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Editorial
Corona Virus Disease (COVID-19) Pandemic

* S. Vivek Adhish and * * Sangeeta Gopal Saxena

*Professor and Head, Department of CHA, The NIHFW, New Delhi-110067.
**Dr. PH Scholar, Penn State University, PHS Department, 90,Hope Drive, Hershey PA 17033, USA;
E-mail: drsangeetasaxena@gmail.com 

“If you value the life of the elderly in this country, please do Social Distancing”
								        ----- Ramanan Laxminarayan

The planet earth is under lockdown with its 7.8 billion people practically brought down to their 
knees by one of the smallest living creatures. The virus, which probably originated in bats but 
passed on to people via an as yet unrecognized intermediary animal species, is believed to 
have started infecting people in Wuhan, China, in late November or early December 20191. 
Since then, the virus has raced around the globe1. A cluster of cases of pneumonia of unknown 
cause was reported to WHO on 31 December 20192. The cause of the outbreak was identified 
as SARS-CoV-2, a new virus closely related to bat. Coronavirus3 is believed to have originated 
in horseshoe bats that had previously not been identified in humans; and the disease was later 
renamed as COVID-19 by WHO on 7 January 2020. Corona viruses (CoV)  are zoonotic i.e. 
they  transmit disease between animals and humans and  in the past, they have caused outbreaks 
of Middle East Respiratory Syndrome (MERS-CoV) and Severe Acute Respiratory Syndrome 
(SARS-CoV)4. Several known corona-viruses are circulating in animals that have fortunately 
not yet infected humans.

COVID-19 could have evolved to its current pathogenic state through natural selection in 
a non-human host and then jumped to humans with the source being linked to the Huanan 
Seafood Wholesale Market. Bats were the most likely reservoir as the virus is very similar to a 
bat corona-virus. No cases of direct bat-human transmission have been documented, however, 
suggesting that an intermediate host was likely involved between bats and humans5 The humans 
once infected could transmit it to others. Alternatively, a non-pathogenic version of the virus 
jumped from an animal host to humans and then evolved to its current pathogenic state within 
the human population. Though difficult to say at this stage what was the mode, if it was the 
first, then chances of future outbreaks remain as the virus is still in the animal reservoir.5

Human to human transmission was confirmed on 23 January 2020 when WHO declared the 
outbreak a public health emergency of international concern, raising it to very high on 28 
February 2020 and COVID-19 a pandemic on 11 March 2020. However, unverified reports 
suggested that the first person contracting the disease could be on 17 November 20196 and 
a person diagnosed with symptoms  on 1 December 2019 which had no connection with 
the sea food market cluster and a few cases came to the fore in Dec 20197,8. The first case 
of human transmission was in early January 20209,10. On 19th March 2020,  the cases of 
COVID-19 surpassed 200,000 globally. It took over three months to reach the first 100,000 
confirmed cases and just 12 days to reach the next 100,00011. The third 100,000 took only three 
days. By the morning of 22 March 2020, there were 308594 cases with 13069 deaths globally 
while India had 332 cases and 5 deaths11. Most of the western countries like Italy, France, Spain, 
US and West Asian like Iran were on the same trajectory and the cases doubling in 2-3 days. In 
India, they were doubling in a week.  Hong Kong and Singapore had limited the spread while 
South Korea and Japan had slowed it. Some fear that COVID-19 could follow a similar path 
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to that of the 1918–1919 flu pandemic, in which the second and third waves caused most of the 
fatalities12. However, as COVID-19 is a new disease, future trajectory may only be estimated12.
Droplets of COVID-19 remain air-borne after someone sneezes or coughs; and those particles 
can travel short distance and infect people close by. The droplets can become suspended in air 
as an aerosol for at least three hours. The virus-infused droplets can also fall on surfaces and 
infect people who touch those surfaces for as long as nine days at room temperature. High 
temperature and high relative humidity may significantly reduce the spread of COVID-1913.

Covering mouth and nose when coughing and sneezing, washing hands, avoiding close contact 
with people with respiratory illness, maintaining distance -- at least six feet reduces the spread 
of infection. People suspected to be infected should monitor and self-isolate themselves. Social 
distancing is advocated and the elderly should maintain distance from the young. 

The time between exposure and symptom onset is typically around five days but may range 
from one to fourteen days14.  The majority of the cases are mild. Fever, cough, and shortness 
of breath are the common symptoms15. Complications may include pneumonia and respiratory 
failure, septic shock, and/or multiple organ dysfunction or failure necessitating intubation and 
assisted ventilation in an intensive care unit. The early death cases of COVID-19 outbreak 
occurred primarily in elderly people, possibly due to a weak immune system that permits faster 
progression of viral infection15. There is no vaccine or specific anti-viral treatment; treatment 
is symptomatic and supportive therapy. 

China adopted the mode of suppression to control the epidemic. Suppression requires more 
extreme measures so as to reverse the pandemic by reducing the basic reproduction number to 
less than one16. Wuhan was placed under effective quarantine on January 23 as air and rail 
departures were suspended17. China on 19 March 2020 marked a major milestone in its battle 
against the corona virus pandemic as it recorded zero domestic infections for the first time 
since the outbreak emerged; and on 16 March 2020, for the first time since the beginning of 
the outbreak, infections and deaths outside China surpassed those within China. Suppression 
requires meticulous surveillance as there is a possibility of recurrence.

Part of managing an infectious disease outbreak is trying to decrease the epidemic peak, known 
as flattening the epidemic curve18. This decreases the risk of health services being overwhelmed 
and provides more time for vaccines and treatments to be developed. Optimal mitigation 
policies reduce peak healthcare demand by 2/3rd and deaths by half. Containing imported 
cases, containment by identifying and isolating cases are very crucial. This helps the health 
systems not being overwhelmed and mortality coming down to less than one per cent. These 
measures reduce the peak ICU admissions which are especially important for countries like 
India which has 2.4 ICU beds per 100000 population. Social distancing, effective governance 
and quality of health care are also equally important. Countries adopted a variety of measures 
aimed at limiting the spread of the virus16. South Korea introduced mass screening, localized 
quarantines, and issuing alerts on the movements of affected individuals16. Singapore provided 
financial support for those infected who quarantine themselves, and imposed large fines for 
those who failed to do so16. Both the countries have flattened the curve with the cases doubling 
in more than a week in Singapore and around a week in South Korea.

India has taken urgent steps to strengthen community surveillance, quarantine facilities, 
isolation wards, and ensure availability of adequate personal protective equipment (PPE), 
trained manpower and rapid response teams for management of COVID-19. The first case in 
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India occurred on 30 January 2020. By 21 March 2020, the cases were doubling in about a 
week. Community transmission has not yet started. If we can increase this rate of doubling to 
about 18 -20 days we will flatten the epidemic curve and prevent a situation which overwhelms 
the health system and takes a heavy toll. The average age in India is 28; one of the lowest in the 
world will be a favourable factor. Surveillance will be needed for may be a year and mitigation 
efforts continued. Clusters may come up off and on and if efficiently managed and hopefully 
we will be following the path of Singapore, and we’ll win the war against COVID-19.
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Abstract

The significant achievement in public health in India during the past few decades is visualized 
by a decrease in demographic indicators for health like IMR, MMR, TFR and doubling of life 
expectancy. But grading people’s health and the health care system across the states visage a 
kind of disagreement of an emerging disconnect between the complexity and iniquitous nature 
of problems as well as the competence to address it meaningfully. The health outcomes still 
remain depleted when the country is compared with other countries with similar economic 
stages of development. Health policies and programmes highlight the need of governance in 
health for distribution of responsibilities and resources, maintaining accountability between 
centre and state, strengthening institutional mechanism for consultative decision-making 
and coordinated implementation to achieve it. Thus, the objective of this paper is to explore 
the level of collaboration within and between various players for health based on the survey 
of literature of the last one decade. Content analysis of various literatures available in the 
areas was done for deeper understanding of multi-sectoral collaboration at all stages for 
health emphasizing the local governance. Identify the strength, weakness and disparity 
which need to be addressed for improving and suggest evidence-based strategies for the 
sustainable development of health in India. There has been a general improvement in the 
provision of health care infrastructure, human resource development but more pro-action 
was needed considering the country’s failure to achieve many of the targets, and the status 
of health of the people still stays way below the world average. This raises questions about 
the strategic implementation mechanism at different stages of the programmes focusing 
on removing the regional and gender disparities. Studies have shown that various socio-
economic factors influence people in reaching out to health care facilities in the rural 
areas particularly by the most vulnerable sections of the population; and it needs to be 
addressed specifically. Considering the diversifying nature of the problem, its quantum and 
differential stage of development between regions; calls for local-specific strategies and 
programmes with very pro-active community participation. Without active involvement of the 
communities, achievement of primary health target is going to be very difficult. Therefore, it 
visualizes the strengthening of local collaborative governance for strengthening the health 
system by capacity building of the local self-governance. This, in turn, will enhance their 
role at different levels of health governance, in addressing the social determinants of health, 
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making community-based planning and mandatory monitoring in order  to place people at 
the centre of the health system and development process for effective monitoring of services 
and accountability in the management and delivery of healthcare services.

Key words:	 Sustainable development, Collaborative governance, Health system, Socio-
economic factors, Poverty.

Introduction

Health is a vital component for the well-being with quality of life and a crucial indicator to 
meet the criteria of human development. However, in India, the achievement of optimum 
health status is interlinked with other social and distal determinants of life. There has been 
a significant achievement in public health in the country during the past few decades, often 
visualized by improvement in demographic indicators for health like IMR, MMR, TFR and 
increasing life expectancy. But, grading peoples’ health and the health care system across the 
states features division between the complexity and inequitable nature of problems, lack of 
means and the competence to address it meaningfully across geographical, social, gender, 
income and educational strata in different states. The health outcomes always remain low when 
the country is compared with other countries with similar economic stages of development. 
This is due to the  coexistence of high prevalence of preventable diseases, reproductive and 
child health problem, nutritional deficiencies, chronic diseases, accidents, violence and injuries, 
disabilities, unbalanced health care services lacking equity and affordability, lack of public 
accountability, poor access to health information, lack of synergy between health research 
outcome and  its application for development,  low government expenditure on public health 
though enhanced   recently, and large quantum of out of pocket expenses for health by the 
individuals which is again pushing the families into more poverty. 
   
The country’s development initiatives commenced upshot in the economic growth for the past 
two decades. But this economic development does not seem to shape substantial improvement 
in the peoples’ health, rather fail to synergise proportionate investments in health gain bringing 
equality and equity among all the segments of the population across states and below level.  
At one extreme where best possible health care are provided to those who can afford to pay 
for the services including to the people from other countries under medical tourism; on the 
other extreme, even the basic or essential service and technologies are unaffordable or lacking 
for a large proportion of people who are poor. India ranks 130 among the 189 countries in the 
latest Human Development Index (HDI) report. Ranking of India›s quality of life is 49 out of 
66 with Quality of Life Index (QLI) of 121.61, health care ratio is 68.04, and the Cost of Living 
Index (CLI) is 23.81 (Human Development report 2019).
  
Further, National Health policy (2017) and NHM (2017) visualize to attain universal access 
to equitable, affordable and quality health care services by creating a fully functional, 
decentralized and community owned system with greater inter-sectoral coordination so that 
wider social determinants affecting health are also equally addressed. Amongst the pool of 
strategies designed, it emphasises weightage   on decentralized planning with autonomy for 
local action, inter-sectoral district health plan including drinking water, sanitation, hygiene, 
nutrition; capacity building of Panchayati Raj Institutions, capacity building for preventive 
health care at all levels, Health plan for each village through VHNSC, risk pulling and social 
health insurance, promoting the non-profit sector and PPP,  and mainstreaming AYUSH and 
local health traditions. 
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Objectives

The objectives of this paper were to:

explore the level of collaboration within and between various players for optimum health;
deeper understanding of current level of inter-sectoral and multi-sectoral collaboration for 
health at the local level;
identifying the strength, weakness and disparity which need to be addressed for improving the 
sustainable development of health in India; and
suggest evidence-based strategies.

Methodology

The literatures used in this article are from relevant secondary data sources like published 
journal articles, government reports, reference papers, etc.  published in the decade at the 
national and international level. Data particularly focusing on India and developing countries 
were selected and down loaded from google.com, pubmed, etc. for review. Further, the content 
analysis of various literatures available in the areas was done based on eight broad thematic 
areas which is mentioned in the findings. 

Findings 

Multi-level Governance, Convergence of Sectoral Programmes and Collaborations for 
Health within the Local Health Systems

Over the years, lots of research initiatives have been undertaken to understand the dynamics 
of inter-sectoral and multi-sectoral collaboration in the country.  PHC governance in Nigeria 
illustrates how the multi-level governance framework offers a people-centric lens on the 
governance in low- and middle-income countries (LMICs)1. This Nigerian study focuses on 
relations among health system actors within and between the levels of governance. The study 
demonstrated the potential impact of health system actors functioning at different levels of 
governance on PHC delivery, and how governance failure at one level can be assuaged by 
governance at another level. 
 
Schneider et al. in their study found collaborations, coordinated action in the community health 
system (Zambia), partnership between governmental, non-governmental and academic actors 
(India), joint planning and delivery across political and sectoral boundaries (Sweden and South 
Africa)2. In this study, four countries’ cases were presented and analyzed using a common 
framework of collaborative governance focusing on the dynamics of the collaboration itself. 
This collaboration covered principled engagement, collective motivation and joint capacity. 
The four cases, despite their differences, illustrated the considerable challenges and the specific 
dynamics involved in developing collaborative action in local health systems. These included 
the co-construction of solutions (and in some instances, the problem itself) through engagement, 
the value of trust, both interpersonal and institutional as a condition for collaborative 
arrangements and the role of openly accessible information in building shared understanding. 
Eventually, collaborative action takes time; and difficulty needs to be anticipated. If discovery, 
joint learning and developing shared perspectives are presented as goals in themselves, these 
may offset internal and external expectations of collaborations.
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Kim et al.3 reported that convergence of sectoral programmes is significant for scaling up 
essential maternal and child health, and nutrition interventions. These interventions are 
implemented by two government programmes designed to work together i.e. Integrated Child 
Development Services (ICDS) and National Rural Health Mission (NRHM). But it was found 
that there is limited understanding of the nature and extent of coordination in place which 
was needed at the various administrative levels. Examining how inter-sectoral convergence 
and the factors influencing convergence in policy in nutrition programming is operationalized 
between ICDS and NRHM from the state to village levels in Odisha. It was observed that there 
was close collaboration at the state level in developing guidelines, planning, and reviewing 
programmes facilitated by a shared motivation and recognized leadership for coordination. 
However, the health department was perceived to drive the agenda but different priorities and 
little data sharing presented challenges. At the district level, there was joint planning and review 
meetings, trainings, and data sharing but poor participation in the inter-sectoral meetings and 
limited supervision. While the block level is the hub for planning and supervision, cooperation 
is limited by the lack of guidelines for coordination, heavy workload, inadequate resources, 
and poor communication. Strong collaboration can be materialized by close interpersonal 
communication and mutual understanding of roles and responsibilities. The study suggested 
that congruent or shared priorities and regularity of actions between sectors across all levels 
will improve the quality of coordination, clarity of roles and leadership, and accountability. As 
convergence is a means to achieve effective coverage and delivery of services for improved 
maternal and child health and nutrition, focus should be on delivering all the essential services 
to the mother-child dyads through mechanisms that facilitate a continuum of care approach, 
rather than sectorally-driven, service-specific delivery processes.

A study by Bossert and  Mitchell4 demonstrated that decentralization is a varied experience, 
with some district-level officials making greater use of decision space than others; and that those 
who do so, also tend to have more capacity to make decisions and are held more accountable 
to elected local officials for such choices. These findings suggest that decentralization policy 
should focus on synergies among dimensions of decentralization to encourage more use of de 
jure decision space, work towards more uniform institutional capacity, and encourage greater 
accountability to local elected officials.  

Health Research, Information and Communication Technologies for Local Health System 
Reform

A study on Global research partnerships in advancing public  health in India5 reported that 
Collaborative research is integral to medicine. Multi-national and multi-institutional research 
partnerships produce advances in medicine and public health that have a significant societal 
impact. Developing nations can gain from such collaborative partnerships in achieving progress 
in sustainable development goals. However, it is important that the research agenda is relevant 
to the region where studies are conducted. Funding of research by the national government and 
regional organisations will ensure that the research is appropriate for the region, and ethically 
rigorous. 

Ward et al.6 examined the extent to which provisions of international health research guidance 
promote capacity building and equitable partnerships in global health research. The evaluation 
found that governance of collaborative research partnerships, and in particular capacity building, 
in resource-constrained settings were limited but had improved with the implementation 



9

guidance of  the International Ethical Guidelines for Health-related Research Involving Humans 
by the Council for International Organizations of Medical Sciences (CIOMS, 2016). However, 
more clarity was needed in national legislation, industry and ethics guidelines, and regulatory 
provisions to address the structural inequities and power imbalances inherent in international 
health research partnerships. Further, ethical partnership governance was not supported by the 
principal industry ethics guidelines. It concluded that governance should stipulate the minimal 
requirements for creating an equitable environment of inclusion, mutual learning, transparency 
and accountability. Procedurally, this should be supported by (i) shared research agenda setting 
with local leadership, (ii) capacity assessments and (iii) construction of a memorandum of 
understanding (MoU). Moreover, the requirement of capacity building needs to be coordinated 
amongst partners to support good collaborative practice and deliver on the public health goals 
of the research enterprise; improving local conditions of health and reducing global health 
inequality. It suggested greater commitment, and support should be given to co-ordinate, 
strengthen and enforce local laws requiring equitable research partnerships and health system 
strengthening.

Borgström7 reported that transformation towards sustainable development was about findings 
new ways of thinking, organising and doing to navigate wicked challenges such as climate 
change and urbanization. Such challenges call for new governance modes that match the 
complexity of the systems where multi-level governance and collaborative approaches have 
been suggested to contribute to such transformative capacity building and decentralized 
governance of the Stockholm region.  Such a collaboration hosts a great potential in supporting 
city wide transformation which was hampered by disconnect between actors, levels and sectors, 
and the short-term funding structure. The suggested interventions highlight the tension between 
enabling collaborations while safeguarding a high local diversity of initiatives and flexibility to 
ensure sustained space for innovation and learning.

Cash-Gibson et al.8 reported that the effective triangulation of S-N-S partnerships can be of 
high value in building sustainable research capacity in LMICs. If designed appropriately, these 
multicultural, multi-institutional, and multi-disciplinary collaborations can enable southern 
and northern academics to contextualize global research according to their national realities.

Scott et al.9 reported that by re-framing the conflict as organizational, they were able to create 
opportunities for the staff to understand their context and participate in negotiating principles 
for communication and collaborative work. The result reduced conflict between the staff in the 
two organizations, leading to improved implementation of programme and support. The study 
suggested that strengthening relationships among those working at the local level by building 
collaborative norms and values is an important part of local health system governance for 
improved service delivery by multiple actors.

Nyström  et al.10 reported that collaborative approaches were important in the study of complex 
phenomena.  Collaborative approaches were achieved by designing action research or by 
involving practitioners from several levels of the healthcare system in various parts of the 
research process. Study showed that allocated time, arenas for interactions, skills in project 
management and communication are needed during research collaboration to ensure support, 
build trust and understanding with involved practitioners at several levels in the healthcare 
system. For researchers, dealing with this complexity takes time and energy from the scientific 
process. For practitioners, this puts demands on understanding a research process and how it 
fits with the on-going organisational agendas and activities, and allocating time. Some of the 
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identified factors may be overlooked by funders and stakeholders when designing, performing 
and evaluating interdisciplinary, collaborative and partnership research.

Study carried out by Scott  and  Gilson11 reported that Central governance is shaped by the 
information and knowledge generated, and used at the lower system levels. Formal health 
information is generated in the district-based HIS; therefore, attracts management attention 
across the levels of the health system in terms of design, funding and implementation. Hence, 
strengthening the local level managers’ ability to create enabling environments is an important 
leverage point in local decision-making which in turn, translates national policies and priorities 
including equity goals into appropriate service delivery practices.  Ramaswamy et al.12 reported 
the need for multi-country partnerships to achieve sustainable outcomes in global health but only 
a few literature describes how this could be achieved in practice. A strong leadership, support 
and engagement of stakeholders, co-creation of solutions with partners, and involvement of 
partners in the delivery of solutions are all required for successful and sustained partnerships.

Chandrasekhar and Ghosh13 reported that information and communication technologies (ICTs) 
can improve the delivery of  health  and disaster management services in poor and remote 
locations. It can increase the transparency and efficiency of governance, and would improve 
the availability and delivery of public health services. Educating health professionals in the 
possible uses of ICTs, and providing them with access and ‘connectivity’ would give dividends 
and also reduce the digital divide. 

Surveillance Mechanisms  for Health and  New Emerging Diseases (Antimicrobial 
Resistance)

Dahal et al.14 reported that most of the ‘One Health’ activities in South Asia are determined 
by donor preferences. Bangladesh and  India  did considerable work in advancing 
‘One  Health’  with limited support from the  government  agencies. Weak surveillance 
mechanisms, uncertain cost-effectiveness of One Health compared with the existing approach, 
human resources and laboratory capacity are some of the factors hindering the implementation 
of the One  Health  concept. Implementation of One  Health  is growing in the South Asian 
region with limited or no government  acceptance. To institutionalize it, there is a need for 
leadership, government support and funding.

A study by Kumar et al.15 reported that Antimicrobial Resistance accounts for the greatest threat 
to the health system. The most appropriate path to mitigate this menace was a collaborative, 
multidisciplinary approach combining antimicrobial stewardship with infection prevention. 
Sustainable efforts to overcome this global problem would require awareness, learning 
and coordination at various levels in the  health  system.  Government  policies, national 
guidelines, collaborative functioning in research, online training modules, and media has an 
important role in combating the threat. A multipronged approach involving the infection control 
specialist as well as various cadres of  health-care providers including pharmacists, nurses 
and community-level  health  workers are needed. All  health-care professionals prescribing 
antibiotics take responsibility and understand the adverse consequences of inappropriate 
and suboptimal antibiotic usage. Certain countries in the world have already in place the 
antimicrobial stewardship programme with multi-disciplinary approach. India needs to have 
a strengthened anti-microbial stewardship programme involving all cadres of  health-care 
providers. Brucellosis control will be challenging in India but with collaboration it could be 
possible to address these priority areas16.
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Strengthening Government Management Capacity

Health Facility Management Strengthening Programme was quite successful in strengthening 
the local health governance in the health facilities17. The level of community engagement in 
governance improved i.e. an increase in the number of effective HFOMC meetings, expansion 
of the inclusion of dalit/women members in the decision-making process, facilitation of 
resource mobilization, and community accountability, increase in health facility opening days. 
Furthermore, health services became more inclusive as there is an increase in the availability 
of technical staff, supervision and monitoring, and display of the citizen charter. Functioning of 
HFOMCs is largely dependent on the process of selecting members, the staff and community›s 
support, and a sense of volunteerism and team spirit among the members. Correspondingly, 
to ensure the effective participation of dalit/woman members, the educational and livelihood 
empowerment of the members is very necessary. Furthermore, capacity building and giving 
authority to HFOMCs should go hand-in-hand. Local governance of health facilities was 
fostered through the local people›s active engagement in HFOMCs and capacity building of 
the HFOMC members.
 
A study on Strengthening  Government  Management Capacity to Scale up HIV Prevention 
Programmes through the Use of Technical Support Units in Karnataka State18 reported 
that scaling up HIV prevention programmes among key populations (female sex workers 
and men who have sex with men) has been a central strategy of the Government of  India. 
However, state governments have lacked the technical and managerial capacity to oversee 
and scale up interventions or to absorb donor-funded programmes. In response, the 
national government contracted Technical Support Units (TSUs), teams with expertise from the 
private and non-governmental sectors, to collaborate with and assist state governments. In 2008, 
a TSU was established in Karnataka, one of six Indian states with the highest HIV prevalence 
in the country where monitoring showed that its prevention programmes were reaching only 
five per cent of the key populations. The TSU provided support to the state in five key areas: 
assisting in strategic planning, rolling out a comprehensive monitoring and evaluation system, 
providing supportive supervision to intervention units, facilitating training, and assisting with 
information, education, and communication activities. This collaborative management model 
helped to increase capacity of the state, enabling it to take over funding and oversight of HIV 
prevention programmes previously funded through donors. With the combined efforts of the 
TSU and the state government, the number of intervention units statewide increased from 40 
to 126 between 2009 and 2013. Monthly contacts with female sex workers and homosexuals 
increased. There were also increases in the proportion of both populations who visited HIV 
testing and counseling centers, and sexually transmitted infection clinics and also changes in 
sexual behaviours among the key populations were also documented. The Karnataka experience 
suggests that TSUs can help governments enhance managerial and technical resources, and 
leverage funds more effectively. With careful management of the working and reporting 
relationships between the TSU and the state government, this additional capacity can pave the 
way for the government to improve and scale up programs and to absorb previously donor-
funded programmes.
 
Community participation, Social accountability & Decision making within local health 
system for Health:
 
A study has reported that community participation is a complex process which is strongly 
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influenced by the context in which it occurs, and social factors such as power relations must be 
carefully considered19. Further, it stated that there is a need for more robustly designed studies 
to improve the theorization of community participation, and to draw out a better understanding 
of how tangible and intangible elements such as power, influence community participation and 
its outcomes.

George et al.20 tried to explore the extent, nature and quality of community participation in 
health systems intervention research in LMICs. The study highlights that despite positive 
examples, community participation in health systems interventions was variable, with few being 
truly community-directed. It suggested that future research should more thoroughly engage 
with community participation theory, recognize the power relations inherent in community 
participation, and be more realistic as to how much community can participate and cognizant 
of who decides that. Another study reports that in order to realize the benefits of this approach 
it is vital to provide adequate investment in the ‘people’ component of health systems and 
understand the multi-level factors that influence their participation. 
A study21 has reported on accountability mechanisms for implementing a health financing 
option through the case of the basic health care provision fund (BHCPF) in Nigeria. The study 
reports that the Nigerian National Health Act proposes a radical shift in health financing in 
Nigeria through the establishment of a fund i.e. Basic Health Care Provision Fund (BHCPF). 
The strategies for accountability encompass planning mechanisms, strong and transparent 
monitoring and supervision systems, and systematic reporting at different levels of the health 
care system. Further, it highlighted that non-state actors, particularly communities, must be 
empowered and engaged as instruments for ensuring external accountability at lower levels 
of implementation. New accountability strategies such as result-based or performance-based 
financing could be very valuable. The key challenges to accountability identified are- trust, 
transparency and corruption in the health system, political interference at higher levels of 
government, poor data management, lack of political commitment from the State in relation to 
release of funds for health activities, poor motivation, mentorship, monitoring and supervision, 
weak financial management and accountability systems, and weak capacity to implement the 
suggested accountability mechanisms due to political interference.

A Tanzanan study22  reported that almost all the stakeholders viewed Accountability for 
Reasonableness as an important and feasible approach for improving priority-setting and health 
service delivery in their context. However, a few aspects of Accountability for Reasonableness 
were seen as too difficult to implement, given the socio-political conditions and traditions in 
Tanzania. The highlights of the study are budget ceilings and guidelines, low level of public 
awareness, unreliable and untimely funding, as well as the limited capacity of the district to 
generate local resources as the major contextual factors which hampered the full implementation 
of the framework. The study suggested that Accountability for Reasonableness framework 
could be an important tool for improving priority-setting processes in the contexts of poor-
resource settings.  However, the full implementation of Accountability for Reasonableness 
would require a proper capacity-building plan, involving all relevant stakeholders, particularly 
members of the community as public accountability is the ultimate aim, and it is the community 
that will live with the consequences of priority-setting decisions.

A study in Gujarat23 on how social accountability contributes to better maternal health outcomes 
with government and civil society actors, showed an improved interaction between communities 
and the health system led to better access to and use of maternal health services. However, the 
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influence of social accountability found to be limited to the local/district level and also was 
lack of capacity and ownership of the government structures.

A study by Panda and Thakur24 reported that the robustness of a health system in achieving 
the desirable outcomes depends upon the width and depth of ‘decision space’ at 
the local level. However, lack of consensus on an acceptable framework followed by notion 
of ‘trust’, ‘convenience’ and ‘mutual benefits’ to explain, define and measure components 
of  governance  in health is significant  in  determining its quantum and quality. Further,   for 
the ‘continuum of  health  services’ model, the challenge often lies  in  identifying variables 
of performance (fiscal allocation, autonomy at  local  level, perception of key stakeholders, 
service delivery outputs, etc.). Compartmentalizing the local decision making and its effect 
on  health  system performance revealed that there is scanty evidence about innovations 
attributable to decentralization and limited evaluative study on the subject. It is also difficult 
to quantify characteristics of governance at institutional, system and individual levels except 
through proxy means. There is a need to  sensitize the governments and academia about how 
best more objective evaluation of ‘shared governance’ can be undertaken focusing on context-
specific evidence; and its effect on the entire spectrum of health system placing due emphasis 
on efficiency, community participation, human resource management and quality of services 
to benefit policy making.
 
Administrative Decentralization, Local Self-Governance and Leadership for Health

Rogi Kalyan Samiti (RKS)

George et al.25 reports that more focus is placed on strong local leadership but no attention is 
given to conflict resolution strategies and skills. More access to information and opportunities 
to develop skills were crucial for community participation, critical thinking, problem solving 
and ownership. There are many quantitative scales for measuring community capability but 
health systems research engaged with community participation rarely made use of these tools 
or the concepts informing community. Thus, strengthening community capability becomes 
critical for ensuring community participation which leads to genuine empowerment.

A study of the functioning of the local self governance in health repots that poor knowledge/
expectation of RKS members was weakening the decision making process at peripheral decision 
making health units (DMHUs)26. Thus, a locally-monitored and time-bound capacity building 
plan to improve their knowledge, understanding and expertise in the areas of governance and 
management practices is required. Further, specific eligibility criteria based on experience and 
qualification may be fixed for RKS membership. Additional research focusing on identifying 
the differences underlying individual and systemic factors between Priority District (PD) and 
Non-Priority District (NPD) needs to be initiated.

According to Kwamie et al.27, administrative decentralization followed by incomplete political 
and fiscal decentralization has ensured that the balance of power remained at national level 
with strong vertical accountabilities and dependence of the district on national level. Thus, 
it demonstrates that the expression of decentralization does not always mirror the actual 
implementation, and neither it empowers the lower level authorities. A study conducted in 
the Philippines in 201928, reported that at institutional levels, these desired capacities should 
include having a multi-stakeholder approach, generating revenues from local sources, 
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partnering with the private sector and facilitating cooperation between local health facilities. 
On the other hand, adjustments in accountability should focus on the various mechanisms that 
can be enforced by the central level not only to build the desired capacities and augment the 
inadequacies at local levels but also to incentivize success; and regulate failure by the local 
governments in performing the functions transferred to them. The study concluded that to 
optimize decentralization in the health sector, widening decision spaces for local decision-
makers must be accompanied by the corresponding adjustments in capacities, and accountability 
for promoting good decision-making at lower levels. Further, analyzing the health system for 
its synergy is useful for exploring concrete policy adjustments in the Philippines as well as in 
other settings.

A study conducted in 201629 reported that Rogi Kalyan Samiti (RKS) was established at every 
health unit as the local decision making institution to improve the efficiency and quality of 
services.   However, understanding on quality improvement strategies was found to be very 
poor among the health workers. Customized capacity building measures at the district and sub-
district levels could be critical to equip the peripheral health units to achieve the universal health 
coverage goals. Work environment, systemic factors and accountability must be addressed on 
priority for retention of the health workforce. The presumption to link between efficient local 
decision making, perception of health workers about efficiency of health units and the health 
status of population needs intense analysis. 

Adsul and Kar30 have reported that RKS has yet to bring out quality component to the health 
services being provided through facilities by bridging the structural and managerial weakness 
in the system. The progress of the RKS needs to be enhanced by giving due priority to the 
critical areas. Furthermore, the results should emphasize an urgent need for devising strategies 
and actions to overcome significant systemic constraints, if any, emerged.
 
Rawat et al.31 reported that  the main functions performed by the RKS included infrastructural 
strengthening of the CHCs, improvement in basic facilities, ensuring provision of emergency 
medical care, free medicines, basic laboratory and radiological investigation, transport 
facilities and hospital waste management. The flow of the central grant was found to be smooth. 
However, the expenditure is below the mark in the absence of predefined protocols and most of 
the community members were not aware of the existence, objectives and the activities of RKS.  
The innovations applied by the best performing districts need to be incorporated in the national 
guidelines. Additionally, targeted capacity building activities for the district health managers 
may improve their decision-making abilities which will contribute to improve health system 
performance. 

Resource Management (Manpower and Finance)

Singh et al.32 have reported that the decision on expenditure of untied funds of CHCs and 
PHCs was taken in the meeting of Rogi Kalyan Samiti (RKS) but the members from other 
sectors such as PRI, education, revenue department, etc. usually did not attend the meeting. 
Most of the Medical Officers-in-charges (MOICs) were unaware of the availability of untied 
fund. About 50 per cent of the ANMs stated that they were unable to expend the money due 
to non co-operation of the Pradhan. In majority of the cases, the decision on the utilization of 
untied fund was taken by the ANM herself instead of VHSC meeting. The study suggested 
regular updating and orientation to the service providers about the untied fund and its efficient 
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utilization, strict monitoring of utilization of the untied fund at each and every level are needed.

Sheikh et al.33 have reported that proper deployment or posting and transfer (P&T) 
of  health  workers- placing the right people  in  the right positions at the right time is vital 
for fostering communities’ faith  in  the government  health  services and fixing the role of 
the health system as a principal social institution. P&T is an unsettled issue in many low and 
middle-income countries which requires strong political commitment for improving the public 
sector services coupled with new thinking and research for inter-disciplinary collaboration and 
implementation. This can further strengthen other areas in HRH and health systems. Further, 
innovative social science and management theorizing, iterative, and locally-driven interventions 
that focus on establishing transparent professional norms and building the credibility of 
government administration, including the health services, are likely the way forward. 

Seshadri et al.34 reported that Karnataka had devolution of all 29 functions prescribed by the 73rd 
Amendment by the late 1990s. An evaluation of the impact of decentralization in the health sector 
found virtually no change in the health system performance. No improvement was also found on 
access to health services in terms of availability of health personnel or in various health indicators 
such as IMR or MMR. However, there has been a conscious effort under the National 
Rural Health Mission (NRHM) to promote decentralization of funds, functions to the lower 
levels of government.  Overall, the data indicate substantial gap between the NRHM guidelines 
on decentralization and the actual implementation. Thus, there is a need for capacity building 
at all levels of the health system to fully empower the functionaries, particularly at the district 
leve, in order to translate the benefits of decentralization into reality.

Using community-based evidence for Health reform:
   
A study has been conducted on using community-based evidence for decentralized health 
planning in Maharasthra35. A project on capacity building for decentralized health planning 
was implemented in selected districts of Maharashtra, India during 2010-‘13. This process 
developed on the platform of officially supported community-based monitoring and planning, 
a process for community feedback and participation towards health system change. The 
evaluation of the project included in-depth interviews of various participants and analysis of 
change in local health planning processes. The study revealed positive changes in intervention 
areas, increase in capacity of key stakeholders leading to preparation of evidence-based 
innovative planning proposals, significant community-oriented changes in utilization of 
health facility funds, and inclusion of community-based proposals in village, health facility-
based block and district plans. Further, transparency related to planning increased along with 
responsiveness of health providers to community suggestions. The key lesson was that active 
facilitation of decentralized health planning and influencing the health system to expand 
participation is essential to ensure changes in planning. Further, capacity building of diverse 
stakeholders in the local health planning and advocacy to enable participation of community in 
the planning process is essential. This combination of strategies emphasizes on the framework 
of ‘empowered participatory governance’ which combines a degree of ‘countervailing power’ 
and acceptance of participation by the system for new forms of governance to emerge.

Discussion

The health policy and programmes highlight the need of governance in health for distribution 
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of responsibility and accountability between the centre and the state. These policies 
recommend equity, sensitive resource allocation, strengthening the institutional mechanism 
for consultative decision- making as well as coordinated implementation as mechanisms 
to achieve it. It visualizes strengthening Panchayati Raj Institutions to enhance their role at 
different levels of health governance including social determinant of health making community-
based monitoring and planning mandatory. Thus, it places people at the centre of the health 
system and development process for effective monitoring of quality of services and for better 
accountability in management and delivery of healthcare services. It focuses to increase both 
horizontal and vertical accountability of the health system by providing a greater role and 
participation of local bodies, encouraging community monitoring and programme evaluation 
along with ensuring grievance redressal systems effective. The policy recognizes the essential 
of Sustainable Development Goals by highlighting the quantitative indicators with target-
specific goals linked to the ongoing national efforts as well as the global strategic directions. 
Intervention to address malnutrition and micro-nutrient deficiencies calls for synergetic actions 
from departments like Women and Child Development, Education, WASH, Agricultural and 
Food and Civil Supplies with MoHFW in the role of convener to monitor and ensure effective 
integration of both nutrition-sensitive and nutrition-specific interventions for coordinated 
optimal outcomes.

The current review projected various challenges and dynamics involved in developing 
collaborative action in the local health systems. These involve finding out solutions of problems 
through engagement, building trust both interpersonal and institutional for collaborative 
arrangements and making information accessible in building shared understanding. Eventually, 
collaborative action takes time, and difficulty needs to be anticipated. Under the convergence 
of sectoral programmes for health, the health department was perceived to drive the agenda but 
different priorities and lack of data sharing poses challenges. Additionally, the members from 
other sectors such as PRI, education, revenue department etc. usually did not actively participate 
in the meeting highlighting the lack of wiliness to coordinate at the local level. Further, the sub-
district level and below level are the junctions for planning and supervision but face challenges 
due to lack of clear guidelines for coordination, cooperation, heavy workload, lack of resources 
and communication. It requires more synergies among the various dimensions to work towards 
more uniform institutional capacity, encouraging greater accountability to local governance. 
There is a need to congregate health research with local issues for suggesting evidence-based 
solution. Moreover, the capacity building needs to be coordinated amongst partners to support 
good collaborative research practice and deliver on the public health goals of the research 
activity initiated for improving local conditions for optimum health and reducing the health 
inequality.

Innovation of new dimensions of service provisions like people-centric integrated models of 
services, community-based delivery, community accountability, quality improvement, and 
e- health technologies have been conceptualized as a practical solution to hit the millstone. 
However, these reforms to revamp the health system are often characterized with inarticulate 
state in organizational fragmentations and functioning. It resulted in variety of forces impacting 
the health system and proliferation of donor aid and vertical health programme particularly 
during the period of Millennium Development Goals.  The latest Public Health management 
reforms, the splitting of consumer and provider functions, decentralization, growth of profit and 
nonprofit health sector, the exiting institutional norms and incentives in the health systems are 
to compete rather than collaborate. Hitherto, addressing these complex health needs requires 
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new and better coordination between levels and players within the health system as well as 
between the health and other sectors especially at local level. 

To ensure active community participation, educational and livelihood empowerment of the 
community is very necessary. Local governance of health facilities needs to be promoted 
through the local people’s active engagement in the health programme. It requires capacity 
building of the local health professionals and community members for strengthening the local 
government management capacity for health. Ensuring quality of community participation in 
health is vital to provide adequate investment in the ‘people’, accountability of health systems 
and understand the multi-level factors that influence their full participation.  Overall, there 
is a substantial gap between the NRHM/NHM guidelines on decentralization and the actual 
implementation. Thus, there is a need for capacity building at all levels of the health system 
to fully empower the functionaries, particularly at the district and below levels. These reforms 
will translate the benefits of decentralization into reality and strengthen the local governance 
for health system strengthening.

Conclusion

There has been an overall improvement in the provision of health care infrastructure, human 
resource development but more pro-action was needed considering the country’s failure to 
achieve many of the targets. The status of health of the people still stays way below the world 
average. This raises questions about the strategic implementation mechanism at different 
stages of the programmes on removing the regional and gender disparities. The diversifying 
nature of the problem, quantum and differential stages of development between regions call 
for local-specific strategies. Programmes must enhance pro-active community participation. 
Without active involvement of the communities, achievement of primary health target is going 
to be very difficult. Therefore, it visualizes strengthening local collaborative governance for 
health system strengthening by capacity building of the local self-governance institutions like 
Panchayati Raj Institutions to enhance their role at different levels of health governance. This 
will address issues such as the social determinants of health, community-based planning and 
monitoring in order to place people at the centre of the health system and development process. 
For effective monitoring of quality of services and better accountability in management of 
healthcare services, active involvement of local bodies is a must. Further, the study concludes 
that harmonious or shared priorities and regularity of actions between sectors across all levels 
will likely to improve the quality of coordination. Focus on leadership and accountability is 
imperative to achieve these goals. Without active involvement of communities achievement of 
primary health target is going to be very difficult.
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Hkkjr esa LokLF; ds {ks= esa lr~r fodkl% LokLF; iz.kkyh dks lqn`<+ djus gsrq ,d fLFkj 
LFkkuh; lg;ksxkRed “kklu dh vko”;drk dh leh{kk
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lkjka”k 

fiNys dqN n”kdksa esa Hkkjr esa tu LokLF; esa egŸoiw.kZ miyfC/k dks LokLF; ds  tulkaf[;dh; 
ladsrdksa tSls vkbZ,evkj] ,e,evkj] Vh,Q+vkj esa deh rFkk thou izR;k”kk nksxquh gks tkus ds :i 
esa ns[kk tkrk gSA fdUrq yksxksa ds LokLF; rFkk LokLF; ns[kHkky iz.kkyh dh xzsÇMx esa leL;kvksa dh 
tfVyrk vkSj foijhr Lo:i  ds chp mHkjrs Vdjko rFkk mldk lkFkZd <ax ls lek/kku djus 
dh {kerk esa jkT;ksa ds chp mRiUUk vlgefr dk /;ku esa j[kuk gksxkA tc ns”k dh rqyuk fodkl 
dh leku vkÆFkd fLFkfr;ksa  okys vU; ns”kksa ls dh tkrh gS] rc ns”k esa LokLF; laca/kh ifj.kke 
{kh.k izrhr gksrs gaSA LokLF; uhfr;ksa vkSj dk;ZØeksa esa mŸkjnkf;Ro rFkk lalk/kuksa ds forj.k] dsUæ 
vkSj jkT; ds chp tokcnsgh cuk, j[kus] ijke”kZ fu.kZ;u gsrq  laLFkkxr O;oLFkk dks lqn`<+ djus 
ds fy, LokLF; ds {ks= esa “kklu dh vko”;drk ij cy fn;k x;k gSA bl izdkj bl “kks/k&i= 
dk mÌs”; fiNys ,d n”kd ds lkfgR; losZ{k.k ij vk/kkfjr LokLF; ds fofHkUUk Hkkxhnkjksa ds chp 
,d lg;ksxiw.kZ okrkoj.k LFkkfir djuk gSA LokLF; ij cy nsus ds fy,  LFkkuh; “kklu lHkh 
pj.kksa ij cgq&{ks=h; lg;ksx dh xgjh leÖk LFkkfir djus gsrq fofHkUUk {ks=ksa esa miyC/k lkfgR; 
dk varoZLrq fo”ys’k.k fd;k x;kA Hkkjr esa LokLF; ds {ks= esa lr~r fodkl ds fy, lcyrk] 
v”kDrrk] vkSj vlekurk dks igpku dj irk yxkuk gksxk] ftlls lk{; &vk/kkfjr j.kuhfr;ksa 
dk lqÖkko iznku fd;k tk ldsA LokLF; ns[kHkky volajpuk] ekuo lalk/ku fodkl ds izko/kku 
esa lkekU; lq/kkj gqvk gSA fdUrq vusd y{;ksa dh izkfIr esa vlQyrk rFkk ns”k esa LokLF; fLFkfr 
esa vc Hkh fo”o vkSlr ls de gksus dks ns[krs gq, vf/kd lkFkZd dk;Zokgh ,oa iz;kl djus dh 
vko”;drk gSA blls {ks=h; vkSj ySafxd fo’kerkvksa dks nwj djus ij dsafær dk;ZØeksa ds fofHkUUk 
Lrjksa ij lkefjd dk;kZUo;u ra= ds laca/k esa iz”u mRiUUk gksrs  gSaA v/;;uksa ls irk pyk gS 
fd fofHkUUk lkekftd&vkÆFkd dkjd xzkeh.k {ks=ksa esa LokLF; ns[kHkky lqfo/kkvksa rd igq¡pus esa 
yksxksa dks izHkkfor djrs gSa] fo”ks’k :i ls lkekU; tuksa ds lcls vlqjf{kr oxks± }kjk rFkk bls 
fo”ks’k :i ls lacksf/kr djus dh vko”;drk gSA leL;k dh fofo/k iz—fr] bldh ek=k vkSj {ks=ksa 
ds chp fodkl ds foHksnd pj.k ij fopkj djuk lfØ; leqnk; ds fgr esa LFkkuh;&fof”k’V 
j.kuhfr;ksa vkSj dk;ZØeksa dh ,d vfHkUUk vko”;drk gSA leqnk;ksa ds lfØ; lg;ksx ds fcuk 
izkFkfed LokLF; y{; dh izkfIr cgqr dfBu gksxhA blfy,] blesa LFkkuh; Lo”kklu ds {kerk 
fuekZ.k  }kjk LokLF; iz.kkyh dks lqn`<+ o  l”kDr cukus ds fy, LFkkuh; lg;ksxkRed iz”kklu 
dh lqn`<+rk dh ifjdYiuk dh xbZ gSA blds ifj.kkeLo:i] LokLF; ds lkekftd fu/kkZjdksa dks 
lacksf/kr djus esa] leqnk; vk/kkfjr ;kstuk cukus rFkk LokLF; iz.kkyh ds dsUæ esa yksxksa dks cuk, 
j[kus] LokLF; ns[kHkky lsokvksa ds izca/ku rFkk lsokvksa dh izHkkoh fuxjkuh vkSj izca/ku vkSj LokLF; 
lsokvksa ds forj.k esa tokcnsgh ds fy, fodkl izfØ;k esa LokLF; “kklu ds fofHkUUk Lrjksa ij 
mudh Hkwfedk esa o`f) gks ldsxh A

izeq[k “kCn% lr~r fodkl] lg;ksxkRed “kklu]LokLF; iz.kkyh] lkekftd&vkÆFkd dkjd] xjhch 

LokLF; ,oa tula[;k: 
ifjizs{; ,oa eqn~ns, 43 (1): 5-21/2020
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Abstract

Under the National Health Mission (NHM), both supply side and demand side interventions 
are implemented to improve the accessibility and utilization of RCH services by the urban 
and rural population. These interventions have contributed in improving utilization of 
RCH services. However, awareness and utilization of RCH services which include birth 
preparedness and complication among the slum dwellers remains a cause of concern. This 
study aims to find out the awareness and utilization pattern of RCH services which include 
birth preparedness and complication readiness (BPACR). The study finding revealed that 
80 per cent of the respondents knew BPACR is awareness of the transport, out of pocket 
expenditure, birth companion and health facility. There was no awareness about blood 
donor. Among the study population, 90.5 per cent of them got ANC registration in which 82.9 
per cent in government hospitals and 7.6 per cent in private hospitals. Similarly, 33 per cent 
got ANC registration in the first trimester and 48 per cent in the second trimester, 90.3 per 
cent mother got two T.T. injections, 68.6 per cent of mothers got regular iron and folic acid 
tablets, and 1.2 per cent of the mothers had undergone four or more USGs. The study finding 
reveals that awareness level on antenatal care in the study area was 90.5 per cent. The 
most important indicators which need to be focused for reducing the maternal and infant 
mortality are pregnant women receiving full ANC, institutional delivery and PNC. Specific 
intervention programme needs to be planned and conducted to improve the maternal health 
practices and eventually improve the health status.

Key words:	 Awareness of RCH services, Utilization of RCH Services, Birth preparedness 
and complication readiness (BPACR).

 
Introduction

In India, maternal mortality ratio (MMR) has remained at a higher level for a long time. It 
was reported that among the Indian women, the national average MMR is 122 per 100,000 
live births1 (SRS2015-17) which is very high as compared to the international scenario. 
Promotion of maternal and child health concerns must be addressed through antenatal care 
(ANC) and postnatal care (PNC). ANC refers to pregnancy-related health care that includes 
a basic professional care of minimum four ANC visits which is recommended to monitor 
signs of complications, detect and treat pre-existing and concurrent problems, provide 
advice and counseling on preventive care, diet during pregnancy, delivery care, PNC and 
related issues. Slums have been recognized as neglected areas characterized by deteriorated 
housing, overcrowded, poor environmental management with wide spectrum of adverse health 
conditions such as under nutrition, delivery-related complications, post-partum morbidity, and 
limited access to health care services. In Delhi, one in every five lives in slums. A study by 
Hazarika revealed that 74 per cent of non-slum women receive three or more ANC check-ups 
as compared to only 55 per cent in slum women2.

Health and Population:
Perspectives and Issues, 43 (1): 22-32/2019
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Reproductive and Child Health (RCH) programme is a comprehensive sector-wide flagship 
programme under the umbrella of the Government of India’s (GOI) National Health Mission 
(NHM) to deliver the RCH targets for reduction of maternal and infant mortality and total 
fertility rates3.  The Government of India, in accordance with the recommendation of ICPD 
Cairo Conference, initiated the RCH programme aimed at providing integrated health and 
family welfare services4. During 1997-98, the Government of India launched the RCH 
Programme by integrating the Child Survival and Safe Motherhood (CSSM) programme with 
other Reproductive and Child Health (RCH) services. The main aim of the RCH programme 
was to reduce infant, child and maternal mortality rates. Second phase of the RCH programme 
was launched on 1 April 2005. The Government of India launched the National Rural Health 
Mission (NRHM) in April 2005 which sought to provide accessible, affordable and quality 
health care to the rural population, especially the vulnerable sections. Prior to the start of RCH 
services, in 1990, some RCH indicators at the global level were: IMR-63, MMR-380, TFR-3.5 
while in India, IMR was 80, MMR-437 and TFR-3.8. Thus, RCH indicators improved in India 
after the implementation of RCH services5. Under the NHM/NRHM, both supply side and 
demand side interventions are implemented to improve awareness, accessibility and utilization 
of RCH services by the urban and rural population. These interventions have contributed in 
improving the utilization of RCH services. However, utilization of RCH services and adverse 
health outcomes among the slum population remains a cause of concern. This is evident from 
the available data which indicates lower awareness and utilization of services like ANC, 
institutional delivery and immunization services in the slum population.

Every pregnancy is a joyful moment for all mothers who dream of a safe pregnancy and a 
healthy baby. However, every pregnant woman faces the risk of sudden, unpredictable 
complications that could lead to death or injury to herself or to her infant. Birth preparedness 
and complication readiness (BPACR) is a strategy that encourages pregnant women, their 
families, and communities to effectively plan for births and deal with emergencies, if any. It is 
a key component of globally accepted safe motherhood programme. This study aims at finding 
out the awareness and utilization pattern of RCH services which include birth preparedness and 
complication readiness.

Methodology

The present research work is a descriptive and cross-sectional type of study done in three 
selected slums of Delhi. Data were collected over a period of three months from October 
to December 2018. The sample size consisted of 421 women living in slums having child 
of aged 0 - 6 months.  The sample size was calculated as 381 considering a recent study by 
Devasenapathy et al. where they found 46 per cent of women got themselves registered during 
the first trimester. Considering 10 per cent non-responsive, a total sample of 421 mothers were 
interviewed during the data collection6.
 
Probability sample was used for selection of slums as this is the only sampling method that 
allows drawing valid conclusion about population. A Multi-stage random sampling design was 
used to select the mothers from the selected slums in Delhi as this is the most feasible approach 
for a large population. Out of the total 11 Districts in Delhi, in the first stage, 25 per cent i.e. three 
districts were randomly selected for this study. In the second stage, from each selected district, 
list of slums published by the Delhi Government was compiled and from the list, one slum of 
approximately 5000 population was randomly selected from the three selected districts. Two 
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remaining slums were also selected using the same process. The selected slums for the study 
were Rangpuri Pahari from West Delhi, Kusumpur Pahari from South Delhi and Govindpuri 
from South-East Delhi. In the third stage, from each selected slum, list of households having 
recently delivered mothers (within 6 months) was prepared. From that list, households were 
randomly selected for the interview of mothers regarding awareness and utilization of selected 
RCH services. Thus, the study covered 421 mothers from three different slums of Delhi by 
using the inclusion criteria of mother who delivered the baby within six months and exclusion 
criteria of mothers who were severely ill. Primary data were collected using the interview 
schedules developed for mothers using USAID tool7 which was first pre-tested in a different 
slum of Delhi; and based on the finding of pre-testing, the tool was modified appropriately. 
USAID tool7 was used during the RCH services evaluation in Uttar Pradesh. Data collected 
from mothers were analyzed using descriptive and analytical techniques with the help of the 
statistical software- SPSS version 20. 
 
Findings

The finding of the study shows that among the 421 mothers, 92 per cent belonged to Hindu 
religion, and 91 per cent of them belonged to schedule caste. It was found that 36 per cent of 
the mothers were just literate, 27 per cent had education up to primary level, nearly one-third 
(33 %) of them were educated up to primary school, and almost same (34 %) were educated 
up to  junior high school level. The age distribution of mother shows that only 1.9 per cent was 
aged less than 19 years whereas 54.9 per cent were in the age group of 25 to 29 years (Figure 
1).

Figure 1
Age Distribution of Mothers

In the present study population, most of the mothers (97.4 %) were housewives and most of 
them  (65.8 %) worked as unskilled workers (Figure 2).
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Figure 2
Distribution of Occupation of Mother and Spouse

The distribution of monthly family income shows that most of the families (56.5 %) had a 
monthly income between Rs. 3000/- and 8000/- while only 10.9 per cent had an income of 
more than Rs. 12000/- per month.

Awareness level of the present study population about RCH services reveals that most of them 
(98.8 %) were aware of the of pregnancy test kits, 90.5 per cent was aware of ANC registration, 
89.3 per cent was aware of IFA tablets and 95.9 per cent was aware of the importance of 
colostrum for the newborn (Table 1).

Table 1
Awareness of Selected RCH Services

Awareness of RCH Services Response Frequency Percentage 

Pregnancy Kit 
Yes  416 98.8
No  05 1.2

ANC Registration
Yes  381 90.5
No  40 9.5

Iron and Folic Acid Tablets 
Yes  376 89.3

No  45 10.7

Domestic Responsibility during Delivery
Yes  421 100

No  00 0

Colostrum
Yes  404 95.96
No  17 4.04

Data presented in Table 2 show that all mothers were aware of the health facility, mode of 
transportation, birth companion; and saved money for delivery to pay for expenses whereas 
none of them was aware of blood donors. Awareness of birth preparedness and complication 
readiness (BPACR) score of the study population was found to be 80 per cent.
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Table 2
Awareness of Birth Preparedness and Complication Readiness (BPACR)

Awareness about BPACR Response Frequency Percentage 

Health Facility

 

Yes  421 100

No  0 0

Identified mode of transportation during

 

Yes  421 100

No  0 0

Blood Donor during Delivery

 

Yes  0 0

No  421 100

Birth Companion during Delivery

 

Yes  421 100

No  0 0

Saved money to pay for Expenses 

 

Yes  421 100

No  0 0

The utilization pattern of selected RCH services in the study population revealed that 90.5 per 
cent of the mothers registered for ANC (82.9 % in government hospitals and 7.6 % in private 
hospitals), 33 per cent mothers got registered for ANC in the first trimester and 48 per cent in 
the second trimester, 90.3 per cent of the mothers had taken two T.T. injections, 68.6 per cent 
of the mothers received regular iron and folic acid tablets and 1.2 per cent of them had four or 
more USG investigations (Table 3).
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Table 3
Utilization Pattern of Selected RCH Services

Utilization of RCH services Category of utilization Frequency Percent

Confirmation of Pregnancy 

Did not test
With purchased kit
By private doctor
By government staffs
Total

4
281
5
131
421

1
66.7
1.2
31.1
100

Place of ANC registration

Not registered
Private hospital
Government hospital
Total

40
32
349
421

9.5
7.6
82.9
100

Trimester of ANC registration

No Registration
First trimester
Second trimester
Third trimester
Total

40
126
183
72
421

9.50
29.94
43.46
17.10
100

Number of ANC

No ANC done
1 time
2 to 5 times
6 to 8 times
9 to 10 times
Total

40
44
219
91
27
421

9.51
10.45
52.00
21.62
6.42
100

Use of Iron and Folic Acid Tablet

Yes
No
Total

289
132
421

68.6
31.4
100

T.T. inj. taken during pregnancy

≤ 1 T.T.
2 T.T.
Total

41
381
421

9.7
90.3
100

 

USG done during ANC

No USG
1 USG
2 USG
3 USG
≥ 4 USG
Total

63
154
123
76
5
421

15
36.6
29.2
18.1
1.2
100

Transport used during delivery

Own vehicle
Private vehicle
Government vehicle
Total

4
269
 77
350

1.1
76.9
 22
100

Place of delivery

At home by non-SBA
At home by SBA
Government hospital
Private hospital
Total

5
66
312
38
 421

1.2
15.7
74.1
 9.0
 100

Food during stay in hospital

Yes
No
Total

302
48
350

86.3
13.7
100

Scheduled vaccination completed

Yes
No
Total

335
86
421

79.6
20.4
100
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Discussion

The present study was conducted to assess the awareness on RCH services including birth 
preparedness and complication readiness among women in some urban slums of Delhi. The 
present study finding shows that from the 421 women, 90.5 per cent were aware of the maternal 
health services which is in consistent with study findings of an earlier study that showed 91.7 per 
cent of women were aware of the maternal health services7. Another study by Shukla Mukesh 
et al. also shows similar findings8. A study by Rose N. M. Mpembeni et al.9 has reported that 
only one-third (34.4 %) of the studied women were aware of maternal health services which 
is opposite to the findings of the current study. This may be due to the study population of 
the present study where the slums are situated in the national capital. In the present study, 
awareness of iron and folic acid tablet among the study population was 89.3 per cent which 
is similar to the study findings of F. F. Alreshidi et al. who found the awareness level at 80.1 
per cent10. The present study finding shows that 95.96 per cent of the women were aware of 
colostrum which is in consistent with the findings of an earlier study where 92 per cent of the 
women were aware that breast milk and colostrum is the ideal food for the new born11. In the 
present study, all mothers were aware of the domestic responsibilities during delivery. A study 
by V Kamineni et al. also reports that 73 per cent of the respondent women made arrangements 
for during delivery12.

In the present study, all of the mothers were aware of transport, out of pocket expenditure, 
birth companion and health facilities but no one was aware of blood donor needed during 
delivery in case of an emergency. A study by V. Kamineni et al. showed that 71.5 per cent of 
the women were prepared for the birth while 90.2 per cent of them had identified a place for 
delivery, 83 per cent had saved money, and 83.5 per cent were aware of purchasing materials 
needed for delivery12. A similar study by M. Gebre et al. reports that 43.6 per cent of the 
respondent mothers identified a health facility for delivery and/or for obstetric emergencies, 
more than half (54.1%) of the families had saved money for incurring costs towards delivery 
and emergency, if needed. only three per cent had identified a potential blood donor in case of 
emergency13. No respondent in the current study was aware of her blood group or had made any 
arrangement of blood donors in comparison to other studies conducted in India15,16,19,  Nepal14, 
Ethopia17  and Nigeria18. This may be due to the reason that most women think pregnancy is a 
normal condition and a critical situation such as blood transfusion is unlikely to occur during 
pregnancy or labour. 

As per the current study findings, nearly 72 per cent of the mothers used to go to the nearby 
private doctors who were conveniently available, in case they felt sick; and only 10.5 per cent 
went to the nearby government health facility. A similar finding is reported by Madhura et al. 
who found that nearly 56 per cent of the sick people in the slums go to private doctors20.  The 
present study shows that 83 per cent of the mothers got themselves registered in government 
hospitals for ANC and 7.6 per cent of them got registered in private hospitals which are in 
consistent with the finding of a study by S. Gupta in which 90 per cent of the mothers got 
themselves registered in government hospitals for ANC21. The present study shows that 33 per 
cent of the mothers registered during first trimester, 48 per cent of them registered themselves 
for ANC during the second trimester, and 18.9 per cent of mothers got registered during third 
trimester which is in consistence with the study findings of Bayou YT et al. who found that 50.3 
per cent of the women had started the first antenatal visit in the first trimester22. In the current 
study, 90.3 per cent of the respondent mothers got two TT injections and only 9.7 per cent of 
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the mothers either got one TT or no TT injections which is in consistence with the findings of 
Dadi L.S. et al23. The present study finding shows that 74 per cent of the mothers delivered in 
government hospitals, 9 per cent in private hospitals, and about 17 per cent had delivered at 
home which is in consistence with the findings of a study by Divya V. Pai et al. who reported 
that majority (86.1%) of the mothers had institutional deliveries24.

Conclusion and Recommendations

This descriptive and cross-sectional type of study was done to find out the awareness and 
utilization pattern of selected RCH services including birth preparedness and complication 
readiness among women having child aged 0 –  6 months. From this study findings, it can be 
concluded that awareness level of antenatal care (ANC) and postnatal (PNC) in the study area 
was more or less same amongst the slum women. The most important indicators which need 
to be taken care of for reducing the maternal and infant mortality rate are ANC, institutional 
delivery and PNC. The study findings show that most of them went to private doctors when 
they fell sick. All the mothers had RCH facility nearby their respective houses but those were 
providing only OPD services. There is a need of 24x7 facilities nearby the slums. Findings 
of this study suggest that 89.3 per cent of the mothers were aware of the benefits of iron and 
folic acid tablets. Among the mothers who had not taken regular iron and folic acid tablets; 
most of them felt that it was not necessary. So, there is a need to explain in detail about the 
consequences of such as the potential complication of not taking the tablets especially when 
mothers are anaemic. It is felt that mothers need to be explained on how to counter the side-
effects of taking iron tablet. The present study shows that only 1.2 per cent of the mothers had 
undergone four or more USG which indicates that government should extend the USG facility 
in government dispensaries for the nearby slum populace.

It is recommended that periodical reorientation trainings of ASHAs and Anganwadi workers 
may be encouraged to improve their service delivery on reproductive health. Workshops for 
slum women on reproductive and child health should be enforced effectively by educating 
them with the involvement of their parents/family. It is, therefore, realized that while there is a 
need to set up specific education programmes for the slum women, there is also a necessity to 
develop forms of education that will sensitize people towards gender discrimination and will 
raise their acceptance of women’s promotion.

Limitations of the Study

Although the current findings provide important insights into the role ANC, institutional 
delivery and PNC in reducing the maternal and infant mortality rate, there are several limitations 
related to the current study design. One limitation is that the data were collected solely from 
the selective urban slums of Delhi which are not representative of the country as a whole. So, 
the study results cannot be generalized for all the urban slums in India. It is also possible that 
biases related to self-reported data, including recall bias, may have affected the reliability of 
reports of RCH services receipt and utilization. The potential for such bias could have been 
reduced as the recall period from delivery to data collection was about 15 months or little less. 
Finally, the current analyses involve cross-sectional data; thus, causality cannot be inferred.
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fnYyh esa “kgjh efyu cLrh dh efgykvksa ds e/; ,-,u-lh lsokvksa ds laca/k esa 
tkx:drk rFkk ,-,u-lh lsokvksa dh mi;ksfxrk % ,d voyksdu v/;;u

 vkuan dqekj oekZ] *  izdk”k jatu vkSj oh- ds- frokjh**

* twfu;j jsftMsaV] lkeqnkf;d LokLF; iz”kklu foHkkx] jkLokid- laLFkku] ubZ fnYyh] Hkkjr( bZ&esy% drprakash@nihfw-org
** izeq[k] fu;kstu vkSj ewY;kadu foHkkx jkLokid- laLFkku] ubZ fnYyh] HkkjrA

leh{kd%
MkW- fugkj jatu feJk] lgk;d izksQslj] foHkkx isfM;kfVªDl] cqjyk esfMdy dkWyst] vksfM”kkA
MkW- uafnuh lqCcS;k] lh,p, foHkkx] jkLokid- laLFkku] eqfujdk] ubZ fnYyh &110067A

lkjka”k 

jk’Vªh; LokLF; fe”ku ds varxZr] “kgjh vkSj xzkeh.k tula[;k ds fy, iztuu f”k”kq LokLF; 
lsokvksa dh igqap rFkk mi;ksfxrk esa lq/kkj ds fy, vkiwÆr i{k ,oa ekax i{k nksuksa ds gLr{ksi ls 
fØ;kfUor fd;k x;k gSA bu iz;klksa us iztuu f”k”kq LokLF; lsokvksa dh mi;ksfxrk esa lq/kkj 
ykus esa cgqr ;ksxnku fn;k gSA rFkkfi Hkh ÖkqXxh&ÖkksifM+;ksa esa izlo&iwoZ rS;kfj;ksa vkSj laHkkfor 
tfVyrk ds ckjs esa tkx:drk vkSj mi;ksfxrk Çprk dk fo’k; cuk gqvk gSA bl v/;;u dk 
mÌs”; iztuu f”k”kqq LokLF; lsokvksa ds ckjs esa tkx#drk rFkk mi;ksfxrk dk irk yxkuk gS ftlesa 
f”k”kq tUe laca/kh rS;kfj;ksa vkSj tfVyrkvksa ds fy, rS;kjh  “kkfey gSA v/;;u laca/kh fu’d’kZ ls 
irk pyk 80 izfr”kr izR;FkhZ voxr gS fd ch-ih-,-lh-vkj- esa ifjogu ds izfr tkx:drk] tsc 
[kpZ] tUe ds le; lg;ksxh vkSj LokLF; lqfo/kk fo|eku gS A jä nkrk ds ckjs esa mUgsa dksbZ 
tkudkjh ugha FkhA v/;;uxr yksxksa ds vuqlkj] ,,ulh  esa 90-3 izfr”kr yksxksa dk  iathdj.k 
gqvk] ftlesa 82-9 izfr”kr ljdkjh vLirkyksa esa vkSj 7-6 izfr”kr futh vLirkyksa esa gqvkA blh 
izdkj 33 izfr”kr ekrkvksa us viuk ,,ulh iathdj.k izFke frekgh esa djk;k rFkk 48 izfr”kr 
ekrkvksa us viuk ,,ulh iathdj.k nwljh frekgh esa djk;k] 90-3 izfr”kr ekrkvksa dks nks Vh- Vh- 
ds batsD”ku yxk, x,] 68-6 izfr”kr ekrkvksa dks fu;fer :i ls vk;ju rFkk  Qksfyd ,flM 
dh xksfy;ka nh xbZ rFkk 1-2 izfr”kr ekrkvksa dh pkj ;k vf/kd ckj vYVªklkmaM tkap djkbZ xbZA 
v/;;u {ks= esa izloiwoZ ns[kHkky ds ckjs esa tkx:drk dk Lrj 90-5 izfr”kr FkkA v/;;u dk 
,d egRoiw.kZ ladsr] ekrkvksa rFkk uotkr f”k”kqqvksa dh e`R;qnj esa deh ykus rFkk xHkZorh efgykvksa 
dks izloiwoZ iw.kZ lsok izkIr gksrh gS] laLFkkxr izlo djkus vkSj izloksrj lsokvksa ij vf/kd cy 
nsus dh vko”drk gS ekr`Ro LokLF; esa lq/kkj ykus gsrq vkSj varr% LokLF; fLFkfr esa lq/kkj ykus 
gsrq fof”k’V gLr{ksi dk;ZØe dh ;kstuk  cukus vkSj vk;ksftr djus dh vko”;drk gS A

izeq[k “kCn% iztuu f”k”kq LokLF; lsokvksa ds laca/k esa tkx:drk] iztuu f”k”kqq LokLF; lsokvksa dk 
mi;ksx] tUe rS;kfj;ksa vkSj tfVyrkvksa gsrq rS;kjh ¼chih,lhvkj½A

LokLF; ,oa tula[;k: 
ifjizs{; ,oa eqn~ns, 43 (1): 22-32/2020
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Abstract

Training of nurses is one of the sub-components of the scheme under the central scheme of 
development of nursing services. The scheme is intended to conduct short-term courses of 
7-day duration to improve the quality of nursing in three different dimensions like service, 
education and administration. As no study has been undertaken to assess the quality in 
terms of facilities, guidelines, planning and conduct of training; the MoHFW desired 
NIHFW to conduct a rapid assessment study to assess the training facilities available, 
determine adherence to the guidelines and to address the bottlenecks and solutions in the 
implementation of the scheme.

The MoHFW-funded study used a descriptive cross-sectional design. Nine training institutes 
of eight states- Delhi, Gujarat, Tamil Nadu, Puducherry, HP, Manipur, West Bengal and 
Jharkhand were selected randomly and data were collected with the help of a questionnaire 
and checklist. The data related to physical facility showed availability of separate class 
rooms, adequate AV Aids and other facilities as needed in all most all the institutions 
for conduction of training courses. All the nine institutions conducted courses for 7 days 
on the topics given in the guideline without a learning need assessment. Four out of the 
nine institutions prepared introductory documents showing the details of the course, with 
six sessions a day. Resource persons were chosen based on their qualification, expertise, 
availability, and external resource persons were given only one or two sessions a day. 
Six institutions deputed full time coordinators while three institutions deputed part time 
coordinators. Participants were nominated by all the institutions, and utilization certificate 
was submitted by seven institutions. Reducing the duration to 4-5 days was suggested by all 
the institutions due to the inability to spare nurses for seven days continuously. The scheme 
is implemented effectively by all the institutions and found to be useful. It was reported that 
shortage of nurses in service leads to difficulty in sparing nurses for seven days.

Key words: Training, Central Scheme, Resource persons, Participants, Nomination.

Introduction
	
Technology and modern life style have transformed the health profile of the Indian population. 
Based on their health profile, health needs are also fast changing.  Government of India 
recognized the significance and role of nurses for achieving the Sustainable Development Goals 
(SDG) as nursing professionals constitute two-third of the workforce in the Indian healthcare 
set up.  At all levels of health care, they play an important role in the delivery of quality health 
care to the people.  In order to meet their changing health needs and to ensure universal health 
coverage, National Health Policy has emphasized the need for a well-trained health workforce 
with appropriate skill mix.   

Health and Population:
Perspectives and Issues, 43 (1): 33-40/2019
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Lack of facility for nurses to update their knowledge and skill were reported in the high power 
committee report. No substantial improvement is reported in the status due to lack of fund for 
nurses except their salary. No state has a scheme or provision for the nurses to undergo short-
term courses while being in service to keep their knowledge up-dated. Facilities are available 
in the states to undergo higher education. However, sparing the nurses for one to two years 
is beyond the scope of their freedom. Therefore, nursing fraternity was devoid of scope for 
enhancement of their competency beyond their level of basic preparation. 

The need for training of nurses in various dimensions of health care services has been recognized 
by the Government of India and initiated a Central Sector Scheme of Development of Nursing 
with cent per cent funding during the ninth plan period onwards. Training of Nurses is one of 
the sub-components of the scheme. The central ministry sanctioned fund to the institutions or 
to the authorities concerned for conducting short-term courses with stipulated guidelines.

Since the inception, for the sub-component of Development of Nursing, the MoHFW provided 
financial support to various state Government institutions. The short-term courses are 
conducted in various nursing specialties, clinical nursing practice areas, education technology 
and nursing administration for training clinical nurses, nurse educators and nurse managers 
respectively. The scheme of training of nurses rolled down in the 9th plan period with time-to-
time financial modifications. However, no evaluation was done on other aspects like facilities 
available, conduct of training, materials and methods used, and challenges and problems in 
implementing the scheme. Hence, the MoHFW entrusted NIHFW to conduct a rapid assessment 
to evaluate this sub-scheme of training of nurses implemented in the states under the scheme of 
Development of Nursing Services. 

Objectives of the Study

The objectives of this study were to:

1.	 assess the training facilities available in various training institutions funded by the MoHFW 
for conducting training of nurses; 

2.	 determine the extent to which the training institutes have adhered to the guidelines issued 
by the centre; and

3.	 find out the bottlenecks and suggestions for improvement in implementing the scheme. 

Review of Literature

Success for achieving the national health objectives depend upon the effective delivery of 
health care services. Provision of quality health care services depends largely on the nature of 
education, training and appropriate orientation of all categories of health personnel. Among all 
the health professions, nursing constitutes majority (two-third) of the health work force in India. 
Nurses play multiple roles in the health care delivery to achieve the health targets. To take up 
multiple roles and responsibilities, nursing personnel need to be properly trained and supported 
during their pre-service and in-service period. Well-trained nurses can contribute towards 
strengthening systems to work efficiently in interdisciplinary teams. They can effectively 
participate and influence policies related to nursing at local, state and national levels. This 
has been reiterated in the report of Task Force (Planning Commission), National Task Force 
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on Development of Strategic Framework for Nursing for XII Plan, National Commission on 
Macroeconomics and Health, and in the National Health Policy 2017. 

Continuing education (CE) is stated as important and vital for quality improvement in the 
health care. Janice Gaspard reported that the need for CE was rated as the highest priority1. 
However, it is essential to assess the need for effectiveness of training. The study evidence 
suggested that nurses need training in communication skills, management, clinical skills, and 
research methods. FICCI report (2016) recognised the contributions, and suggested a number 
of strategies including strengthening nursing education and service, policy reforms, etc. The 
report illustrate various roles played by nurses such as providing nursing care, transition and 
continuity, coordination and integration, physical comfort, emotional support, patient safety, 
shared decision making, involvement of family and friends; and the need to strengthen the 
nursing cadre. 

The National Task Force for strategic frame work for Nursing has suggested incorporating 
community nursing components and standard practices in nursing and midwifery. The sub-
scheme Training of Nurses was started   to strengthen the nursing services, education and 
administration under the central sector scheme of Development of Nursing in the identified 
areas of different Nursing Specialty for staff nurses, Educational Technology for teachers of 
schools and colleges of nursing and Management Techniques for nursing administrators. Each 
training programme is of seven days for thirty candidates. The funding pattern per training 
programme was Rs. 75000/- for 10-day duration for 30 participants  during the X Plan period  
which was then revised to Rs. 1,65,300/ per course for 7-day duration for 30 participants in 
the 11th Plan period. A total of 149 courses were conducted during the XI plan period to train 
4470 Nursing personnel in various areas. Under this Scheme of Training of Nurses, funds were 
released directly to the agency (i.e. State Govt., Central Govt. Hospitals, State Nursing Council 
and TNAI) through approved financial portal. 

Methodology

The MoHFW-funded study adopted a descriptive cross-sectional design. Proportionate Random 
Sampling technique was used to select the nine training institutions as given in Table 1. Data 
were collected by using a structured questionnaire. Content validity was established by the 
experts. The questionnaire contains 67 items covering areas like general information of the 
institution, details on infrastructure of the training institutes/organisation, conduction of courses, 
financial details, and challenges faced while implementing the scheme.  The investigators 
visited the institutions during the period December 2019 – January 2020. Institution Heads 
were interrogated. This included Principals of Government Colleges of Nursing; Registrars 
of State Nursing Councils; Nursing Superintendents; and In-Service Education Coordinators.
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Table 1
Institutions Selected for Assessment of Training of Nurses

State Names of Institutes No. of 
Courses

Amount Sanc-
tioned (Rs.)

Year	 of 

Release

Jharkhand College of Nursing, RIMS, Ranchi 1 1,65,300 2017-18

Tamil

Nadu

Tamil	 Nadu	 Nurses	 and Midwives

Council, Chennai
4 6,61,200 2017-18

Manipur
Manipur	Nursing	 Council, Medical

Directorate, Lemphal
5 8,26,500 2016-17

Himachal

Pradesh

H.P. Nurses Registration Council,

Shimla
5 8,26,500 2016-17

West

Bengal

Govt. College of Nursing, R.G Kar

Medical College & Hospital, Kolkata
5 8,26,500 2016-17

Gujarat
Gujarat Nursing Council, Ahmedabad,

Gujarat
5 8,26,500 2016-17

Puducherry MTPG and Research Institute of Health Sciences, 
Govt of Puducherry 4 6,61,200 2016-17

Delhi Safdarjung Hospital, New Delhi 4 6,61,200 2017-18

Delhi Lady Hardinge Medical College and Suchita Kripalni 
Kalawati Saran Hospital, New Delhi 12 19,83,600 2018-19

Findings

The nine institutes included in the study were one each from the states of Gujarat, Jharkhand, 
Manipur, Tamil Nadu, West Bengal, Himachal Pradesh, Puducherry, and two from Delhi.  Out 
of the nine institutions, five were government nursing training institutions and four were state 
nursing councils. 

Conduct of Training Courses: It was found that five of the nine organisations including nursing 
councils and training institutions conducted the training at their associated institutions located 
in the same premises whereas two organisations (TN and Gujarat Nursing Councils) conducted 
the training in different institutions under them which were located in other districts. Two 
organisations in Delhi conducted the training in the classrooms allotted by the organisation 
for CNE. The class rooms where the trainings were conducted, were equipped with adequate 
AV Aids such as LCD with Over Head Projectors (OHP), whiteboard / blackboard, models, 
flipcharts, electricity back-up, drinking water, washroom/toilet etc. It was seen that electricity 
back-up problem existed in Jharkhand. Working lunch and snacks were being provided to all 
the training participants. 

Couse Details:  Eight organisations adopted 7-day duration course as per the guideline whereas 
one organisation in Delhi was found conducting the course of 3-4 day duration with break 
and rotation to prevent shortage of staff in the clinical area.  Five organisations had fixed six 
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sessions per day, three had kept five to seven sessions a day, and one organisation had five 
sessions per day. All organisations maintained attendance of participants. It was observed that 
need assessment was not done by any organisation but topics were selected as per the MoHFW 
guideline.

With regard to preparation for training is concerned, institutes of Tamil Nadu, West Bengal, 
Himachal Pradesh and Delhi prepared introductory documents of the training courses 
containing objectives, content areas, programme schedule and teaching methods. Institutes 
of Gujarat, Jharkhand, Manipur, and Puducherry prepared only programme schedules with 
content areas and resource persons. Attendance was maintained by all the institutions twice a 
day. In Jharkhand and Manipur, the titles of the courses were not easy to comprehend because 
all the 30 topics as suggested by the funding agency were included in the training courses.  
The title of the course in Manipur and Jharkhand was Development of Nursing Services 
under Central Sector Scheme. Jharkhand, Manipur and Gujarat did not provide written course 
materials and training kits to the participants at the start of the training while the rest provided 
course materials.

Although lecture method with PPT presentation was the most used methods, group works 
and demonstrations and other AV aids like, charts, models, etc. were also utilised during the 
training programmes by all institutions. All the institutions are in receipt of the guidelines 
regarding utilisation of the fund. However, two institutions expressed that the amount allocated 
for the stationary is not sufficient to provide quality materials. 
	
Resource persons: Findings indicated that the resource persons in all the institutions were 
chosen on the basis of qualification, expertise and availability. Total number of sessions planned 
for a day was six out of which one to two sessions were taken by external resource persons while 
three to six sessions were taken by internal resource persons. None of the training institutions 
faced any difficulty in arranging external resource persons. Coordinators were deputed on 
part time basis in three institutions whereas six institutions had fulltime coordinators for the 
trainings. Except West Bengal, coordinators did not receive any orientation for conducting the 
training courses.

Participants of the Training:   Participants for the training were nominated on the basis of 
designation and areas of work in all the states while availability also taken into consideration 
in the state of Gujarat. Official information was given one week prior to the training courses 
in Gujarat, Jharkhand, West Bengal and Himachal Pradesh while the intimation was sent 3-4 
weeks prior to the trainings in states of Manipur, Tamil Nadu, Puducherry and Delhi. Pre-test 
and post-test knowledge assessment forms were administered to the participants in all the states 
except Manipur. It was observed that the records of the participants who attended the training 
were maintained in all the institutions. Feedback about the training was taken by all the training 
institutes, and is utilized for planning of future trainings for further improvements in the states 
except Jharkhand where it was used for only writing the report. The certificate of attendance 
was given to all the participants who attended the training for the complete duration of 7 days.

Adequacy of Fund: Adequacy of fund is related to the honorarium for resource persons and 
coordinators, TA and DA to the participants, refreshment and other aspects for which the fund 
is utilized. All the states except Jharkhand and Delhi stated that the funding given for stationery 
was sufficient to meet the quality of training materials. The state of Delhi expressed that the 
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fund was insufficient for stationery as the expenditure included banner, souvenir and printing 
of training materials, etc. There is provision for the coordinator deputed for the training to get 
honorarium of Rs.1000/- per day. For taking sessions, external resource persons receive the 
honorarium of Rs.1000/- per session and internal resource persons receive Rs.600/- per session. 
Out of total 8 states selected, five states- Manipur, Tamil Nadu, West Bengal, Himachal Pradesh 
and Delhi found it difficult to arrange external resource persons for the amount given in the 
guidelines of training. At the end of the training course, participants were given Travelling 
Allowance of Rs.500/- per head for 7 days and Dearness Allowance of Rs.300/- per head per 
day for 7 days.

Status of Utlisation Certificate and Statement of Expenditure: Table 2 shows that  all 
institutions have submitted the utlisation certificate except Gujarat and Manipur.

Table 2
Details on Fund Received, UC and SOE (in Rs.)

State Year of fund 
received

Amount 
Received

Amount 
Spent

No. of trainings 
conducted

Amount 
Unspent

UC/SoE 
submitted

(N-NO,
 Y-YES)

Unspent amount 
returned to 

MoHFW

Gujarat 2017-18 8,26, 500/- 737967/ 5 59936/- N N

Jharkhand 2017-18 165300/ 158215/- 1 7085/- Y Y

Manipur

2016-17

2017-18

2018-19

8,26,500-

6,61,200/-

11,57,100/

8,26,500-

8,26,500-

6,61,200/-

5

4

-

-

- 11,57,100

Y

Y

N

-

 N

Tamil Nadu

2015-16

2016-17

2017-18

8,26,500

6,61,200

7,74,431

7,88,923

7,88,923

6,31,908

5

5

4

52,069

37,577

34,714

Y

 Y

Y

Y

Y

Y

West Bengal
2016-17

2017-18

8,26,500/-

8,26,500/-

8,26,500/-

8,26,500/-

5

5

-

-

Y

Y

-

-

HP 2017-18 8,26,500 8,26,500 5 - Y -

Puducherry

2013-14

2016-17

2017-18

6,61,200

14,87200/

8,26,500

6,61,200

14,87,200

8,26,500

4

9

5

-

-

-

Y 

Y

Y

-

-

-

LHMC, Delhi
2016-17

2018-19

8,26,500/

1983600/

815100/-

1983600/-

5

12

11400/-

50332/-

Y

Y

Y

Y

Safdarjung,
Delhi

2016-17

2017-18

495900/-

661200/-

495900/-

661200

4

8
16403/-

Y

-

Y

-

All the institutions have maintained separate files for each course containing copies of the 
proposals submitted to the MoHFW, copies of the sanction letter, copies of the written 
communications with the district hospitals/ health facilities for nomination, programme 
schedule with objectives, sessions, venue, duration, participants’ attendance, copies of the UC 
and SOE, registration forms, feedback porforma, etc. 
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Challenges Faced by the Institutions during Training:  Almost all the training institutions 
expressed inadequate fund for remuneration for resource persons, refreshment to the participants, 
course materials and TA/DA to the participants. Another challenge was getting nomination for 
training which was found to be due to shortage of nurses and long duration of training courses.  

Suggestions 

The institutions advocated for the below given suggestions: 
An increase in honorarium, TA/DA for the participants, travel allowance for external resource 
persons, an increased amount for stationeries (training kit and course materials, banner, posters, 
etc), and inclusion of lunch and snacks. 
Reduction in the duration of training course from the existing seven days to five days as the 
hospital administrations find it difficult to spare the nurses for trainings   due to shortage of 
nurses in the clinical areas. 
MoHFW Guidelines to be made more specific and clear especially in selection of topic and 
conduction of training (teaching methodology). 

Conclusion 

The study attempted to comprehend the implementation of one of the components of Central 
Sector Scheme of Development of Nursing i.e. Training of Nurses. The scheme was formulated 
during the 9th five-year plan period considering the insensitive approach towards the State 
Government nursing training institutes.  The scheme is well utilized by the states. A number 
of nursing personnel are benefitted from the scheme. However, the scheme needs time to time 
review and modifications. 

Acknowledgement:	 The authors thank the Union Ministry of Health and Family Welfare 
for funding this evaluation study. They are also grateful to Dr. Nipun Vinaya, Joint Secretary, 
MoHFW, for his kind support.
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dsaæh; {ks= ;kstuk ds varxZr ulks± ds fy, izf”k{k.k lapkfyr djus okys laLFkkuksa dh 
izf”k{k.k lqfo/kkvksa dk ewY;kadu

* uafnuh lqCcS;k ,oa lh-,u- HkkxZo ** 

* lg izksQslj] lkeqnkf;d LokLF; iz”kklu foHkkx] jkLokid laLFkku] eqfujdk] ubZ fnYyh &110067A
* * O;k[;krk] uÉlx dkyst] vkj,e,y vLirky] ubZ fnYyhA

leh{kd%
MkW- uhjtk lwn] lgk;d izksQslj] Ldwy vkWQ gsYFk lkbalst] bafnjk xka/kh us”kuy vksiu ;wfuoÆlVh] eSnku x<+h] ubZ fnYyh &110068A
izks- ,e-ds- efYyd] izca/ku foKku foHkkx] jkLokid- laLFkku] eqfujdk] ubZ fnYyh &110067A

izks oh-ds- frokjh] ;kstuk vkSj ewY;kadu foHkkx] jkLokid- laLFkku] eqfujdk] ubZ fnYyh &110067A

 
lkjka”k

ulks± dk izf”k{k.k uÉlx lsokvksa ds fodkl laca/kh dsaæh; ;kstuk ds varxZr fuÆer ;kstuk ds 
mi&?kVdksa esa ls ,d gSA ;g ;kstuk uÉlx lsokvksa dh xq.koŸkk ds rhu fofHkUUk vk;keksa tSls 
lsok] f”k{kk rFkk iz”kklu dh xq.koŸkk dks vf/kd csgrj cukus ds fy, 07&fnolh; vof/k ds 
vYidkfyd ikB~¸kØeksa dk lapkyu djus ds fy, vfHkizsr gSA pwafd lqfo/kkvksa] fn”kkfunsZ”kksa] 
fu;kstu rFkk izf”k{k.k ds lapkyu i{kksa ij xq.koŸkk dk vkdyu djus ds fy, dksbZ v/;;u 
ugha fd;k x;k gSA blfy, LokLF; ,oa ifjokj dY;k.k ea=ky; }kjk jk’Vªh; LokLF; ,oa ifjokj 
dY;k.k laLFkku ls ;kstuk ds fØ;kUo;u esa miyC/k izf”k{k.k lqfo/kkvksa] fn”kkfunsZ”kksa dk vuqikyu 
lqfuf”Pkr djus rFkk ;kstuk dks fØ;kfUor djus esa dfBukb;ka rFkk muds lek/kku dk irk yxkus 
ds ckjs esa ,d Rofjr vkdyu v/;;u lapkfyr djus ds fy, vkxzg fd;k x;kA

mä v/;;u esa fooj.kkRed ØkWl&vuqHkkxh; fMt+kbu dk mi;ksx fd;k x;kA v/;;u ds varxZr 
vkB jkT;ksa uker%&fnYyh] xqtjkr] rfeyukMq] iqMqpsjh] fgekapy izns”k] ef.kiqj] if”Pke caxky vkSj 
Ökkj[kaM  dk ;kn`fPNd vk/kkj ij p;u fd;k x;k Fkk vkSj ,d iz”ukoyh rFkk psdfyLV dh 
lg;rk ls vkadM+s ,d= fd, x,A HkkSfrd lqfo/kk ls lacaf/kr vkadM+ksa esa vyx d{kk ds dejksa dh 
miyC/krk i;kZIr JO;&n`”; ¼,-oh½ midj.kksa ,oa vU; lqfo/kkvksa tks fd izf”k{k.k ikB~¸kØeksa ds 
lapkyu ds fy, lHkh vf/kdka”k laLFkkuksa esa vko”;d gksrs gSa] miyC/k ikbZ xbZ lHkh ukS laLFkkuksa esa 
fn”kkfunsZ”k esa fn, x, fo’k;ksa ij 7 fnuksa ds fy, fcuk izf”k{k.k vko”;drk vkdyu ds ikB~Øe 
lapkfyr fd;k x;kA ukS esa ls pkj laLFkkuksa us ikB~¸kØe ds ,d fnu esa Ng l=ksa ds lfgr 
ikB~¸kØe laca/kh fooj.k “kkfey djds ,d izLrkouk izys[k rS;kj fd;k x;kA lzksr O;fä;ksa dk 
p;u mudh “kSf{kd ;ksX;rk] fo”ks’kKrk] miyC/krk ds vk/kkj ij fd;k x;k Fkk] rFkk cká lzksr 
O;fä;ksa dks ,d fnu esa dsoy ,d vFkok nks l= fn, x, FksA Ng laLFkkuksa us iwjs le; ds fy, 
leUo;drkZ fu;qfä fd, Fks] tcfd rhu laLFkkuksa us va”kdkfyd leUo;dksa dh fu;qfä dh FksA 
lHkh laLFkkuksa }kjk izfrHkkfx;ksa  dh lgHkkfxrk ds fy, ukfer fd;k x;k Fkk] rFkk lkr laLFkkuksa 
}kjk mi;ksfxrk izek.k i= izLrqr fd, FksA lHkh laLFkkuksa }kjk yxkrkj lkr fnuksa dh vof/k ds 
fy, ulks± dks dk;Zeqä djus dh vleZFkrk O;ä djrs gq, ikB~¸kØe dh vof/k 4&5 fnu ds chp 
rd de djus dk lqÖkko fn;k x;k FkkA mä ;kstuk dks lHkh laLFkkuksa }kjk izHkkoh <ax ls ykxw 
fd;k x;k gS fd lsokdkyhu ulks± dh deh gksus ds dkj.k ulks± dks lkr fnuksa ds fy, NksM+us esa 
dfBukbZ gksrh gSA

izeq[k “kCn% izf”k{k.k] dsaæh; ;kstuk] lzkSr O;fä] izfrHkkxh] ukekaduA

LokLF; ,oa tula[;k: 
ifjizs{; ,oa eqn~ns, 43 (1): 33-40 /2020
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Abstract

One of the very less talked about and less explored section of women in India are the 
spouses of the Armed Forces Personnel whose overall well-being is majorly influenced by 
their husbands’ (military personnel) job due to situations like deployments, relocations, 
separations, dangerous operations, postings in operational areas, frequent postings, etc. 
These situations and conditions trigger depression, anxiety, decreased marital satisfaction 
and stress among the wives of the military personnel which may even lead to somatization. 
Spouses of military personnel are the ‘Silent Ranks’ that stand behind, and nurture the 
soldiers of our country. Therefore, they are regarded as an unseen gateway to protect the 
nation’s security and its pride. So, it is very necessary on the part of the spouses to be 
psychologically sound and physically healthy in order to support the soldiers mentally, 
emotionally and physically; and to feel proud to be the part of the military life. The 
present paper elicits the psychological well-being and physical well-being of the spouses 
of the Indian military personnel. This study presents a comparative analysis between the 
spouses of different ranks as ranks decide the perks and privileges which could directly 
and indirectly influence the psychological well-being of army wives. The present study was 
carried out on 150 respondents consisting of 50 officers’ spouses, 50 Junior Commissioned 
Officers’ (JCOs’) spouses and 50 ORs’ spouses in Suratgrah military station Rajasthan. 
Psychological well-being scale developed by Sisodia and Chaudhary1 was used to assess 
psychological wellbeing of the respondents and physical well-being scale (self-developed 
with the help of health record cards issued by the Army) was used to assess the physical 
health. Percentages and F test were used to used to analyze the data. It was found that there 
were statistically non-significant differences in the psychological well-being of the wives of 
the army personnel. However, significant differences in physical well-being across different 
ranks were reported amongst the spouses of the Indian Army personnel.

Key words:	 Physical well-being, Psychological well-being, Officers’ spouses, JCO, OR.

Health and Population:
Perspectives and Issues, 43 (1): 41-50/2020
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Introduction

Jawaharlal Nehru said “You can tell the condition of a Nation by looking at the status of its 
Women2.’ Status of the women symbolizes not only their independence, autonomy, and financial 
status but also reflects their overall quality of life. The Indian society has lots of societal barriers 
that lead to lack of autonomy, lack of decision-making, decreased self-concept and lack of 
satisfaction in the lives of most of the Indian women which impact their mental health, physical 
health and psychological well-being. Therefore, women still fall in the vulnerable group and 
still a lot needs to be done to uplift the status of women in India. A very less talked about and 
a less explored section of women in India are the spouses of Indian Military Personnel whose 
overall well-being is majorly influenced by their husbands’ (military personnel) job. Spouses 
of military personnel are the ‘Silent Ranks’ who stand behind and nurture the soldiers of our 
country. They are, therefore, regarded as an unseen gateway to protect the nation’s security and 
its pride. 

An armed force is an organization where the process of deployment of soldiers or military 
personnel occurs very frequently. The soldiers are frequently deployed in active field/operational 
areas, high altitude areas or routine transfers because of which the families have to live in 
separation for short or long durations. This influences them emotionally, psychologically and 
mentally leading to stress responses such as anger, irritability, sleeplessness and anxiety, and 
significant levels of distress3. 

Although deployments are an integral part of military services, there are potential negative 
effects caused by this separation. For instance, the length and location of these deployments 
make communication between couples sporadic, difficult terrains put limitations to contact one 
another due to the lack of communication. Additionally, separations create changes within the 
family dynamics and add stress to an already stressful situation. Therefore, it is very necessary 
on the part of the spouses to be in good state of psychological well-being and physically healthy 
in order to support the soldier and his family mentally, emotionally and physically sound.

Deployment cycle is categorized into different stages- the pre-deployment, deployment, reunion 
and post-deployment phases; and each presents unique circumstances and challenges4. The 
deployment experiences can be summarized with five stressors: worrying, waiting, going it 
alone, putting double duty and loneliness5. During the pre-deployment phase, service members 
and their families may suffer anxiety in anticipation of the deployment. Service members’ need 
to focus on the logistics of the upcoming deployment can result in spouses experiencing them 
as “physically present while psychologically absent6.” The deployment phase covers the period 
when the service member is physically absent from the family. During this period, spouses 
and children frequently undergo a period of emotional disorganization and destabilization4,7. 
In particular, the service member’s spouse may experience multiple stressors related to the 
shift in family dynamics and roles including loneliness, role overload, role shifts, financial 
concerns, changes in community support, and increased parenting demands8. These stressors 
are intensified with fear for the safety of the deployed service member. The reunion phase 
during which the service member and family prepare for the service member’s return home, 
is frequently characterized by both excitement and apprehension. Returning service members 
are challenged by the adjustment to civilian life, and the service member’s family must again 
undergo a shift in family dynamics in a household where roles have inevitably changed9. 
Working through these issues represents the main challenge of the post-deployment phase10. 
Family roles and routines must be renegotiated and redefined in the post-deployment phase4 
and spouses, service members, and their children alike may feel uncertain of their respective 
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positions in this reconfigured system. Thus, the sense of loneliness and isolation many spouses 
experience during deployment can extend into the post-deployment phase. 

Physical health is important for the overall well-being and is the most visible dimension of 
health. Other dimensions are social, intellectual, emotional, spiritual and environmental health. 
Health and wellness play a vital role in encouraging individuals to engage with a wide range 
of activities that could contribute to the development and growth of individuals at every stage 
of life. Thus, health and wellness also provides internal and external resources to individuals 
involved and develop a healthy life11. Therefore, if physical health is jeopardized, then it is 
ultimately going to hamper the overall well-being of the individual and ultimately its impact is 
seen in the society.

Wives of deployed troops discovered a spectrum of symptoms and diagnoses such as depression, 
anxiety, insomnia, adjustment disorder, nervousness, headaches, dysphoria and changes in eating 
habits12-14. Mental health of the spouses of combat veterans have high levels of distress, poorer 
physical and psychological health over a lifetime, and greater social isolation than partners of 
non-combat veterans who feel “As if they were on the verge of a nervous breakdown15.”

Socio-economic status and easy availability and accessibility of material and non-material 
resources are one of the important socio-demographic factors impacting physical health and 
psychological well-being of the spouses of military personnel. As per hierarchy, the soldiers 
are broadly divided into three categories i.e. Commissioned Officers, Junior Commissioned 
Officers (JCOs) and Other Ranks (ORs). In the organizational hierarchy, the top position 
holders are Commissioned Officers followed by JCOs and ORs. The perks and privileges are 
also given according to the soldier’s ranks.

The spouses having a sound financial, material and non-material resources would be in a 
better position to cope up with the situation of husband’s deployment to fields. But in a socio-
economically stressful environment with limited resources, it would be harder to manage 
everything all alone leading to anxiety, depression, and stress that lead to poor mental and 
physical state of the wife as well as her family members. Therefore, differences in the levels of 
psychological well-being and physical health could be seen among the wives of the personnel 
belonging to different ranks i.e. Other Ranks (ORs), Junior Commissioned Officers (JCOs) and 
Army Officers who not only have differences in salary structure but also in privileges and perks 
they get as per their ranks.

It is correctly said, “Inside a healthy body, lives a healthy mind.” Therefore, it is imperative to 
study the states of well-being and the condition that influence the psychological and physical 
well-being of the Indian Military soldiers’ spouses. The wives praise their husbands for 
going on their missions and defending the country while refraining from expressing their true 
opinions so as to not diminish their husbands’ moral and are silently serving the armed forces 
by supporting their husbands who are soldiers of our country. Military wives are a vital part of 
military members’ lives, and therefore, further exploration into the significance of the impact 
of frequent deployments on military families is necessary.

Objectives

The objectives of this study are to

1.	 assess the differences in psychological well-being among the spouses of deployed military 
personnel across different ranks; and
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2.	 assess the differences in physical health among the spouses of deployed military personnel 
across different ranks.

There is a difference in psychological well-being and physical health of the spouses of different 
ranked deployed personnel of military forces.
 
Methodology

Location: The study was carried out in Suratgrah Military Station, Rajasthan, on the spouses of 
Indian military personnel belonging to five regiments (two Armoured Regiments, two Infantry 
Regiments and one Armed Supply Core Regiment). The sample comprised of 300 respondents 
out of which 150 (50 Officers’ spouses, 50 JCOs’ spouses and 50 ORs’ spouses) were deployed 
and 150 (50 Officers’ spouses, 50 JCOs’ spouses and 50 ORs’ spouses) were non-deployed. 

Tools of Data Collection

Psychological Well-being of the respondents was assessed using psychological well-being 
scale developed by Sisodia and Choudhary1. Five dimensions of psychological well being are 
Satisfaction, Efficiency, Sociability, Mental health and Interpersonal relationships. 

Physical health was assessed using the health cards of the respondents and a self developed 
and pre-tested physical health scale. Four dimensions of physical health i.e. nutritional status, 
clinical signs and symptoms status, general physical health status, and lifestyle were taken to 
categorize the respondents across different levels of physical health.

Statistical Analysis: Mean, standard deviation and F test were used to find the association 
of psychological and physical wellbeing with rank.

Findings and Discussion

Differences (Mean scores ± SD) in the Dimensions of Psychological Well-being among the 
Spouses of Deployed Military Personnel of Different Ranks

As described in Table 1 and Figure 1, the various dimensions of psychological well-being 
i.e. life-satisfaction, efficiency, sociability, mental health and interrelationship were compared 
between officers’ spouses, JCOs’ spouses and ORs’ spouses whose husbands were ‘deployed’. 
The results of the F-ratio indicate ‘rank’-wise differences among the spouses of deployed military 
personnel were significant only in two dimensions i.e. efficiency and sociability whereas rest 
all the dimensions including the overall psychological well-being were non-significant across 
all the three ranks. The data further reveals that the mean score of ‘life satisfaction’ among 
officers’ spouse was ‘22.16’ which is comparatively more than the mean scores of JCOs’ (17.50) 
and ORs’ (20.50) spouses but the difference is non-significant. ‘Efficiency’ and ‘sociability’ 
were found to show significant differences with (F=6.39; p<0.01) and (F=4.01; p<0.05). Mean 
score of ‘Efficiency’ was also found to be greater among the officers as compared to JCOs’ 
(25.96) and ORs (19.96). Higher mean score of ‘Deployed’ officers’ spouses could possibly 
be because of the getting higher resources (time, money, labour, etc.) to officers’ spouses even 
during deployment phases of their husbands. It was observed that spouses of Officers are more 
educated in comparison to others and are financially independent by engaging in full time or 
work from home jobs making them more efficient. However, the mean scores of ‘Sociability’ of 
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JCOs’ was greater (35.30) than officers’ wives (28.44). The explanation of this difference could 
probably be because the spouses of JCOs’ mostly stay at home. Thus, they get ample time to 
make friendships and acquaintances with the fellow spouses and have a larger social circle that 
increases their sociability quotient. On the other hand, ORs’ spouses are lesser sociability. By 
and large, the respondents felt that the hierarchical “class system” created by the military made 
it difficult to cross boundaries and form friendships.

Table 1
Differences (Mean scores ± SD) in the Dimensions of Psychological Well-being among 

the Spouses of Deployed Military Personnel of Different Ranks
Officers
(n=50)

JCOs
(n=50)

ORs
(n=50)

Mean SD Mean SD Mean SD F-ratio

Life Satisfaction 22.16 15.65 17.50 11.96 20.50 14.69 1.39

Efficiency 28.84 11.92 25.96 14.20 19.96 11.75 6.39**

Sociability 28.44 12.88 35.30 12.16 32.86 11.79 4.01*

Mental Health 22.6 15.15 23.88 15.22 18.52 12.67 1.89

Interpersonal Relationship 31.16 12.91 31.30 15.01 32.38 12.93 0.12

Total PWB Score 133.2 65.50 133.9 56.97 124.2 48.08 0.45

*P <.05%, **P< 0.01%

Figure 1
Differences (Mean scores) in the Dimensions of Psychological Well-being
among the Spouses of Deployed Military Personnel of Different Ranks

‘Mental health’ was found to be higher in the score among JCOs’ (23.88) than officers’ (22.6) 
and ORs’ spouses(18.52) though the differences were non-significant. Similarly, ‘Interpersonal 
relationship’ showed almost equal values among spouses of all the three ranks with non-
significant differences. The mean scores were 31.16 of officers’ spouses, 31.30 of JCOs’ spouses 
and 32.38 of ORs’ spouses. The findings also reveal the overall differences of ‘Psychological 
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well-being’ of spouses of personnel of different ranks. It revealed that ‘Rank’-wise differences 
in ‘Total psychological well-being’ were found to be non-significant. Though the individual 
mean scores differ as the mean score of ‘Total psychological well-being’ of JCOs’ (133.94) and 
officers’ (133.20) spouses were almost at par with each other and mean scores of ORs’ spouse 
(124.22) were comparatively less than their counterpart ranks. The non-significant differences 
among all the categories of ranks reveal that deployment phase treats deployed soldiers’ spouses 
in the same manner irrespective of the ranks of their spouses. Deployment is the common 
phase among wives irrespective of the rank and the trauma associated with deployment of 
husband impose similar kind of impact irrespective of the ‘Rank’ differences. Related research 
has shown that social support from friends contributes to heightened psychological well-being 
among military spouses16 and can buffer the effects of life stressors on spouses’ depression17. 
As military spouses are frequently stationed far from their families of origin, establishing a 
“sense of community” wherever they are, can fulfill the needs for connection and belonging18. 
However, wives of ORs’ spouses need an attention as the mean score of overall psychological 
well being which is quiet less as compared to officers’ and JCOs’ wives. Apart from all the 
challenges faced by spouses during deployment like separation and fear of husbands wellbeing, 
these challenges are compounded as the issue of military rank adds another layer to social 
barriers for military spouses in lower ranks. It was apparent from the focus group sessions that 
spouses of officers and spouses of enlisted soldiers rarely commingle, and additional research is 
needed to understand the extent to which these divisions are “necessary” based on the military 
hierarchy, or whether tensions could be alleviated by interventions that address stereotypes.

Differences (Mean scores ± SD) in the Dimensions of Physical Health among the Spouses 
of Deployed Indian Military Personnel of Different Ranks

Table 2 and Figure 2 reveal the ‘Rank’-wise differences of ‘physical health’ among the spouses 
of ‘deployed’ Indian military personnel. Significant ‘Rank’-wise differences were found with 
regard to ‘nutritional status’, ‘status of clinical signs’, ‘lifestyle’ and ‘total physical health’ 
but Rank-wise differences were not significant among the spouses of different ranks as far as 
their ‘general physical health is concerned. The mean score of ‘nutritional status’ was higher 
among spouses of ORs (13.60) which was above than the mean score of officers’ spouses 
(12.00) and mean score of JCOs’ spouses (8.70) with a significant difference (F=4.17:p=0.05). 
Thus, it can be interpreted that ‘nutritional status’ of spouses of ORs’ and officers’ spouses 
are almost equally better than JCOs’ spouses because the spouses of JCOs’ had higher cases 
of malnutrition in the form of ‘overweight’ and ‘obesity’ as compared to officers’ and ORs’ 
spouses. It was observed that the ‘Rank’-wise differences in ‘nutritional status’ were non-
significant among these respondents. Similarly, it was found that ‘status of clinical signs’ had a 
differences between ranks (F=4.22: p=0.01) with highest mean score among officers’ spouses 
(14.12) followed by JCOs’ spouses (12.80) and ORs’ wives (9.36). ‘General physical health’ 
mean scores of officers’ wives (11.10) and JCOs’ wives (11.90) were higher as compared to 
ORs’ spouses (12.70). It was also found that the ‘lifestyle’ mean score of officers’ spouses 
were also significantly higher (17.50) followed by ORs’ spouses (17.50) and ORs’ spouses 
(16.20) and the least average score was of JCOs’ spouses (11.40) with significant difference 
of F=4.92; p=0.05. ‘Total physical health’ of the spouses of the ‘Deployed’ military personnel 
also showed significant ‘Rank’-wise differences (F=3.73; p=0.01) with higher mean scores 
among officers’ wives (54.72) as compared to the mean scores of ORs’ spouses (48.86) and 
JCOs’ spouses (48.60). ‘This could be explained by the fact that most of the JCOs’ spouses 
are in middle adulthood phase of life as JCOs are senior officers commissioned after serving 
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in an OR for several years. Hence, the wives of JCOs face related physical problems which 
account for the differences with the spouses other two ‘Ranks.’ As they are over indulged in 
family welfare and other regiment related priorities, they get minimum time to set health as a 
priority. This is in line with study conducted by Mailey et al.19 who stated that spouses have 
too many other things on their plate; so, that health behaviours like physical activity, healthy 
eating, and social connection did not feel like a priority. At times, feelings of depression and 
loneliness due to their spouse’s absence suppressed their appetites and further exacerbated these 
motivational struggles. This provides evidence that military spouses are scarcely engaging in 
health behaviours.

Table 2
Differences (Mean scores ± SD) in the Dimensions of Physical Health

among the Spouses of Deployed Indian Military Personnel of Different Ranks

Dimensions of Physical Health

Officers
(n=50)

JCOs
(n=50)

ORs
(n=50)

Mean SD Mean SD Mean SD F-ratio

Nutritional Status 12.00 10.79 8.70 3.15 13.60 6.85 4.71**

Status of clinical signs 14.12 7.44 12.80 5.53 9.36 3.27 4.22**

General Physical Health 11.10 8.10 11.90 5.01 9.70 3.58 3.02

Lifestyle 17.50 9.75 11.40 6.96 16.20 6.11 4.92**

Total Physical Health  54.72 30.4 48.60 20.65 48.86 19.81 3.73**

*P <.05%, **P< 0.01%
Figure 2

Differences (Mean scores) in the Dimensions of Physical Health
among the Spouses of Deployed Indian Military Personnel of Different Ranks
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Conclusion

‘Rank-wise’ differences in ‘Psychological well-being’ among spouses of ‘Deployed’ military 
personnel was non-significant though ‘Efficiency’ and ‘Sociability’ had significant ‘Rank-wise’ 
differences. Though ‘Total psychological well-being’ mean scores of officers’ wives was the 
highest followed by JCOs’ spouses whereas it was the least for ORs’ spouses. Among spouses 
of ‘Deployed’ military personnel, there was significant ‘Rank-wise differences’ in total Physical 
health, Nutritional status, clinical signs, symptoms status and Lifestyle. ‘Total physical health’ 
mean scores were the ‘highest’ among officers’ spouses followed by JCOs’ and ORs’ spouses. 

The data reveal that the trend is similar in psychological well-being as well as physical where 
officers’ spouses showed the highest levels whereas the lowest levels were seen among 
ORs’ spouses. This reflects the fact that armed wives welfare association (AWWA) should 
concentrate more on the welfare and betterment of the spouses of ORs’ and separate counseling 
cells should be made to offer help and support especially during the phase of deployment when 
the husbands are away on field areas. The study findings indicate that due to lower mean scores 
of physical health among JCOs spouses, they should be sensitized about better lifestyle and 
nutritional related knowledge so that their physical health status could be uplifted. To achieve 
this, frequent lectures and nutrition consultation camps inside cantonment are required to be 
done from time to time and interventions should be designed to teach them coping strategies to 
deal with deployment effectively.
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rSukr lsuk ds dkÆedksa dh ifRu;ksa dk euksoSKkfud “kkjhfjd LokLF;%
jSad foHksnd v/;;u

 izkph fc’V* yrk ikaMs** 
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** Mh,lch ifjlj] dqekÅa fo”ofo|ky;] uSuhrky] mŸkjk[kaMA

leh{kd%
izks jtuh cXxk] lkekftd foKku foHkkx] jkLokidla-] eqfujdk] ubZ fnYyh &110067
euh’k prqosZnh] ;kstu ,oa ewY;kadu foHkkx] jkLokidla-] eqfujdk] ubZ fnYyh &110067
MkW- ehjkafcdk egkik=ks] lkekftd foKku foHkkx] jkLokidla- eqfujdk] ubZ fnYyh&10067
uhjk /kj] f”k{kk ,oa izf”k{k.k foHkkx] jkLokidla-] eqfujdk] ubZ fnYyh &110067

lkjka”k
Hkkjr esa efgykvksa ds ckjs esa lcls de ckr dh tkrh gS rFkk de fpark dh tkrh gSA og 
ns”k ds l”kó lsuk cy dkÆedksa dh iRuh gSa] ftudk LokLF; muds ifr;ksa ¼lsuk dkÆedksa½ dh 
dk;Z    laca/kh fLFkfr;ksa tSls&rSukrh] LFkkukarj.k] vyx gksus] [krjukd o tksf[ke Hkjs vkijs”kuksa] 
vkijks”kuy {ks=ksa esa rSukrh] yxkrkj rSukrh cnyus vkfn ds dkj.k vf/kdka”k izHkkfor jgrk gSA 
bu mijksDr ifjfLFkfr;ksa dk lsuk lsuk dkfeZdksa dh dqN ifRu;ksa ds volkn] mfn~oXurk] thou 
esa de gksrh oSokfgd larqf’V rFkk ekufld ruko ij izkjafHkd izHkko iMrk gSA ftlls muesa 
lksesVkbts”ku fodkj dh fLFkfr Hkh vk tkrh gSA lsuk dkÆedksa dh ifRu;ka muds ik’kZo esa muds 
lkFk [kM+h jgus okys ewok in ¼vkbysaV jSad½ dh Hkkafr gksrh gS rFkk gekjs ns[k ds lSfudksa dk 
ikyu&iks’k.k djrh gSA blfy,] budk jk’Vª dh lqj{kk dh j{kk djus okys ,d vn`”; }kj ds 
:i esa lEeku fd;k tkrk gS rFkk bu ij xkSjo fd;k tkrk gSA vr% mudh ifRu;ksa ds fy, ;g 
vR;ar vko”;d gS fd og euksoSKkfud :i ls rFkk “kkjhfjd :i ls iw.kZ :i ls LoLFk jgsa rkfd 
osa gekjs lSfudksa dks ekufld HkkoukRed rFkk “kkjhfjd :i ls lg;rk o leFkZu iznku dj ldsaA 
vkSj lSU; thou dk ,d vfHkUUk vax gksus ij xkSjo vuqHko dj ldsaA izLrqr ys[k esa Hkkjrh; lsuk 
dkÆedksa dh ifRu;ksa ds euksoSKkfud LokLF; ,oa “kkjhfjd LokLF; dh fLFkfr ij izdk”k Mkyk x;k 
gSA bl v/;;u esa fofHkUUk jSadksa dh ifRu;ksa ds ckjs esa fo”ys’k.kkRed v/;;u izLrqr fd;k x;k 
gS] pwafd jSadksa ds Øekuqlkj gh HkŸks rFkk miyC/k gksus okyh lqfo/kk,a fu/kkZfjr gksrh gS vkSj buls 
lsuk dkÆedksa dh ifRu;ksa dk euksoSKkfud LokLF; izR;{k vFkok vizR;{k :i ls izHkkfor gksrk gSA 
izLrqr v/;;u lwjrx<+ lSU; LVs”ku jktLFkku esa 50 tslhvks- vf/kdkfj;ksa dh ifRu;ksa rFkk 50 
dfu’B deh”ku vf/kdkfj;ksa dh ifRu;ksa rFkk 50 vksvkj- dh ifRu;ksa lfgr dqy 150 mŸkjnkrkvksa 
dks “kkfey djds lapkfyr fd;k x;k FkkA euksoSKkfud LokLF; Ldsy dks fllksfnjy ,oa pkS/kjh 
}kjk fodflr fd;k x;k] ftls mŸkjnkrksvksa ds euksoSKkfud LokLF; rFkk “kkjhfjd LokLF; Ldsy 
¼lsuk }kjk tkjh LokLF; fjdkMZ dkMksZa dh lgk;rk ls Lo;a fodflr djds vkdyu fd;k x;k 
gSA vkadM+ksa dk fo”ys’k.k djus izfr”krrk rFkk ,Q ijh{k.k dk iz;ksx fd;k x;k FkkA blesa ;g 
ik;k x;k fd lsuk dkÆedksa dh ifRu;ksa ds euksoSKkfud LokLF; esa lkaf[;dh :i ls xSj egRoiw.kZ 
foHksnd mifLFkr gSaA fdUrq Hkkjrh; lsuk dkÆedksa dh fofHkUUk jSadks dh ifRu;ksa ds “kkjhfjd LokLF; 
esa egRoiw.kZ foHksndksa ds ckjs esa irk yxk FkkA

izeq[k “kCn% “kkjhfjd LokLF;] euksoSKkfud LokLF;] vf/kdkfj;ksa dh ifRu;ka] tslhvks] vks-vkj
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