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1) Background Paper for the
2023 Annual Meet

Introduction

The Annual Meeting of the Medico Friend
Circle held on 26-27 March 2021 decided
the theme for the coming year as
"Institutional hierarchies and
discrimination in the health system on the
basis of caste, class, gender and minority
religious  identities." For  this  an
organising committee  (OC) was
constituted who have drafted this
Background Note, which sets out various
ways in which the theme can be
effectively discussed in the Annual Meet
of 2023. It is an attempt to provide some
background on various aspects and raise
guestions for deliberation; as a first draft
it is meant to be a starting point for
debate and discussion at the MFC Mid
Annual Meet on 15-17 July, 2022 in
Bengaluru.

Hi story of MFCOs

Way back in 2013-2014, the Medico
Friend Circle had brought the focus on
social discrimination in health and
discrimination as a determinant of ill-
health (MFC Bulletin #357-360). The 40t
Annual Meet was around the theme of
social discrimination in health with
reference to caste, class, gender and
religious minorities. The issues remain as
relevant as ever as we continue to study
the various dimensions operating in the
current political and social context,

enga

towards understanding institutionalised
discrimination.

The 2014 Annual Meet Concept Note
highlighted how socio-economic
inequalities lead to unequal and adverse
health outcomes, and concluded:

@ rigorous understanding and study on
discrimination and health  require
conceptual clarity about the exploitative
and oppressive realities of caste, class,
gender and other multiple forms of
adverse discrimination. It also requires
careful attention to domains, pathways,
level, and spatiotemporal scale, in
politico-historical ~ context;  besides,
structural level and individual-level
measures to gauge without relying solely
on self-reported data or the bureaucratic
reports. An embodied or grounded
analytic approach would help better
understand and analyze realities of
discrimination. 0

(E. Premdas Pinto and Manisha Gupte,
MFC Bulletin 357-360, 2014)

Fre "éktdhtt of grounded research on
these issues produced and published
since then by MFC remains to be

assessed. MFCb6s sel ection

institutionalized discrimination has been
pending for the last couple of years with
cancellation of annual meets owing to the
pandemic. However, we could not have
had a more tangible manifestation of the
significance of this conclusion that than
the fallout of Covid-19 pandemic that
ravaged the country since January 2020.
Reflecting on how the pandemic affected
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different social groups very differently
and led to extremely disparate outcomes,
we feel this discussion on institutional
hierarchies and discrimination on the
basis of caste, tribe, gender and minority
religious identities is both timely and
relevant.

Although activists from the concerned
movements have been building critique
and resistance for decades, the analysis
has almost never informed the discourse
or practice of health activists and
scholars who remain restricted to class
and more recently gender, but that too in
the binary sense of women and men. The
issue has become even more relevant for
our times with an increasing culture of
impunity around outright discrimination
and even violence. Within these very

marginalized communities we see
sections being co-opted into the
dominant discourse and becoming

complicit in the erasure of diversity.
These emerging nuances and new
understandings and ramifications need to
inform the discourse of civil society
engaged with various aspects of health,
including health discourse, health
activism, health systems both public and
private, health related education, social
determinants of health and so forth.

Using this opportunity, MFC could also
actively invite friends and fellow travellers

! Ravindran S, Gaitonde R, Srinivas PN, Subramaniam
S, Chidambaram P, Chitra G. Heatjbity Research: A
political project. In: Health inequities in India: a
synthesis of recent evidenc&ingapore: Springer;

2018

2Sana Q. Contractor, Abhijit Das, Jashodhara Dasgupta
and Sara Van Belle(Q(L8 Beyond the template: the

from Dalit /Bahujan/ Adivasi/religious
minority backgrounds to attend the
meetings in larger numbers and work
with them to co-create MFC as a space
that is more inclusive.

Context

An endemic problem in the health sector
is how health-seeking behaviour of those
from socially marginalized communities
is critically shaped by adverse
experiences with the public health
system! where providers often display
culturally incompetent and downright
biased behaviour that underlines the
power asymmetry?. While researching
access to healthcare for various
communities, the emphasis is usually on
the affordability question or at the most,
disrespectful behaviour towards poorer
patients. What typically gets missed out
is the differentiated treatment provided to
patients from lower castes or tribes or
those from religious or sexual minorities.

Yet most health research and
interventions appear to be based on the
assumptionthat'heal t h' oris
about an unmarked human being whose
existence is unaffected by contours of
privilege or powerlessness®. The recent
case of Payal Tadvi, a tribal Muslim
doctor who committed suicide after
severe caste-based harassment within a

Oheal

needs of tribal women and their experiences with

maternity services in Odisha, Indlaternational
Journal for Equity in Health 17:134

3 Awanish Kumataste and Public HealBtover Story
Frontline May 22, 2020

t
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medical institution* was a wake-up call.
Yet it is only the latest instance of a long
history of invisible persecution faced by
those from disadvantaged social groups
and is just the tip of the iceberg.

Gender, caste and community have
traditionally been linked with specific
occupations, including in the health
sector. Occupational hazards in India are
generally neglected but these could be
worsened by exploitative conditions and
lack of attention to health risks in jobs
based on oneds caste
religious location and so forth, as starkly
shown by social caste-based location of
Class IV /Group D staff and sanitation or
sewage workers. Going beyond
healthcare to examining the social
dimensions of food and nutrition, we find
social biases shaping policies and
practices around acceptable foods.
These have taken an extreme form in
recent years as attacks proliferate on
those suspected of serving, storing or
transporting different kinds of meat, with
perpetrators often enjoying complete
impunity.

4 She was a 2nd year pagtaduate in Gynaecology
and Obstetrics and resident doctor in the

. NAKFYYdzYol A adzy A OA LJ f
Hospital, who committed suicide in May 2019.
Reported inThe Steady Drumbeat of Institutional
Casteism: Recognise ReaspoRedressby Forum
Against Oppression of Women, Forum for Medical
Ethics Society, Medico Friend Circle and Peoples'
Union of Civil Liberties, Maharashtra, September 2021
5 Vatya Raina, Ananydhe Lockdown in India
Understanding the matrix of caste, classl gender
Commentary Economic and Political Weekly 56:8, Feb
2021

6 Suraj Yengde What makes injustice to migrant
workers more acute is the fact that many of them are

The COVID-19 pandemic and the impact

it had on different sections of society
provides us with a stark reminder of how
institutional discrimination and hierarchy
operate®. The term O6soci
itself was a cruel reminder of how caste,
community and class divides were
enforced while social biases grew
increasingly rigid®. Policy making was
shaped by the experiences of the
privileged who coul d
homed while the vast
from socially marginalized communities
were devastated' by 13s$ Of iveellrhdods,
shelter and lives. The lack of protective
equipment for those most exposed such
as the frontline health workers, ASHA
workers, Class 4 staff in health
institutions, mortuary and crematorium
workers, sewage and sanitation workers
was a reflection of their gender, caste
and class locations’.

al

af f
ma j

Since MFC itself functions as an informal
institution, this is an opportune moment
for internal reflection within MFC
individually and collectively on what has
been the extent of diversity within MFC at

Dalits (Indian Express 5  April 2020)
https://indianexpress.com/article/opinion/columns/d

| alinlitggheEadtdfrgrdSociatdistdncingd A NJ

coronaviruss347623/

" PHM Health Systems Thematic Circle and Alba Llop
Girones, Ana Vracar, Ben Eder, Deepika Joshi,
Jashodhara Dasgupta, Lauren Paremoer, Sulakshana
Nandi, Susana Barri2021) A Political Economy
Analysis of the Impact of Coxlil Pandemic on Health
Workers: Making power and gender visible in the work
of providing careYale LawSchool Global Health
Justice Panership Comment July 2021
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all levels, including convenors, editors,
organizing committee members and the
areas of research. As a collective that is
about to celebrate the remarkable fact of
its 50™" year of continued existence, MFC
is well placed to internally assess its
inclusivity in terms of thematic focus,
representation, affirmative action and
current diversity.

Current debates about these concepts
have raised questions that interrogate
the schism between intention and
practice, seeking to assess whether
efforts at diversity indicate tokenism or
actually follow affirmative action in
practice and spirit to co-create inclusive
spaces. The extent of efforts made to
reach out to and include people based on
caste, gender, class, religion, geography
need review, especially to engage
substantively with Ambedkarite, Phuleite,
Periyarist, transgender and Adivasi
scholars who have worked on health.
Most recently a vigorous discussion took
place on the MFC e-group in March 2022,
under the subject
which a number of people participated
and debated to what extent MFC had
addressed the elephant in the room.

Suggested domains

Given below are some of the key aspects
of the issue of institutional discrimination
that were seen as important to bring to
the discussion. We hope these will
stimulate MFC members and those from
other movements to contribute articles
and papers looking at discrimination
based on caste, tribe and religion as

well as against non-binary gender
identities. We encourage those writing
papers to keep the recent COVID 19
experience in mind during their analysis.

I. Provision of health care and delivery
of healthcare services as well as User
experiences of discrimination: How does
discrimination manifest within  the
healthcare system to impact those who
are approaching health institutions?

0o How does discrimination manifest
itself in the development of policies, in
the utilization of resources, in
decision-making and staffing patterns
within the health systems?

o What are the caste, gender and
religious prejudices that operate to
keep this discrimination on-going?
How do these operate to reduce
availability, access (also affordability)
and quality of services? What about
t he medi cal
towards transgender and intersex
persons?

What are the checks and balances

6C a Sthaf need b be iMflaeelto addrels

these inequities?

0 What is the interplay of health
outcomes with social determinants of
health and what role can the health
system play to minimize the adverse
effects and outcomes?

o How does the digital divide
disadvantage the particular social
groups?

o What is the attention to mental health
needs of those from disadvantaged
communities, including those facing
stigma and discrimination, those in

communi ty
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conflict and post-conflict settings and

others?
[I. Occupational hazards and the
health workforce (including doctors,
nurses, dais, ASHAs, sanitation,
mortuary and conservancy workers,
contractual staff and newer home-based
cadres)

o How do we Ilink caste-based
occupations such as TBAs as well as
sweepers, masseurs (and others who
handle bodily fluids) to what is the
gaze of the health system towards
them?

0o What are the groups most vulnerable
to occupational hazard exposure,
specifically in the context of the health
system?

o How do marginalized identities
compel certain groups into specific
occupations and what occupational
hazards do they face? (for example,
transgender sex workers and sexually
transmitted infections)

o Are there adequate mechanisms to
prevent, diagnose, treat and/or
monitor workplace related accidents
and occupational hazards?

o Are there enough reimbursement
mechanisms for occupational related
health care Mortality and morbidity?

o What is the -current status of

functioning of t he

Insurance Scheme (ESIC)

8 Feel depresselecause they are facing harassment

and discrimination; budre too reluctant to voice
their issues, omay justchoose suicide because their
complaints will never be heedetihere are laws on

lll. Educational system including the
public and private sector -
medical/nursing/other cadres education,
NEET and other issues (curricula &
textbooks etc)

0 What are the mechanisms by which
caste and other axes of discrimination
work in institutions - especially
meritocracy / discrimination and so
forth?

0 How are these various mechanisms
embedded in institutional structures
and logics? And how does this impact
on those who are working in these
institutions?

0 How are these discriminatory
mechanisms and institutional logics /
design / structures - reproduced by
the silence / blindness of those who
hold power - including civil society
that is caste/ communal/ gender blind
(or even caste/minority/trans
oppressive, with active discrimination
being practiced even in so-called
activist organizations)?

0 How does reservation work out in
reality within the healthcare system?

o How does discrimination manifest
within the healthcare system in
general i including the design of
multiple health systems for different
categories of people within the same

E mguhty?d eed6s St at e

0 How does discrimination manifest
within ~ medical  education® in
particular? This is not just doctors but

Ragging and on SC/&Tocities but a gap in

between, maybe there is need for something like the

POSH Act
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also other medical institutions and
medical policy-making positions

o What about medical research and
drug trials 7 who are recruited as
subjects and from where? Which
social groups do they belong to?
What makes them agree?

IV. Social Determinants - Food and
nutrition,  livelihoods, gender-based
violence, etc

0 How do we see the notions of caste
purity and ritual pollution in the
criminalization of meat eaters and the
impunity accorded to those engaged
in violent enforcements of such
norms?

0 How does current policy making
across different sectors promote and
encourage vegetarianism from a
particular  religious and caste
standpoint?

0 How is the nutritional level of
marginalized populations affected by
the current policy and political
climate?

0o How does the health system address
the needs of those who have faced
violence, including those who have
faced violence at the hands of state
actors?

V. COVID 19 pandemic management
and impacts:

o What are the various kinds of
discrimination that have become
more evident during and following the
Covid-19 pandemic?

o How did the pandemic affect the
working conditions of ASHAs and
hospital, mortuary and sanitation
workers?

o How has the system responded to
address or worsen these various
inequities? What if any were the
grievance redress mechanisms or
space for representation available?

o What influences crucial decision
making in the country and how has
this manifested during the Covid-19
pandemic?

VI.  Discrimination and health
organizations - How do larger health
related networks/movements and
organizations (including MFC) address
these issues T representation,
programmatic attention and internal
dynamics and relationships. how MFC
can improve its own approach to these
issues internally & work on these issues,
given the current socio-political situation
in the country -

0o How does the current political and
social situation in the country
aggravate or create different forms of
discrimination? What are the systems
that could be put in place to challenge
state sponsored discrimination?

o How did we respond to post-riot
situation of Muslims? What about
mental health issues of these women,
or of Muslims in Kashmir?

0 What is the specific role envisaged for
platforms such as the MFC in the
current political milieu? How do we
"do" anti-caste work? Can we turn the
lens on to ourselves as research
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subjects? How can we avoid
stonewalling using the Class and
Gender arguments?

0 How do we start anti-caste
conversations? How do we avoid the
i ssue of 6ot her i
focused on the oppressed rather than
the oppressor communities?

0 How do we transcend the
identification of "victims" to the
recognition of "agency"?

We hope these provide some food for
thought and encourage wide-ranging
debate, not only towards generating
ideas and inspiration for papers and
sessions in our Annual Meet in 2023 but
also in creatively rebuilding MFC to be a
more genuinely inclusive space.
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Health status of Denotified
tribes in India: A case of Pardhi
Tribe

Ashwini Jadhav®

Marginalization is an outcome of
various structural discrimination and
exploitation. As health is beyond
medicine and linked with the life setting
of the population the marginalisation of
the denotified tribes influences their
health status. This paper tried to
discuss their health status through the
case study of the Pardhi tribe of
Madhya Pradesh and Maharashtra.

Impact of marginalisation on the
health status of denotified tribes:

Historical context to marginalisation

The marginalisation of denotified tribes
has begun after the invention of the
plough when the settled society started
to consider nomadic tribes as a threat
to their culture and private property
(Radhakrishna,
In India, the problem of denotified
tribes intensified after the livelihood of
denotified tribes was destructed due to
British policies mainly related to forest
and industrialisation. The communities
rebelled against the British thus they
declared criminals to maintain political
stability, and grab natural resources by
enacting Criminal Tribe Act (CTA,
1871). Due to the tag of criminal tribes,
the situation of denotified communities

9 Ashwini Jadhav, Associate Coordinator, Vikas

SamvadSamiti Bhopal, PhD from The centre of Social
Medicine and Community Health, JNU, New Delhi.

2001,

had worsened. They were put in open
jails and their culture and lifestyle were
changed systematically. After
independence also they have not
received enough attention in the policy
and programs for positive
discrimination. CTA act was replaced
with the Habitual offender Act (HOA,
1952) and under this act harassment
and exploitation of these tribes have
continued. Thus, they remain
marginalised among marginalised and
face exploitation, exclusion and
discrimination at present too.

The problem of classification and
enumeration

The exact number of the population of
denotified tribes is not available as
there is no caste-wise census
conducted after 1931 and also
census is not properly conducted
amongst these communities as many
of them are mobile. They are not
categorized as class under the
gppstfional asghedgleb ke §C_s and
STs. Some are categorized as
SC/ST/OBC in various states, but
there is no uniformity and even this
differs in some states in different
regions and districts. So there is a
problem to get authentic data on their
population. This inadequacy of
information is becoming a hurdle in the
formation of proper planning for the
development of these tribes (GOlI,
2016).
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Far from development opportunities

After independence, various
committees such as Ayyangar
Committee, 1949; Kalelkar

Commission, 1953; Lokur Committee,
1965; Mandal Commission, 1980
frequently suggested that the problems
of denotified tribes are culturally and
socially different and therefore they
need different developmental
programmes. These recommendations
never got attention in the policy and
programmes because of which in
comparison with SCs, STs and OBCs,
they continued to slip below in all
indices of human development (GOI,
2008). Recently appointed Renake
(2005) and Idate commission (2015)
also gave important suggestions for
the development of denotified tribes. A
special board is established for their
development but in the process of high
digitalisation, it becomes difficult for
these communities to access welfare
services due to a lack of documents,
digital instruments and digital illiteracy
etc.

Lack of access to basic amenities
Denotified tribes have few
opportunities for livelihood options due
to stigma and low levels of education.

also are not accessible to them. In the
available facilities, often they face
discrimination (GOI, 2017).

The heavy burden of health
problems

The poor social and economic
condition has an impact on the health
status of denotified communities. They
are facing numerous health problems
but their access to health services is
very low. The common ailments found
in denotified tribes are malaria,
typhoid, gastrointestinal diseases,
waterborne diseases, conjunctivitis,
cold sores, skin ailments and a high
percentage of malnourishment.
Women face difficulties to get medical
facilities during pregnancy and the
delivery period (HIC, 2004;
Radhakrishana 2009). Many of them
have difficulties in getting a square
meal every day and hence hunger is
common. Denotified tribal women are
facing more problems due to inferior
conditions of their communities.
Despite their involvement in economic
activities, they are repressed by
traditional patriarchal structures and
institutions  inside and  outside
community (GOI, 2017).

Thus, they are living in poor conditions
and finding it difficult to access basic
amenities. Many of them live on the
roadside and wastelands temporarily
and constantly face problems of
demolition and eviction. They also face
problems in access to safe drinking
water supply, electricity, drainage, and
internal roads. Health care services

The case of the health status of the
Pardhi tribe: Demographic, Cultural
and Socio-economic Profile of the
Pardhi Tribe

Demographic Profile

Pardhi tribe is a hunter and food
gatherer community known by
alternative names in various parts of
the region according to their different

10
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methods of hunting and lifestyle like
Baheliya, Phans Pardhi, Langoti
Pardhis, Chita Pardhi, Telvechanya
Pardhi, Takankar Pardhi, Bhil Pardhis,
Shikari, Gay Pardhi, Gaon Pardhi, Raj
Pardhi, Haranshikaries and
Advichancher. Mainly, their spread in
India is in the central, western and
southern parts of the country and the
state of Chhattisgarh, Madhya
Pradesh, Guijarat, Maharashtra,
Karnataka, Andhra Pradesh and
Telangana. They have been living in
the areas surrounded by the Vindhyas
and the Satpuras hill range (Singh,
1994). The exact population of the
Pardhi tribe is not available.

Cultural Profile

They have their dialect. The bride price
system is prevalent among Pardhis,
but nowadays, it is being replaced to a
great extent by dowry. Polygamy is
allowed among them, though its
incidence is not high. Both the
patrilocal and matrilocal residence
exists among them, but at present, the
patrilocal rule is commonly followed.
Consanguineous marriages are in
vogue, including those between the
maternal uncle and niece. They marry
at an early age. The sex ratio is fair
among them. The tribal council is a
system of parallel governance in them.
However, these days it is working only
in some places (Singh, 1994).

The social and economic conditions
Society considers them as the
criminal community. This

stigmatization influences their social
and economic life. Pardhi tribe once
made a living by hunting animals, birds
and foraging for forest products such
as honey, medicinal herbs and selling
them in village markets. Their
livelihood was destructed due to the
changes in the forest and animal
protection laws and conservation acts
(Sangave, 1967). At present days,
many of them are facing problems to
get sustainable livelihood sources.
However, they are involved in fishing,
farming, cattle grazing, agricultural
labour, servicing as guards, begging,
brewing and selling homemade liquor.
Some ofthem are involved in hunting
animals, birds and gathering minor
forest produce. Many of them have
migrated to urban centers in search of
menial jobs. Many of them do not have
proper shelterand basic facilities. They
live in unhygienic conditions. The
majority of them do not have any
assets such as land and house. Even
though they are included in the
scheduled tribe and scheduled caste,
they are not able to avail schemes, as
they do not have certificates. The
educational status of the community is
very poor. Their poor social and
economic condition had an impact on
their health (Bokil, 2002).

Findings from research carried out
among the Pardhi tribe of Madhya
Pradesh and Maharashtra

These findings are based on M.Phil
(Jadhav, 2012), and Ph.D (Jadhav,
2017), research carried out to

11
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understand their health status in
Madhya Pradesh and Maharashtra
among Baheliya Pardhi and Phanse
Pardhi. Due to state control over
forests in the name of conservation
and animal protection, the traditional
livelihood of this tribal community is
disturbed. The community know the
conservation of forests and they used
to practice their hunting and food
gathering practices according to that.
But the state has adopted the wrong
policies of conservation. Therefore,
they have been displaced from the
forest. They are unable to collect
herbal medicines and other forest
produce from the forest. As selling
herbal medicine is their traditional
livelihood now some of them are forced
to buy these medicines from the
vendors in the wholesale market.

After a ban on hunting, the community
has been involved in agricultural
activities but nowadays they are facing
difficulties in cultivating their fields due
to the high cost of seeds and fertilizers.
Due to it, migration has increased
among them. From the rural area,
respondents have migrated to other
areas for agricultural labor work,
construction work and collection of
recyclable waste. In the urban areas,
already they have migrated from their
village to a collection of recyclable
waste but as they do not get enough
earnings from it, they again migrate to
other towns to sell herbal medicines. In
these unorganized sectors, they have
been facing lots of problems. Their
working time is uncertain. They are not

getting weekly off and health facilities.
They also do not get clean water or
sanitation facilities. They have to live in
open tents. They are facing difficulty to
access public education and health
services. With this, on account of
criminal stigma, they have to face
harassment in society and institutional
violence.

Due to insufficient earnings and high
price rises, they have to cut their food
intake. Many of them are dependent
on begged food. Due to a lack of
nutritious food, and poor living and
working conditions, the burdens of
illness have increased among them.
But their access to health services is
very low. In the available health
facilities, due to lack of doctors, lack
adequate facilities, hostile behavior of
hospital staff and lack of transportation
facilities, they are reluctant to go to
avail health services. It forces them to
go to private hospitals at the time of
critical conditions where they have to
spend more money. Due to
inaccessibility,  unavailability  and
uneconomical health services, their
suffering of illness increases. They
know the use of flora and fauna to cure
illness, but nowadays these practices
of healing are vanishing for different
reasons.

Conclusion

To improve the health status of the
denotified tribes in general and the
Pardhi tribe in particular the community
needs a sustainable earning source.
Their knowledge of forest
conservation, arts and skills and

12
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traditional healing practices needs to
be acknowledged and promoted. The
government has to solve the problem
of identification and documentation of
these tribes. They need basic facilities
like water, sanitation and electricity
facilities in their area. With this, there is
also a need for appropriate health and
education services for them. To make
proper schemes and development
programs for them there is a need for
more research and documentation on
their problems. The inhuman Habitual
Offender Act 1952 need to be
repealed and there should belegal
provisions against harassment and
discrimination of denotified tribes.
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Institutionalised Privilege in the
Medical Profession

Kiran Kumbhar©

In the mid-2000s, as | went about my
academic life studying MBBS in Pune, |
was completely unaware of the
institutional nature of casteism and
caste-based discrimination. | belonged to
one of the 06Ot her
the hierarchical layers of the jati-varna
system, in addition to some strokes of
accident, had ensured that | had not been
exposed to the deeply inimical nature of
caste while growing up, and that | was
relatively shielded from it during my
medical studies. For a long time, | even
believed that caste-based reservations in
admissions should not be present
beyond the undergraduate level.

It is only in recent years that | have
realised how ignorant | was. | have been
learning about and even increasingly
witnessing the profound ways in which
caste-based ideas and worldviews
influence all the major aspects of our
personal and public lives in India,
including how we think. These insights of
course made me feel embarrassed about
my earlier ignorance, but also stimulated
me to understand why | never
encountered better and more
comprehensive perspectives on caste in
the first place. | have learned and seen
how in the mainstream medical and
public health discourse, it is the ideas,

0 Kiran Kumbhar, Dr Malathy Singh Postdoctoral
Associate and Lecturer, South Asian Studies Council,
Yale University

beliefs, and experiences of privileged-
caste individuals and communities which
dominate. | now join a growing number of
medical and public health practitioners
who are saying that the most important
reason for the glaring absence of caste-
based sensitivity in medicine and public
health in India is this widespread
dominance of the elite castes.

B a ¢ At ma sakhe tim@, aid aehfstBrian, Phevie

also researched and explored this
dominance, and in this essay | will
attempt to provide a short trajectory of the
institutionalisation and entrenchment of
caste-based privilege and prejudice in
I ndi ads biomedi cal

To begin with, the ideas and perspectives
of privileged-caste communities are
dominant in the public sphere, including
the medical and public health discourse,
because individuals from these groups
dominate in all the upper- and middle-
class professions. The monopolisation of
colonially-introduced modern institutions
and professions by the privileged castes
and communities in India is well-known.
Anil Seal wrote in

empire, the learned Hindu castes were
the natural recruits for the bureauc r a
and took advantage

secular education the current regime had
demanded. So in the nineteenth century,
yesterday's scholars of Persian now
became ent husi aWiitsg
about modern education in southern
India, R. Suntharalingam observed that
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At he Brahmin

over whel ming, o wi t h
apparent at NRevery
education in South India, whether
l'iterary, scientifi

The preponderance of Brahmans and
other privileged communities (for
example, the Parsis), also characterised
biomedical education. The vast majority
of the students in medical colleges during
the colonial period were from
socioeconomically elite backgrounds.
The financial resources and social capital
required to study medicine at the
countryos
colleges and schools were rarely
available to marginalised Bahujan
families and communities. In most parts
of the subcontinent, there were few to no
reservation policies in existence, whether
caste-based or otherwise. To make
things worse, administrators in power
often actively worked to deny admissions
and government jobs to candidates from
marginalised backgrounds, as happened
in the case of Padmanabhan Palpu, a
doctor and social reformer in Travancore
in the late 1800s.

Even after Independence, although the
Constitution mandated reservations for
Dalits and Adivasis, elite-caste groups
resisted their proper and complete
implementation. These obstructionist
attempts are best exemplified by the
verdict in the Champakam Dorairajan
case, which offered these groups the
privilege of claiming 'castelessness' (and
later the apparently casteless 'General
Category'), even as they continued to

-hased madicab a n

pr epondeenjoy the enormous privileges of their

caste identities. Besides, leadership
positions in medical associations and
professional societies were
overwhelmingly occupied by male
doctors from privileged castes. A quick
look at the list of the presidents of the
Indian Medical Association (IMA),
established in 1928, shows that almost
every doctor who was President or
occupied other prominent positions,
hailed from non-Adivasi and non-Dalit
backgrounds. This is also the case with
the organised associations for specialists
like the Association of Otolaryngologists
of India and the Federation of Obstetric
and Gynaecological Societies of India.

Unsurprisingly, women doctors in India
have also predominantly been from
privileged backgrounds. Among the very
early pioneer doctors who have been
profiled by historians, probably only one,
Rukhmabai Raut, came from an
underprivileged social background. In a
recent oral history study of women
doctors who were educated and
practised in early post-independence
I ndi a, Archana Ven
majority of women doctors in India came
from elite backgrounds, which is reflected
in my own sample and in admissions
records for méldisworhl
noting that popular Hindi-Urdu cinema, or
Bollywood 71 itself a cultural creation
primarily of elite Indians 1 began
depicting privileged-caste women as
doctor-protagonists as early as in the
1930s (e.g., the 1935 eponymous film Dr.
Madhurika), a trend which has continued
throughout the  post-independence
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period. However, mainstream Bollywood
cinema still awaits a major protagonist
character in the form of a Dalit or Adivasi
doctor.

For a profession which is more than 185
years old (taking 1835 as the starting
point, when the Medical Colleges in
Calcutta and Madras were inaugurated),
such continued dominance by persons
from a small number of social groups
which represent a minor proportion of the
population, has led to highly skewed and
prejudiced professional culture, attitudes,
and received wisdom.

That brings me back to the question |
posed at the beginning of the article: Why
is it that students and doctors of my
generation i and those before us 1
hardly learned anything about the
significant and copious intersections of
caste, medicine and healthcare in our
education and training? To me it is clear
that we did not learn critical and
comprehensive perspectives on caste
primarily because the only perspectives
which were considered worth teaching
and putting in textbooks and curricula
etc., were those of doctors and experts
from privileged-caste groups who
monopolised medicine, public health,
and even policymaking for the most part.
As the discussion below will make it
clear, awareness and analysis of caste
and healthcare was never a priority for
these medical elites.

Over the decades, doctors have written
and said a lot about their ideas, beliefs,
lives, and philosophes in medical journal
articles, writings for popular media, as

well as papers presented and addresses
given at medical conferences, including
under columns or segments titled
ORefl ectionsb©o.
such reflective literature, it is hard to find
what doctors, individually or collectively,
thought about the caste system around
them and how they experienced it in their
professional and personal lives, whether
through privilege or discrimination or a
combination of these. Besides, a
comprehensive search of the available
tittes and abstracts of articles in two
major longstanding journals: the Journal
of the Indian Medical Association (JIMA)
and the Journal of Obstetrics and
Gynecology of India (JOGI) shows that
apart from some brief commentaries,
there has never been meaningful and
sustained research on such themes as,
for example, disease distribution on the
basis of caste backgrounds, or the
influence of caste on health indicators
and healthcare access 1 even though it
is a well-known public health maxim that
health is strongly shaped by what are
called the social determinants of health.!
In fact even now, it is very difficult to find
mainstream medical and public health
experts in India citing caste as among the
major determinants of health.

Other examples include the important
surveys and reports on public health like
the 1946 Bhore Committee report and
the later Mudaliar Committee report.
Neither report mentioned caste as a
determinant, and neither provided any
analysis of the presence and effects of
caste-based discrimination and biases in
medical education, practice, and
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healthcare. Moreover, the Mudaliar
Committee presented highly regressive
views on caste-based reservations not
long after India had adopted its
Constitution. The explicit advocacy
against the principle of reservations seen
in the Mudaliar Report (but absent from
the Bhore report) was in line with the
broader privileged-caste resentment
response to the Constitutional provisions
for reservations after 1950. The
Committee opined that reservations were
among the many factors (including
district-wise quotas, undue emphasis on

intervi ews, etc.)towh
limit the number of well-qualified
student so entering

Tellingly, this opinion was listed under a

section titled fnDefe
of Education. 0 Besid
recommendations, they reluctantly

acquiesced to reservations only as a
constitutional obligation, not as a social
justice necessity:
Constitutional obligations in respect of
special facilities to scheduled castes... no
other reservations should be continued.
There should be no fettering in the
selection of students and merit should be
the only considerat.

Opposition to reservations under the
excuse of Amerito [
rhetoric used by privileged groups (in
India as well as around the world) to
resist reservation policies for oppressed
and marginalised communities. It is
important to note that the few occasions
when caste did make an appearance in
the historical archives of the medical
profession (like the Mudaliar Report or

on.

the later frenzied journal articles in the
wake of the Mandal moment), were
mostly marked by anti-reservation
rhetoric, thus reducing the expansive
phenomenon of caste to the single topic
of reservations.

Looking back, it is clear that every major
medical and public health forum in India
was monopolised since the nineteenth
century by persons from privileged
castes and communities, that this
monopoly was  normalised and
naturalised, and that it led to an absence

.of, even disdain for, any, meaningful

O igven, dsgain Jor 2y, megningfo
engagement with caste in the medical
ro&ession nd its cul}ure. The Medico

r'rf_je 1 C aj ol es.

rien I'rc 0S
ipstitutionalised discriminatic%n to the front

o a . N .%res.en S a em
and center this year |s a mych-needed.

e s S whibrd 0 E e i
bold move whith " must be emulated by
other medical and public health forums in
the country.

deci

AExcept for t he

0

S a characteristic
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Nutrition in Indiathrough the dismal picture of nutrition indicators in the
lens of caste country. The repeated attempts to

delegitimise international reports and
Sylvia Karpagam 1% assessments does little to mask the

_ nutritional deficiency in the country.
Introduction

It should come as no surprise that caste

and nutrition are closely intertwined in the Nutritionalf orn nd@MidStor s
Indian context, because that would hold 201168 and NFRES) 2019

true in many other contexts asIV\./eII. It is I ndicator Percent
only those who are at the beneficiary end Sourctlational %

of the caste spectrum who are Heal t h SNFrHSEyL-g

dangerously unaware of how caste 51

operates in policy, planning, programs,
implementation as well as i n peopl|{Nopregnant wo#n57%
lived realities. The unofficial imposition of 49 years who
vegetarianism, with the participation of (<12.0 g/dl)

vigilante groups, will have long term
implications for the health of Women,
children and other vulnerable groups..

Pregnant woméa52%
years who are

/ dI
The poor, subsisting on a cereal heavy g )
diet with some watery dal through the Men ag4e9 1year s |25%
week, are less and less likely to buy and anaemils8. 0<g/ dl

consume even the weekly minimum
recommended 500gms of meat per
person. It will result in lower heights,
increased anemia, low birth weight and total chi-23rmmn|l2%
much more. This article looks at nutrition receiving an a
and nutritional outcomes in India through
the lens of caste.

Chi |l dgreem® amont |67 %
are anaemic (<

dex owe nor mal

womewi tah Body |18 %7
I n
than 18.5 kg/ m

Malnutrition crisis in the country

The National Family Health Survey' Me nwi tah Body Mal|l6. 2%
(2019-20) and Comprehensive National bel ow nosmsal ha
Nutrition Survey' (2016-18) paint a kg/ m2

11 Public Health Doctor and Researcher
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Children are defined as stunted and
underweight if their height-for-age and
weight-for-age is more than two standard
deviations below (< -2SD) the WHO Child

Growth Standards median (WHO, 2009).
This essentially means that 1/3 of our
children are unable to meet even -2 SD
deviation from the WHO standard. This
should be brought to the attention of
those who are ready to shift standards
downwards claiming that the WHO
standard is a Western colonial
imposition!!!

Anaemia in children, and in combination
with chronic hunger and other nutritional
deficiencies that invariably co-exist, can
lead to less than expected performance
of the child in school. In a caste and class

ridden society, where many government
schools fail to meet even minimum
educational standards, the
disadvantages of children especially from
marginalised communities start early in
life. If these disadvantages are not picked
up and addressed, they become an
additional
development.

The myth of Indian vegetarianism
comes from a caste prejudice

The frequently bandied mythii that India
is vegetarian is more wishful thinking of
those whose eternal fantasy is that India
is a vegetarian country, rather than any
real facts and figures. The fact of the
matter is that a majority of Indians love
their eggs, chicken, beef, fish etc. spiced
with a hint of shame." This shame comes
from the casteist propaganda that not just
these foods, but even those who
consume them are polluted, unhygienic,
0l ower c aa,tlustfdl etc. Thesem
myths are conveniently reinforced by the
corporate West who love the idea of a
plant-based food consuming, apparently
peaceful, non-violent and yoga loving
India. People in the West are mostly
unaware about the caste system which is
conveniently erased by the oppressor
caste Indians in these countries T the
same Indians who would fight for
affirmative action and inclusion based on
ethnicity, colour and race.

Riding on the back of these myths are
unethical cattle slaughter bans and the
unethical denial of eggs in mid-day meals
to some of the poorest children in
government schools. This further
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manifests in the creation of ghettos of
fpured gated communities  while
simultaneously denying homes and jobs
to meat eaters. Fragile vegetarians
demand that all spaces that they occupy
(and even those
are meat/egg/poultry free.

gating policies of NGog

Vegetarian

owner doesn’t like
it.

Vegetarian
because our

major funder 1s
Jain

Vegetarian
because we love
animals (more
than people)

Vegetarian but we
fight for equity

This push for a vegetarian India
agenda pushes a raw (rather cheap) deal
for the poor of the country. Researchers,
academicians, bureaucrats, media and
policy makers, mostly from the oppressor
or vegetarian caste groups effectively
implement this structural caste based
cheap vegetarianism such that all social
security schemes related to food are

t hat

predominantly comprised of cheap
cereals and millets, maybe some watery
pulses, a few vegetables and little else.
Criminalisation and erasure of nutrient
dense animal source foods, except for
t he Oveget aand @ary is
structural and institutionalised. No
professional organisation has thus far
raised any objection to this major attack
on the rights to a cultural appropriate
food.

The National Food Security Act (NFSA)Y
has been in place since 2013 and was
expected to mark a paradigm shift in the
approach to food security, transforming it
from a welfare to a rights-based concept.
Unfortunately, the law has been reduced
to providing the right to mere survival
(with the cheapest minimum) rather than
the right to a life free of nutritional
deficiencies and ill-health.

Some of the discriminatory practices
by the state are:

Unscientific and discriminatory cattle
slaughter ban

Cattle slaughter bans have affected
many communities, often traditionally
marginalised, who depend on the cattle
trade, with no alternative arrangement
either for livelihood or nutrition."" The law
has led to adverse economic, physical,
social and psychological consequences

for farmers, transporters, slaughter
house workers, curing/tannery/leather
workers, loaders/unloaders, cleaners,

sanitation workers, butchers, small and
large eateries, street vendors as well as
a whole gamut of services associated
with these. This is delegitimizing many
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traditional livelihoods and destroying the
farming community.

Alnfdiladés politician
land and farming, they would understand
the organic relationship farmers have
with livestock, milk, manure and killing of
cattle. It is not a Hindu-Muslim issue as
the government is trying to project. This
is a farmer 6 s i s(sAu fartner in
Karnataka about the cattle slaughter ban)

Beef is regularly left out of all discourses
around nutrient dense foods, culture, or
tradition in spite of being consumed by
almost 180 million or 15% Indians, which
includes dalits, Muslims, Christians,
Other Backward classes (OBC), adivasis
etc. Lynch mobs have been known to
attack poor dalit and muslim men only on
the suspicion of transporting cattle or
beefVi,

Institutionalised casteism 17 the mid-

day meal scheme

The National Food Security Act (2013)
was envisaged to meet at least a third of
a <chil dos nutriti
mandate. Depending on age, the child
would have to receive between 450 -700
calories and 12-20 grams of protein in
one meal, while also encouraging
children in government and government
aided schools to eat food together and
made with local ingredients.

Although food is mandated'i to be
cooked in the school, there is a clause
which allows for it to be provided from
outside if there is no space for cooking in
the school. Using this clause, now large
corporates have crowded into the mid-

ona

day meal scheme, the largest and most

influential being the Akshaya Patra
Foundation (APF&, a trust of . the
nnect t h

Iﬁternat?oﬂa}/ gomety for I%’rvlslhna
Consciousness (ISKCON) which has a
clear caste and ideological* prerogative,
promoting the pseudo-scientific concept
of sattvic foods which are devoid of most
spices and criminalising nutrient dense
foods such as meat, fish, eggs etc. that
are traditionally consumed by
marginalised communities. This,
combined with the denial of eggs in Mid-
day meals in government schools in
many states of the country leads to a
poor-quality menu devoid of diversity or
nutrient dense foods. Apart from that the
centralised kitchen churning out bland
sattvic food day in and day out, can
promote homogeneity but does little for
diversity or meal quality. Not surprisingly,
children have rejected the food.

The organisation considers onions and
garlic in food as
which inhibit spiri t ual
inspitr(]e é)fet%issbeing mandgted IineSta'%le
government” menu. SI'hey have b%en
given the contract for centralised
provision of mid day meals to several
government schools in the country.
Coincidentally, research conducted by
Central Food Technological Research
Institute (CFTRI), Mysuru, shows that the
absorption of zinc and iron from cooked
food is higher in the presence of onion
and garlic.

For a majority (94%) of children in
government schools who are from
marginalised communities and
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malnourished, garlic, onion and eggs
form an important part of their diets,
limited only by the factor of affordability.
That these are being denied to them by
communities t hat
government schools, is a good example
of how caste-based discrimination of
children from vulnerable communities is
institutionalised.

Parents have complained that children
come home and repeat ideological
propaganda like garlic is bad for health,
or meat will lead to a lack of
concentration in studies. Students are
told that they should eat vegetarian food
in order to develop their brains and get
good marks. None of this comes from any
scientific basis, it only comes from
prejudice. Chil dren
that they eat at home to school because
it leads to ostracization and makes them
feel i ke t h emyethinge
disgusting. When we asked children why
they donot
school , t hey
ot hers. o
one way. While everyone needs to
respect the vegetarian fragility, they
themselves are completely disrespectful
of the eating habits of others.

say,

Egg politics

Eggs have been_denied to children as
part of the mid-day meals in schools for
several years. Described as the
Omenstrual
are labelled a s 0sinful 0,
agitating the senses, with egg eaters
deserving to be
this  unscientific  propaganda, the

anufactured in
want t o {Femandgb .egs%s
rans%oﬁ[e y air.o

Beeins to anly floa/ c t

nutritional value of eggs had been the
primary deciding factor, children would
have been given eggs as part of the mid-
day meal scheme on 5 days of the week.

d o nThe excessive resistance to the provision

of the nutritionally superior egg in mid-
day meals for school children is just
another proof of how prejudice and
discrimination win hands down against
logic and sound nutritional science.

Corporates promoting plant based
foods as saviours of climate change

Multinationals which express concerns
about climate change push for corporate
dependent fortification shipping pre-
mixes from Western countries to India
over an indefinite period of time, while in
Ao S el oy, ThE B

gnty in the country. The real
agenda is that nutrient dense foods of

3nci)ni1alnsources will be replaced by cheap

chemicalg based ultra-processed foods
Iaborat?ries and
ip to countries like

. oul d res
ndia, whose poor are expected to

become the mascots of climate action.

The Eat Lancet Commission, driven by
billionaires,
t oincifease consumption of plant-
based foods and substantially reduce
consumption of animal source

example to show t he
based foods. Vegan activists in India

di schar ge 6whether dhdweasing evoices efg dpld,
OAdivasil e ort 06 qther a nnuarginalised

communities end up on the same side of

0 de st the taldedvith the billionaires slecidirgd

what food is best for the world.

22

has set

f oodso
and | auds l ndi a for


https://www.business-standard.com/article/current-affairs/most-bjp-ruled-states-skip-eggs-in-mid-day-meal-cite-vegetarian-sentiments-118073100120_1.html
http://iskconbirmingham.org/whats-wrong-with-eating-meat

mfc bulletin/March 23

However even the Eat Lancet
Commission is unable to deny that plant-
based foods are nutritionally inadequate
for oOvulnerable
children between 0-2 years from their
plant-based recommendations.

The report also goes on to say that
because of menstrual loss, adolescent
girls are at risk of iron deficiency and that
the solution would be multivitamin or
mul ti mineral
expensivebo and
consequences of hi gh r ed
Ignoring the benefits of red meat in the
prevention and management of anemia,
the authors of the Commission report
sidestep the adverse effect of iron tablets
and promote that for routine intake by
adolescent girls. It is simplistic to assume
that a complex physiological process of
hemoglobin formation which performs
the crucial role of carrying oxygen to the
organs can be ensured by replacing one
mineral (iron). So literally, nutrition that
can be obtained from food has now
shifted to being obtained from a bottle !
Ironically this groups recommends higher
calorie intake from sugars as compared
to any meat!

Apart from these adverse decisions,
there have been clamours for erasing
meat and eggs from public spaces.

The casteist nature of nutrition policies in
India are visible in many forms. The idea
that dalit, Adivasi and OBC children
should be grateful for whatever food is
6givend to them is

minds of doctors, activists, researchers,
policy makers and pretty much the entire
gamut of citizens in the country. The idea

g r o u pthat children have inviolable rights to

healthy, nutritious, tasty, clean, culturally
relevant food is lost on most people who
claim these same rights only for
themselves. This is the crux of how caste
discrimination operates in India. It is of
utmost importance that dalit, Muslim,
Adivasi, Christian communities etc. that

prepar at consume (and enjoy) eggs, beef, pork,s s
wi t h fish, poultry etc. come together to reclaim
me at their food sovereignty and challenge the

hegemonic imposition of nutritionally
inferior 6sattvi ko
foods. The basis for nutritional policies
and health educational messages should
be science and not ideology or
propaganda. There should be investment
into traditional nutrient dense animal
source foods that are subsidised and
accessible. Cattle slaughter bans across
the country have to be lifted and eggs
have to be provided to all children who
are traditionally used to consuming eggs
on at least 6 days of the week. This is the
only way to improve diversity of food
consumed and increase quantities
consumed. This in turn is the only
sustainable and certain way of
addressing  malnutrition.  Corporate
dependent fortification, processing/ultra-
processing, packaged foods etc. cannot
be offered as solutions because they are
not.

There is very little representation of
vulnerable communities at policy making
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to make decisions which are mostly
exploitative or extractive of natural
resources and human labour and do not
benefit ordinary people. These decisions
are not transparent or accountable, often
made behind closed doors. We see the
devastating impact of this in decisions
around natural resources, education,
livelihood, nutrition, healthcare,
healthcare. Foregrounding of community
choices, local traditional and cultural
foods often coincide with sound nutrition
science.
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Birth Work,
Caste: Traditional
Attendants in India

Knowledge and
Birth

Bijoya Roy!?, Sandhya Gautam!3® and
Imrana Qadeer4

Introduction

For the women in our study villages,
childbirth at home with the help of Dais
was a part of everydaylife; a
natural event unlike the modern medical
system in which, the very idea of home
births vis-a-vis institutional births and
Dais as against Skilled birth attendants
has had a troubled relationship. Whilst a
large number of births shift to institutions,
home births continue in distant, remote

and urban spaces with Dais6é hel p.

birth work of Dais in India has largely
been seen as risky and unprofessional
compared t o ASHA®G
neglecting to situate it within the larger
context of caste and workforce identity.
This paper draws from a multi-centric!®
JEEVA study on Dais to examine the
intersection of birth work, knowledge and
caste in distant remote spaces. Through
the experience of Dais from Dalit and
Adivasi backgrounds and their birth work,
it highlights their knowledge system and
how that makes them acceptable to the
community they work in but creates
discomfiture for the upper echelons of the
professional class and therefore their

clientele. It argues how Dais enable and
empower women during pregnancy and
childbirth and are critical to community-
based maternal health care and reveals
how the biomedical space in India others
and denies Dais rich experiential
knowledge that is largely caste-based
work.

Discrimination and Exclusion:

Observation from the field shows that the
local upper caste families accept and use
Dais from the Dalit and Adivasi
communities as jaankar aurat during the
birthing process. Traditional midwives
rich lived experience of conducting
vaginal birth is revered and it
authenticates their experience and
Khdwikedge. However, at the same time
they are considered untouchable when
they remove the placenta, cord and the
bd mdb d AONkMisc,hr ad as t
considered pollutants post-birth. It is
within this duality of dignity and indignity
that Dais operate in the given socio-
economic context they practice.

By contrast, the biomedical world
outcast(e)s Dais, their lived experience
and knowledge. Dais have often shared
how the institutions of modern health
care treated them shabbily. They are
considered for menial jobs like cleaners
and servers and not allowed to be in the
labour room to watch or help. Thus, their

12 Assistant Professof, Sy i NS T2 NJ 2 2 Y S y¥Research Cite: Bokaro District of Jharkhand;

Development Studies, New Delhi
BSsandhy Gautam- SEHER, New Delhi

¥Imrana Qdeer- Professor (Retd.), Centre of Social
Medicine and Community Health, Jawaharlal Nehru

Univeristy, New Delhi

Nandurbar district of Maharashtra; Kangra/Mandi
district of Himachal Pradesh, Bellary district of
Karnataka
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knowledge of birthing is actively rejected
or goes unacknowledged, not considered
authentic and in a way erased from the
formal institutional spaces. The
biomedical world that is dominated by the
upper caste professionals, largely views
Dais as not literate, practicing unsanitary
and incorrect methods and thus, not
legitimate providers of maternal health
care.

Overview of the Dais in the Study Area

The study villages were characterised by
a difficult terrain and remoteness with
scarce, ill-equipped health services, poor
roads, transport and infrastructure. Dais
were there in almost all the villages. Two
sets of Dais were interviewed i) those
who were well-known and popular and ii)
those not so popular or experienced. In
each site selection of 15 Popular Dais
(PDs) and 15 Other Dais (ODs) gave us
120 Dais (60 of each). Six of them in the
Maharashtra field site were male. None
of the Dais had any school education.
Their training was experiential through
accompanying, observing and initially
helping their mothers, mother-in-law or
relatives and they started practising only
after their marriage.

fMy mother-in-law grew old and did not
have the strength left to massage and
hold the belly. | went along with her for 5
years and learned this work. Then Dudi
bai fell ill (mandali) and | began to go
alone. Sitill, other huaarku, huaarki or
even family women would help me. Dudi
weakened and died. (HPavra, Mh)o

Among the PDs, there were 35% Dalit
Dais, 35%, ST, OBC 6.7% and Gen

23.3%. Despite the frequent assumption
that Dais are mostly of SC castes, our
data show that the work of Dais was not
necessarily caste-bound. Women from
general castes were initiated often due to
their personal or social circumstances -
crisis, non-availability of services,
financial need. Of the four study sites, the
only site where a specifically caste-linked
Dai tradition existed was Jh, particularly
in the Sahis caste (SC). Of the ODs,
around 52% were Dalit Dais, 27%
Adivasi Dais 18% upper and middle
caste dais and 3% Bahujan OBC Dais.

Except in Jharkhand, the work of Dais
was mostly not their main source of
livelihood, they engaged in agriculture or
family trade. On average PDs had
practised for three decades except in MH
site. The payment was typically in cash or
in kind such as grain, vegetables, clothes
etc. For example, in Jh the Dais were
given a quantity of rice paddy at harvest
time and during festivals or at the
marriage of a child born in their hands.
Across the sites, the Dais said they take
whatever is given to them by the family
and if the family is very poor then they
might not take anything. They saw their
wor k as fsd meaneymdistance
time did not matter. These are our own
people, was a common refrain in
Himachal. Under the NRHM policy,
institutional birth was being promoted in
each State, Karnataka State stood out for
pushing this policy and actively
threatening and discouraging the
Dais. Their acceptance and recognition
in the community is unquestionable.
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Dais and Birthing Knowledge

Dais traditional knowledge system
accepts birth both as a social and a
physical event. Their knowledge
emerges from their experiences of
complicated and uncomplicated vaginal
births and has some matches with
Ayurveda. In the four study areas, Dais
role was observed during the last three
months of pregnancy, during labour and
childbirth  and lastly, during the
postpartum phase. Allopathic
practitioners and modern training
programmes have oft repeated that
traditional birth
preferred as birth attendants as they lack
hygiene and the necessary knowledge.
However, the four study sites not only
under-line the relevance of Dais as birth
attendants in backward areas but also
highlight their culturally sensitive services
during pregnancy and technically
appropriate  manoeuvres during births.
This section draws attention to the skills
of Dais work most of whom are neither
formally trained nor come from a
privileged caste background. What is
worth underlining is the fact that most of
them desired to be trained adequately
and allowed to be present in the labour
rooms to learn. This however was not
done at any site.

Handholding at the time of Birth

In all four cities, Dais were recognized by
the communities as responsible women
who are with the women during labour
and birthing. Traditional midwives were
called or informed when the labour pain
started and women sought help. They

provided a range of services while the
woman was in labour; examining the
abdomen, massaging her back, providing
decoctions, helping her endure the pain
by touch, warmth and humour and
assessing the time of birth. While sharing
their knowledge of birthing, they
appeared confident of their skills and
capacities. They were ready to be with
the women for the time they needed
them. They paid attention to the kind of
leads women gave them i.e. being in the
process of active listening and followed
the progress in labour through assessing

avoiding vaginal examination till late.
Among the 60 popular Dais all of them
could monitor correctly and assess the
babyds ¢@uadnglaldour.o n

Use of Oil and Touch

All the Dais shared the usage of oil for
doing massage during the early phase of
labour (first stage of labour) as this
helped to reduce the labour pain,
decrease stress and understand the
foetal position. This close touch helped
women in feeling supported and reduced
their stress levels.

Birth Positioning
Dais have described different birthing
positions which are pelvic floor friendly,
help to widen the birth passage and
create favourable conditions for vaginal
birth safely. One of the experienced Dais
from Himachal site explained how she
facilitated labour,
Wh e n i t 6sr prasoote
(childbirth), then let her sit in
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tumali position (on her knees). Use of warmth to revive
Then | sit behind her. At that time, [if a baby has not breathed] | keep ingaal
I donot | et any o t(buraimg cdals) onsai clay tike bretheecot
Sitting in  spreading-out legs with the baby and kuchru. | heat the
position has fear of tearing the kuchru over the coals by changing it from
anus passage, it is kept pressed side to side. The kuchru [cord] has to be
with a cloth. In case of the push rubbed towards the baby and the baby
towards the anus passage, the starts breathing and
baby gets born from there. (JDevi, life can go back through that cord, so |
HP) immediately tie a thread on it and cut it.
(Huna, MH)
Milking of the cord
Dais in the study area did not cut the cord Dais accompany women to hospital to
immediately after the placenta came out. help, refer them when they cannot
Through years of practice, they have manage at home. When there was no
understood the critical connection alternative they have delivered breech
between the placenta, umbilical cord, and babies with cord round the neck
and new born. Many of these midwives successfully?®.
spoke of the babyds I ife force or breath
(jeeva) residing in the placenta and how Conclusion
they draw upon it to treat a weak new In India structurally, the Dais have a very
born by milking the cord to draw upon this different position compared to the
life force and transfer its energy to paramedics with institutional links,
i awa k e n 0 -bdrrhbabies. e w especially those from the Dalit, Adivasi
and Bahujan communities. On the basis
Placental stimulation of our data we posit them as important
Placental stimulation to revive blue community resource and local maternal
babies was reported from all regions. If a health care providers of first-hand care to
baby does not cry immediately, a Dai pregnant women. Dais birth work within
said, their cultural specificity and facilitate their
A blow air in its ear, also check the mouth transfer in case of emergencies to
and clean it with my finger, also give slap hospitals. The pandemic had shown that
and shake it. Heat the tawa to gently the biomedical system failed to address
massage the placent a, theimmediate seeds df womeroirelaboud t
then | send it to the hospital. Check and those pregnant. Hospitals and clinic
babiesd hands, f eet aneglectddeand mistreat®¥t ahene wigen
you do, first see and listen. (JDevi, HP) they came for delivery or care. During the

16 Roy B, Qdeer |, Sadgopal M, Chawla J, and Gautam S. (2021)  (eds.) Sustainable Birth Disruptive Times, Springer Series: Global
Giving Birth at Home in ResourBearce Regions of India: An Maternal and Child Health

Argument for Making the Wome@entric Approach of the

Traditional Dais Sustainable as in Gutschow K and -Blyid R.
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pandemic, Dais being locally available,
became the
the woman and referring cases where
complications could be identified!’. Yet,
the biomedical model of obstetrics does
not give space to the Dais that could
make use of their knowledge system.
Their age old superior practice of milking
the cord and birthing in sitting posture
has been grudgingly recognised by
modern obstetrics as scientific.

We find that Dais experiential learning is
in some ways more relevant than the
training given to present day birth
attendants as it is over long durations of
observation and apprenticeship and
assisted practice even in
difficult situations. Their knowledge is
rooted in local traditions that may have
different explanations for a process but
handle it in ways akin to modern
obstetrics. Their hands on learning gives
them the confidence that the formally
trained  workers lack to  work
independently in villages. Thus there is a
contradiction in Dais being accepted by
the caste based village communities that
accept their capability and use them and
the formal system that refuses to
acknowledge their competence and
knowledge. Thus while the communities
respect them for their professional help
and reject them on caste basis, the
medical system rejects them
professionally calling them incompetent
and socially denies that caste issues
exist. The question we wish to pose is,

7 Gautam, S., & Roy, B. (202ple of Traditional indigenous
midwives in India (Dais) during the time of Covidi®aper

presentedat Researching Gender During Covid19: Interdisciplina

what is the basis for this rejection? Their

0k ey per s clack of competence or their caste?

Our data tells us that the formal system
by promoting hospitalisation of all births,
pushing Dais out of their traditional work
is refusing progress a chance where
caste based exclusion of Dais could be
fought scientifically through recognition
of their skills, and contribution. Dais can
be partners in maternal care rather than
menial workers. Their exclusion and
gradual disappearance is in fact a
reflection of reinforcement of the caste
bias. Can this be a silent assertion of
caste in the name of science?
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The Crisis in Nursing: Gender, sanctioned knowledge-skills to extract

minimum cost. Reports on the nursing

profession have demonstrated that 90
per cent of the global shortfall of 5.9
million nurses has been concentrated in

Research on ocare worpandnfidié-ificone LourdtrB<LMIfO

Panchali Ray!®

on and analyse the relationship between 2020), and in India, the number stands at
gender and 6cared  ajlound Dilion hdsed (Dasgdpta and
obfuscating caste and class markings Sandhya 2019). In fact, a distinct feature
that devalue such labour. This paper of the Indian healthcare system is the

argues that service work, in this case, steep hierarchy within hospitals and
nursing labour continues to be devalued, among healthcare personnel. One

not because it is 0¢cafpdficadfR th&oadstale of RiffefefclsS ©

it is linked to the labour of Iow-gastg/out- in status, remuneration, and reputation
caste women who have historically between skilled and less skilled nurses

provided nursing care. To counter such performing differently valued forms of
stigma, nursing has witnessed a nursing (ILO 2018). In 2017, the National
splintering and is rigidly cleaved along Health Policy  encouraged  the

the lines of opresti gdfbchiQizafoR & heifidare belies WO I K .
Th'? cleavage, based on hIStOI‘.I(.:a”y an_d at all levels, thereby formally suggesting
socially ~ produced inequalities, s informality in terms of the contract and

supported  both by  organizational casual work. Based on my research, |
strategies as well as social identities. My argue that the nursing labour market is

paper, which I draw @84 as®pyraMifal thple-fbr, with
Politics of Precarity: Gendered Subjects each layer corresponding to what is
and the Health Care Industry in termed as skilled, semi-skilled, and

Contempor ar pguésafiakiiet a O ypskilled labour. Needless to say, the
crisis facing the nursing - profession pyramid is heavily tipped against those
emerges from two distinct but inter- multitudes located at the bottom. Wages,

related  phenomena: caste  norms working conditions, and job security are
associated with affective-care labour and better secured as one goes up the ladder

the increasing casualization of the health and become increasingly precarious as
sector. one descends.

To make the argument, | try and
demonstrate how labour markets are
structured that deploy institutionally

B Krea University
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Brahmin and Domingnt
Caste

Of both Dominant ahd Dalit caste
but most upper castes are from
rural and/or working-class

Dalit

A\

Registered nurses

Permanent contracts in govt employment; 8 hours shift

Unregistered Nurses. Ward
Attendants(ayahs)/ancillary workers

with security, benefits, and entitiements

Regular contractual employment;
12 hours shift; medium employment security
some leave, minimum benefits

Private sisters and attendants/andillary workers

no leave, entitiement, benefits; and
employment security.

Figure 1: The pyramidal labour market, which shows an intersection of occupational
hierarchies and social identities

(*Migrant women from Orissa, Manipur, Jharkhand)

Caste Registered | Unregistered | Private Attendants | Total
Nurses Nurses sisters

Brahmin and

Dominant Caste 17 13 8 9 47
Dalit 1 6 15 22 44
Adivasi/ Tribal 4 0 0 0 4
Did not Disclose/Not

Applicable 1 2 0 2 5

Table 1: Caste-wise distribution of respondents (in percentage). Source: fieldwork in
Kolkata 2009-2012
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As Table 1 shows, most of those who
work in secured and semi-secured jobs
are from dominant castes, and the
numbers decrease as we go down the
occupational hierarchy. On the contrary
Dalit women are concentrated at the
lowest end of the labour market, with
almost no representation at the top of the
pyramid. With its differentiated workforce
doing interrelated and complementary
work, the nature of this labour market
precipitates constant struggles among
workers to define training, skills, and
knowledge. This arises because both
registered nurses and women with no
recognized degrees work in the same
sector, with overlapping responsibilities
and tasks, often leading to the stigma
associated with manual labour being
extended to upper echelons of nurses.
Middle-class upper-caste nurses are
already marginalised and labelled as

semi-pr of essi esrkall,l edlbowor ke

within the technology-driven healthcare
sector. She has to struggle to maintain
their image as a medical worker, distinct
and different from the low-caste
caregiver. Caste and labour become
central to this politics of distinction and
di fference to mark
gamut of nursing aides.

Both Dalit and dominant caste women
working as attendants and nursing aides
at the bottom of the pyramid speak of the
contempt of the doctors and nurses
towards them. Barnani, 28 years of age,
Dalit, widowed, hails from a family of
landless labourers from Konnagar, in the
district of Hooghly. She feels that it is only

out

because they work with the body and
bodily waste that they are held in such
contempt by the nurses, doctors and
ma n a g e midey fare disgusted by us;
we clean human faeces and urine. They
do not want to touch us. For them, we

touch dirt and therefore, we are dirt. 6
Similarly, Ritu, 22 years of age, Brahmin,
who works as an attendant in a private
hospital, migrated to the city in search of
a job. Her uncle brought her to the
hospital, promising her the job of a
receptionist, but she was offered the
position of an attendant instead. Unable
to go back home empty-handed, she was
compelled to work o6cl
vomito:

The doctors and sisters

here treat us badly; they

behave like we have

leprosy. They move away

from us as if we are

un{ouschables. The way

they look at me as if | am an

animal, they treat me like |

am not a human. | am a

Brahmin, and my

grandfather was a priest. It

ais onl buecl;alésgv%e arF pr)oorm the

tha?l ave to do this WOI’&.

And here | am, treated like

some lower caste just

because | am cleaning dirt

and touching fluid and

blood.
How does one understand this treatment
of the Brahmin woman

ean

as

unt ouchabl e éé&stebdadyecanu pp er

only maintain its purity by ritualistic and
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symbolic practices; the performance of
unclean labour on an everyday basis,
where the body comes in contact with
waste, refuse, and all that is impure,
further points to the inability of the person
to maintain caste purity. Feminist
economists have argued, in the context
of gender, that work segregated as
womenos wor k was
denigrated in modern factory spaces.
However, when men took over the same
jobs, it was perceived as skilled labour,
leading to a wage hike and improved
working conditions. But in the case of
nursing labour, where the workforce
continues to be feminized, upper-caste
women performing labour segregated for
Dalit women do not revalorize the labour.
On the contrary, they descend to the
bottom of the caste hierarchy.

Sanchari, a dominant caste trained nurse
working in a private nursing home, is
clear that untrained nurses are all from
low-caste (despite contrarian evidence),
and working-class families and that their
natural attributes  are laziness,
incompetence and lack of clear
judgement. Their lack of a technical
degree, which she equates to deficient
knowledge and skills, makes them
unqualified to work in hospitals. Or at
least, they should be concentrated at the
lower end, designated for unskilled
workers employed informally  with
minimum wages. Sanchari says:

Most of these nurses
claiming to be ANM are
untrained, and you can
make this out of their work.

They do not know anything.
Most of them come from
low caste, lower class
families with no education,
and that shows in their
character and in their work.
They will not listen or learn
anything and continuously

d e v a | maked mistakesd and we

must correct them. Even
the attendants come from
such lowly families, and
they fight all the time
instead of working.

The category of unregistered nurses are
women with no recognized training, and
yet singlehandedly run the wards,
executing all the tasks delegated to
trained nurses in hospitals. Most private
establishments recruit this category of
nurses who, over the years, learn on the
job, and climb up the occupation
hierarchy to even become ICU ward-in-
charge. However, this occupational
mobility is not reflected in pay, leave,
entittement and benefits. Runa, a
dominant caste woman working for the
last 10 years in a corporate hospital, talks
of the discrimination she has been facing
at the hands of the hospital management

| joined here as a ward
nurse with a nine-month
training in a center near my
town. | did not know the
difference between
GNM/ANM diplomas and
this training. Only when |
sought  employment, I
started understanding the
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lies we were told. | was paid
a fraction of what a nurse
with a registration number is
paid, and yet we did the
same work. | learnt on the
job and even became the
ward-in-charge, and yet |
am not given the same pay,
or benefits that a nurse with
a GNM diploma is offered.

Despite learning on the job, and taking on
all responsibilities, her knowledge-skills
remain institutionally non-recognized,
justifying her precarious employment.

What do these vignettes of everyday life
for women labouring at the lowest end in
the hospital hierarchy tell us about
organization strategies? How does it
expand our understanding of the
intersections of gender, caste and labour
within the nursing profession? What does
it tell us about hierarchies within an
already marginalized profession? The
restructuring of the labour market, which
includes the casualization of healthcare
workers, has had an adverse effect on
those most vulnerabled women
caregivers. The logic of the neo-liberal
market operates in tandem with existing
social hierarchies of caste and gender to
pit one section of the workforce against
the other. For nurses, therefore, facing a
shrinking labour market, gender wage
gap and a general devaluation of nursing
labour as feminine servile work, the
solution lies in choosing to define nursing
care as medical work and leaving the
affective-care labour to lesser trained
women from inferior social groups. The

justification of this hierarchy lies in a
claim to merit, which draws from caste
and class positions. This means that
women who have been unable to invest
in education and training, and yet
perform all the myriad tasks associated
with nursing labour, can be portrayed as
menial, low-skilled workers coming from
working-class, low-caste families, which
justifies their exploitation. Therefore,
women belonging to
classes are excluded from the top layer
of the nursing profession, not only
because of lack of registration but also on
the ground of lacking the disposition
required of a professional nurse.
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Casteism and Islamophobia

ails doctors on Twitter

Sylvia Karpagam

Keywords: bullying, harassment,
reservation, affirmative action,
discrimination

While some view social media as a
Acatal yst for
consider it as a
oppressed in the

; an alternative to mainstream media
which is often considered corrupted by,
dependent on and uncritical of the
establishment ; or as a weapon to curb
and discredit dissenting voices, muzzle
data or monitor/ track/threaten activists .
During the Covid-19 pandemic, Twitter
became a space for sharing resources,
sending SOS calls, connecting people
and even reaching out to vulnerable
individuals and communities across
rigorous lockdowns. But it was also used
to vilify, target and discriminate,
specifically the Muslim community,
leading to enormous consequence on
lives, livelihoods and mental health.

This article/editorial looks at the (ab)use
of the social media platform Twitter by
Indian doctors in the context of
reservation or affirmative action and in
the context of the Covid pandemic and
the Muslim community. Women and the
LGBTQI from these two communities
may be even more viciously targeted.

Casteism on Twitter T reservation as the
target

Because of historical injustice against the
Scheduled Caste and Scheduled Tribe

communities, the Indian Constitution
gives the right to non-discrimination and
of reserving access to government jobs,
educational institutions and seats in
Parliament to Scheduled Castes and
Scheduled Tribes. Several myths and
misconceptions around reservation are
common and these have often been
countered.

protestoMfiflel 4dcdré dphoSeréservatdd, N € 7 S
0 WeiRvRnscieRiflc i oBjéclive 1dndubge,
handgy Odpusibe CoffeAdh8 T df S el

language.

So now west Bengal govt has given 40%
seats to in-service candidates. Only 27%
seats for Open Non-Service candidates.
"Fuck Merit and Celebrate Mediocrity"
should be the slogan of Ministries of
Health and Welfare of India and states as
well.

#Fuck _Merit_Celebrate Mediocrity
Brijesh K Saini @ _saini_brijesh October
30, 2021

Itis very easy to say "reservation toh hota
hai, you study well", when we have
already passed that stage....but you
really can't feel what's inside that young
UG/PG aspirant's mind....

Don't fcuk with minds and say "JANAM
SIDDH ADHIKAR" my foot...

#NEETPG #reservationfreeneetpg
Surgeon Quotes @Nilperoral 16th March
2022

Therez no racial hatred inside me..there

iSs reservation hatred inside me...victim
card holders will not understand...all my
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friends from reserved category know
about it very well...

Here z a humane smile for u... %

Lazy Doc @samintensive October 28,

Pragya (unreserved)
@PragyaBhargavl5 29th October 2021

It is also common for doctors from
2021 oppressor caste groups t
meritao or unreserved C &

Those  opposing reservation  or
affirmative action on Twitter often label it
as enaenrtiit O and as
discrimination against those who are not
eligible for it. However, management
guote seats, which are reserved for
people who actually do not qualify the
eligibility criteria, but willing to spend two
to four times the actual fee of the college
ar e not

in coll egeso
anywhere between INR 2,11,000/- to INR
22,50,000/- annually for these
Omeritoriouséo

With 200 marks, it is highly difficult for
you to get admission in any of the private
colleges. If you even get, the fee would
be really high in order to join MBBS
course. (Bell)

When doctors who oppose reservations
are called out, they readily switch to the
victim mode.

He has quote tweeted my tweet calling
me a casteist
the need of the hour to expose such
people who are NOT doctors and who
think that after completing MBBS,
reserved category doctors still require
reservation.

| a b erhelite H is a s
considered as O0direct
(Bel I)

seat s.

doctor.

social media profiles like some mark of
pride, sending out a clear message that
those who avail reservations are

asomehqyvlegs megtgrious.

Using reservation card repeatedly from
MBBS entry to Faculty in superspeciality
crushes open merit, decimates quality
patient care,demoralises our already
down-hearted youth, our state needs
fregdm from this unimpeachable class

Dr driamAhgnadi @lhanbpatcardios 2316l
Febnart2822 st udents pay

BOYCOTT RESERVATION IN PG
ENTRANCE EXAMS. ALL GRADUATES
SHOULD BE CONSIDERED EQUAL
scalpel_writes @DrAkanksha 1808 11th
June 2020

| am always against the SC/ST
reservation quota. But, most of the Indian
didn't raising their voice against this non
meritorious quota in social media or any
other platforms. But, it's important to
protest against SC/ST reservation to
save India.

Drsallu @Drsallul May 3, 2021

Do amplify this.

The common taunt on Twitter is that
patients check profiles of the doctors and
refuse to go to those who have qualified
through reservations. The SC/ST Atrocity
Act which can be invoked in any
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instances which instigate social or
economic boycotts can be applied to
many of the tweets which openly call for
boycott of doctors who come in through
reservation.

Agar mbbs/bds karke Doctor banne k
baad bhi uplift nhi ho rahe.

Toh PG karke bhi nhi honge!!!

Fir kehte hain ki hame neech bolke
discrimination hota hai.

The discrimination is promoted by these
governments policies and the judiciary
that supports them!

#neetpg #Reservation

Dr.Karan @Delhidadentist 8th January
2022

(if you have not been uplifted by doing
MBBS/BDS, then you will not be even
after PG. Then you say that you are being
discriminated when you are called
inferior/low)

Buddha didn't have reservation for
himself. He was enlightened. So they had
debate with him. Reservations ka Faida
lenewale Buddha nahi buddhu hote hain.
Ek vowel ka Farak hai bas. We'll debate
when you earn that vowel.

Dr Deepak Krishnamurthy
@DrDeepakKrishnl Oct 28, 2021

(The one who takes advantage of
reservation is a buddhu (fool) not a
Buddha. It is just the difference of one
vowel.)

#neetpg reservation

Getting the seat and then treating the
patients in India is based on your caste,
not on your merit.

Nothing can be more ridiculous than
this...

Dr Divya Parwani @DIVYA 25 25th
October 2021

Sir unlogon ko ithna dimkah nahi logic
samajh ne ke liye...all they know is
irrespective of caste if someone is
against reservation they brand us as
UC... because they think everyone wants
to beg like them for reservation

Dr. Ganesh Srinivasa Prasad DNB
(Nephrology) @thisis_drgsp October 28
2021

If one were to conflate these social media
post s wi t h t he
drumbeat of Institutional casteism:
Recogni se
understand how language such as that
used by these doctors on social media
can have real life consequences on
people from marginalized and vulnerable
communities. Dr. Payal Tadvi, the first
woman from her family to become a
doctor and the first woman from the
Adivasi Muslim Bhil community died by
suicide in May 2019. Over the period of
one years, she had been harassed with
constant references to her caste and that
she is from a backward community, an
Adivasi and having been admitted to
medicine  through the reserved
categories. The accused Hema Ahuja,
Ankita Khandelwal and Bhakti Mehere
continued to harass her in the hostel
where she shared a room with them.
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They had also threatened her that they
woul d not 6al |l owd
postgraduation. It is also to be noted that
she had lodged complaints with support
from her mother and husband, with
different authorities. As per the statement
of Dr. Snehal Shinde, her friend, she was
asked AYou ar e
category, right? And what rank did you
get I n NEET
Bandewar attributes these caste related
suicides to
regulations and operational mechanisms
to respondd,
the existence of caste-based
discriminatory  practices in  Higher
Educational Institutions, not treating
casteist discriminatory practices, abuse
and violence as constitutional violations,
and the consequent design failure at
operational levels.
Shanmugavelan
6everydayo
hate is, how little space there is to even

describes how

articulate these abuses, leave alone
access some form of grievance
redressal.

Islamophobia on Twitter

Islamophobia is an extreme fear of and
hostility toward Islam and Muslims, often
leading to hate speech and hate crimes,
social and political discrimination. It is
sweeping across the country and was
very visible during the Covid pandemic.
Following the Tablighi Jamaat (society of
Preachers) gathering in India between
March 13-15, 2020, there was an
explosion of anti- Muslim sentiment.
What is particularly concerning is how

(entrance

6abysmal

some doctors readily jumped onto this

h e bandwagon, discargdirg esthies, sdieatific

thinking and basic principles of medicine.

Tablighi aka talibani jamaat ki tarah
nurse and staff ki physical Harrsament
nahi kr rhe, thuk nahi rahe doctors pr,

f r o mthooklamat kimessital meineclkicken nahi

mang rhe. Sale bhadwe quint @)
©rSatidh @4r- battisi  15th
June 2021

failure of

(Unlike the Tablighi aka talibani jamaat

and staff, they are not spitting on doctors
and not demanding chicken in the
hospital run by the spitting-community.,
quint is pimp)

Tablighi Jamaatis Kicked plate filled with
Food, demanded Biryani & Non-
Vegetarian food : Dr Arti Lalchandani

a nd- basedo r m@éaf of G5 Meflical College Kanpur.

Dr. Vedika @vishkanyaaaa 26th April
2020

On March 21st 2020, an open letter,
guoting John Snow, raised concerns
about the
Tablighi Jamaat gathering as an
epidemiological example.

The open letter quotes the Bombay High
Court judgement in August 2020 which
upheld that holding the Tablighi Jamaat
congregation  responsible for the
pandemic spread was propaganda and
without any epidemiological relevance.
The |l etter al so cr

38

Aprejudiced

policies,

unwi |1 itRe§ &erdtphysically HaRgsiAghlrées €

I tici

ch

-



mfc bulletin/March 23

issued by the authors and the withdrawal
of book by publishers as not have
addressed the concerns raised.
AAl t hough your
not want to hurt sentiments, it is
saddening t hat
acknowledge that it is incorrect from an
epidemiological perspective to attribute
the spread of the pandemic to the
Tablighi Jamaat congregation. Also, it
fails to acknowledge that it was
inappropriate to choose this example
amongst all other similar
gatherings/congregations and reflecting
your own biases, knowingly or
6inadvertentl yo
community. o

Dr Agsa Shaikh is Associate Professor of
Community Medi ci ne
Transgender woman to head a Covid
Vaccination center. She tweets on a wide
range of issues ranging from LGBTQIA+
rights, Rights of Persons with Disability,
Mental Health, Medical Ethics, Medical
Humanities, and Medical Education
Technology. She was one of the
signatories critiquing the epidemiological
example used in the Microbiology
textbook.

Social media responses by doctors to her
were telling.

If book says malaria is not prominent in
some races because they have more
sickle shape rbc..is that means that book
is promoting racism...these ppl who sees
religion in everything should stop reading
science and should start following some
fanatic

your

Dr.chandra Shekhar
Mar 14, 2021

@drshekhar2789

| et t e r Anotherléttersignechby moreytioao 204 |

citizens directly appealing to doctors to
upHold medieaf ethicsl veas ia thedcontext
of Dr. Aaarti Lalchandani, a medical
officer who was caught on camera
making openly Islamophobic comments.
The letter calls for statements to be put
out by the professional bodies against
any form of discrimination. Her
sentiments have been echoed by several
doctors. One doctor abused the then
Chief Minister of Karnataka for not

a g aproteding doctots Fom thd Tablighi.m

Yello iro Doctor ge Gaurava kottidakke
ee reethi mecchuge kodobadlu illiro

a Dakctord ged kabud odiyddannus tadiri.

Nachike aagbeku nimge. Obba Tablighi
na arrest mado yogyathe illa Modlu
illiro Doctors ge Tablighi galinda kallu
hodiyodannu tadiri.

-Frustrated Doctor

Dr. Varun S J @Dr_Varun_SJ

(#HINDU_EXTREMIST) 22nd April
2020
(Instead of giving likes for doctors

elsewhere being honoured, stop doctors
here from being attacked by stones. You
should be ashamed.
capacity to arrest one Tablighi (middle
finger emoiji). First protect the doctors
here from being attacked with stones by
the Tablighi)
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Ironically Mohammed Zubair, who had
tweeted about Dr. Aarti, now has FIRs
filed against him for calling out hate

Dr. Aarti Lalchandani refers COVID +ve
Muslims as terrorists, Wants govt to send
Jamatis to Jungle & Jail instead of
exhausting resources. She is the same
lady who'd earlier alleged that Jamatis
were spitting, misbehaving & demanding
Biryani. @ DMKanpur
Mohammed Zubair @zoo_bear
May 2020

31st

Dr. Poonia, in expressing solidarity with

Kashmiri pandits, displays his
Islamophobia
ltds not your story

the name of Islam is extremely brutal.
Their hate for non Muslims is not instant
or transient but taught from very
childhood, motivated and consistent

since 1400 years.

Dr. Poonia (MD,DM) @dramipoonia 11th
March 2022

Mar 11

One doctor talks about lynching as an
acceptable form of punishment for
Muslims.

Muslims cannot be lynched even if
they're rapists and murderers is the point
these people want to make.

Dr Deepak Krishnamurthy
@DrDeepakKrishnl  2nd
2019

December

The idea that Muslims do not belong to
India is also rampant.

Seriously ~ ...so what is other muslim
countries, Europe and US doing....we r
not that rich to feed so many others...we
have to take refugees based on religion
because only India is there for Hindu's
and Sikhs...they dont have other
countries

Dr. Ganesh Srinivasa Prasad DNB
(Nephrology) @thisis_drgsp 17th August
2021

Social media is a tool whose
performance is linked to how, when,
where and by whom it is used It can be

O UisédYto spradd Ipositive méssafed and

health education or prejudices. These
tweets give a snapshot of some of the
prejudices among the medical
community. There are several other
social media sites that have similar
hatred. The medical community has
specifically taken an oath against non-
di scrimination.
something that one is born with and
neither is it like a sanitiser spray, that one
can pick from any corner and spray on
oneds self. There
that the medical community really needs
to take a good hard look at itself and to
ask ourselves how our prejudices affects
patient care.
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Caste, Culture and Clinic

An interview with Sushrut Jadhav?®, by
Surinder Jodhka

Surinder : What kind of issues emerge
when we examine the mental health
dimensions of caste?

Sushrut : The issues that emerge are
both disturbing and yet stimulating.
Disturbing because they articulate
suffering that to date has largely
remained invisible to both academia and
popular culture. Stimulating because
they open up a new paradigm of
scholarship that could invigorate the
semi-comatose disciplines of mental
health in India.

Let me explain the broader context
before examining specific matters. First,
mental health theory in India is both
intellectually and culturally bankrupt. We
continue to remain in a state of what
Ashis Nandy once described as a
post-colonial paralysis of the Indian
psyche. Let me confine myself to my own
discipline, psychiatry. | do so because
attending to cognate disciplines such as
clinical psychology and psychiatric social
work opens up far more issues than what
this space might allow to detail. As a
discipline, psychiatry remains largely
culture blind to its own local and yet
crucial forms of suffering. Citing a
western author in the first few sentences

¥ A cross-cultural Psychiatrist and Medical
Anthropologist at University College London. He was
born in a Dalit family and describes himself a
post-colonial elite.The interview was conducted by
Surinder S. Jodhka and republished in this bulletin with
the permission of author and Sushrut Jadhav and
published in Indian Seminar.

of our research publications is still
considered credible and meritorious.

It does not stop there. Our texts and
research paradigms that address social
concerns are still alien to the discipline of
psychiatry in India. We have yet to
develop culturally valid theory and
research scales. Our IQ tests are still an
adaptation of western derived constructs.
Our methods that address social
suffering remain quantitative templates of
our colonial masters. Our examinations
test outdated knowledge of what is still
largely  considered received and
unchallenged wisdom. We have yet to
formulate bold new questions that
address local problems on their own
terms: caste, sexual identity, ethnic
conflict, corruption, poverty, dowry
deaths, to name a few. If they do, they
are part of research designs and clinical
work that simply relegate such issues to
the periphery in the form of
socio-demographic variables that can
later generate two by two tables.

In many ways, this is a proxy for how the
centre relates to the periphery, and the
elite to the marginal. We continue to
revere the guru-shishya parampara. Yet
these gurus are historical elites of
psychiatry in India who have deeply
internalized a colonial psyche, and
passed them on to eager acolytes. Their
subsequent generations remain faithful
to this oOtradition

Credits:Medico-friend  circle greatly appreciate
Seminar Magazine, for permission to reprint this
interview, first published in Seminars Magazine, 633 -
May 2012, p 84-86.

https://www.india-
seminar.com/2012/633/633_interview.htm#top
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socially. A content analysis of qualifying
examinations in psychiatry in India will
confirm this. Caste related issues do not
appear in them.

Questioning  this  premise  within
psychiatry is fraught with serious social
and personal consequences to the
budding trainee. In short, our teachers
remain alien to our own culture and pride
themselves in doing so. Moreover, this
highly revered clinical gaze edits out
precisely the kind of concerns that our
majority, rural patients are concerned
about.

Surinder Are there no alternative
traditions of scholarship in the discipline
that look at subjects like caste?

Sushrut There are a few rare
exceptions, just about a handful of Indian
teachers in psychiatry whose work has
initiated important questions that are
germane to the issues | state. It is
important to cite them and their
contribution: Ravi Kapur on traditional
healing, Ajita Chakraborty on gender and
culture, Arabinda Chowdhury on
ecopsychiatry, R. Raguram on stigma,
and perhaps a handful of others whom |
may have missed out. Yet, none of them
have addressed caste in any serious
way. The topic still remains at the bottom
of social concerns for Indian psychiatry.
For a nation of over a billion, this is a
pathetic display of our sensitivity to what
might otherwise shape a genuine local
psychiatry. It is far too obvious that the
priorities and concerns of mental health
disciplines embody wider social and
cultural hierarchies in the country.

Second, the rich scholarship that has
developed in Indian social sciences has

remained confined to its own academic
institutions and largely excluded the
health professional. A genuine dialogue

between health and social sciences is
still missing. When it does take place, it
is skewed towards either discipline.
Textbooks and published papers on the
sort of cultural issues | mentioned earlier

do not penetrate far enough. It is this
opacity that also needs to be understood
before examining the issues that might
open up when examining caste and
mental health. In brief, the culture of
mental health professionals in India is not
i ndependent

So what issues do open up? Let me try to
outline some that have potential to shape
major research programmes and applied
interventions: How does caste shape
individual psyches and determine
collective mentalities? How and why
does caste-ism impact upon the inner
lives of both the perpetrators and their
victi ms; Ho w can
wounds be healed? How is caste-related
victimhood constructed, experienced and
contested through a cultural
psychological language? What is the
nature of the stigma and disclosure of
caste identity? How is it psychologically
constructed and managed, both
individually and collectively? What might
be the cultural pathologies of the psyches
of perpetrators of caste-ism? How is
psychological merit constructed and
perpetuated? To what extent does
caste-ism and racism overlap or differ in
their psychological antecedents and
consequences? Can anti-racist
interventions in the clinic (what is
generally known
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therapyd) be

context?

Surinder : You are currently based in a
caste-less society. How do you see your
own engagement with caste?

Sushrut : No society is culturally neutral.
|t Sspurs me on; that
continues to struggle with racism. In that
sense, it only spurs me on to examine
guestions of marginality and its impact on
identity and suffering across cultures.
Caste is one amongst several marginal
dimensions that impact on ones health
and well-being. And not always
negatively. Margins are often far more
powerful and richer than ossified centres,
and do have a tremendous capacity to
give shape to its centres. In this context,
a margin can have several centres. One
can therefore choose to be living both as
marginal and central through different
aspects of ones plural identity. | was born
in a family where my parents
experienced humiliation since childhood
and denial of access to full participation
in everyday social life. | owe something
to those who may not have the social and
cultural capital that | do. This may be
easier said than done. My own lot think |
have abandoned them, whilst my upper
caste colleagues think | tire them out with
my endless concerns around caste and
its impact on mental health and
well-being.

Compare this with the past several
centuries when it was the other way
round. | often wonder who frames the
debate? The accuser or the accused?
The victimizer or the victim? | think both.
In that sense, | take responsibility for my
own stance. However, | seldom hear

a pimpdian ¢ a bdper cast® pedple eown up to their

histories and appreciate how this might
shape who they are and how they might
be part of a chain that perpetuates
inequality. It is this self-reflexivity
amongst many dominant elite caste
groups that is scant (compare the
gnalogy with Inglian psyahiatey)t vy

In a curious way, | have ended up with a
double consciousness: as an elite and
yetstee ped i n my Ol owd
has led to an intellectual diplopia which
fuels a tremendous degree of creativity in
my work. Indeed, it has shaped my
career identity and a more broader
choice of working on mental health at the
margins, caste included.

Let me finish this question with rather
ironical but real life experiences that
continue to date when 1 find myself
discussing discrimination amongst the
Indian medical diaspora in the UK.
Almost all are unanimous about
condoning caste based reservations, and
equally so about racism in the UK. Yet
very few seem to connect the two. | have
yet to examine this in some depth, but it
is clear that upper caste origin doctors
find it hard to digest experiences of
racism. And that is understandable. Yet
there is a curious split. There seems to
be not just a failure to link personal racist
experiences with caste-ist ones of the
00t her 6 b a c ka pdranloriea)
inversion that links racism with denial of
merit in their country of origin. Might this
be an upper caste claim to victimhood
that crosses cultural boundaries?

Surinder Is there any substantive
difference between the experience of
racism and caste humiliation?
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Sushrut : None at the surface. However,
this is based on my personal and clinical
experience. | think we have only
scratched the surface of a question that
needs further examination. We have yet
to unpack the phenomenological
experiences that may provide rich clues
to this rather seductive yet challenging
guestion. We lack scholarship that exists
to date, in order to address this question.
It certainly does open up a new area of
enquiry for research and policy. | am at
present, working on a somewhat related
matter: to what extent could British
anti-racist policies in higher education be
applicable to the Indian setting?

Surinder :What could the Dalit
movement learn from the anti-racist
politics of the western world?

Sushrut: There has been plenty of
debate on this following the UN Durban
conference, so | shall not push this
further. What | would like to suggest is
that perhaps we may equally benefit by
reversing the tables: what could upper
caste elites learn from anti-race politics in
the West? | suggest this because the
former are the most vociferous group
when confronted with racism. The onus is
therefore on them. | hope this could
prove psychologically insightful and
therapeutic to their anguish: the threat of
losing their cultural status.

Surinder: Is it possible to forget caste?

Sushrut: It is always possible to
remember oneods
caste requires at first to remember, and
to recall the past. This matter is also
about a dialogue with ones own personal
and collective memory. How do we
retrieve it? Under what circumstances?

cast e

More crucially, which institutions and

people demand it? | am often @ e mi nded 6

that it is important to forget the issue of
caste, and always so by my upper caste
colleagues. Although this could be a
personal issue that cannot be
generalized, it provides a good
ethnographic insight into the cultural
psychological dynamics about erasures
of memories. For it touches upon the
guestion: who reminds whom about ones
caste?

Surinder: As a mental health
professional, how would you suggest we
move ahead?

Sushrut: There is an urgent need to
reinvent a new discipline: a locally valid
mental health theory and practice for the
vast rural majority. | stress on the term
reinvent as these issues have been
around for centuries and yet rendered
invisible by an elite. | am hopeful that
such a discipline is informed by local
suffering, caste included. And one that is
predicated upon our own forms of
oppression and resolution. In doing so,
we may transfer some of these insights
to the next generation, and help them
expand their rapidly shrinking temporal
and spatial histories. For psychiatry, it
requires that we do some soul searching
to appreciate how our own cultural
identities have shaped our theories,
practice and
might this impact on our subjects in the
clinic. As health professionals, it is critical
that we make effous to establigh éitferent
forms and varieties of individual and
institutional linkages with social sciences.
It is time we caste the first stone. We are
intellectually stuck if we simply equate
caste studies with the plight of Dalits
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The Crisis in Medical/Health
Care Education and Recent
Policy Developments

Rema Nagarajan?®

To start with, the government has to
make up its mind what it expects from
medical education. Is medical education
an investment opportunity for private
funds or is it meant to produce doctors
with training relevant to the needs of the
country?

The government continues to pay lip
service to the latter goal but the policy
changes brought in recently seem to be
aimed at the former. The excuse given by
the government for making medical
education investor friendly is the
shortage of doctors in the country.
However, despite decades of whining
about doctor shortage, the government,
till today, does not even have data on the
exact number of doctors practicing in the
country, nor does it have quality data on
the distribution of doctors across states
or within states in urban and rural areas.
Yet, there is enough evidence to show
that the real problem is of skewed
distribution of doctors rather than just a
shortage of them.

In most urban areas, the availability of
doctors is well over the minimum
prescribed by WHO -- one doctor for

1,000 people. Butnear ly 70%

population lived in rural areas according
to the last census and the number is

20 Health Journalist

unlikely to have fallen below 65% even
today. In populous states like Bihar and
Uttar Pradesh, the proportion of rural
population is as high as 90% and 80%
respectively. Blind over-production of
doctors will hardly address the severe
doctor shortage where it is most acute,
rural India, and where the majority of
Indians live. Yet, there has been little or
no policy direction/process to address
this reality.

Why just producing more doctors is
no solution

Government policy is driven by the logic
that if there is over production of doctors,
they will be forced to move out of urban
and semi-urban areas into rural areas.
However, this logic has not been shown
to work in the case of nurses or dentists.
Neither has it worked in a state like
Karnataka, which has more than one
doctor for every thousand people and is
still churning out huge numbers every
year. Even after offering huge salaries,
the Karnataka government has been
unable to find any takers for rural
postings showing that throwing money at
the problem might not necessarily work.
In states like Tamil Nadu and Kerala,
which too have a glut of doctors, it has
not been as difficult to find doctors for
rural areas only because both these
states are highly urbanized (close to
50%) with a few pockets being really cut
off from all amenities. Most health

o fpergorng dagretswant to work in rural

areas for reasons that are fairly well
known 0 lack of civic amenities such as
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roads, water, electricity, quality schooling
for their children, residential facilities,
safety concerns, poor health
infrastructure and concerns about
isolations from their peers and the latest
advances.

While the government might be working
towards improving rural living conditions
and amenities, what happens to the
health needs of the majority of the
population living in rural India in the
meantime? Across the world, and in
India, it has been shown that children
from rural areas trained to be doctors are
more willing -- or at least have lesser
resistance -- to serving in rural areas.
Aiming at greater representation of
students from rural backgrounds is just
one of the many policy changes required
to address the shortage where it is most
acute. But there has been no policy of
giving preference to rural students. If
anything, the recent policy changes have
made it even more difficult for rural
students to access medical education.

As yet, the government has made no
effort to study the representation of
students from rural background in every
batch of medical students. This is despite
the data on every single student who has
gained admission into medical colleges
being available with the government/MClI
for each year. The data has not been
used to inform policy. This government
has spoken non-stop about digitalization
and data driven policy-making. Yet it
appears unable to even have a credible,
publicly available database of all
students doing MBBS.

The question that arises is whether the
non-availability of data is deliberate, as
the government does not want any close
scrutiny of such data, which could reveal
uncomfortable truths such as showing
that medical education is almost entirely
dominated by students from urban
background and mostly from higher
socio-economic categories. If such data
was available publicly, public health
students and practitioners could have
analysed it to provide valuable inputs for
the government.

Currently, there are two excuses being
used by the government to ramp up
privatization of medical education and to
deregulate it by diluting norms and
loosening oversight. One excuse is that
of shortage of doctors and hence the
need to produce a large number of them
within a short duration or as soon as
possible. Another is lack of funds with the
government itself to invest in medical
education and hence the need to seek
private sector investment.

As far as the first excuse is concerned, as
mentioned earlier, while there is a hurry
to achieve numbers and targets, there
seems to be little or no interest in
addressing the actual problem of skewed
distribution beyond the naive belief that
over-production will automatically
address it. The private sector in
hospitals, especially large hospitals and
hospital chains, and those owning private
medical colleges actively encourage the
overproduction-as-solution theory. The
private hospital sector, almost fully
restricted to cities, realizes that doctors
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will continue to stick to cities. That would
mean a glut in cities. That in turn would
mean greater availability of doctors for
these hospitals thereby helping them
drive down
of the
to come from this sector. Private medical
colleges, quite obviously, benefit
immensely from a sort of blanket
obsession with numbers. It would be
detrimental to their interests if the
government took a more nuanced view of
the doctor shortage or looked closely into
what kind of doctors the country needs.
For private medical colleges there is just
one concern - finding students rich
enough to pay whatever fees they
demand to fill the seats so that they can
make good their in
be in their interest to examine too closely
if these students have the aptitude to
become the kind of doctors the country
needs.

STre, Ts
15 0UR WEW
TRANSPARENCY

THERE 1S NOTHING
WRITTEN N (7 1!

doctorsbo
government 6s

Does government really lack funds?

Coming to the second excuse regarding
lack of funds to invest in medical
edLicaa;[i?n tgeS last tx\/cr)] ecadeg r?ayve
S%Pwn that “the " biggest challerges”in
r%edi'ca? yedulca?lo% areS gu%r%r%egir?gr
running hospitals with adequate patient
load and ensuring availability of the
required number of faculty. Private
parties in medical education have
struggled on both counts. Large blocks of
buildings with or without the physical
infrastructure  required for medical
colleges lying abandoned or devoid of
patients across the country are evidence
of this struggle, especially in the private
sector, though there are a few such
Ve Se%arhngl%stin.the Eot\/ernva%ntusi'ec(tjp.rnt%of
In the case of the government, it has
plenty of hospitals overflowing with
patients even though officials blithely
insist that people prefer the private
sector. The reason is quite simply
because three-quarters

of the population cannot

afford private healthcare.

S
p

In the case of the
government, it also has
the additional

responsibility of providing
healthcare to the people
and it hasnot
enough in provisioning of
healthcare care, either
secondary or tertiary
healthcare through more
hospitals or even primary
healthcare through more
sub-centres (now called
health and wellness

WELL AT LEAST
17 1S TRANSPAREN'T |
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centres) or even primary health centres.
Thus, the running of hospitals cannot
possibly be counted as an expense
towards medical education alone. It is
part of the
healthcare. When a government hospital,
for instance a district hospital, is
converted into a medical college, it could
get more doctors as faculty and better
facilities and hence could offer better
health services to people in those areas.
Thus, the government could combine its
responsibility to provide healthcare with
that of providing quality medical
education. Plus, the government needs
to invest only the extra cost of adding
facilities required for a medical college to
an existing hospital unlike private
players, most of who build hospital and
college from scratch and look to make
profits from both. About 157 such
government medical colleges with 100
seats each are to be established in this
manner adding at least 15,700 seats, but
that is still not enough.

Meanwhile, the Niti Aayog and some
states like Maharashtra and Gujarat have
been using this opportunity to push for
establishing medical colleges using
district hospitals through the public-
private partnership (PPP) model, where
the government will give its district
hospital to be used as the teaching
hospital for a private medical college.
This is a clear cut case of handing over
public health infrastructure to serve
private interests. Though it is being
couched as an answer to the
government 6s
a way to save private investors in medical

gover nmen

| ack yof

education from having to bear the cost of
putting up teaching hospitals and to solve
their problem of not being able to get
patients into their teaching hospitals.

ItnoﬂaS alréagybhas0 gver p7§0006/ |\/IgBIS
seats with roughly 50% of them in
government medical colleges. The
government plans to add about 15,000
more seats taking the total to over
90,000. Niti Aayog member for health
and nutrition Dr VK Paul says the target
is to have about 1 lakh MBBS seats. The
urgency to achieve this target appears to
be the reason for the rush to increase
MBBS seats exponentially. If India
created 1 lakh MBBS seats, would that
automatically address the shortage? Or
would it simply show an achievement of
the minimum required according to
WHO, the one doctor to 1,000 population
ratio, on paper? It looks like the latter
would be true, since the distribution skew
would remain unaddressed, or worse,
could be exacerbated. Also, would the
government pay greater attention to
quality of medical education once the 1
lakh target is achieved? Can we afford to
overlook quality of medical education in
the rush to achieve quantity? The current
dispensation in the government seems to
think so. They appear to think that
achieving quantity is a more urgent need
than achieving quality.

Why NEET has failed

There is no dearth of students who want
to become doctors. The number of
students aspiring for MBBS seats far

butstnipd she available ingmber of seats.a | 1 t

For instance, over 13 lakh students sat
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for the National Eligibility cum Entrance
Test (NEET) in 2019 for a total of 61,000
Seats. Over 10,000 students are
estimated to be going abroad to study
medicine when they are unable to get
admission in a medical college here or
because the colleges here, especially
private ones, are unaffordable. With the
profession of doctors being seen as an
aspirational one associated with higher
status and money, there is great demand
for MBBS and the government has
ostensibly tried to regulate the admission
processto makeitfai r and 0
along with ensuring equity and access.
The introduction of NEET was meant to
address the problem of corruption in
admissions including the payment of
capitation fees.

While the admission process in most
state-owned medical colleges has been
largely above board and transparent,
barring stray incidents like the Vyapam
scam, most state governments and the
Medical Council of India failed to regulate
private colleges. Private colleges held
bogus entrance examinations and sold
MBBS seats for lakhs of rupees. They
cleared MCI inspections by arranging

fake patients and ghost faculty.
Innumerable reports on such practices
for decades, which MCI and

governments failed to put a stop to, had
the central government stepping in with a
highly centralized entrance examination
for all MBBS seats in the country, NEET.

From the Oversight Committee
appointed to oversee functioning of MCI
to judges of various courts who ruled on

me

medical admission and corruption
matters, all have claimed that there can
be no difference between government
medical colleges and private ones. This
is a false equivalence. The two are
different. In comparison to private
medical colleges, there has been far less
corruption in the admission process of
government medical colleges. Private
medical colleges have collected fees
from students and then shut shop and
turned them out on the street. In most
such cases, large numbers of students
Had to e iaccamsnbédated in government
medical colleges because according to
an MCI affidavit in cour t |, i
medical colleges... the clinical material is
not as abundant as that in the
government medical colleges... The
government medical colleges... have
abundant clinical material/inflow of
patients, which is the most crucial aspect
of the teaching and training of medical
students. o0 Moreover
can shut shop and walk away, the
government cannot do the same and has
not done it in a single case. Thus, it
seems rather unfair to apply the same
yardstick to government and private
medical colleges.

By bringing government colleges within
the ambit of NEET, the central
government has upset the system in
states like Tamil Nadu, which ensured
that students from rural areas and poorer
background got admission in government
medical colleges. However, Tamil Nadu
turned a blind eye to the rampant
corruption in its private medical colleges,
many owned or patronized by state
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politicians. If corruption was the issue,
NEET ought to be applicable to all private
medical colleges which have been
caught repeatedly gaming the system
and to state government colleges of only
those states which ask to be included in
NEET.

I f we are to accept
examine if NEET is achieving what it set
out to do. NEET was to make medical
admission fa i r , -bdanseerdiot,
and transparent and to put an end to the
sale of medical seats. However, NEET
admission data shows that it has not
achieved even one of these goals. It has
simplified medical admission by
replacing a plethora of entrance
examinations with one single multiple-
choice entrance exam, though
simultaneously giving a boost to the
multi-crore coaching industry
inaccessible to poorer students. Thus,
right from the start, NEET privileges or
gives an unfair advantage to those with
the means to attend such coaching
classes. One could argue that all
entrance exams, whether state-level or a
centralized one, give a boost to coaching
classes.

The health ministry along with the MCI
changed the system of percentage cut-
off to percentile. Then they fixed the
qualifying percentile so low that for just
over 61,000 seats almost 8 lakh students
qualify, a ratio of about 13 students for
every seat. A look at admission data will
show that ranks of those who got
admission went down all the way to 8.45
lakh in 2019. If students with abysmally

| ow ranks coul d get
ensuring merit-based admissions is
obviously hollow.

It was also found that the higher the
college fees, the lower the average rank
of students who got admission, showing
clearly how colleges go down the list of

bgqguatef oEdRNEREETI etathdi da

ones who can afford the fees they
charge. Thus, instead of a merit-based

a c c sedestionb it enas remained a money-

based selection, at least for most private
colleges. Moreover, many of those who
supposedly qualified (got overall marks
within the qualifying percentile) got single
digit marks, zero, or even negative marks
in physics and chemistry. If it is alright for
a student who got zero or negative marks
in a subject to be qualified for admission,
does it make any sense to test in those
subjects at all? This is happening
because the health ministry and the MCI
have refused to fix a subject-wise
minimum cut-off.

These issues have been brought to the
notice of the health ministry and the MCI.
Yet they remain unaddressed. The
reason for that could be understood from
what a bureaucrat in health ministry said
- if percentiles are raised and subject cut-
offs are introduced, private colleges
might not be able to find students to fill
t he seats. n We
private colleges to shut down, do we?
That would not be in the interest of
students as they will have fewer seats.
And there is already a shortage of
doctors. o That
ministry official to a newspaper means
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that private colleges will not be able to
find students with enough money among
the qualified candidates if the percentiles
are raised. If only 3 lakh students qualify,
it would mean a ratio of about five
students to every seat and a percentile
cut off of 78. Just 3 lakh instead of 8 lakh
gualifying coul d
this market for seats and hence force the
06sell ersé6 t o (tHedewsy as
with any commodity
medical education has now been
reduced to). So raising cut-off percentiles
could | ead to more
qualifying, but would shrink the market
for seats from 8 lakh to just 3 lakh.
Clearly, merit is not the primary concern
in the health ministry. Ensuring that
private medical colleges can continue to
charge exorbitant fees and still find
takers for their seats appears to be the
primary concern.

In their desperation to protect the
interests of private medical colleges,
NEET has become more and more
opaque rather than going the other way.
In the initial years, states put up the entire
list of NEET candidates from the state
with marks, rank, total score and
percentile. Many colleges too put up such
detailed lists of those students who got
admission. After media reports exposed
how students with abysmally low ranks
and score got admission while those with
much higher scores could not get
admission in private colleges where the
fees were too high, such lists stopped
being put out in the public domain. And
when the National Testing Agency took
over conducting of NEET they started

giving students only percentiles in
individual subjects instead of actual
score. Officials in NTA said that they had
decided to do away with revealing the
marks scored in individual subjects as it
created a bad impression when students
with single digit, zero or negative marks

r e d ugonteadmissioa. Theyaee scawmordedl abouh

the poor scores coming to the knowledge

t hefitre pphlia thad even the students
( gshemseles ateat tgidea thewimdidual

marks scored in each subject. But they
give the total marks scored plus

6 mperceéntileo and m@nk.sAdmaporityuofl fucht s

admission of students with abysmally
poor scores happens in private medical
colleges. The government agencies
seem to be bending over backwards to
protect the interests of private colleges
and trying hard to keep this fact from the
public.

It is up to the health ministry to clarify if
the raison doetre
to make good the investment of
owners/investors in private medical
colleges or to produce quality doctors to
address the health needs of the people.

Is the NEXT step obvious?

Along with the corruption in admission
into medical colleges, there have been
reports of colleges, especially private
ones, and in particular those which are
deemed universities, fixing the exams so
that even poor performers pass the final
MBBS exams. Most of these colleges
also have poor infrastructure and patient
load and inadequate faculty. Thus,
teaching and training in these colleges is
sub-standard as observed by the
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Supreme Court in the case of RKDF
Medical college in Bhopal. Yet, batches
of students are being allowed to study
and graduate from this and many other
such medical colleges. This has raised
concerns regarding the quality of doctors
being produced, since 50% of MBBS
seats are in the private sector. However,
instead of fixing the problems in training,
infrastructure and the corruption in the
way exams are conducted, the
government has decided that a final
licentiate exam is the answer to all the
problems - National Exit Test or NEXT.

This is what Dr Harsh Vardhan the union
health minister said at a press
conference: A We
such  physical infrastructure, the
performance of students passing out
from that college is a better parameter.
Now, the colleges will be assessed on the
basis of how their students score in the
National Exit Examination (NEXT). The
better the students of a particular college
do, the better

NEXT is supposed to be a licensing exam
as well as an entrance exam for post-
graduate courses in medicine. The exam
is supposed totestastudent 0 s
to start practice. However, there appears
to be little clarity within the government
regarding the structure of the
examination, whether it should be a
theory exam or a multiple-choice one and
whether it should have a component for
testing clinical skills and if yes, what the
format of such a test ought to be. It would
be testing close to 75,000 students.
There is no clarity on how many times a

ranki

readi

year the test might be conducted and
how many times students can reappear
for the test if they fail it. The government
has also not clarified what happens to
students who fail to clear the exam or to
those who clear the exam but do not get
a post-graduate seat and hence might
want to re-appear.

Reports about corruption in examinations
has been mostly in medical colleges
which are deemed universities or which
are affiliated with a private university
(usually owned by the college
management) or a private deemed
university. Reports of corruption or
malpractice regarding examinations,

bel i einchuding hfimal MBBSs texamidationst

conducted by state-run universities have
been few and far between. Earlier,
clearing the final MBBS examinations
conducted by a state or central university
was good enough for students to start
practicing. Th afavorof
a centralized NEXT to be allowed to
praciice. Williitllead tg MIBBS &tudents
abandoning colleges to attend coaching
centers to clear NEXT? Will it lead to
greater or lesser attention being paid to
.cIiHi%alssléills? There is no way to know
these till we have a clearer idea of what
the government has in mind. But what is
evident is that the increasing corruption
in medical education from accelerated
privatization has been forcing the
government to come up with more and
more complicated, resource intensive,
centralized, one-size-fits-all kind of
solutions. What is evident is that
regulations meant to check corruption
are increasing the cost of medical
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education in publicly funded institutions
as they are being subjected to the same
regulations. The ever increasing crores
of rupees having to be spent on
regulation and endless litigation arising
out of privatization might have been
better invested in publicly funded medical
education.

(The best piece | have read on NEXT-
https://thewire.in/health/nmc-bill-mbbs-
exit-exam)

Is the NMC an improvement on MCI?

After years of promising to reform the
MCI though amendments to the Indian
Medical Council Act, the government
decided to bring in a whole new law to
replace the current MCI. The law drafted
by earlier governments met with
vociferous protests from the Indian
Medical Association and doctors. Finally,
a more recently drafted National Medical
Commission Bill was passed by this
government despite such protests, but
after one major concession-- the
dropping of a clause that would have
allowed AYUSH doctors to practice
allopathy in a limited way after doing a
bridge course.

The fundamental difference between
NMC and MCl is that while the former will
be dominated by government-nominated
persons, the latter had been filled with
doctors elected from various state
councils. The 108-member council, of
which 70 were elected, has shrunk to a
25-member commission. The
commission is supposed to deal with
regulation of the medical profession and

medical education. As far as medical
education is concerned, the
commi ssiond6s mandat
deregulate it as much as possible and to
ensure ease of business for private
entities investing in the sector.

Using the inspector raj bogey, the new
NMC is all for doing away with
inspections as much as possible despite
ample evidence that private colleges are
notorious for flouting all norms for
medical education. Though inspections
during the MCIO&s ti
corruption, the fact remains that most of
the colleges deemed unfit by MCI
inspectors later turned out to be just that.
Many of these later shut down leaving
students stranded. Yet this is what is in
store i n t he
AWhen a new medical
will have to self-certify that it is
conforming to the standards laid down by
the NMC. If the NMC receives a
complaint that the college is not
conforming to the standards as promised
in the self-certification, the regulator will
do an inspection. o
expect will complain? Not the
management for sure. The staff would be
unwilling to complain and face the
prospect of the college being shut down
and being unemployed. Similarly
students too rarely complain about the
non-availability of staff, patients or
facilities as they are scared of losing the
precious MBBS seat if the college is shut
down. Usually, they complain only when
colleges are not allowed intake after an
adverse MCI inspection report and their
chance of getting an MBBS degree from
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the institution is jeopardized. Otherwise,
they are usually happy to just get the
degree whether they have received
proper training or not. Then who does the
government expect will complain? And if
there is no complaint, there will clearly be
no inspection and things will be allowed
to continue based on self-certification by
the college management.

Unlike the UGC, the NMC has failed to
include any provision to regulate working
conditions of faculty and resident doctors
and t hnethirg s their salary or
stipend. The IMC Act too had nothing on
these, which was cited by MCI to express
helplessness over colleges not paying
faculty or resident doctors decent and
regular wages. Thus the oft reported and
widespread problem of private medical
colleges not paying their faculty and
residents decent wages remains
unaddressed and they can continue
doing so with impunity with the new law
offering no protection. It remains to be
seen whether the NMC will bring in rules
or codes to enforce what is not provided
in the new law.

With the introduction of NEET, the
government had claimed that selling of
seats would come to an end. The ministry
claimed that in order to help private
colleges collect money to run them, on
the seats controlled by the college
management and those set aside for
NRIs, managements would have to be
allowed to charge much higher fees. The
logic was that a majority of seats in
private medical colleges in most states
were in state quota or were seats for

which fees were controlled by states.
Through several court rulings, in most
states, a fee regulatory committee
stipulated fee ceilings for all seats in
private colleges barring seats in colleges
which were deemed universities.

In the NMC, the section on the powers
and functions of the commission stated
that the commission only had the power
ito frame
fees and all other charges in respect of
50% of seats in private institutions and
deemed universities". This was an
improvement over the 2017 version, in
which the commission was to regulate
fees for "seats not exceeding 40%" in
private medical educational institutions,
but a dilution of the parliamentary
committee's recommendations. The
parliamentary committee had
recommended that the existing fee
regulatory mechanism by states for
private colleges should not be diluted and
had sought regulation of at least 50% of
the seats even in deemed universities.

Several states argued for fee regulation.
Odisha pointed out that under the Orissa
Professional Educational Institutions Act,
2007, a fee structure committee headed
by a retired judge regulates the fee
charged for all seats in private colleges -
85% as state quota and 15% as NRI
guota with the fee at four times what is
charged for a state quota seat. Similarly,
fees are fixed for 100% of seats in
Himachal Pradesh, Haryana, Rajasthan
and Punjab. Maharashtra too pointed out
that its fee regulatory authority decided
fees for all seats. Uttar Pradesh and West

57

gui del i nes



mfc bulletin/March 23

Bengal also objected to this clause. The
AIIMS director told the committee that the
fee structure suggested in the bill "would
result in a decline in merit and creation of
an economic reservation wherein the
medical seats would be given to those
who can pay a higher amount of fee
instead of those who deserve them
based on merit". This is what is
happening in private medical education
today, just as the AIIMS director had
predicted.

Yet, the NMC can merely frame
guidelines. Will guidelines stand in court
when colleges challenge it? Why did
NMC say guidelines instead of talking
about mandatory regulation? The
justification given by the government for
restricting regulation to half the seats was
that capping all fees would discourage
entry of private colleges, thereby
undermining the objective of rapid
expansion of medical education. This is
despite the fact that before NMC,
colleges were already being subjected to
regulation on all seats. Even with such
regulations, fees across states have
been steadily going up to the point where
MBBS courses cost over Rs one crore in
several private medical colleges. Yet
again, the government appears more
concerned about investors in private
medical colleges than about medical
education being affordable for students.
To make things worse, the government is
insisting on pushing up the fees in
government medical colleges too in the
name of making them self-sustaining and
talking about helping students access
education loans to fund their studies.

Surely, we are headed towards a US
model where students graduate with
such huge debts that they would have to
seek jobs with huge salaries to service

the debt. Huge doctorso

up healthcare costs even more as it has
done in the US. For healthcare
establishments, especially private ones,
those salaries will come at the cost of
driving down the salaries of all other
health personnel as is already
happening.

Thus it appears that while there have
been some changes with the coming of

t he NMC, mo st of them dor

for medical education or for healthcare in
the country. NMC has failed to address
most of the problems that plagued
medical education during the regime of
its predecessor, the MCI.

An explainer on the NMC

What are the main differences
between the Medical Council of India
(MCI) & National Medical Commission
(NMC) meant to replace it?

The roughly 108-member medical
council was dominated by elected
members  while  the 25-member
commission will have a majority of
nominated members, mostly nominated
by the central government. In the council,
barring eight central government
nominees and one nominee from each
state and union territory, the remaining
almost 70 members were elected, by a
university senate or by doctors registered
with a state medical register/council. The
Indian Medical Council (IMC) Act allowed
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for re-nomination and re-election of
members. The NMC bill is silent on this
aspect. According to the NMC Bill, half
the members of the commission
including the chairperson, i.e. 12 persons
will constitute a quorum. In the MCI, 15
members were enough to form a quorum
and all acts were decided by a majority of
the members present and voting. The
council had several private practitioners
as its members, especially among those
elected. The proposed commission too
has no bar against representatives from
the private colleges or universities being
nominated to be members of the
commission or the various boards. The
council tenure was five years and that of
the commission is four years except for
part-time members for whom the tenure
is two years. The council was supposed
to meet at least once a year while the
commission has to meet every gquarter.
The executive committee of the council
which took most of the decision consisted
of the president, vice-president and not
less than seven and not more than ten
members. The council had no jurisdiction
whatsoever over statutory bodies like the
various AIIMS and other central
government institutions like JIMPER
Pondicherry or PGI Chandigarh. For
starting new courses, deciding on intake
and on norms for setting up of an
institution, these statutory bodies will
continue to be outside the ambit of
the NMC. But the Bill stipulates that all
these institutions will take candidates
through the same entrance exam (NEET)
as other medical institutions in the
country. Interestingly, the National Board

of Examination (NBE) and the post
graduate medical degrees it regulates
have not been brought under the NMC
though such a provision was present in
the first draft of the bill and was
recommended by the Niti Aayog and the
Parliamentary Standing Committee on
Health that had examined the earlier draft
bill of 2017. NBE will continue to function
as a regulator outside the ambit of the
main medical regulator in the country.

Why is the NMC said to give short
shrift to state representation?

The NMC itself has no representation
from the states except for six part-time
members appointed on a rotational basis
from amongst nominees of the states.
Since the tenure of such part-time
members is just two years, each state will
get a chance to be represented in the
commission, roughly every 10 years.
Similarly, the four autonomous boards--
the under-graduate medical education
board, the post-graduate medical
education board, the medical
assessment and rating board and the
ethics and medical registration boards--
consisting of a president, two whole-time
and two part-time members under the
commission, are constituted by the
central government. Just one of the part-
time members will be from amongst the
elected members of the state medical
councils.  All  central government
nominees in the NMC and the boards are
identified by a five-member search
committee constituted by the central
government, including just one person
from amongst state nominees. The only
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representation that states get will be in science and technol ogy a
the medical advisory council, the There is also a non-medico is the search
Aprimary platform t hrcommittee and one in the medical
and union territories may put forth their assessment and rating board from the
views and concerns before the field of management, law, economics or
commission to help in shaping the overall science and technology. The third
policy and action relating to medical member of the Ethics and Medical
education and trai Registration Board is to
council will be chaired by the outstanding ability who has
commi ssionoés c hai r pe demonstrated public record of work on
include all 25 commission members and medical ethics or a person of outstanding
four nominees of the central government ability possessing a postgraduate degree
from amongst persons holding the post of in any of the disciplines of quality
Director in the Indian Institutes of assurance, public health, law or patient
Technology, Indian Institutes  of advocacy from any Uni v
Management, and the Indian Institute of experience in such field for at least 15
Science. It will include one member years. There are four central government
nominated from each state who is the nominees in the medical advisory council
viceec hancel |l or of t he who are non-doctors to. Other non-
university and one member from each doctors include bureaucrats such as the
s t astmedical council, taking the total cabinet secretary and union health
number of persons from states to 72, but secretary in the search committee and a
only in an advisory capacity. Thus the representative from the health ministry
commission members and chairperson not below the rank of additional secretary
will sit in the advisory council meant to in the commission. The secretary to the
give advice to the commission and then commission, also appointed by the
as the National Medical Commission they central government, too could be a non-
will decide on whether to accept the doctor as this has not been specified as
advice or not. a position for a person with a medical
Does NMC have any non-medico degrgg, mgrely a person W.i t h nprouv:
representation? admlnlst.ratlve capacity g.nd . integrity,
possessing such qualification and
The 25-member commission will have experience as may be pre
three part-t 1 me m.e. m.b © r_ s nap IcHow is NMC consolidating the Central
amongst persons of ability, integrity and .
government 6s control oV

standing, who have special knowledge
and professional experience in such
areas including management, law,
medical ethics, health research,
consumer or patient rights advocacy,

education and medical profession?

To start with there is a preponderance of
central government nominees and
employees in the proposed medical
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regulator.  Moreover, the central
government is the appellate authority for
almost all decisions taken by the
Commission barring decisions of the
Commission on appeal by a doctor
against any decision of the Ethics and
Medi cal Registration
decisions of the Central government
whether a question is one of policy or not
shall be final, o
the commission and the autonomous
boards shall be bound by directions given
from the central government in writing to
them from time to time. It also
categorically states that the central
government may give directions to the
state government for carrying out
provisions of the Act and that the state
government will have to comply with such
directions.

What are some of the most glaring
omissions in the MCI that the NMC Bill
has addressed?

The medical council 6s
binding on the state medical councils and

even after the council upheld a decision

to suspend a doctor from the medical
register, the state council often refused to

do so. However, the Bill clearly states

that the Ethics and Medical Registration

Board of the commi ssi
appellate jurisdiction with respect to
actionstakenby st ate medi

on issues of compliance with the code of
professional and ethical conduct.

The central government did not have
direct powers to take action against the
council if it did not comply with the
provisions of the Indian Medical Council

Act. The government had to constitute a
three-member-commission of inquiry of
which one member would be decided by
the council. The commission could
suggest remedies, which is not
implemented the central government
could amend regulations or take
whatever steps necessary to ensure
I mpl ementati on of

saysrecommendations.

dissolution of MCI had to be done
through an ordinance and any action
against MCI president could be taken
only if directed by court. In the NMC Bill
the central government has the power to
remove the chairperson or any member
of the commission for several reasons
including if their continuation in office is
prejudicial to public interest or the person
has abused the position or has acquired
financial or other interest that is likely to
affect the functioning as a member.

Unlike council members, members of the

commission will have to declare assets
and liabilities at the time of entering office’

and when demitting office. They will also

have to give a conflict of interest
declaration  of  professional and
commercial engagements or

involvements and all of these are to be
di splayed on the ¢
They will also have a two year cooling off
period after their tenure by which they
cannot take any employment in any
capacity, including as consultant or
expert in any private medical institution
whose matter might have been dealt with
by them directly or indirectly. This cooling
off period can be waived off if permitted
by the central government.
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The council had no powers to regulate

fees in  medical colleges. The
commi ssion wi ||l be
for determining fees on 50% of seats in
private  medical colleges. Since

guidelines are not justiciable, critics have
pointed out that this was as good as
allowing 100% seats in private colleges
to be unregulated. Currently, most states
have fee regulatory committees to fix
fees for medical education. However,
while the council organized its own
inspection of medical colleges using
faculty from government medical
colleges, the Bill says that the Medical
Assessment and
and authorize any third party agency or
persons for
medical colleges.

Has the NMC dropped all references
to bridge course and training of Ayush
doctors to deliver primary care in an
allopathic set up?

Open reference to a bridge course for
ayush doctors has been dropped. But it
lurks in the reference to an annual sitting
of the commission with the Central
Council of Homoeopathy and the Central
Council of Indian Me di ci ne
the interfacebo
medicine. In such a sitting all the
me mbers present and
on approving specific educational
modules or programmes that may be
introduced in the undergraduate course
and the postgraduate course across
medical systems and promote medical
pl urali smo. The bi
ACommuni ty Heal th

who are defined as persons granted a
licence to practice medicine at mid-level.

i fCriteria or eligibility to become CHP will

carrying

At o even at
b et we esupervision.

be defined through regulations framed

under the Act. The Bill merely says that

t hey wi || be persons
moder n scientific me d i
Only limited licences will be granted for
CHPs so that their
exceed one-third of the total number of
l i cenced medi cal
there are an estimated 8 lakh plus
registered doctors, the number of CHP
licences could be as much as 2.7 lakh.
CHPs are envisaged to prescribe

i C
C :

numb

pract.

Rat i n g specified medicine independently, only in

primary and preventive healthcare, but at
hi gher l evel s t hety
medicine only under the supervision of
medi cal practitioners 0.
Medical Registration Board is expected

to maintain a separate register for CHPs

along with all their recognized
gualifications. Thus it seems that the

bridge course details have been deferred

to the framing of regulation stage rather

than in the law, though the Bill clearly

cou

makes space for a non-MBBS
practitioner at the primary health level or
a higher level, if under

What does the NMC Bill say about a
consolidated Exit/licentiate exam for
MBBS graduates?

The bill states that i a
undergraduate medical examination, to

be known as the National Exit Test shall

be held for granting licence to practice r

P r (medicine as medical practitioners and for
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enrolment in the State Register or the
Nati onal
authority to conduct the examination and
the modalities of the exam are to be
framed through regulations. The exit test
is expected to become operational within
three years of the NMC bill becoming
law. The exit exam will be common for
Indian and foreign medical graduates
which is a long standing demand of
foreign medical graduates who have
been subjected to a screening test which
no Indian medical graduate had to clear.
The bill envisages the exit exam serving
as an entrance exam for post-graduate
medical education in any institution
coming under the ambit of this law. But
the modalities of this exit-cum-entrance
exam has been left to be decided at the
stage of framing regulations. Counseling
for post graduate medical seats will
continue to be done by the designated
authorities at the central and state level.

What has the NMC missed
addressing, which was missing in the
earlier MCIl too?

The Bill says all state medical councils
shall maintain and regularly update the
state registers in specified electronic
format. But for updating and maintaining
a live register there has to be a stipulation
for re-registration or re-accreditation of
doctors every five years as is done in
many countries. This was not stipulated
in the IMC Act which made it impossible
for many state medical councils to
maintain an updated register as doctors
refused to re-register saying that the IMC
Act did not mandate this. The NMC Bill

Registero.

too has nothing on re-registration or re-
accreditation of doctors. Some critics
have pointed out that unlike the UGC
which stipulates working conditions and
pay for college teachers, the NMC has
failed to include any provision to regulate
working condition of faculty and resident
doctors and nothing on their salary or
stipend. The IMC Act too had nothing on
these which was cited by MCI to express
helplessness over colleges not paying
faculty or resident doctors decent and
regular wages.

Here is some material which can be
referred to get overview of topic

1)On how high MBBS fees leave many
doctors in debt trap

https://epaper.timesgroup.com/Olive/OD
N/TimesOfindia/shared/ShowArticle.asp

x?2doc=TOIPU%2F2018%2F07%2F22&

entity=Ar01115&sk=BC5F499E&mode=t
ext

2)This is a pretty comprehensive piece
on how medical education has been
privatized one policy change at a time. It
gives a pretty good overview of the
process over the last two decades.

https://timesofindia.indiatimes.com/india/
how-medical-education-became-a-
business-one-policy-change-at-a-
time/articleshow/69709297.cms
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Reframing Transgender
Health: A Review of the
Indian Context

Sharanraj Krishnan?!

Contextualizing Transgender identity
in the Indian Context

Conscious of bl ami
problems on the colonial legacy, Ruth
Vanita and Saleem Kidwai, argue that
modern homophobia and transphobia in
India under colonial imperialism were
imported from Great Britain in the form of
the introduction of criminalisation of
homosexuals and transgenders
(referring to Secti
Tribes Acto0) through
colonies. The British and other colonial
forces used legal frameworks and social
norms to repress indigenous and
alternative  sexualities, and gender
expressions, conforming people to a cis-
hetero-normative lifestyle (2).
Persecution was in the form of
criminalisation of the entire community
and harassment by the state (2). This
persecution of gender minorities
continued for more than 150 years, even
post-Independence, under the pretext of

ng

‘'unnatural’ offences and' abnormal’
existence (3). These criminal laws
severely impacted the transgender

communities across India i known by

21Sharanraj Krishnan, PhD Scholar, Centre for

Social Medicine and Community Health, JNU,
New Delhi.

on

different names like hijras, jogtas,
jogappas, aravanis, and kinnars.
Siddharth Narrain in his
Eunuch, 0 details how the
their laws to persecute the transgender
community in India (4):

AThe vi ol ence t hat

community faces from the police
caf fbe | tthékd ad SKhe S 1BY7I
amendment to the Criminal Tribes
Act of 1871, which was subtitled
60An Act for Registrat]
Tribes and Eunuchsbo.
law, the local government was
required to keep a register of the
names and residences of all
BTeunuamd Mwhroi mive A é
S a Busgedted N 8f kidmappind €dr I
castrating children or committing
offences under Section 377 of the
Il ndi an Penal Code. 0

al | al

O0r ea

Both these laws were used by the British
colonizers and later by the independent
Indian state to relegate transgenders
from mainstream society. They
pronounced them as
them through registration and
surveillance where they could be
arrested without a warrant, sentenced to
imprisonment up to two years, fined or
both for non-bailable offences. (5). These
genderqueer identities were
discriminated against because of the

6crir
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provisions that existed in the law until
September 2018, when Section 377 of
the Indian Penal Code was written down

(6).

National Legal Services Authority
(NALSA) v. Union of India decided on
April 15, 2014, by the Supreme Court of
India was widely celebrated by the
transgender community. The decision
stated that transgender people have a
fundamental constitutional right to self-
identify as the gender of their choice
without any surgery and called on the
Government to ensure equal treatment
for transgender people. Both, judiciary
and the Government of India (Gol)
accepted the international human rights
standards by recognizing the existence
of transgenders through the right to self-
identification. In 2019, the Government
introduced The Transgender Persons
(Protection of Rights) Bill, 2019 which
was unanimously passed following
rectification after facing criticism from the
Transgender community (7). Further
details on the criticism, the rectified Act,
and the rules can be read here (8,9).

Transgender Health Concerns

The evidence related to transgender
health is inadequate and does not
provide much insight into their healthcare
needs as they remain overlooked due to
stigma and ignorance. Beyond the issues
related to HIV and STIs, little attention is
given to the healthcare needs of sexual
and gender minorities. Medical education
and the public health sector contain
sparse knowledge of primary care to deal

with their health needs including but not
limited to behavioural counselling and
education on safe sex practices,
transitioning, screening, and addressing
mental health issues and the importance
of social support mechanisms.

Violence, victimisation, and Mental
Health

Information surrounding the mental
health of SGMs in the Indian context
remains relatively limited (10,11). As a
result of a stigmatised status,
transgender individuals face various
forms of violence, bullying, and
repression. A  systematic  review
published in 2020 demonstrated that
intimate  partner  violence  among
transgender individuals is a risk factor for
poor mental health and substance use
(12). A study with transgender women in
Kolkata metropolitan area revealed
16.7% of the study participants had
experienced sexual violence in the past
three months, with 5.6% of the cases
having their partner as the source of their
sexual violence. 20-30% of cases
involved the influence of drugs/alcohol
either taken by the partner or the victim.
Local miscreants and police reportedly
attacked in 4% of the cases (13).

In an unpublished report, 31% of
transgender individuals in India commit
suicide, and 40-50 of them commit
suicide every year in Karnataka. Around
50% of them have attempted suicide at
least once before 20 (147 16). A recent
cross-sectional study conducted in
Karnataka using a structured
guestionnaire to collect information about
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experiences of anxiety, depression, and
suicide rates among
282 kothis and hijras found 42% of them
to have at least once contemplated
suicide in the past month, and 63% of
them were experiencing high depression
(15). One rapid assessment study
conducting a psychological autopsy of
suicide deaths of hijras in Bengaluru
revealed reasons such as the break-up of
a love relationship, altercations with
family members, refusal of SRS
procedures by family members, financial
problems, being diagnosed HIV positive
in the recent past as triggering events for
suicide among the victims (17).

Transgender lives during the COVID-
19 pandemic

The COVID-19 pandemic and the
concurrent lockdown left transgender
people at heightened risk of hunger
owing to no livelihood and having to stay
in small houses in unsafe conditions.
Many transgenders, the ones worst
affected, make their living on the streets,
by begging, blessings, and paid sex
work. The lockdown saw a general lack
of healthcare support as access to Anti-
Retroviral Treatment (ART) for Persons
living with the Human Immuno Virus
(HIV)/Acquired  Immuno  Deficiency
Syndrome (AIDS) or PLHIVs, and those
undergoing Hormone  Replacement
Therapy (HRT) required for gender
transitioning were severely affected.
Many coul dnét
medicines owing to the loss of livelihood.

AfTher e ar e over
whom | am in touch with. Several

afford

of them need their Anti-Retroviral
Treatment (ART) medicines.
Besides ART medication, persons
with HIV/Aids should have healthy
food, especially protein. Many of
the people | have spoken to dond
earn enough money to stock up on
supplies. Some do not even have
rice Il eft i n
Chandramukhi,  Trans rights
activist (18).

Transmen experienced the lockdown
differently. They were cut off from the
members of their community as they
lived with their partners or alone and, and
remained scattered across towns.
Concurrently, transgender and non-
binary persons living with hostile families
during the lockdown dealt with immense
mental stress and trauma (19).

Accessing institutional facilities and
safe transitioning services

Societal rejection and exclusion are
common for transgenders in spaces
where their existence is considered
against tradition or as a sin/taboo.
Transgender individuals find themselves
excluded from school, find it difficult to
access employment and have primarily
been invisible from the political sphere.
Access to health care needs for
transgender individuals due to lack of
specific services such as transitioning
support, sympathetic care provision, lack
of tseBarat(g Waédg/tl(()iIets{JqueuesofLrJ]rther
aggravating tthelr gender d)Psphoria, and
the fear of facing stigma and

5 2liscriminationsby rmedieahcare providers

(20).
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fHealthcare practitioners do not
know how to deal with trans
people outside of surgery. There
are questions like, will you put a
transwoman in a male ward in
guarantine and would you have a
female assistant to take care of
t h e mTlayanika Shah, Queer
Activist, LABIA (21).

Alongside the lack of access to treatment
during the lockdown in response to the
COVID-19 pandemic, the transgender
community battled discrimination,
phobia, and stigma in healthcare, along
with a lack of adequate documentation or
identity proof to avail of benefits.

The studies of medical interventions
linked to sexual reassignment surgeries
and hormonal therapy and their effect on
physical health and well-being remain
limited and are predominantly conducted
abroad (22). There is a pressing need for
transition services in public hospitals, as
currently provided in Kerala and Tamil
Nadu, along with national transgender
health guidelines for gender-affirming
surgeries and post-operative care as
these services remain under the grasp of
highly exorbitant private healthcare
providers where care and support
provision following surgery remain
virtually absent, furthering the anguish of
transgender individuals.

Conclusion

Societal inclusion and visibility have
impacted making informed choices,
accessing services and the overall
development of transgender

communities.  However, in  many
instances, the gender expression and
appearance
femininity under the rigid binary system
have been safeguarded by individuals in
the community and the state authorities.
There seems to be limited understanding
within the medical fraternity, lawmakers
and bureaucrats regarding India's
multiple socio-ethnic gender identities.
Awareness within the society and among
state authorities, medical professionals
and political leaders is required to be
sensitized on the issues different gender
identities and sexual minorities face.
Transmen, intersex people, and non-
gender-conforming have faced immense
discrimination and bureaucratic
challenges but remain undocumented.
Exclusion based on class, caste, and
religious identities within transgender
communities leads to their systematic
elimination from the politics of gender
discourse. The complex interface of
gender identity and public health needs
to be understood with a lens of
intersectionality in the Indian context to
address the issues faced by transgender
individuals (23).
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Visibilising gender and sexuality in our health care system: A

call for action

Swathi S Balachandra?, Shubhangani Jain2, Mallu S Kumbar3??

Vibration

Kannada - Dadapeer Jaiman
English translation - Bharath Savithri
Divakar

Flower feminine language
masculine

[llusion woman liberation man
Working fathers pregnant mothers
Dancing peacocks singing
nightingales

| held all the marbles in the cup of
hand

and shook them ; Planets stars
satellites, all collided

A magician's trick of few seconds
abracadabra abracadabra
abracadabra

Everything is inter-changed

No worries of the right pair, no
hassles of arranging in the right
order

stone roosters didn't crow*

floods didn't ravage the earth

A miniscule vibration,

That is all!

*A popular Kannada song claims
when gender roles change, stone
rooster crows and the world will end
in a flood.

22

1. Swathi S Balachandra - Public health consultant and HIV Primary care physician, Bangalore, email: swathisbO1@gmail.com

2. Shubhangani Jain - Lead, Health Pillar, Solidarity Foundation, Bangalore, email: shubhangani@solidarityfoundation.in

3. Mallu S Kumbar - State Coordinator, Karnataka Sexual Minorities Forum (KSMF), email: ksmforum@gmail.com
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Introduction

Eshaan?3, a 42 yrs old transman?* visited
a hospital with lower abdomen pain. He
stood in line to get a file opened and was
asked to produce an identification
document. He had gone over this
situation in his head several times and
dreaded it. A file was opened with his
dead name® i Samjoanand @f
the gender. Further, he had to answer
several intrusive questions asked by the
general physician in front of other clients,

AOh are you Sanjana?
f emal e, how come you
ASo you hayveAftarapdnilr us

5 minute interaction, Eshaan was left with

23 The person Eshaan portrayed here is meant to
represent the usual scenarios that trans* individuals
FIOS YR A& y24 o0lasSR 2y
Any resemblance to a real person is just a reflection
of the point we rais.

2¢KSe NB LISNE2Yy&a 6K2 | NB
birth, who are by social conditioning brought up as
girls, and identify themselves as male and/or express
themselves in masculine genders. Terms like FTM
(female to male), trans men, are used to designate
trans masculine individuals.(1)

2 Dead name: the name that a transgender person
was given at birth and no longer wishes to use this

%6 Trans* / transgender is an umbrella term for
persons whose gender identity, gender expression, or
behaviour does not confon to that typically
associated with the sex to which they were assigned
at birth. (2) This includes and not limited to people
who identify as transgender women, transwomen,
transsexual women, transmen, ndminary persons,
and several other identities thagre unique to
different regions in India. For eg, Hijras (individuals
with sex assigned male at birth and who identify as
women/non-men) identifying individuals and culture
has been around for several centuries and many held
important positions in admintsation during the
Mughal empire, Kothis a heterogeneous group of

em

a slip in his hand with the instructions for
an ultrasound scan. He thought for a
minute and left for his home instead. He
like many other trans*?® individuals in
India chose to get symptomatic relief
through medications from a pharmacy
instead.

Our health care institutions reflect a

atl)lpa‘rsyoundaersstandlng of gender and

assume  cis-heteronormativity?”  (7)
where LGBTQIA+?®® i ndi vi dual
invisibilisation. This invisibilisation in the
he\e)lthcare system is, embedded within
our -"gender | S
Ilarger sociaf ~non-acceptance ., and
0. [ e a an?o.
gxglusmnary orces  ( causing
community members to drop out of

s 6

individuals who express with varying degree of
feminine mannerisms/behaviou(3) Shivshakthis in

[AP/Telangana, Aravani, Thirunangi, ThirunamiNJAnSy O S @

Tamil Nadu, Kinnar in North India, Jogap more
common to the northern part of Karnataka, some

parts of Andhra Pradesh, Telangana and Maharashtra
etc. ?49 In India, 4,87,803 identify as trangender" u
020 KSNEOD AyOftdzZRAYy3 pnIpyn
census (5) although this is said to be gross
underestimation.

C

27 a pervasive system of belief that centers and

naturalizes heterosexuality and a binary system of
assigned sex/gender and that there are two rigid,
distinct ways of being: assignedale-at-birth
masculine men and assignéeimaleat-birth
feminine women and that sexual attraction is always
to the opposite gender.(6)

2 Various acronyms and umbrella terms like
a[D. ¢vL!beg 2N) o[ D. ¢vbeg
YAY2NRGASEE I NB dzaSR Ay
contexts to refer to gender and sexually diverse
individuals such as lesbian, gay, bisexual, trans*,
queer, intersex, asexual, and nbimary individuals.
¢CKS abé¢ arA3ayAFASE GKFG GKSNB
beyond this that may not be captured by any umbrella

term.

2 NJ
RAT
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education, lack livelihood opportunities
(9), lack social welfare schemes, (7) and
protection from unsafe work environment
including sex work. These contribute to
gross health inequities among the
LGBTQIA+ individuals in India evident
from the average life expectancy of
transgender individuals being less than
56.2 years as opposed to the national
average lifespan of 69.66 years (10)

In this article, we draw upon the
experiences shared by transwomen,
Jogappas*, and Kothi* individuals (as
part of studies?® conducted by authors
through their respective work) and call for
action to health and public health
professionals to break the invisibility,
biases, and make the healthcare system
inclusive from within. We understand that
the issues faced by each identity are
uni que and thus donot
concerns of all identities within the
LGBTQIA+ umbrella.

Discrimination and its myriad ways

Discrimination in the health care
institutions can manifest in various ways
as suggested by findings from our
studies and also documented in other
studies (11). It plays out as overt refusal

29 gsolidarity Foundation in partnengp with Best
Practices Foundation conducted 30 -dapth
interviews in 2020 with sex workers and
gender/sexual minorities from Karnataka (Yadgiri
district), Andhra Pradesh (Krishna district), and
Telangana (Warangal district). The interviews were
around the sexual and reproductive health status,
needs, constraints, and recommendations for better
care by the communities.

Solidarity Foundation conducted 4 Focus Group
Discussions with sex workers and gender/sexual

of care, verbal or physical abuse, refusal
to touch or examine, moral judgement of
HIV status or sex work or sexual
practices.

iOnce when I t ook
HIV, the counsellor at the centre said
AnWhere all have you

boy

been

come here?o0. This happen

me 1 A Kothi* participant from Bangalore

Discrimination can also present in subtle
ways including health care providers
(HCPs) not making eye contact, being
grumpy, spending less time talking,
asking the clients to come through a
separate entrance or only at a particular

ti me. The pmowifdefirtsrée ad li
everyone equallyo thereb

for onebébs gender and

loaded with unfounded assumptions

regarding their clien xual practi
r:?al daitme tc e tsusr(]a u%Jg f(lCtCteS[f; o

ationships, an chmcé)s. ogappa®
community members have shared how
perception of their identity by health care
practitioners  creates  barriers  in
accessing services. Especially sexual
and reproductive health services, as
Jogappas are not considered to be
sexually active.

minorities from Yadgiri district and Bangaddn 2021,

under its project Svastha. These were to understand
their general health status and needs. Both studies

have been used and quoted in this article.

30 Jogappas (or Jogatis) are a transgender community

who are mostly based in North Karnataka, Aral

Pradesh, and Maharashtra. Jogappas are linked to

S € X

D2RRS&a , SttlyYYl 64D2RRSaa 2

t 28 SNF dzf £ 0 GKSNE | SttlYYLl
worshipped by many people in north Karnataka. (4)
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If any Jogappa has any illness, we are wards, male and female toilets,

not supposed to go to the government AMal e/ Femal e/ Mr/ Ms o opti

hospital. If we go, doctors would ask forms, male and female queue system,

AWhy are you here i n podtees/pamphiersi twahl ?infontraton

are you il 1l ? Dondt vy odispldyedwmestlytcdveringgssudscamisnd

i nsi dé& Partipantdrom Yadgiri cis-heteronormative families in mind.

Refusal of privacy, lack of confidentiality On the other hand, when LGBTQIA+

of their identity as well as HIV status, not individuals do get recognised in the

having any queue for health check-ups of system, it mostly takes the form of

transgender persons who are also often pathologisation, medical

not welcomed in queues for men and authoritarianism, and/or even

women, are other common forms of discrimination as described in the above

discrimination. section. The authority on what is

A visited an RMP for(fogllsIu(rj?arn%?i BPE Pg(rjn.o VS\
Anor mal o V'S Afabnor mal o0,

When my turn came | saw two other lady

. ' medical institutions.
patients in the room. He asked about my

problem. | hesitated to share in front of Af firming oneods gender
those ladies and requested him to give accessing gender-affirmative surgeries
privacy but he refused to give... are still heavily medicalised needing
Somehow, I didnoét f e e tiagmosisnénd arbiteary precessels. eNote
and returned home without taking every trans person desires surgery and
t r e at mRartidipand from Warangal hence the need to have undergone

surgery in order to be able to identify with
Binary health care system and its a certain gender is also unjust. Therapies
implications like laser treatment for hair removal get

. . classified as Acosmetic
HCPs then try to f|t the |nd|V|du§Is, their paid attention t? (1261?% Ie?vin manv of
bodi es, into binary boxes . 0 a nd
these health demands unmet (14). The

60f emal ed, l'i ke 1 n the it ft1on o0 shaa
. : . pubﬁc health Qiscoursé has engaged W|}t1h
above, instead of listening to the

) . . . ) ender/sexual minority groups only  as )
individual 6s artlculaglo ofm é\gép |yent|ty

.0n .
. . . . n hi g hgroups o TI prevention
and expression. Similar binary narratives )
. and treatment through NACO (National
are perpetuated by research and policy.

. AIDS Control Organisation). This
A large-scale survey - National Non- .
. . o approach also has resulted in a narrow
Communicable Disease  Monitoring

focus on individuals born with sex
Survey (NNMS) 2017-18 reported . :
_ o asggned male (under the categories
gender as i men d WO me n onl
Even infrastructure and processes within

i Men wh o have’ sex wi t h
. . 15,16), h

a health care facility are mostly designed transgender  groups)  (15,16), - thus

within the binary - male and female

excluding various other identities.

73



mfc bulletin/March 23

The recent ban on conversion therapy by
the Madras High Court (17) and
subsequent recommendations from NMC
(National Medical Council) to remove
derogatory content from  medical
textbooks is a welcome step towards
depathologising gender and sexuality.
We need further measures to make the
medical curriculum inclusive and
continuing medical education
mechanisms for the HCPs.

Respect lived experiences and de-
pathologise queer identities

The fight against over-medicalisation of
LGBTQIA+ identities is an on-going one.
(18,19) HCPs should acknowledge the
limitations and the cons of over-
medicalising gender and sexuality, and
ask the question,
acting towardso?
is anything/anyone other than the client
themselves, then we are on the wrong
path.

The ©political
us, without wusbo
healthcare system too, like how the
TransCare Med-Ed team, (who recently
brought out competencies required for
trans-affirmative care provision) have
listed it as one of their core values. (20)
In the context of health care delivery, this
woul d me an
experiences rather than just following
medical literature or diagnostic criteria.
The current healthcare system has
informational erasure when it comes to
caring for LGBTQIA+ individuals
especially transgender individuals. (21)

And

statemed oy o fraung

shoul

Dr Agsa Shai kh©os
teaching more than medical textbooks
when it comes to understanding gender
and sexual minorities is apt in this sense
due to the various lived experiences
shared on such media. (22) This is all the
more reason for providers to listen
intently to what the individuals feel, need,
and care accordingly.

Being an ally is a journey

not a
nuous

AAl T yship is
i s a cont.i

- Maia*, lesbian transwoman (23)

With conversion therapy taking lives of
many LGBTIAQ+ individuals like that of
Anjana Harish, (24) systemic barriers
preventing them from seeking care, and

i w hevadyslay [battte® thatt indisiduals avee
hdvingt tdh fight 0 et dignified tcave, theh i

LGBTIAQ+ community is in need of more
allies. Being an ally to the community is a
journey of reflecting upon our own social
gendebr and
. do N ﬂ ? 0. ur{
sgxuegltg, un erstandlnge qwi manifests
. a apI | t 0 .Ol]J
in our every@ y lives and medica
practice, unlearning our biases and
prejudices, and listening to what the
community needs.

As an ally, you play an important role in
de-stigmatizing LGBTIAQ+ persons

| i st eni n guithint te puplie dhealthe ystem and

society at large. Taking small steps
including listening to the community,
taking responsibility for your own actions
and biases, committing to do better at all
times, go a long way in your allyship
journey. (25)
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Reflect on prejudices, stereotypes
and (unconscious) biases

For the LGBTIAQ+ community
navigating the healthcare system
becomes more complex owing to the

prejudices, stereotypes, and
unconscious biases of healthcare
providers. Unconscious  bias in

influencing a provider's understanding of
t he patient, can

disparities that have real consequences”
for the patient in their treatment and care.
(26) These prejudices and (unconscious)
biases could be towards various aspects
of the clients which include (and not
limited to) gender identity or expression,
HIV status, class, sexual practices,
marital status. Community members
delay, avoid, or hesitate to seek care due
t o t heir past or

experiences emer gi
biases.

Doctors do not provide quality
counselling to those community

members whose result is positive (HIV).
They shout at our community members,
so due to this attitude many community
members hesitate to go to the
gover nment
visit to the hospital as we will have a
mindset that they will not treat us well. -
Participant from Yadgiri

We live in a gendered world. Our
thoughts, ideas, beliefs have been
shaped by the overarching cis-
heteronormativity. It is imperative for us
to recognise and reflect upon the biases
and prejudices that we operate with to
ensure that marginalised communities

hospital é.

like LGBTIAQ+ persons are not
excluded. In an attempt to further this
introspection, we have created a set of
reflective questions, a provider can ask
themselves: (also refer to case scenarios
published by National LGBT Health
Education Centre) (27)

Conclusion

| e awle halveOprestrited thé dh&lénges End

violations that LGBTQIA+ individuals
face daily in the current healthcare
system that has institutionalised cis-
heteronormativity. But collectively we can
dismantle this to make health for all a
reality for the marginalised communities.
We call all the professionals to join this
journey. Health care and public health
practitioners must take the first step
ocbrifideritly &knowiRge dhatt theétee are

N g sdvdra® Buppbrt Sy¥tdmd QikeS OBOs,

community leaders, and activists to help
understand the community better and
walk this path with.

If you want to learn and understand more
about the community, you may contact
the authors or Sreekanth Kannan,
Executive director, Aneka Trust (email:
dhekatRse@gindileomy O ur

Questions for health care providers to
reflect on:

1. Did | behave differently than my
usual self when a trans* client
consulted me? If yes, what were
the differences? Why did | feel
different? Are these differences in
t he clientds i
them?
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2. Do | have beliefs/feelings about a
trans p e rheicen 6 cf
undergoing gender affirmative
procedures? What are the costs of

maintaining my current
perspective? (For me and for my
client)

3. Do | make assumptions about a
personb6s gender
how they express themselves
outwardly  (through  clothing,
mannerisms, etc)? What are they?

4. What are some assumptions |
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Migrating to the city: Escape
from assigned gender

A.Suneetha3?, Deepthi Sirla3s,
Kongari®4 and Tashi Choedup3®

Aruna

Hyderabad is a city where trans feminine
communities of hijras have had a space
and a place for a few hundred years with
their established havelis and ilakhas. The
cityos trans
themselves in terms of geographies -
sheherwala (old city) and the lashkarwala
(cantonment), the former with strong
claims to status and prestige, as they had
enjoyed royal patronage. Living as non-
citizens for decades in the overall cultural
context of declining patronage from
patrons, they have begun to articulate
their grievances in the language of rights
in recent years. Increased surveillance of
the state has led to the growth of activist
groups, which, breaking from the
60tradit i emgagémemt fwith the
State, began to protest the police
violence, seek protection under the
domestic violence laws, seek inclusion in
the welfare policies and work with other
democratic organisations in the city.

Our study on the experiences of the city
by the transgender persons who
migrated to Hyderabad (2020-2022),
located in this broader context, had its
immediate origin in the activism around
the trans communities during the

32 Independent Researcheworks on gender and
minority issues. Teaches gendsudies

33 3pcial worker, humamights & queer rights activist
Work on dalit womer® issues.

pandemic. Like other marginalised
populations they too were treated as if
they did not belong to the cities. Their
presence was stigmatised and their
livelihood suffered hugely due to the
prohibition on movement in the public
spaces. Extending our earlier study of
how single migrant women make space
for themselves, we studied how trans
gender people who migrate, experience
the city and make space for themselves.

c o mmu n {he physigal inteyviewscwere goaducted

by two Dalit research assistants, with
schedules drawn up after several
discussions in the project team and the
advisory committee, in collaboration with
Transequality Society, Society for
Transmen Action and Rights and other
gueer organizations.

In the interviews with around 40 trans
people (23 trans women, one trans non-
binary person and sixteen transmen) we
sought to understand how their natal
familyds treat ment
of their life as a trans person, how
migration to the city figured in their
trajectory, what city life means for them,
in what ways they are able to inhabit the
city and how the

private institutions make or not make
space for them. We spoke to whoever
was prepared to speak, some new and
some older migrants, some staying
amongst the o6kin
trans neighbourhoods, some in hostels
and some with marital families, at the

34 BSP politician an@lelanganaspokesperson

35 Queer right activist, FPMT Indiational
Coordinator, Telangana state TG welfare board
member.
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training centres or their own homes,
some in the playgrounds too.

A large percentage of trans people of the
study participants were from working
class/ oppressed caste backgrounds. 33
% are from scheduled caste, 27.3 % were
from backward class, 15% were
scheduled tribes, and 21% from
dominant castes. Nearly 47 percent
came from working class families,
another 35 from lower middle class, a tiny
percent from middle and upper middle
class. Also striking were the educational
levels. While 33% had zero years to high
school education, nearly 55% had high
school to post graduate education, with
11% at high school, intermediate, post
graduation and vocational training.

Transwomen largely had a
discriminatory, lonely, violent childhoods
in general except when they made
conscious effort to suppress their
feminine gender expression. Heckling,
discrimination and violence were the
major reason for dropping out of
education at every level. Once they
dropped out, they almost always left their
natal family home and the village/town
with a group of hijras. Migrating out was
their way of finding a way to live with their
gender. Urban spaces, especially the
cities provided a way out of the narrow,
restricted, oppressive life they led in the
natal family homes and towns. Cities
provided new livelihood opportunities
such as sex work and badhai work, new
communities such as hijra havelis and
networks such as modern organisations
of HIV networks where they learnt the

human rights vocabulary. Access to
(limited gender-affirming) medical care,
surgeries, hormone replacement therapy
treatments came with migration out of the
natal homes.

Transmen in our sample had an almost
decent and peaceful childhood till almost
they came to the age of 15 to 18 and their
troubles began once
0refused to marry a

acisswoman 6 . Visits to

the police stations, cases of kidnapping
and sexual violence are a regular part of
the trans
provided the escape route from the
assigned gender and life as a cis-woman,
but the networks available for transmen
are few and far between. Many trans men
have already been married as assigned
females and had children by the time they
begin to find language to articulate their
gender identity.

Transition figured
everyone was thinking about it, saving for
it, starting it, planning for it, or has
decided the type of transition they would
like to undergo. Once gender has been
asserted, gender-affirming medical care
is seen as a process that is welcome.
However, specialised care - both medical
and physical care, the right kind of
hospitals, care needed during hormonal
treatment, care after surgery - is not
readily available nor easily accessible
due to the costs, lack of knowledge
among most medical fraternity and the
inbuilt systemic transphobia. Certain
complications and difficulties that arise
out of the process also require
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specialised care which again is not
readily available.

Cities in the state of Telangana are sorely
underequipped in terms of providing
medical and health care to trans people.
While some provisions have been made
to provide HIV medications in the two or
three public hospitals for queer-trans
individuals living with HIV, trans people in
general face discrimination in reception
and care in the public health care system
and depend mostly on certain private
health care system where some trans
friendly doctors are available. In terms of
the specialised care related to gender-
affirming medical care, Hyderabad has
precisely one community managed clinic,
Mitr, for trans people which provides
Hormone Replacement Therapy, laser
treatment, the necessary hand holding
and counselling. But for any transition
related surgeries they have to go to other
cities including Bangalore, Delhi and
Mumbai, incurring costs ranging between
a lakh to five lakhs or more. It not only
shoots up the costs of even smaller
procedures, follow up also becomes
difficult. We came across instances
where trans women died due to botched
up surgeries done in distant cities and the
lack of follow up.

Medical care necessary for trans people
either before or after medical procedures
is unavailable in other hospitals in
Hyderabad or Telangana. In a very
recent development, a major public
hospital has been empanelled by the
government of Telangana for provision of
such services but the medical team is yet

to acquire the orientation and expertise to
offer such services. The
recommendations of the National
Medical Council to modify the
undergraduate medical syllabus to
include LGBTQIA + issues in August this
year as well as designating conversion
therapy as professional misconduct, are
important steps, if pursued diligently,
might begin to bring the necessary
awareness and education among the
medical community.

As of now, there are no separate wards
for trans people despite the High Court of
Telangana ruling that they be made
available, in response to a writ petition
during the Covid health crisis.
Transpeople who required
hospitalisation had to either share the
wards with cis-men or were kept in an
empty room without facilities in the Covid
hospitals. Many hesitated from stepping
out and stayed put at their homes in
sickness. It was their trans kin, families
and the community that took care of such
patients. Those who are on HIV related
ART medication and are undergoing
transition during vaccination had few
resources to understand the impact of
the vaccine on their bodies leading to
confusion and hesitation. Special
vaccination camps organised by the
community activists (some in
collaboration with government
authorities) proved useful amidst
uncertainty and fear, but they did not
reach everyone.

Covid crisis brought into stark light how
the healthcare system has been and
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continues to be unaccomodative of trans
people and their health needs and that it
is yet to begin to understand the health
care needs of gender affirmative medical
care that the trans people undertake,
leave alone their overall well-being. In
this overall context of indifference and
neglect, each trans person is left to take
the decision amidst uncertainty about
employment, responsibility of the families
and children, limited options for even
educated trans people who cannot pass
off as a cis-gender person, issues of
safety and security, discrimination in
renting, police harassment and a
community that is both a safe haven
whose members are equally beset with
similar problems.

Across the interviews what stood out was
the issue of shelter - as a space for new
migrants, whether one is running away
from violent natal families or been thrown
away by it; whether one needed a space
to recover or recoup during treatments or
surgeries, as a space that is needed
when one has no money but needs a safe
space to continue education; as a space
that offers safety for a few days before
one moves on to live o n oned
Shelter, which is open, freely accessible,
non-judicial, non-custodial, in the city is a
critical need for trans people which is
unlike any other marginalised
community. It is an ingredient of the
newly acquired citizenship that is yet to
find a strong political articulation.

Details of circulars issued by the
National Medical Commission

National Medical Commission
(Undergraduate  Medical Education
Board) No. U. 11029/49/2022-UGMEB
Dated 18th August, 2022,
Recommendation of Expert Committee
on issues related to LGBTOIA+ in
compliance to the order dated
18.02.2022 passed by the Hon'ble High
Court.

NATIONAL MEDICAL COMMISSION on
ETHICS & MEDICAL REGISTRATION
BOARD, issued on 25th August 2022,
Compliance of directions given in order
dated 08.07.2022 of Hon'ble High Court
of Madras regarding enlisting
"Conversion Therapy" as a professional
misconduct-reg.

own.
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Pride and prejudice:
LGBTQ+ communities and
teaching hospitals in India

-Mukul Bhowmick and Sangeeta
Rege3®

Medical and healthcare systems have
historically vilified persons belonging to
sexual and gender minorities,
pathologizing all identities which do not
conform to the cisgender-heterosexual
(cishet) 6nor mob.
strides were made in recognising
LGBTQ+ rights in India- reading down of
Section 377 by the Supreme Court in
2018, the Transgender Persons
(Protection of Rights) Act in 2019- the
medical discourse on such marginalised
identities was not heeded to with equal
vigour. The Indian healthcare and
medical education system still continues
denigrate sexual and gender minority
identity as a
ignoring how such an identity creates
vulnerabilities and impacts other health
conditions. Back in 1996, the American
Medical Association recommended that
greater educational efforts be directed
towards medical students and focus on
healthcare needs of LGBTQ+ people in
the United States. More than two
decades later in 2021, Justice N Anand
Venkatesh of the Madras High Court
instructed  the  National Medical
Commission (NMC) to rid medical

36 CEHAT

O6ri sk

textbooks off its homophobic and
transphobic content.”

Thakurta emphasised how medical
textbooks create biases and
presumptions about non-normative
gender and sexual identities in the minds
of doctors that are difficult to unlearn
despite continuous development in the
field of gender-sexuality and availability
of oOnew k*The lamgdageeds .
medical textbooks in this regard is also
problematic. Achuthan and Singh (2019)
found that the manner in which gender

Wh i lagd sexlityyare pogiohed in anedic¥l e

texts produces notions of normativity and
claims scientific objectivity in
medi calising
devi ant @endereidentinek in the
garb of value neutral knowledge.X! In
August 2022, an expert committee
recommended queer-inclusive changes
in the Forensic Medicine and Psychiatry
syllabi in a language focusing on
competencies as enshrined in the

fediged enedital fedudatiorH tudituliih D S,

introduced in 2019. Some examples of
the recommended competencies are
listed below:

FM 3.16: Describe and discuss
histories of gender and sexuality-
based identities and rights in India
PS 13.1: Demonstrate an
understanding of difference between
sex and gender, gender identity,
sexual identity and orientation, and
knowledge about basic tenets of
LGBTQ+ affirmative counselling
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PS 13.4: Demonstrate in a simulated
environment the ability to educate
and counsel individuals or family
members about intersex variations,
sexual orientations and identities

PS 13.6: Enumerate criteria to
diagnose gender dysphoria according
to the latest psychiatric classifications
(World Professional Association for
Transgender Health- WPATH
guidelines)

PS 13.7: Discuss situations where
there is a role for mental health
support in gender dysphoria like,
discussing with family, deciding on
hormonal treatments or gender
affirmative therapies

PS 13.8: Demonstrate knowledge
and ability to educate family members
that unnecessary medical
interventions on individuals with
intersex variations are unethical

As laudable as these recommendations
are, there is a need to critically examine
existing educational and clinical practices
in medical colleges to understand how
such transformative changes can be
operationalised in teaching hospitals.
Narrain and Chandran (2016) in their
book, dove deep into the phenomenon of
healthcare discrimination faced by sexual
and gender minorities through multiple
examples of violence and violations and
highlight the need for affirming support by
medical systems.XV Efforts to integrate
gender  perspectives in  medical
education by the Centre for Enquiry into
Health and Allied Themes (CEHAT)
since 2015, including developing

teaching modules relating to gender-
sexuality, training of trainers in this
subject, and expanding this knowledge
into clinical practice, gives unique
insights into the current state of the
medical establishment vis-a-vis LGBTQ+
communities.

Findings from our recently conducted
situational analysis of practices in
teaching  hospitals of  peripheral
Maharashtra revealed that there is little to
no interaction of medical educators with
LGBTQ+ individuals. Interviews with
psychiatrists highlight ~ problematic
protocols and attitudes in the rare
instances they are consulted for gender
certification by transgender individuals.
An overwhelming sense of diagnostic
authority, coupled with referrals made to
cities located hundreds of kilometres
away from the facility for psychological
evaluation undermine the supportive role
played by doctors in the process. One
doctor even said that they are not aware
of the standard guidelines to be followed
i n such
professional network of other
psychiatrists should they face this

Oprobl eméb. Thi s i s
testified by the many horrific experiences
shared  publicly by transgender

individuals across India on online fora
like transgenderindia(dot)com. Despite
the policy and clinical frameworks
outlined by Transgender Persons
(Protection of Rights) Rules of 2020,
NIMHANS Manual on Mental Healthcare
of Transgender Persons in India and
WPATH guidelines, there is a blatant lack
of awareness among doctors about
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these, which raises questions on their
training capabilities of future doctors.

Similarly, through our experience of
training educators, we know that, albeit
seldom, educators spare a thought about
intersex variations only when a child with
6ambiguous genital.i
doctors are not trained in the ethics
involved in managing these babies and
their families. Firstly, the rarity of such
6cases b6 p mtersex mlpes © bes
a spectacle, for students, interns and
other doctors in teaching hospitals, often
compromising their right to privacy,
confidentiality and dignity. Secondly,
there is an overwhelming urgency to
classify intersex babies into the gender
binary, which is disconcerting. Premature
medical assignment of sex to babies with
intersex variations are known to cause
many physical and psychosocial health
problems in the future, as documented by
psychol ogi st John
case at Johns Hopkins hospital®. Such
negligent attitudes and practices,
compounded by public policy failures like
necessitating submission of a gender-
binarized birth registration certificate to
the registrar within 30 days of birth, is
violative of intersex rights. Eliminating
such practices, effective training of
medical students in these matters and
advocating for intersectoral policy
changes is impossible without building
perspectives of educator-providers in
these issues.

Yet another concern which deserves
attention is the abysmal deficiencies in
doctorso6 soft skill

. protocol for enquir
aop i S {Jorﬂ.y

Mo

with LGBTQ+ individuals. It is pivotal that
doctors realise overlooking salient
aspects of communication with LGBTQ+
individuals, especially transgenders,
severely impacts an effective doctor-
patient relationship. Institutionalising a
g4 £1egred
pronouns, knowledge about
deadnaming, along with a non-
judgemental and empathetic attitude can
help allay fears of an individual belonging
to a community which suffered the brunt
of medical dogmatism. Efforts in this
direction are essential to put an end to
LGBTQ+ communitieso
for queer-friendly spaces to access basic
healthcare. Comprehensive
management also includes
acknowledging what medical institutions
cannot manage and preparing a list of
support groups and civil society
organisations who can offer assistance-

ri]i gl(arjngly %b%eﬂtnp/ra‘?ticc)eaw most

Edlcal
medical colleges.

As for the recommended competencies
themselves, it is crucial to underscore the
need to educate students on other health
needs of LGBTQ+ communities. This can
begin with emphasising on topics like
intersex variations (differences of sex

development) in anatomy and
physiology, community-based
approaches to LGBTQ+ health in

community medicine, unique sexual and
reproductive health issues of LGBTQ+ in
clinical specialties like gynaecology,
medicine and surgery and principles of
LGBTQ+ affirmative care in attitude-
ethics and coH1munication gAETCOM)
el at e. t o, 1 t.e[
owever, revising medical curricula ‘is
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just a small step in bringing change to a
6cul tureo of
operates within a largely cishet
framework. Institutionalised
discrimination in the context of sexual
and gender minorities ranges from overt
violence to lesser conspicuous violations
of their rights stemming from a failure to
recognize unique needs of LGBTQ+
communities. There must be a larger
impetus  in  crushing  biomedical
dominance in medical education,
addressing the asymmetrical power
dynamics in healthcare provision and
creating a medical education ecosystem
which trains students on the social
determinants of health. Only this can
ensure we produce doctors, who go on to
treat patients, run health programmes
and draft health policies in a manner that
is not only gender-responsive, but
gender-transformative.
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Through the lens: Glimpses
of the life of people doing
Manual Scavenging

M. Palani Kumar®’

My name is Palani Kumar. | am from a
village near Madurai and | have been

37 Independent Journalist

3 !!U!llﬂ!‘"ﬂ!"! 8

IS sansannssany’ el
pen ‘mfg | |
T ,mux Ry /A 1

annd

SAYING ? THERE
1S VO MANOAL
SCAvEVG VG
ONY., oW

L)L THERE
BE DEATHS?

documenting the manual scavengers in
my state. Manual scavenging is an
inhuman practice in which people from
marginalised communities are forced to
clean human excreta with their bare
hands and are forced to take part in many
other similarly inhuman practices. And
the core of this issue has always been the
caste system which is deeply engrained
in Indian societal norms. When a
redundant system such as caste exists,
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there would always be the avenue to look
at or treat fellow humans as lesser.

Many in urban India question the
existence of a rigid caste system today
while simultaneously turning away from
practices such as manual scavenging.
White extremism has been questioned
through various art forms through the
ages. | feel art is the perfect way to
confront such inequalities since they give
a sense of what the actual scenario is.
The scenario where humans are killed.

Manual scavenging has been banned in
India according to "The Prohibition of

Employment as Manual Scavengers and
their Rehabilitation Act, 2013". However,

guestions about t
integrity. There have been around 800+
deaths related to manual scavenging in
the reported 20 states from 1993-2019,
Tamilnadu tops the list with over 206
deaths in the same period. There have
also been 12 deaths reported in
Tamilnadu during the lockdown period.

Even with reservation system in place to
tackle the inequalities caused by the
caste system, the policy makers and
bureaucrats have mostly been those of
the higher caste. Making it easier to let
these inhuman activities to continue even
till day or go ahead unnoticed and
unquestioned. By documenting these
stories, | have been able to shed the
essential light on this dirty subject of
manual scavenging. | have been
focusing mainly on the death caused
during the work and
the household which is caught up in this
turmoil.

Manual scavenging is an agkl practice where

people from the lower castes are forced to
engage in inhumane practices such as cleaning
human excreta with their own hands to earn a
livelihood.l documented deaths related to
manual scavenging as wellthe children of the
deceased, who were also forced into manual
scavenging. Though manual scavenging has been
banned in India since 2013, thgovernment
itself activelyemploys people from thdower
castes as manuacavengersApart from this,
many fromurban Indiaguestion theexistence of

it is the government which actively
employs people from the lower castes
and forces them to work as manual

scavengers. With little or no opportunity
for other job, most are forced into it with
no means to survival. While it is the
responsibility of the government to
provide a healthy and dignified life to all
of its citizens, such practices raise a lot of

a rigid caste systemoday while conveniently
ignoring practicessuch asmanual scavenging,
and this isvhere | thinkart is important,since it
hasthe ability to showreality as it is.
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