitution assures all citizens of the right to life. Would a constitutional amendment assuring this right like the recent right to education help?

A move by the Planning Commission to propose Universal Access to Health Care [UAHC] appeared promising, but this has metamorphosed to a concept of choice that means more privatisation in an already privatised country through an insurance-based scheme such as the RSBY now operating in some states. Other provisions are also watered down or omitted, such as references to public grievance redressal mechanisms have been removed in the new plan. 'Best practices' cited by this proposal are of health institutions set up with government subsidies, which do not honour the stipulation of free/subsidised services for the poor.
Nutrition
· Malnutrition is endemic among children:  In 2005/06, the appalling rates for children under three were 46% underweight, 38% stunted, 19% wasted and 79% anaemic! 56% of women were anaemic, with the rate going up during pregnancy. In the Hungama report of 2008, 42% of under-fives were underweight.  Some of these rates were worsening too. Here too the national and even state averages hide a lot of variation. 
· There is no national programme on nutrition. Karnataka has planned a Nutrition Mission under the Health ministry, but it has not got off the ground yet. 
· ICDS is not responsible for the national supplementary nutrition programme [SNP] so there is not much leeway. While it focuses on the crucial high risk age groups, it caters only to supplementation for part of the day. It does not improve the prospect of adequate nutrition for the child and the family through enabling and empowering strategies.

· There is a need for daycare centre-cum-creches as a number of women work full day away from the home. Some creches and AWCs are giving nutrition supplements only once a day, not two. No. of workers per child are too few to be able for the creche to work properly. 

· No inter-ministerial committee has been set up as per court orders.

· There are many other schemes such as school midday meals, KSY aimed at adolescent girls, the Vitamin A, National Anaemia and Iodine Deficiency Disorder programmes but they are all in separate silos and not inter-linked as part of a holistic strategy. ICDS is based on solid concepts but in practice has degenerated into a mechanical exercise that has not really benefited children, let alone enabled them to attain their holistic rights. Supreme Court directives and experts' recommendations are not fully enacted upon. For e.g., keeping the child's growth chart as per WHO recommendations is mandatory but is superficially done and not acted upon. Corruption, negligence and apathy are responsible for this situation that could even result in maternal and child deaths. Exceptions are traceable to local initiative and/or NGO support. 

· There has been a spate of severe malnutrition cases among children under six in some parts of this state recently, so the current emphasis is on mitigating early childhood malnutrition, but one cannot ignore 6+ year olds, adolescents, & the mother. The easiest earliest point of corrective intervention is at the adolescent stage, while long term prevention has to watch and prevent at every stage of the life-cycle.

· Management/eradication of malnutrition at household level needs food security, health, nutritional awareness, good breastfeeding and weaning practices, and frequent feeds for under-sixes using locally available affordable materials that are easily prepared and are tasty along with stimulation, love and care. At community level, the  AWCs and creches need trained staff, good infrastructure, appropriate feeding plans, tracking of mother and child health and nutrition status followed up immediately by actions as needed,  special attention to children of working mothers, and accountability. 

· A food gap exists due to various causes - the effective response to malnutrition should be intergenerational multi-sectoral and deep-rooted, and should address these issues simultaneously.There is a need to adjust recipes to different seasons, whether at home or in ICDS or other programmes.

· School textbooks should carry information on traditional foods like millets that have lost prestige. Agriculture policy based on heavy in organic inputs and non-scientific fixing of minimum support prices has forced farmers out of the sector, to fall into debt or to commit suicide due to agriculture becoming unremunerative and a highly debt-ridden process. There is also a movement away from food crops to cash crops. Further, the lack of proper procurement mechanisms and storage facilities for grains, fruits & vegetables, etc. is responsible for heavy losses of these essential foods. Loss of perishable foods in storage is about 75% . The state has excess milk production that does not reach children. 

· The food security bill provisions are less than current ones such as 25 kg of grain instead of 35 kg per month. The new allotment does not increase for larger households. The government views PDS recipients as beneficiaries, not as right holders and the allocations as largesse rather than the State's duty towards vulnerable groups. How can the purchasing power of the poor be enough when their remuneration is generally far below the already low minimum wage? MNREGS [the national employment guarantee scheme] and Karnataka has reduced even the low Below Poverty Line [BPL] cut-off  point set by Planning Commission [from 32 Rs. per capita per day to 9 Rs]. This excludes many poor and affects their access to existing subsidies.

· Criteria for providing maternal entitlements exclude those who were married before 18 years, due to this being illegal. But  anaemic and malnourished women  and those who have low birth weight babies are more among this very group. The schemes by their conditionalities are escaping the most needy target; thus under-weight babies and perinatal mortality will persist as long as state is unable to prevent child marriage.

· Sadly, obesity and diabetes are increasing among even lower income groups. Massive campaigns need to be mounted against unhealthy lifestyles,  misleading advertisements on so-called nutritious packaged foods and junk foods. 
The technology to solve malnutrition is available; what is needed is political will and accountability.

The state should follow the national nutrition policy that is also echoed by the PDS policy.
A potential best practice that is not functioning for lack of takers is kitchen gardening that is being promoted by KVK and the horticulture department.
Water and Sanitation
· The official figure for national drinking water coverage is 88%, up from 68% in 1990. But only 25% are household connections, thus leading to women and girls burdens;  68% are untreated. In some areas, there are problems of fluoride, nitrate, arsenic, etc.  Urban Situation – an example: 70% of Bangalore slums use community sources wherein timing of water release is not certain leading to time and wage loss for women, school-age girls, etc. The 30% house connections given generally get no water and no proper billing, as it happens as late as ten years even. Now the authorities complain that giving water to the poor is infeasible. There is water but due to poor distribution, and lack of time chart, the waterman who is next in power to the councillor favours those who pay him under the table, not the poor. 40% of the Cauvery river diverted to the city is wasted due to broken pipes etc.

· The water mafia – local political leaders and others tap water illegally and then charge others with the conivance of officials. Moreover, there is official apathy and no clear of line of command and accountability. Politicians do not want official water schemes to succeed so that they can fill the gap and thus create a dependency among the local voters – they are an assured vote bank.

· A good AUSAID project got delayed and ngo support was terminated before the training of the community on their participation. The physical work was finished, so it failed.

· Another project is excellent but there is no transparency even with ngos involved  and they who still continue to work often have a feeling that they cannot question the government.

· Sanitation: only 31% use a toilet overall; in rural areas, only 21%.  Over half the population defecate om the open. Only 6% of children use toilets. Under the Total Sanitation Campaign, a national rural programme, deadlines have to be met but there are of problems of inadequate funds, poor materials, and lack of other support. Handwashing with soap is extremely low and awareness has yet to spread and be internalised widely.
· Still, the experience of an NGO that works in rural water and sanitation has been the much more successful due to its being given full responsibility with every group in the project having specific roles. The initiative that some officials take can be a key factor in such success stories, for e.g., the new District Commissioner involved ngos from the survey and awareness campaign stage and was herself very active. The combination of convergence, awareness  and a mission approach led to creation of 40,000 toilets in one year, a workable model of a functional rather than dead toilet. Even now five years later, the toilets are working in all six districts where the TSC is 90%+ success. Two other pilot models had 100% success, with all family and schools covered , with community ownership/involvement, etc. and including rainwater harvesting. 
· Use of these toilets by the disabled, however, is constrained due to lack of handlebars;  need more budgets.
· There is a need for a clear policy so that the poor get services, with participation of all groups, IEC [Information, Education and Communication], community demand and the idea of sustainability.

Environment
Living conditions affect health in many ways and children are the most affected due to their being in a growing phase. Poor housing, public hygiene, environmental sanitation and air pollution along with unsafe water account worldwide for a host of diseases such as respiratory problems, diarhoeas, malaria, dengue etc. Crowded conditions in slums and disappearing green cover and open spaces in urban areas exacerbate the problems. India is amongst the countries very badly affected by all these problems. 
Disability
· Severe cases have no access to health care. If they get health services at home, it is ok for immunisation  etc.  but one should strive for inclusive services. - eg buses etc. to enable them to get schooling. There is no inclusive education in practice. It should not fall on parents to secure the rights of disabled

· There is no proper study on how many severely disabled children die out of total age-specific deaths.

· In the case of disability, there is no right to services. Selective attention is seen, e.g. focus on physically disabled, not other disabilities. Disabled tribal children get no health and education facilities.

· There is very minimal allocation for hearing aids etc., so low that no one asks for it. Government should at least subsidise payments outside. But no health insurance includes such costs.

· Disabled children often get no parental attention and often there is only a single parent who works all day.

· Rehabilitation is under the Social Justice ministry, which provides no attention to early detection & treatment

· If a ramp exists, often it is with a wrong incline. There is no attention to needs of other types of disabled.

· There are no programmes for such children to socialize them and to raise self-esteem as they are prone to depression, and there is no counsellor for the disabled child, or for giving awareness to parents

· Apathy or extreme opposite – over-pampering – is common.

· Disability due to accidents is another major problem.

HIV strategy has six components that should be extended to all vulnerable children.

Should have a package of services and a 5 yr plan for the disabled.

The PHC  strategy is applicable to disability too.

HIV/AIDS
· Children of HIV/AIDS affected parents [both or single] and orphans due to this disease are both affected in various ways. In some such cases, the family [including the extended family] mistreat the child wanting the property that now belongs to it. Some children themselves get infected due to migration situations, unsafe sexual intercourse, lack of awareness, child marriage. ART is given freely, but the nutritious foods that are also essential are not. Stigma and bad treatment are meted out by the community, doctors, institutions, etc. Parents of other children do not want them to mix with the affected ones, who do not enjoy any child right.

· Members of Child Welfare Committees and whistleblowers are attacked, even if they try to rectify the problems of OVCs. On the other hand, there is community support too sometimes – e.g. provision of milk. 

· The National Aids Control Organisation [NACO] attends to only one of the 6 core aspects needed.

· The single biggest risk for women is marriage – her rate is higher than the commercial sex worker's. Her own life is doomed, and her children's too is damaged.
· Best practice examples include NGO institutions that shelter OVCs and try to give them regular education. 
Policy Issues: Suggestions on OVCs: 

There are very few opportunities for expression – they should be given.

Organisations & individuals concerned with hiv/aids should be gathered at meetings to get their views.

A committee composed of affected groups/persons to be set up to advise Government. 

Awareness has to be built up; Give institutional care to those who are affected. 

Though there are programmes for those who are positive, they need awareness about them. Also there are no programmes specifically for orphans and vulnerable children.  

Child Abuse
· Child abuse affects the health of the child in one or more ways – physical damage, trauma with negative consequences such as loss of self-esteem, psychological longer-term deep damage leading some times to suicide and in some cases or to becoming in turn the abuser, creating an inter-generational chain.

· Since abuse is mostly by relatives or other trusted persons such as teachers, crucial relationships are affected.. At the same time, children out of school, especially street children, are at high risk, including of being trafficked.

· The National Study on Child Abuse done in 2005 -06 shattered the almost universal belief that child abuse was rare in India [rates for both physical and sexual abuse were about 50%]. It also revealed that boys were also targeted. The maximum sexual abuse was in the age group 5-12, followed by 15-18 years. 

· Awareness among adults is needed on a large scale.
Suicide is the second cause of accidents among 15-24 olds and often due to sexual abuse.
· The radio programme “Tenteen to eighteen” for both boys and girls on many channels is good
Children in Institutions
Many of them have a single contractor arrangement – for everything: groceries, stationery, fuel, medicines, whatever and there is no accountability of quality, quantity, etc.

Destitute cottages are often bogus – they have been set up with political patronage.

There are very few facilities in the districts as these institutions are concentrated in the state capital.

Disasters
· With increase in incidence and severity of natural disasters as well as of conflicts, the impact of disasters on all, but more so on children, has worsened. Apart from the immediate consequences, there is also continued trauma due to revisited memory.  All of us are vulnerable to disasters and all of us can deal with it to some extent.

· 70% of people recover quickly from disasters, but the rest have post-stress traumatic disorders due to more severe or longer effects.  Women and children suffer more. 
· While physical relief and rehabilitation is carried out by both government and civil society, there is a need to lookout for signs of trauma and enable survival strategies.
Awareness and assurance of normality, return to typical signs of bouncing back; prepare some volunteers ahead of time to be prepared to help; allow everyone to talk or express in different ways about it; 

integrate with PHC – [attend to physical problems along with psychological problems; deal with severe problems  such as suicide, etc. If no psychological practitioner is around, just encourage persons to write about it; trained school counsellors and volunteers are needed. Anything beyond coping capacity of each individual has to be attended to them. Periodic contact with the affected helps their recovery and rehabilitation.
Governance
The deep vein of neglect and negligence regarding child health is related to the vision of  economic growth that without social justice and equity is rather a mirage of development.

Populist schemes are plenty but not implemented.

Decisions taken by groups are totally influenced by upper castes.
There is a need for realistic goals.

To ensure that implementation data are compehensive and correct as well as used, community monitoring, social audit, and NGO joint monitoring need to be built into programmes. Government should be accountable, citizen's charters are needed to ensure people's right to ask for one's rights. 

Elected representatives, who should be playing an important role in ensuring children's rights,  know only seven of the 34-60 departments that work in a taluk.

Overall thus, the child in India has severe difficulties in attaining the highest standards of health due to both traditionally poor conditions, public ignorance, focus on  economic success rather than public good, inadequate investments, poor systems and implementation, bad governance and lack of poltical will. Conversely these are all needed to be addressed in a good policy approach.
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