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Background of the consultation

On 23rd and 24th October 2018, a group of civil society organizations had organised a consultation 
to deliberate upon the progress of Sustainable Development Goals using a feminist lens. 

This meeting was organised as part of the project, ‘Data Driven Advocacy for Gender Equality 
and SDGs,’ being implemented by SAHAJ (www.sahaj.org.in).  Through this project SAHAJ - in 
partnership with Equal Measure 2030 (www.equalmeasures2030.org) - worked on developing more 
encompassing, holistic and realistic state and national level plans to meet SDG targets and better 
implementation towards the selected targets in an effort to ‘Leave No one Behind’. In the pilot phase 
the project was implemented in six states, viz., Punjab, Madhya Pradesh, Gujarat, Assam, Bihar and 
Kerala. 

As part of this project, a national level meeting was organised on 23rd and 24th October to launch 
the EM2030 Gender Index and disseminate other key outputs of the project such as state level status 
reports for 6 states regarding select targets of Goal 3 and Goal 5 and country briefing paper depicting 
India’s status on SDGs with gender equality lens. This consultation   was aimed at deliberations for 
the possibility of forming a Feminist Watch group to monitor SDGs in India. 

The objectives of this 2-day consultation were as follows-

 1) To review the progress of various SDGs in India using a feminist lens

 2) Explore the possibility of creating a space like ‘Feminist Watch to Track SDGs’

Introduction

On 23rd October, the consultation began by a brief overview of project by Ms. Renu Khanna, from 
SAHAJ. She introduced the organization and its work. SAHAJ is a community-based organization 
that works with the urban poor and adolescents on issues of health and education. They have also 
been the secretariat for many campaigns and networks since the 1980s, including People’s Union 
for Civil Liberty (PUCL), Campaign against Child Labour, and Jan Swasthya Abhiyan Gujarat. She 
acknowledged the partner organizations, namely Jagori, CREA, The YP Foundation and Wada Na 
Todo Abhiyan for their integral role in organizing the two-day consultation. 

Day 1
23rd October 

2018
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Background of the project, ‘Data Driven Advocacy for Gender Equality and SDGs’

This project is a combination of research and advocacy around selected SDG targets. The project 
focused on selected targets under Sustainable Development Goals 3 (Ensure healthy lives and 
promote well-being for all at all ages) and 5(Achieve gender equality and empower all women and 
girls)  , which were-

 • Reducing maternal mortality (3.1)

 • Ensuring universal access to sexual and reproductive health (SRH) services (3.7) 

 • Eliminating Violence against Women (VAW) in public and private spheres (5.2) 

• Eliminating harmful practices such as child, early and forced marriage and female genital 
mutilation (5.3) 

 • Ensuring universal access to SRH rights (5.6)

This work was undertaken in six selected states of India, viz., Assam, Bihar, Gujarat, Kerala, Madhya 
Pradesh and Punjab. 

As part of the project, State Specific  Civil Society Reports, based on review of secondary data and 
analysis of data pertaining to current situation of states for selected indicators, were prepared. These 
reports formed the basis for state level policy dialogues and media campaigns.

Objectives of the Consultation 

While the SDGs are an improvement over the Millennium Development Goals (MDGs) a gender 
perspective has still not been incorporated in all the goals. The organizing committee felt a strong 
need for this and thus wanted to explore the possibilities of forming a Feminist monitoring group to 
oversee the functioning of the SDGs with some likeminded professionals and activists. The tagline for 
the SDGs is ‘Leave no one Behind’. While we need to define ‘no one’, we must recall that many of the 
marginalized groups do not even have an identity that can be represented in the SDGs framework. In 
that context, what happens to their issues of access, discrimination, recognition and socio-economic 
inequality remains uncertain. The SDGs have been formulated keeping the global/macro perspective 
in mind. But our work is focused at the community/micro level. It then becomes imperative to bridge 
the gap between the two, to be able to achieve the SDGs in a context-specific manner. 

Keeping all these points in mind, the objectives of the consultation were-

1)     Review the progress of various SDGs in India using a feminist lens and the principle of ‘Leave 
no one behind’

2)     Explore the possibility of creating a space like ‘Feminist Watch to Track SDGs’

SDGs is a political issue and the primary point of our questioning is the world of the data. Many 
questions arise out of this – where is the data coming from? Which data matters and why? How is the 
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data collected? How do you legitimize the voices from the ground? Where is the budget for this; will 
it be routed through the big corporate companies? If so, will it then compliment the SDG interests? 
These were discussed at length across the sessions. 

While the SDGs are an improvement over the Millennium Development Goals (MDGs) a gender 
perspective has still not been incorporated in all the goals. The focus of this consultation was on 
SDGs 3 (Health) and SDG 5 (Gender) to see how the principle of gender justice is incorporated in 
these two. 

Keeping the above in mind, the question arises for whether or not we need a Feminist Watchdog to 
oversee the functioning of the SDGs. 

The tagline for the SDGs is ‘Leave no one Behind’. While we need to define this ‘no one’, we must 
recall that many of them do not have even an identity that can be represented in the SDGs. In that 
context, what happens to their issues of access, discrimination, recognition and socio-economic 
inequality? 

What will then be the indicators to assess the change within the category of ‘leave no one behind’?

The Participants

The consultation was attended by 75 participants from over 27 organisations and networks from across 
India. Apart from representatives of non-governmental organisations and civil society coalitions and 
networks, this included academics, researchers, members of community-based organisations, and 
independent activists. They brought with them expertise in different dimensions of health and gender, 
including SRHR, young people’s rights, sex work, disability, economics, education, diversity within 
marginalization, identity politics, child marriage, safe cities etc. Many participants represented more 
than one constituency and had expertise in more than one area. 

—  • • —
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Session One

Overview of the SDG Process:  
Globally and in India 
The speakers for this session were Sai Racherla from ARROW and Jasmine George from RESURJ. 
The session was chaired by Suneeta Dhar from Jagori. 

Introduction

Suneeta Dhar is a development professional working on gender equality and women’s rights.  She 
focuses on issues of ending violence against women and building safer cities for women and girls. 
She gave an overview of the SDG process from a historical perspective. The International Conference 
on Population and Development (ICPD) was the turning point for the work because it was here that 
women from the grassroots got involved in the decision-making process politically. Among the twelve 
concerns in 1995 were poverty, education, health, violence and girl child. Issues around disability, 
gender identity and sexuality were resisted even by the women’s groups back then. In terms of 
categories of focus, rural women and young people were excluded as well. She reminded that no 
one country has reached equality; which was the commitment made in Beijing. She cited the lack 
of implementation and the role of the government in this as the biggest obstacle in the efforts of 
achieving these goals. 

She further elucidated on the difference between the MDGs and the SDGs; while the former were 
developed during the post-cold war, the development agenda focused only on the developing 
countries. Hence, they were not universal in both its making and approach. The SDGs however 
are universal because they were formed in the context and acknowledgment of the fact that no one 
country had achieved equality. 

She then narrowed down the conversation to the critical issues of women at a global level. She 
remarked that there are varied forms of discrimination against women. For example, while there is 
the ‘Me Too’ movement that has seen women raise their voice and name their perpetrators, there is 
also the Sabrimala Temple issue that despite a Supreme Court order does not allow women to enter 
the temple. Access and control over assets continue to be an issue for women across borders. The 
institutional reforms as were envisaged in the Justice Verma Committee Report have still not been 

1
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implemented. This lack of institutional infrastructure further impedes women’s participating in the 
workforce. Lastly, but most important, there is not sufficient funding for women’s issues. For example, 
India needs 89 lakh crores to implement the gender equality goals but the gap currently is 69 lakh 
crores. 

The SDG Process and the Role of the Civil Society 

Sai Racherla works on issues of maternal health and rights, gender, and sexual and reproductive 
health and rights (SRHR).  Her presentation introduced the process behind the development of the 
SDGs in an in-depth manner. The four key areas for her presentation included; a historical account 
of the formulation of the SDGs, SDGs as a framework for upholding gender equality and Sexual and 
Reproductive Health and Rights (SRHR), the key global and regional follow up and review mechanisms 
involved in this and the regional overview of the progress, gaps and challenges. 

The work began in 2012 at Rio, of which the ‘Future We Want’ document is an outcome. This was 
built on the MDGs and sowed the seeds for the SDGs. In 2013, the General Assembly set up a 
30-member Open Working Group to develop a proposal on the SDG where ARROW was involved as 
well. A strong global south agenda hence emerged. The civil society back then had an international 
presence and so together with the member states they could define the agenda. In 2015, the inter-
government negotiation started working on how to implement this agenda, its goals, targets and 
indicators at the global level. This meeting took place in New York and ARROW was a part of this 
meeting. In September 2015, the 2030 transformative agenda was released. 

2015 a landmark year for multilateralism and international policy shaping, with the adoption of 
several major agreements: Addis Ababa Action Agenda on Financing for Development (July 
2015), the 2030 Agenda for Sustainable Development with its 17 SDGs was adopted at the UN 
Sustainable Development Summit in New York in September 2015, the Paris Agreement on Climate 
Change (December 2015), and the United Nations Sustainable Development Summit 2015 (25th to 
27th September) the outcome document announced 17 Sustainable Development Goals with 169 
associated targets which are integrated and indivisible in nature. The world leaders pledged common 
action across such a broad and universal policy agenda. The contribution of the women’s group who 
worked through the modality of the women major group, needs to be acknowledged here.

With the above-mentioned efforts, the 2030 Agenda for Sustainable Development was born. The two 
primary aims of this were that first, its preamble seeks to realise the human rights of all and to achieve 
gender equality and the empowerment of all women and girls. Second, it reiterates that all forms of 
discrimination and violence against women and girls will be eliminated.

The SDGs present a framework to uphold and realize gender equality and universal access to sexual 
and reproductive health rights. It’s important to see how the target of Universal Health Coverage 
(UHC) (3.8) can potentially be a vehicle to implement SRHR. For this, UHC needs to be delivered in 
a comprehensive manner including the entire range of SRH information and services that must be 
universally available to all, and at affordable or no costs. This goes beyond the current quick win 
solutions of insurance coverage. A comprehensive UHC framework can achieve positive outcomes 
for universal access to SRHR by ensuring that the SRH services are – available (irrespective of 
sensitivities, for example, contraception and safe abortion for all, budget allocation for SRH services), 
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accessible (physical and financial access for all on the basis of non-discrimination), acceptable 
(complies with the medical ethics, is gender sensitive, youth friendly, respectful, confidential, and 
served without any stigma and discrimination), and quality ensured. This therefore requires increased 
public health investments.

The SDG Goals 3 and 5 were formed keeping in mind the human rights framework and elimination of 
all forms of discrimination and violence against women including child marriage and ending genital 
mutilation. The group meets twice a year to rethink the indicators. The indicators must measure the 
fullest range of all targets. But the question, especially for community-based organizations arises 
about how these can be implemented at regional level. Since these documents/contracts is an inter-
government signed and agreed upon process, our government is accountable to achieving these 
targets. However, within this contract, UHC as a target to achieve is missing. This must be included 
to achieve the SRHR targets. 

For the follow up and review mechanisms a high-level political forum was established at global and 
regional levels. At the regional level there is Asia Pacific Forum on Sustainable Development (APFSD), 
which is an annual follow up and review platform for inter- governmental processes. This is preceded by 
youth forums and CSO forums, where the civil society present their take on the agenda of sustainable 
development. These groups meet annually. Here, countries present their voluntary national reports. 
This is a UN process and hence these reports serve as a measure to seek accountability from the 
countries. However, even in these reports, the governments, especially that of India, does not focus 
on gender and SRHR goals. The civil society can present their reports as well at this stage both at the 
regional and international level. In 2019 the next meeting will take place to review goals 4 (education) 
and 10 (inequality). These two goals are important in achieving the implementation goals 3 and 5. 
She reiterated that this is an opportunity for the civil society to engage with this process and seek 
accountability from the government. 

She then presented an overview of how the region is faring thus far on the SRHR goals, targets and 
indicators. Gender equality is one of the most fundamental challenges confronting the region. The 
reasons for this range from the fact that education advances are not yet translating to more equal and 
just societies for half of the region’s population, there are unacceptable levels of domestic violence, 
sexual and gender-based violence, and there is disproportionately large numbers of women engaged 
in vulnerable work. The region is facing increasingly complex health challenges with respect to SRHR. 
In 2015, the number of maternal deaths per 100,000 live births was 117, which is definitely lower than 
previous years. Increases have been observed in the percentage of live births attended by a skilled 
health professional in Asia and the Pacific, from 57 per cent in 1990 to 75 per cent in 2014. Access 
to choice of contraceptive methods is still limited in the region; 65 per cent of 15–24 year old females 
in South and South-East Asia do not use any method of contraception. Unsafe abortion is estimated 
to cause 14% of all maternal deaths in South East Asia and 13% of all maternal deaths in South Asia.

She concluded by suggesting that the framework of SDGs does provide a good starting point and 
opportunity to work on gender equality and universal access to SRHR at the country, regional and 
global levels. To begin from here, the collective action of NGOs and allies at the national level including 
working on civil society alternative VNRs to hold governments accountable will be key to achieving 
gender equality and SRHR goals. Lastly, the need for the civil society to participate in the cyclical 
process of review at the national, regional and global levels, was echoed. 
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The Intersection Between Technology and SDGs

Jasmine George is a lawyer, and a sexual and reproductive health advocate from India. She has 
founded Hidden Pockets, a community interest start-up working on access to sexual and reproductive 
health in cities, who is also part of RESURJ, introduced the network and its relevance in today’s time, 
especially with respect to the need for having a Feminist Watchdog to oversee the SDG process. 
RESURJ is a collective of 14 young (up to 40 years of age) feminists across 18 countries that was 
formed with the key objective of keeping a watch on the UN process. Jasmine represents India 
at this international network. The collective believes that there must be a Feminist Watchdog to 
oversee the SDG process. She highlighted the fact that there are only 12 years remaining to achieve 
these goals with the constraints of the budget and resources in the current times. Since their work is 
intersectional, they focus on how the SDGs 3 and 5 are interlinked. For example, their work on sexual 
and reproductive justice in health, also focuses on the impact of ecology and economics on sexual 
health. RESURJ was present at the last annual meet and the questions of representation of young 
people’s voices and the complexity of the language of data, that they seek answers to reflect the 
objectives of the network as well. 

Their observations regarding SDGs 3 and 5 were as follows:

• Gender mainstreaming is still being debated. Usage of the term ‘gender’ in the mainstream 
space needs to be seen sceptically. For example, Adidas with its campaign titled ‘Gender 
Champions’ will teach us feminists about gender. 

• Gender budgeting is abysmal. With the ‘Me Too’ movement, the gap in lack of budgeting and 
resources for the Internal Complaints Committee (ICC) under the Vishakha Guidelines has 
emerged. 

• The government continues to pass its responsibility to the public-private sector. 

• Dialogue between the government and the civil society is mis matched. The issue of how 
the data is represented, understood and collected is critical here. In continuation of this, the 
question of whether the use of the data can be profitable both to the big companies and to 
the regional communities, needs to be looked into. In the current context, where the UN is 
becoming data driven, are we ready to understand the technological aspect of data collection? 
What could be the possible privacy issues in this process of data collection?
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Discussion and Closing Remarks

Suneeta Dhar added the importance of locating the SDG process in the women’s movement.  
A ‘Me Too’ movement would not have happened if the older feminists had not fought with 
Bhanvari Devi that culminated in the formation of the Vishakha Guidelines. With this example, 
she also highlighted the two-fold approach to learning and communicating that must be 
across generations in order to bridge the gap between the global-regional levels that were 
emphasized previously. 

Sai, in her concluding remarks expanded on the process behind formulating the indicators. The 
indicators have been based on statistics after a thorough process of working with an agency 
to specifically work with the UN statistics data. A set of 242 indicators has been finalized for 
the goals. Indicators are divided in to tier 1 (data has been collected), tier 2 (methodology is 
available but not the data) and tier 3 (neither the methodology nor the data is present). The 
effort now is to standardize these processes of data collection. Suneeta added that in India we 
still don’t have the data for tier 1 indicators. 

Jasmine spoke about the creation of space and the language to communicate with the private 
sector since there is immense focus on the term ‘development’ in the SDGs and the money 
that is routed through the private sector to meet these goals. 

Suneeta summarized the need for incorporating gender justice and the issues regarding the 
usage of data. Gender justice component is restricted under the ‘voluntary’ category and is not 
standardized in the private sector. The current context is that of numbers, even under the Niti 
Ayog. For example, the various benefit scheme for gas in households focus on the number of 
women as target but not on changing the gender relationship in society. 

—  • • —
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Session Two 

SDG Gender Index
There were two paper presentations, one by Dr. Nilangi Sardeshpande from SAHAJ and the other 
by Dr. Nabaneeta Rudra from Plan India. The discussants in the panel comprised of Dr. Shireen 
Jejeebhoy from AKSHA Centre for Equity and Wellbeing and Prof. William Joe from the Institute of 
Economic Growth. The session was chaired by Vanita Nayak Mukherjee from DAWN. 

Introduction 

Vanita Mukherjee have 35 years of experience in the development sector and expertise in women’s 
rights and gender equality issues, she has a range of skills related to issues of women’s Sexual and 
Reproductive Health and Rights, economic inclusion and water and sanitation, among others. She 
opened the session by posing four challenges to the SDG gender index and setting the context of 
this session. 

1. Do these targets allow inclusion of the marginalized women? 

2. What is the access of this population to services?

3. How do the targets interact with each other?

4. Where is the qualitative aspect of these issues; the stories beyond the numbers?

SDG Gender Index as developed by EM 2030

Dr. Nilangi is the project anchor for the current project. She is also CommonHealth Steering Committee 
member. She began by establishing the objective behind preparing the state reports and linked it the 
consultation by proposing the need for inputs on the index thus developed. In the contemporary 
context where the development discourse is focused on ‘numbers’ in the data, it is the responsibility 
of the community-based organizations to counter the picture presented by the government with the 
numbers of the work done at the grassroot level.  

2
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She then addressed the need for measuring gender equality in the SDG Framework and the challenges 
in achieving this. In less than one quarter of the 232 indicators used by the UN to measure progress 
towards the SDGs refer explicitly to girls or women or specify disaggregation by sex. Out of the 53 
indicators that relate specifically to gender, only 15 are generally available and well-defined enough 
to measure. The challenges include insufficient data disaggregation (including by sex, wealth and 
location), lack of prioritization of data collection on issues that affect girls and women, for example 
there is the household survey data but not the distribution of resources within these households, and 
lastly there is no reference being made to the existing data that further creates the impression that 
there is a lot being done about women issues. 

The process of developing the SDG Gender Index included needs assessment surveys that was 
done with more than 100 policymakers in 2017, followed by a survey with more than 600 gender 
equality advocates from 48 countries in 2018, consultations with gender advocates, incorporating 
inputs from a Technical Reference Group and being a part of the 62nd Session of the Commission on 
the Status of Women (CSW) in March 2018. With this, the EM 2030 SDG Gender Index was launched 
during the UN General Assembly on 19thSeptember 2018. 

Six countries – India, Indonesia, Kenya, Senegal, El Salvador and Colombia – were selected for this 
pilot study. The reasons for selecting these six countries, ranged from the fact that these combined 
represent 22% of the world’s population of girls and women and yet score worst on gender equality, 
they represent a range of geographic coverage, size, population and income levels and also provide a 
safe space for the civil society to participate. SAHAJ is the India partner for this with EM 2030. For this 
SDG Gender Index, 43 indicators across 12 goals have been selected. Goals 9 (Industry, Innovation 
and Infrastructure) 11 (Sustainable Cities and Communities), 12 (Responsible Consumption and 
Production), 14 (Life Below Water) and 15 (Life on Land) had to be dropped because of the lack of 
availability of data and a low standing in terms of priority at the present stage. 

The criteria for selecting the indicators included the theoretical coherence of whether it captures the 
gender dimension or not, the availability of data collected over the past five years, communicability 
and transparency, its relevance to policy, its transformational potential, its universal applicability, and 
the potential for innovation in it. Below are the indicators for the respective SDGs that were considered 
while doing the comparative analysis between these six countries. 

Indicators for SDG 3 are: 

• Maternal mortality ratio (per 100,000 live births)

• Adolescent birth rate (births per 1,000 women aged 15-19)

• Proportion of women married or in a union of reproductive age (aged 15-49 years) who have 
had their need for family planning satisfied with modern methods

• Incidence of HIV per 1,000 uninfected women of reproductive age (aged 15-49 years)

• Abortion falls under both the gender and SRHR index. 
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Indicators for SDG 5 are:

• Proportion of women aged 20-24 years who were married or in a union before age 18

• Percentage of women who agree that a husband/partner is justified in beating his wife/partner 
under certain circumstances

• The extent to which there are legal grounds for abortion 

• Proportion of seats held by women in national parliaments

• The extent to which women are represented in senior levels of government (score based on five 
positions: Head of Government, Defence Minister, Finance Minister, Foreign Minister, President 
of Assembly)

Indicators for SDG 10

• Palma inequality ratio (the share of income of the richest 10% of the population divided by the 
share of income of the poorest 40%)

• Expert perceptions of women’s political power

• The extent to which the national constitution addresses gender equality

The issues that are still missing from these indicators are – Intra-household income and resource 
allocation, inequality in essential health coverage, mental health and suicide (girls and women), 
age at first pregnancy, Comprehensive Sexuality Education, women making their own informed 
decisions regarding sexual relations, contraceptive use and reproductive health care, prevalence 
of violence against girls and women (especially intimate partner violence), assessment of CEDAW 
implementation, and the extent of laws that discriminate against women. Dr. Nilangi cautioned and 
highlighted yet another issue in data collection. The data for SRHR for India was taken from a UN 
report which is three years old. This was done because they needed parity in data collection which 
needed to be for the same year across countries. Thus, the new data for maternal mortality, for 
example, that shows improvement and is recent, cannot be used. Despite of having good indicators 
when there is no data like in tier 1 and tier 2, it becomes difficult to support it. She put forth a question 
to exemplify this; while numerically the number of women with gas cylinders is almost achieved, one 
needs to focus on the changes that this statistic translates into at the ground level. 

The result of this study highlights the areas where India scores the best and worst among the six 
countries. India scored the highest score on the legal grounds for abortion, for women represented in 
senior positions in the government in 2018, a strong commitment to gender budgeting, and second 
highest social expenditure in terms of a percentage of GDP in 2016. However, India scored poorly 
on gender equality with the lowest percentage of women in its national parliament in 2018 at just 
12 percent, second highest percentage of child, early and forced marriage before the age of 18 in 
2015/16 and the high percentage of women (45 per cent in 2015/16) who reported believing that a 
husband is justified in hitting his wife. While reading the results of the study, one must keep in mind 
that these scores are relative. Thus, when a particular country is green, it doesn’t mean it’s achieved 
its targets but that it is doing best amongst the six countries. 
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The Role of Plan India in Tracking the Impact of the SDG Indicators

Dr. Nabaneeta Rudra, Sr. Technical Advisor with Plan International (India Chapter), is a doctorate 
in Forest Pathology with two decades of experience of working in the development sector. Her 
presentation focused on the role an organization, in this case, Plan India, can play in the monitoring 
and evaluation of SDG.  There are four projects that Plan India is currently monitoring:

Gender and Education

• Very high targets and thus difficult to achieve 

• Six programs exist under the campaign ‘Because I am a girl’ 

• Schools are supposed to exist at every 1 km according to the RTE. But in reality, there are no 
schools, no teachers, lack of infrastructure – all these reasons contribute out of girls. 

• Girls are advised to take Arts and not Science, and thus there are no female teachers to teach 
Science. 

The indicators for ‘Nutrition’ include safety and protection, health, survival, literacy and poverty, 
WASH and environment and sanitation. The indicators under ‘Well Being’ include pregnancy, birth 
and infancy. 

Each of these indicators are tracked by the government and Plan India tracks them simultaneously 
as well with the objective to counter the government data. There are interlinkages between each 
of the three components; hence the use of an integrated approach in data collection so that these 
indicators can produce a complete data set. In its pilot project, Plan India works closely with the Niti 
Ayog to include all these indicators; exemplifying the need to work with the government. 

Data and its Many Facets 

Shireen Jejeebhoy is a demographer and social scientist. She currently works independently 
on research and evaluation in the areas of young people’s health and development, women’s 
empowerment and gender-based violence, and sexual and reproductive health. She opened the 
discussion with the pertinent question regarding data and its usage. While there is benefit in numbers 
for the information it can give us, there is also a strong need for developing an index. The advantage 
is that it creates an important bench mark that is comparable over space and time and is hence useful 
to measure a sector. The disadvantage is that we cannot find the ‘why’ of answers; for example, how 
the marginalized are doing in the numbers that are presented in the data. 

The discrepancy in the data at the national and regional level is because of the issue of 
representativeness which is selective. Therefore, what the data shows is considered acceptable 
even by demographers because it provides an overall picture of the situation. The debate between 
quantitative and qualitative data emerged at the consultation too. Supplementing the qualitative data 
with quantitative data or trying to convert or combine the qualitative data with the quantitative data 
will result in losing the richness qualitative data provides. Thus, it cannot be replaced by or merged 
with quantitative data. Converting semi-qualitative data into quantitative data needs to be done with 
caution. In terms of issues of monitoring the data, she emphasised the discrepancy between internal 
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and external review of programs and thus its achievement. For example, NCRB; the program data 
always looks more promising than what an external or even an internal review of the same data/
program shows. 

William Joe is Assistant Professor at the Population Research Centre, Institute of Economic Growth, 
Delhi. His research has focused on measurement of health inequalities and his work has appeared 
in national and international journals including Economic and Political Weekly, Social Science & 
Medicine and Health Policy & Planning. He added that, “you don’t count until you are not counted”.  
The two studies give a pictorial representation of the data; which the government responds well to. 
But within the data collection process a comparability dimension needs to be added. The approach 
used now is sensitive to data as numbers can shift. It’s important to include indicators that give a 
more accurate representation of reality. For example, there are women in the parliament, but do they 
have the decision-making power? Who holds the key decision-making positions in organizations or 
the parliament? There is data on this, but it needs to be looked at. He suggested that organizations 
could tie up with particular ministries for each SDG. For example, Niti Ayog is currently undertaking 
the gigantic exercise of ranking the districts according to the aspirational districts project; the CBOs 
need to sell their data accordingly. He emphasised the role of social media here which could be used 
to talk about the SDG goals and the data collected on these. 

Talking about the relevance of viewing the SDGs in an intersectional approach, William noted that 
gender is still viewed in an instrumentalist perspective by the government and not as an intrinsic 
element as the CBOs do. Gender is a cross-cutting theme because all the SDGs can be a part of 
the sustainable goals on gender. For example, women’s participation in employment and research in 
science can be merged with SDG 9. Health can be looked at through the infrastructure SDG too to 
see access of services to the marginalized. Or SDG 11 (ownership) can be used to see how women 
are scoring in ownership of property. Sufficient public spaces for women to walk can be related to 
SDG on health and safety for women. SDG 14 and 15 on life on water and land can be co-related to 
environment to see the dependency of women on these natural resources. Thus, a more in-depth 
deliberation on each index is required. 

With respect to the two presentations, Shireen’s suggestions were that the NFHS, NSS and SRS, 
its indicators and their impact were not covered. Very little has been done on SDG 4 (education); 
studying this may help in determining the other SDG goals, for example, access to education for all is 
an important indicator for gender as well. SDG 3.7 needs more focus. With reference to the pilot SDG 
gender index presented by Dr. Nilangi, she mentioned that the way these scores are made, rather 
than comparing it with the six least scoring countries, why not use the larger target which we are 
committed to achieving by 2030? These five countries cannot be our parameter of change; this needs 
to be modified. William agreed and mentioned that as a pilot study to compare the six countries that 
all score poorly, is okay as a first step. But for advocacy purposes it is insufficient. 

Regarding SDG 5 on forced marriage, there is state level data on how women meet their spouses 
on the first night of the wedding day; this itself is powerful data that needs to be looked at. We must 
include the unmet needs of adolescents’ contraception, keeping in mind that some adolescents don’t 
want to use contraception. Lastly, she raised the critical concern of the similarity in the weightage 
given to these goals when among the 12 SDGs some have 3 indicators while others have 6. William 
concluded with the need for more beneficial investment of money and the role these indices could 
play in creating those opportunities. 
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Discussion and Closing Remarks

While collecting data and formulating the indicators, the need is to look at the trends and 
inequities across caste/class need to be captured to create a holistic picture. The data needs 
to be used to predict patterns across issues as well, for example, the index on poverty where 
land for household and agriculture is decreasing can be used to predict the future for food 
security as well. The indicators need to be more specific to examine the core/critical indicators 
for each, for example under gender, is it dowry, violence etc? 

Vanita concluded by stating that is only the government that can undertake comparison 
between the huge data produced across countries. It is beyond the capacity of the civil society 
to conduct such a study. What the Civil society must contribute to is the nuances of this data, 
the stories. These are however, missing. 

—  • • —
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Session Three 

Panel Discussion on Budgets for SDGs 

The panel comprised of Ravi Duggal (Independent Researcher and Consultant), Paul Diwakar 
(NCDHR) and Dr. HK Amarnath (NIPFP). The chairperson for this session was Dr. Praveen Jha 
(Professor JNU).

The Interconnection Between Media, Research and Politics on the Myths and Realities of Public 
Finance

Dr. Amarnath is the Associate Professor and Head Public Finance Information System at National 
Institute of Public Finance and Policy. He has over 22 years of experience in the field of socio-economic 
development, focusing on Public Policy, Policy Formulation, Fiscal Federalism, Human Development 
and Service Delivery at the local body level, both urban and rural. His presentation focused on the 
financial aspect of the SDGs. He began the talk by stating that India has the resources but doesn’t 
know how to plan or have the monitoring mechanisms in place. One of the primary myths about state 
funding is that the centre is giving more funds to the states so that the states can prioritize where they 
spend. In reality though, it is far more complicated. He expanded on this further during his session. 

Currently, there are 260 schemes that have all been clubbed under 29 names. When money 
is sponsored by the centre it comes with certain conditions. When money is spent more on one 
department it automatically results in reduction in allocation of another department. Previously, under 
the Planning Commission, each state could have its separate planning. With Niti Ayog this has been 
dissolved. With money that is sponsored by the centre big schemes like NREGA, NRHM, SSA were 
introduced. When these schemes were withdrawn, the positions that were created under these remain 
vacant. 

We are increasing in one portion but decreasing in others. The utilization levels have become really 
low. 

With the GST, the states lost their autonomy to levy their tax, making taxation homogenous across. But 
because there was no preparation in its implementation, there has been no increase in the revenue 
collection. Therefore, the net gain/income of states decreased. Where is the case for the states to 
prioritize their own money?

3
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There has also been a reduction in allocation and expenditure in the social sector expenditure. The 
major departments that have suffered are education and health-nutrition. For example, allocation for 
health and nutrition has decreased by 28% in West Bengal and by 22% in Bihar. It is worse where 
states are dependent on schemes that are sponsored by the centre, for example, housing or Awas 
Yojna. The instalments under the state allocation of money are subjected to certain conditions like 
utilization, expenditure sheets of previous year and other paper work. States don’t have their paper 
work in place. Because the states are unable to produce these documents there is delay in the 
instalment of payment. 

The issue is thus of both, budget and allocation. The per child expenditure per year under the mid-
day meal scheme is only Rs. 600-800. Out of this 400 goes in transportation cost. Thus, nutrition for 
children suffers. The expenditure budget for ICPS has been reduced by 400 crores to 60 crores. To 
add to this, what is spent is not done so justifiably. We need to identify the areas where money is 
not spent justifiably and spend it on areas that need it. For example, the latest decision to have one 
trauma centre every 100 kms on highways without having sufficient number of doctors is a waste of 
money.

Gender, Equity and Budgets

Ravi Duggal has worked for over 3 decades on public health issues including health policy, health 
systems, health financing, reproductive health, budgets, governance and accountability issues. 
Taking from the previous session, Ravi added that the priorities in the allocation of resources are 
wrong. In most of our services we have a firefighting approach. The difference between a Kendriya 
Vidyalaya and a government school is in the allocation of money – while a KV spends 35-40 thousand 
on one child per year, a government school spends only 12 thousand on one child per year. 

The equity framework must address – poverty and Deprivation, livelihood and employment, social 
security and welfare, health, education, housing and pensions, role of the state and state obligations, 
mandates of the Constitution and International Covenants, should be towards Rights-based equity 
and covers universal access and mandated resources.

But when we look at statistics, India spends only 15% on social security in the workforce. There is 
global benchmark on the allocation for health and education – WHO stipulates 5% of GDP on health 
and UNESCO says 7% of GDP on education. Further in violation of these universal norms, in India, 
there is high disparity in the services between rural-urban contexts as well. Mumbai spent 30% on 
health care until the early 90s and now it has come down to a mere 9%. Sharper inequalities are 
present in the Dalit communities and within the Dalit community there will be gender inequalities. In 
healthcare, lack of medicines, infrastructure and services will further deter people from coming. For 
example, the rule is that each PHC must have 1-woman doctor, this is of course unmet. 

Budgets are at core of equity with respect to gender, caste, class and all forms of social geography. 
Where service delivery is involved, like health, nutrition, education, budget adequacy becomes 
even more critical. If SDGs have to be realised, then budgets need to be allocated as per known 
benchmarks. But the most critical aspect here is political will and executive commitment. 
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This brings us to identify the key system deficits. These pan across – deficit of demand-based 
planning, deficit of Investment – HR, infrastructure etc, deficit of governance/implementation, deficit 
of benchmarking and standards, deficit of accountability and legislative oversight, deficit of political 
will & Executive commitment and deficits that are driven by markets or deficit of public goods.

He gave a few examples to establish the above point on finance deficit. It should be the PHC under 
NRHM to decide how much money they need. But there is no meeting to discuss and decide on 
this. Each year there is an increase of 10% in the budget randomly. While demand-based planning is 
a mandate under the Panchayat, it doesn’t happen. Brazil has a better GDP tax ratio therefore they 
have a better social security system. In Maharashtra, people put forth their demands for services in 
the PHC and because of public pressure, the district collector was pushed to meet their demands 
and that resulted in an increased footfall in the PHCs. Auditors do a good job of finding gaps, but the 
legislators don’t hold the executive responsible. Privatization has further reduced supply; if we don’t 
look at education and health as welfare for all, a right or public good, then privatization will further 
deteriorate services. 

Reviewing the healthcare system from a gender perspective he highlighted the key concerns. 
Healthcare for women is not only RCH and related components as women also suffer from TB, 
malaria, heart disease, disabilities, accidents, diarrhea. Men also suffer from reproductive health, 
sexual health which are almost always forgotten. Need to view health services, outcomes and health 
budgets in a gender equity perspective, where criticality of the rural-urban disparities, persistence of 
sharp class and social group differentials need to be analyzed. This requires financing issues like the 
tax and GDP ratio, allocation of adequate resources for public health, and conducting a gender audit 
and gender budgeting.

He concluded by summarizing and reiterating that budget allocations for health and healthcare need 
to be viewed and analyzed with the gendered perspective discussed above, the benefits of this would 
be equity in access to healthcare services for women and men as most appropriately needed, this 
can only happen effectively when health is recognized as a public good and implemented within the 
framework of universal access and that policies must be looked at from a gender, caste and class 
perspective. 

SDGs and the Dalits and Adivasis

Mr. Paul Divakar is a Dalit Activist. At present, he is the General Secretary of National Campaign for 
Dalit Human Rights (NCDHR) based in New Delhi. He began by asking a very relevant question, 
exploring a dilemma: whether the SDGs are a façade/ a watered down version of benchmarks in the 
Geneva Convention on say, rights? Or is it a window to channelize the commitments the government 
has made?

He cited the example of Andhra Pradesh. There are 227 indicators to assess the development of the 
SC community. But the government does not accept third party data. The government has data on 
40 lakh SC families in Andhra. The non-incorporation of this data negates the identities and welfare 
of these marginalized population. So sub-caste data is not included as indicators. The government 
is not using the census data either which is an active process of initialization of the marginalized. At 
the same time, the right words are being said by the government like, ‘leave no one behind’. This 
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indicates that the marginalized need to be included. But in reality, this is not happening. It is thus 
important to cut through this language. 

The fund allocation should be in proportion to the population. Allocation itself is a quarter of what it 
should be. Niti Ayog has put the responsibility of SC and ST on Ministry of Tribal Affairs. They have 
cited resource crunch and passed on the responsibility back to Niti Ayog. So, one doesn’t know 
who is responsible for SC and ST. There is a hotchpotch of figures. For example, the SC/ST funds 
are used to build the Jawaharlal Stadium by the Delhi government or building of highways in the 
name of development of SC/ST. How is one going to convince anyone that SC/ST are also part of 
humanity and that the money is being robbed from them, in their name but not for them?  2.53% of 
the SC/ST budget is spent on women but only 0.53% budget of general women’s budget is spent on 
SC/ST women. Each scheme should have an accountability mechanism and a grievance redressal 
mechanism. 

Therefore, to ensure SDG is a real success with the people, it should:

• Ensure Accountability of the SDG based programmes and policies and its effective and efficient 
implementation directed towards the people’s development

• Ensure Transparency of the SDG implementation, especially in-service delivery and disaggregate 
data collection with enabling mechanisms like right to information (RTI)

• People’s Participation is key for the true inclusive and holistic development, thus from translating 
the SDGs, decision making, policy creation, programme implementation to monitoring and 
review needs to have a vibrant participation of the people. 

• Community ownership and monitoring is crucial to ensure the reach of the SDGs to the most 
vulnerable populations.
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Discussion and Closing Remarks

A participant suggested that India could change the way we budget. For example, instead of 
March 31st, many countries have their annual budgeting to the time each program requires 
even if it is 5 years. In this way, the issues of yearly allocation can be tackled. 

Paul concluded by bringing back the issue of holding the private sector accountable. The 
private sector is very active in higher education but can the public hold the colleges in private 
sector accountable? Ravi pointed to the absence of global budgeting; which in India is more 
incremental in nature. For example, if it is 50 crores this year it will be increased randomly by 
10% the next year. Amarnath remarked that the link of the flow of money is that it starts the 
budget, then goes to the treasury and then to the banking system. Unfortunately, the money 
just sits in the banks in their respective accounts and is either not utilized or re-allocated. 

Praveen Jha completed is currently a Professor in the Jawaharlal Nehru University. He is also 
the Chairperson, Centre for Informal Sector and Labour Studies. He eloquently summarized the 
budgeting problems in India. India with respect to gender gap, according to the latest global 
ranking, out of 144 countries, ranks: 141 (health), 112 (education), 139 (economic participation) 
– which is actually way behind many Sub-Saharan countries. How do we start from here in 
terms of budgeting? He quoted Amaryta Sen to nuance this further, “India wants to become a 
super power without any concern for education and health.” The answer is political. India has 
the academic imagination but lacks the powerful political movements. If the government can 
factor the implementation problems into the planning itself; many of the objectives will be met. 
Here comes the crucial question of why the Planning Commission was dissolved and what is 
the role of the Niti Ayog. 

The World Bank too specifies that countries must not let the basic services be in the hands 
of the private sector. “Let’s be real about SDGs” he added. The first requirement to achieve 
these goals is to consider the unit costs. Disruptive development has been in the discourse 
for 70 years. Nothing has happened because we lack political mobilization.  He concluded the 
discussion with a rather hard-hitting example, the chances of a girl child in the Dalit community, 
of a remote household, seeing the face of a school is 3%. 

—  • • —
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Session Four

Panel Discussions on SDG Three – Health 

The panellists for this session comprised of Prof. Sundari Ravindran (SCTIMST), Tejal Jaitely (CEHAT), 
Nidhi Goyal (Rising Flames) and Sana Contractor (CHSJ). The chairperson for this session was Dr. 
Sunil Kaul (The Ant).

Inequities in Health 

Prof. Sundari is the professor at Achutha Menon Centre for Health Science Studies, SCTIMST, her areas 
of interest include sexual and reproductive health and rights, gender and health. Her presentation 
focused on health equity. She defined health equity as the absence of systematic disparities in health 
(or in the major social determinants of health) between groups with different levels of underlying 
social advantage/disadvantage. Assessing health equity requires comparing health and its social 
determinants between more and less advantaged social groups (Braveman and Gruskin, 2003). 
Disparity becomes inequity when it becomes systematic. Example, people are poor because of 
social systemic disparity. It is not a characteristic of a person. 

Inequities may be present in health status, access and utilization of health care services, quality 
of health care and delivery, health care financing and resource allocation social and economic 
consequences of ill health and it underlies health determinants, e.g. water, sanitation, food security, 
formal education, environmental or occupational hazards, behavioural risk factors.

Equity can be understood from the fox and the stork story. Equity is need based. It is not about more 
or less but is based on experiences; everyone is disadvantaged in different ways and access for 
each therefore will be different. To illustrate the discrimination in the health care system suffered by 
the marginalized, she gave a few examples; Dalit women live 16 years less than other women do or 
how the physically disabled person is unable to climb the steps in the referral hospital and has to be 
carried by family members, or how a migrant worker with HIV is unable to get ART from the health 
facility in the town where s/he works and has to go back and forth to his/her home town

Inequity exists due to the socio-economic position, gender, or other socially constructed vulnerable 
groups like Persons Living with HIV and AIDS and internal migrants. These inequities persisted during 

4
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the period of rapid economic growth since the 1990s, and in some instances and for some health 
indicators, widened. It is not the numbers that talk but the perspective and thus interpreting data is 
about a matter of perspective. Tracking inequities is also a challenge. The need is to set targets in 
terms of bridging the gaps, keeping inequity in mind. 

The current state of research on health inequities is mainly quantitative. This is an important first 
step, but the need is to recognize its limitations. The limitations are plenty and range from it failing to 
guide action for changing the status-quo and may convey a sense of inevitability, focuses most at the 
individual level factors and not on larger structural factors. Consequently, micro-macro linkages are 
not explored, and consequently the ‘why’ questions not addressed for the most part. There are hardly 
any studies that look at ‘intersectional disadvantages’ i.e. going beyond assuming vulnerable groups 
as homogenous and examining stratifications within these groups and considering the consequences 
of the intersections of different axes of advantages and disadvantages that are characterized by 
power differences.

Universal Health Coverage (Goal 3.8)

Tejal is a researcher at CEHAT. She has a master’s degree in political sciences. Her presentation 
explored the interlinkages between public funding health insurance schemes and SDG3 by focusing 
on the question – are publicly funded health insurance schemes counter-productive towards SDG 3? 
By definition, universal health schemes must be publicly funded. The rationale for this is to reduce 
the catastrophic health expenditures, promote equity and access to health care services. Thus, in the 
larger context of ensuring Universal Health Care, the government funded health insurance schemes 
seek to play a very large role. 

Data collection, some questions:

•	 Collect	data	that	will	allow	you	to	track	the	gaps.	

•	 Does	 it	make	 available	 hitherto	 unavailable	 essential	 services?	Will	 it	 bring	 about	
improvements	 in	 the	 quality	 of	 information	 and	 services?	 	 Is	 it	 adding	 services?	
Improving	the	quality?

•	 	Will	it	leave	out	–	Will	it	be	affordable	to	all	sections	of	the	populations?	Those	without	
cash?	those	whose	mobility	 is	restricted?	Those	living	 in	difficult-to-reach	terrains?	
Those	without	literacy	skills?	Does	it	extend	available-services	to	hitherto	uncovered	
populations	like	the	migrants?

•	 Important	 to	 understand	 the	 data	 in	 its	 respective	 context;	 to	 look	 beyond	 the	
individual,	for	causes	behind	the	causes.	For	e.g.	an	illiterate	woman	may	be	working	
as	casual	laborer	and	may	not	be	present	when	ANC	is	provided;	many	of	them	may	
be	living	in	isolated	hamlets	far	away	from	the	location	of	the	VHND	site;	they	may	not	
be	visited	by	ASHAs	and	not	be	informed	of	the	date	when	the	service	is	available.
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However, in today’s context the government is withdrawing from primary health services, no scheme 
is cashless as was envisaged, by introducing the minimum ten thousand per month salary clause for 
such schemes the government is further excluding the poorest families, and to get a health premium 
under a health policy people wait for the disease to flare up so that they can get it covered under the 
health care scheme. 

The National Health Policy, 2017 

The key objective of the National Health Policy, 2017 is to align the private sector towards public health 
goals, its main strategy is to ensure free comprehensive primary care provision by the public sector, 
supplemented by strategic purchase of secondary care hospitalization and tertiary care services 
from both public and non-government sector to fill critical gaps and the key mechanism for strategic 
purchasing is through insurance schemes. There has been no real increase in the budget. This year’s 
allocation is Rs 54,600 crore compared to last year’s expenditure of Rs 53,294 crore. The share of the 
National Rural Health Mission (NRHM) in total health expenditure has fallen from 52 per cent in 2015-
16 to 44 per cent this year. Within this, funds for reproductive and child health were cut by 32% - a 
core component of SDG 3 and SDG 5. Other inter sectoral programmes such as the National Drinking 
Water Mission and even Swachh Bharat Mission (Rural) also had reduced allocations. 

With no real increase in commitment towards primary health care and with the budget predominantly 
focussed towards secondary and tertiary care, it is important to see how publicly financed health 
insurance impact the core principles of equity, universality and affordability. 

UH Coverage begins when people become patients. Very simply put, Universal Health Care looks 
at people and their needs even when they are healthy so that they remain healthy and when in need 
of health care, with a continuum of care approach and a robust primary health care – OOPs and 
hospitalization can be reduced. (ideally UH Care should be free at the point of delivery – rights-based 
accountability framework). The relevance of UH Care can be gauged from the fact that over 63 million 
persons are pushed into indebtedness every year due to health care costs. Number of households 
facing catastrophic expenditures due to health costs was 18% of all households in 2011-12. Maximum 
OOP incurred prior to hospitalization – only 13% attributed to hospitalization costs. 
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A Summary of the Study by CEHAT

For	the	UN	Secretary	Generals	Independent	Accountability	Report,	CEHAT	presented	the	
findings	of	the	study	in	the	context	of	the	4	key	components	of	UH	Care	(which	scheme)	using	
the	findings	of	the	CEHAT	study	(2017)	and	the	consensus	based	key	findings	from	CEHAT	
TISS	conference	(October	2017).	These	findings	focused	on	the	issues	of	provisioning	of	
care,	regulation	and	governance,	financing,	and	tackling	social	determinants	of	health.

Component 1: Provisioning of care

•	 Total	enrolment	under	the	scheme	of	eligible	population	was	less	than	3%.	

•	 At	the	time	of	the	CEHAT	study,	about	473	hospitals	had	been	empanelled	through	
the	scheme	of	which	84%	(396)	belonged	 to	 the	private	sector.	Has	 this	 led	 to	an	
increase	in	access?	

•	 Private	sector	is	largely	urban	and	thus	their	availability	through	empanelment	is	also	
largely	 urban.	 Under	 RGJAY	 (Rajiv	 Gandhi	 Jeevandayee	 Arogya	 Yojana)	 expand	
for	the	first	time	when	the	term	is	used,	merely	12	per	cent	of	the	total	empanelled	
hospitals	were	available	in	the	12	least	urbanized	districts	of	Maharashtra	put	together.	

•	 Further,	about	44	per	cent	of	the	total	empanelled	hospitals	were	concentrated	in	six	
urban	centres,	including	Mumbai,	Thane,	Pune,	Nagpur,	Nashik,	and	Aurangabad.	

•	 Availability	 of	 empanelled	 hospitals	was	worse	 in	 those	 districts	with	 a	 significant	
tribal	population.	

•	 Availability	 of	 empanelled	 hospitals	 was	 worse	 in	 districts	 with	 significant	 tribal	
population.	Thus,	for	instance,	Nandurbar,	which	has	more	than	65%	ST	population,	
has	 only	 one	 empanelled	 hospital,	 which	 is	 a	 public	 hospital,	 and	 no	 private	
empanelled	hospital

•	 The	empanelled	private	hospitals	were	also	found	to	 invest	heavily	to	promote	the	
hospital	(rather	than	the	scheme,	which	defeats	the	public	health	purpose).	

•	 In	the	private	hospital	under	the	CEHAT	study,	though	17	of	the	RGJAY	recognized	
specialties	were	available,	they	offered	only	3	to	4	of	them	under	the	scheme.	

•	 They	used	the	business	model	of	profit	in	numbers	by	selectively	choosing	to	promote	
specialties	and	procedures	that	were	“quick	exits”	(those	that	did	not	require	 long	
term	management	and	care	may	prove	to	be	as	lucrative	leading	to	a	faster	freeing	
up	of	beds	for	the	next	patient.	Quick	exits	mean	more	turnover	of	patients	and	more	
revenue.	This	way	they	could	possibly	also	reflect	high	preauthorization’s	as	this	was	
one	way	of	monitoring	implementation	of	the	scheme	by	the	government).	This	leads	
to	offering	specialties	selectively,	restricting	access.	

•	 It	was	found	that	nearly	65	per	cent	of	pre-authorizations	that	were	rejected	originated	
in	the	private	sector.	

•	 In	general,	specialties	such	as	medical	oncology	are	unavailable	through	the	private	
sector	under	the	scheme	in	12	districts.	Intervention	oncology	is	unavailable	through	
the	private	sector	in	17	districts	and	radiation	oncology	in	16	districts.	
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Thus,	do	publicly	financed	health	insurance	schemes	contribute	towards	UH	Care?	Or	are	
they	oxymorons?

•	 Under	 the	RGJAY	 it	was	 found	nearly	60	per	cent	of	 the	preauthorization’s	 raised	
were	by	males.	Common	feature	across	all	state	schemes.	

•	 Such	 schemes	 in	 fact	 lead	 to	 creating	 barriers	 in	 access.	 The	 procedures	 are	
cumbersome,	tedious	and	time	consuming.	

•	 Preauthorization’s	 approved:	 36.4%	 were	 from	 Mumbai.	 The	 closest	 next	 district	
was	 Solapur	 (10.3%)	 and	 Nanded	 (5.1%).	 17	 of	 the	 districts	 had	 less	 than	 1%	
preauthorization	approved.	

•	 Mumbai	has	the	lowest	percentage	of	the	empanelled	hospitals	(11%)	of	which	nearly	
63%	are	private	hospitals.	Yet,	Mumbai	had	more	than	half	of	its	requests	raised	in	the	
public	hospitals.	

Component 2: regulation and governance 

•	 Under	the	RGJAY	there	was	no	clear	mechanism	for	monitoring	and	accountability.	

•	 NABH	(National	Accreditation	Board	for	Hospitals)	Guidelines	are	used	for	auditing	
the	hospitals	for	setting	of	package	rates	under	the	scheme.	The	TPA	has	a	key	role	
to	play	in	the	infrastructure	audit,	grading	and	scoring	(which	determine	the	package	
rate).	It	was	found	that	in	Phase	I,	there	were	discrepancies	in	the	infrastructure	audit	
by	the	TPAs	and	functional	operation	theatres,	 intensive	care	units	and	ventilators,	
for	instance,	were	noted	as	available	as	per	their	reports,	when	on	investigation,	they	
were	not.	

•	 Maintaining	case	records	of	patients	is	not	only	a	requirement	for	empanelment	but	
also	 a	 component	 of	monitoring	 and	 accountability.	 However,	 obtaining	 this	 data	
from	private	hospitals	has	been	found	challenging	under	the	scheme.	

•	 From	in	depth	interviews	-	The	RGJAY	society	monitors	the	scheme	by	keeping	track	
of	the	pre-authorizations	raised	against	specialties	offered.	Where	they	find	that	there	
is	not	enough	number	of	pre-authorizations,	then	the	hospital	is	deemed	inactive	and	
a	notice	is	sent	accordingly,	and	it	is	de-emplaned.	

•	 Monitoring	and	accountability	mechanisms	in	place	are	very	weak	leading	to	wide	
spread	irregularities,	unethical	and	irrational	practices	using	public	funds.	

•	 Supply	side	moral	hazard	has	led	to	increase	in	procedures	such	as	hysterectomies	
much	to	the	detriment	of	women’s	actual	health	needs	that	are	better	addressed	at	
the	primary	level.	

•	 It	seems	unfathomable	how	the	government	under	the	circumstances	could	possibly	
promotes	the	strategy	of	using	public	money	to	purchase	services	from	the	private	
sector	–	which	is	unregulated	and	unaccountable.	
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•	 It	is	being	directed	to	a	sector	which	has	hitherto	not	been	monitored	nor	regulated	

and is known to practice irrational care. Leads to an overall increase in the cost of 
healthcare – for patients, the government and the tax payers. 

•	 Moreover,	is	it	not	irrational	to	expect	the	private	sector	play	the	role	of	the	public	
sector or align itself to public sector goals? 

•	 FUNDAMENTAL	 ISSUE:	Why	are	 the	public	hospitals	and	public	sector	made	 to	
compete with the 

Component 3: Financing 

None	 of	 the	 schemes	 were	 cashless	 as	 envisaged.	 Evidence	 across	 multiple	 studies	
presented	 has	 revealed	 that	 there	 is	 persistent	 OOP	 for	 healthcare	 despite	 using	 the	
schemes.	The	reasons	for	these	are	several	–	

•	 These	OOPs	arise	due	to	travel	costs,	unavailability	of	diagnostics	and	medicines	at	
the	empanelled	hospital	and	so	on.	

•	 OOPs	also	arise	due	to	the	narrow	focus	of	the	scheme	versus	the	continuum	of	care	
approach.	Maximum	expenditure	by	patient	is	incurred	prior	to	reaching	the	hospital.	

•	 Irrational	diagnostics	and	procedures	lead	to	increase	in	cost.	

•	 The	inclusion	of	private	sector	under	the	scheme	has	not	necessarily	lead	to	increase	
in	access	and	availability	health	care	services.

Component 4: social determinants of health 

•	 Private	sector	has	no	perspective	on	social	exclusionary	processes.	Consequently,	
social	determinants	of	health	care	are	not	taken	into	consideration	under	the	schemes.	

•	 Preventive	and	promotive	aspects	are	not	covered.	Nor	are	palliative	and	rehabilitative	
care.	

•	 Universality,	 equity,	 inclusion,	 non	 –	 discrimination,	 financial	 protection,	 patients’	
rights	are	compromised	under	such	schemes	–	against	UH	Care.	

•	 Instead	of	increasing	expenditure	on	public	health,	a	large	chunk	of	the	limited	budget	
is	being	directed	away	from	it.	This	compromises	an	already	struggling	public	sector.	

•	 It	is	being	directed	to	a	sector	which	has	hitherto	not	been	monitored	nor	regulated	
and	is	known	to	practice	irrational	care.	Leads	to	an	overall	 increase	in	the	cost	of	
healthcare	–	for	patients,	the	government	and	the	tax	payers.	

•	 Moreover,	 is	 it	not	 irrational	 to	expect	 the	private	sector	play	 the	role	of	 the	public	
sector	or	align	itself	to	public	sector	goals?	

•	 FUNDAMENTAL	 ISSUE:	Why	 are	 the	 public	 hospitals	 and	 public	 sector	made	 to	
compete	with	the	private	sector	for	public	resources?

•	 Public	facilities	continue	to	remain	relevant	and	a	sizeable	population	in	the	country	
still	accesses	the	public	sector	in	both	rural	and	urban	areas.	According	to	the	NSS	
71st	Round,	relatively	high	percentage	of	treatment	at	public	hospitals	was	noted	in	
the	rural	areas	of	Assam	(84%),	followed	by	Odisha	(76%),	Rajasthan	(44%)	and	Tamil	
Nadu	(42%).	It	was	also	high	in	the	urban	areas	of	Odisha	(54%),	followed	by	Assam	
(44%)	and	Kerala	(31%).	

•	 Findings	 of	 a	 pilot	 study	 in	 Tamil	 Nadu	 revealed	 that	 post	 the	 strengthening	 the	
primary	health	 care	 there	was	an	 increase	 in	 the	utilization	of	 the	 sub	centres	 for	
outpatient	services,	reduction	in	the	outpatient	share	of	the	private	hospitals	in	the	
area	as	well	as	reduction	in	out	of	pocket	expenditures.
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SDG 3 and its Core Issues

SDG 3 has 13 targets that clubs a very broad comprehensive group of issues within it. But it’s also 
very ambitious and the data is little and unreliable. Thus, the core issues are as follows:

1. Financial allocation – public spending is not a target or a goal in SDG 3. This needs to be 
questioned. 

2. Health services strengthening – deficit in health facilities continue after more than 13 years 
of NRHM. Informalization of the services, rights of workers, qualification of staff need to be 
questioned. 

3. Focus is on secondary and tertiary health care while primary health care, which is where it is 
required, lacks focus and therefore funding. For example, building six more AIIMS doesn’t 
address the root causes/needs of lack of access. 

4. We need to look at the private sector more holistically. For example, look at the reasons behind 
1 million cases of TB that go unnoticed every year. 

5. Access to medicines is very poor. But one can learn from the case of Rajasthan where the OPD 
services increased by two times after the free medication scheme was introduced. 

6. Vulnerability and equity: in terms of access to say TB medication, making Aadhar mandatory to 
access TB health care has further reduced access to services. 

7. With respect to data – issues of accountability, underreporting and biases in data collection 
remain. 

8. There is no mention of safe abortion in SRHR. 

Is Universal Health Care (UHC), Inclusive Health Care (IHL)?

Nidhi Goyal is a disability advocate and a stand-up comedian with visual impairment. Her routines 
discuss disability, gender, relationships and sexuality. She is the founder and director of ‘Rising 
Flame’, a Mumbai based NGO working for persons with disabilities with a focus on women and youth 
with disabilities. She was unable to attend the session but she had sent her presentations which was 
presented on behalf of her. 

In the extensive conversations around inclusive development, Nidhi Goyal, who is a disability rights 
activist, brought in the crucial question of ‘where does disability fit in?’. Disability is not mentioned 
in goal 3 despite the fact that over a billion people, about 15% of the world’s population, have some 
form of disability. Between 110 million and 190 million adults have significant difficulties in functioning. 
Rates of disability are increasing among other causes due to a population that is ageing and increases 
in chronic health conditions. 80% of persons with disabilities live in developing countries and are poor 
and lack access to health care
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There are two schools of thought to understand disability; one is the medical model that looks at the 
body and the other is the social model that looks at the problems in the structures in which one lives, for 
example the infrastructure. The ICF or the International Classification of Functioning defines disability 
as an umbrella term for impairments, activity limitations and participation restrictions. Disability is 
the interaction between individuals with a health condition (e.g. cerebral palsy, Down syndrome 
and depression) and personal and environmental factors (e.g. negative attitudes, inaccessible 
transportation and public buildings, and limited social supports).

The UN Convention on the Rights of Persons with Disabilities - Article 25 of the UN Convention on 
the Rights of Persons with Disabilities (CRPD) reinforces the right of persons with disabilities to attain 
the highest standard of health care, without discrimination. Article 26 reinforces that State Parties 
shall take effective and appropriate measures, including through peer support, to enable persons 
with disabilities to attain and maintain maximum independence, full physical, mental, social and 
vocational ability, and full inclusion and participation in all aspects of life.

People with disabilities have less access to health care services and therefore experience unmet 
health care needs. They are not the targets of the health systems and health care providers. 20 
years of global research shows that PWD (persons with disability) experience poor general health 
as compared to people without disabilities. Example: non-communicable diseases like obesity, 
hypertension and mental health conditions are more prevalent in PWD. 

The barriers in their access to the various government services include the lack of infrastructure or 
the physical barriers (like inaccessibility of public transportation), the prohibitive costs, social negative 
attitudes (stereotyping and prejudices), are more economically marginalized, inadequate skills 
and knowledge of the health workers, socio-political disadvantages, lack of rehabilitation facilities 
and assistive devices and that disability is further connected to poverty, education, health and 
sexuality. Addressing the Problem requires data and research, personnel training and development, 
infrastructural alterations and an inclusive health coverage.

—  • • —

Discussion and Closing Remarks 

Keeping the discussion in focus, the contributions that India as a country can thus make to the 
discussion on the SDG on health are as follows: was this by the participants?

• Include equity as a goal which is not there as a goal under the SDG on health.

• Align the private sector with the public sector goals.

• Include components of gender sensitivity in public health services.

• Build equity in goals, targets, indicators, data collection forms and checklist. 

• Every country and region will have its own non-negotiables of targets and issues. India 
needs to bring in the important issues within the framework of indicators with evidence. For 
example, we could bring in anaemia as our non-negotiable target. 

• With respect to data collection, over reporting can also be a challenge because there is the 
target of eliminating TB by 2035. So, people are reporting more to achieve that target. 
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Session Five 

Conversations on Vulnerable Groups – Leave 
no one Behind 

The panellists for this session included Manjula Pradeep (Manuski Trust/WAYVE Foundation), Indira 
Pancholi (HAQ), Ayeesha Rai (NNSW), Dr. Souvik Pyne (YP Foundation), Renu Adhhlakha (CWDS). 
The moderator for the session was Annie Namala (WNTA).

Annie Namala is a social activist and has over 25 years of experience working with Dalit communities. 
She is a vocal voice in the fight of untouchable movement.  She introduced the two different kinds 
of panellists; one cluster that was formed on the basis of their identity (Dalits and sex workers on 
exclusion), second based on the population with which they work (youth), and lastly based on the 
issue (child marriage). She spoke about the relevance of the SDGs in the context of the marginalized. 
Since SDGs impact different people differently, the question arises whether we are convinced to bring 
in this diversity, to put the most vulnerable at the centre of our strategies, and the importance that the 
particulars are achieved for the universal to be achieved.  

At UNESCAP (United Nations Economic and Social Commission for Asia and the Pacific)  the 
meeting was held at the regional level on the 4th and 5th  October, 2018 but ‘leave no behind’ wasn’t 
discussed. At the state level as well, the conversations revolve only around achieving the SDG goals 
without critically examining these. Civil society is the only space where this marginalization is being 
discussed. 

Day 2
24th October 

2018

5
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The first part of the session focused on briefly contextualizing the work areas of the respective activists 
and their constituency.

Dalit Women 

Manjula Pradeep is a human rights activist and lawyer who co-founded the WAYVE Foundation, a 
national organisation to empower and build leadership of marginalised youth in India. She presented 
this constituency, its core vulnerability, challenge and issues. There are 200 million Dalits and within 
this 48% are women. They are the last in the social hierarchy, with respect to their economic, food, 
political, health and social rights. Discrimination based on caste structures has also over powered the 
gender issues within the community. Yet, in the SDGs, caste is not included as an indicator. 

In this vacuum, what are the mechanisms in place to monitor their development, the policies and the 
legal framework to ensure this? Since limited research has been done, there is not enough information/
data. Within the civil society there have been and continue to be movements for Dalit rights. However, 
issues of bringing in the concept of gender in the Dalit movement and of the lack of Dalit women in 
leadership roles persists. 

The strategies for bridging this gap could include – creating a web of strong Dalit women activists to 
mobilize women from the community, from educational institutes and panchayats, create a platform 
called ‘Dalit women speak out’ to talk about the physical violence suffered by them as trauma and 
young Dalit girls committing suicide, and the role of the government where the Amendment of the 
POA (Prevention of Atrocities) Act (1989) in 2015 was important but manual scavenging in which a 
majority of women are affected, still lacks implementation of laws. 

Sex Work

Ayeesha Rai is the national coordinator of National Network of Sex Workers (NNSW). She is a sex-
worker herself. She contextualized the discussion by stating that first and foremost the most important 
need is to locate sex work as an adult provision of sexual service that is done with consent and is thus 
a form of labour or work. It is not criminal and sex workers are not victims. It must be decriminalized. 

While there are laws to regulate trafficking like the IDPA, 360 A IPC, these are unfortunately also the 
laws that are used to harass sex workers. Since it undermines the human rights of sex workers, it 
further inhibits them from protecting and accessing the health services like HIV and STIs. For example, 
when a pregnant sex worker visits a doctor, their reasons for pregnancy are judged and ridiculed, 
“when they get to know our identity, they make us stand separately” shared Ayeesha. This is just one 
of the many forms of stigma they face in their day to day lives. 

Since it is a criminal offence, it increases police abuse. The paradox is that while sex work is considered 
the oldest profession, it is still a criminal offence. The government bodies need to make an effort to 
understand this profession within the rights-based approach and look at this as ‘work’ and treat sex 
workers with dignity.
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Disability 

Renu Addlakha’s areas of specialisation include the sociology of medicine, mental illness and the 
psychiatric profession, anthropology of infectious diseases, bioethics and disability studies. Currently 
she is engaged in research on gender and disability at the Centre for Women’s Development Studies. 

All indicators under gender equity and health apply to women with disability. In addition to these 
there are specific disability health issues. After 2006, India signed the UN convention on women with 
disability in 2007. Disability does figure in cinema, media etc. but the issue of women with disability 
doesn’t come up. It has become a gender-neutral issue. Issues of sexual and SRHR issues are 
ignored. This is an issue with multiple complexities. 

Giving a historical perspective, Renu added that disability as a category didn’t exist in the 1990s. It 
is thus a new and fast developing category. But India has not looked at it beyond the stereotypical 
oppression, victimization and deprivation lens. Despite their large number, the visibility of PWD in 
public spaces is almost negligent. The discourse has expanded only within a very ‘charity based’ 
model – ‘divyang’ for example. The disabled cannot completely disown the charity model but also 
require it to be looked at from a rights-based perspective. Thus, the work around disability is stuck in 
this conundrum. But it will resolve itself once disability becomes a social issue. 

It would be detrimental to ‘otherize’ the issue of disability because at some stage everyone will be 
disabled in some form. It is not just a category of marginalization but must be seen from a ‘temporary 
abled body’ model to be appreciated as a social issue. Underlining the need for research on disability 
issues, Renu spoke about the two ongoing researches at CWDS; one on youth, sexuality and disability 
and the second on violence against disabled women. CWDS has a manual on SRHR and women with 
disability women that the institute would like medical professionals to also use.

Youth and Adolescents

Dr. Souvik Pyne is a youth advocate on Sexual and Reproductive Health and Rights, especially safe 
abortion. He is a fellow under the Youth Champions Initiative of Rise Up (Public Health Institute in 
California) and The David and Lucile Packard Foundation. He is also a member of the Youth Advisory 
Group on abortion stigma in The International Planned Parenthood Federation (IPPF) and a special 
invitee to the steering committee of CommonHealth.

The assumption is that this category is a homogenous group. The central issue is about their 
autonomy and agency and how much say do they have at the level of policy making. As of now, an 
instrumentalist approach is used in policy making. To further highlight the plight of young persons, 
Souvik referred to the fact that in 169 targets, the term ‘youth’ comes only 4 times (employment, 
health, skill and statistics), while ‘adolescent’ features twice – and both about girls – focused on their 
nutritional needs and pregnancy. 

Across policies, youth is looked at only from a human resource and human investment perspective. 
Since the mortality rate of adolescents and youth is not high, especially as compared to infant and 
maternal; their health is ignored all together. Recently mental health has been included but is limited 
to suicide among the youth and adolescents. Gender is still viewed in the gender binary, making 
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women equal to men, and other identities are left behind. Thus, the nutrition needs are centred 
around iron/anaemia, keeping future motherhood in mind. The identity of being a girl is thus reduced 
to only motherhood. 

Citing the work done by the YP Foundation, he reiterated that building youth leadership empowers 
them to be accountable for their issues. To examine the health services, for example of the adolescent 
health clinics that is supposed to ensure stigma free provision of health issues; YP conducts surveys 
of these by going there as proxy clients to see how the clinics are functioning. There is a paediatric 
convention taking place in the coming month where YP is organizing a panel of young people who will 
be addressing clinicians on their issues. He concluded by highlighting the need to make the voices 
of youth be heard at various platforms and conference so that their voices that are often infantilized 
can be challenged. 

Child Marriage 

Indira Pancholi is a grassroots feminist, human rights activist. She is one of the founder members of 
Rajasthan’s ‘Mahila Jan Adhikar Samiti’. She works on issues such as violence against women and 
children, women representation in Panchayats, rights of people marginalized because of migration. 
She emphasised the need to place the issue of child marriage under the institutions of family and 
marriage in her presentation. The institution of family is undemocratic and based on discrimination 
that hampers the growth and development of children. Early and forced marriage keeps away 
children from actualizing their rights. Schools too try to not disturb the fabric of these institutions by 
not challenging the issue of child marriage. For example, in the schools in Rajasthan, a course on 
how to be an ideal/traditional wife has been introduced in the schools. This is how the state allows the 
growth of these discriminatory practices and institutions. There are 140 schemes by the government 
on youth. The ones that influence child marriage are few and named such that again it re-iterates bias, 
for example, the kanya shri policy that highlights the importance of virginity.

There is also the complex issue of age here. In Rajasthan, the age of marriage is 5-6-7-10 years of 
marriage while the national average age is 15 years. At the same time the age of childhood is still 
0-18 years. 18 and 21 then emerges as a magic age when girls and boys respectively are allowed 
to get married. Issues of 14-18 year olds gets clubbed with ‘childhood’. These need to be looked at 
differently. 

This marriage is called ‘harmful practice’ that should be located in socio-economic structures. It 
also impacts the mental health of the children that has led to an increase in suicide. For example, 
‘devi aana’ is steadily increasing among young girl child. Injunction orders are still not being passed. 
When issues are put on a certain group of people like caste/class/religion – where child marriage 
perpetuates – the ownness of change is removed by the state from itself and is put on the people. 
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Discussion and Closing Remarks 

Three issues can be added to the above-mentioned issues for sex workers. Need for services 
that ensures good health for them and their children, improved quality of education and end of 
discrimination faced by the community in schools and colleges, and equality of rights where 
sex workers are seen as a woman first and not just as a sex worker. 

Categories of old people, women care takers of the disabled, destitute women, single women 
and migrants were left behind in all the presentations. We miss out on care takers of disabled 
because of our patriarchal society most of them are women. 

 Renu added that when one looks at care takers of the disabled, there is the danger of it coming 
under an ‘oppression’ lens, where it becomes about disability as a burden to be removed. 

Manjula emphasised the lack of sensitivity in the government that needs to be questioned. They 
have the data that can be utilized for empowerment of all these categories. She concluded 
with the ever-lasting debate on whether work needs to be based on identities or issues. 

Souvik spoke about comprehensive sexuality education. Sexuality education curriculums 
include sexuality, consent, relationship etc.  and are hence challenge the ideas of normalcy. 
But the problem is in the way these curriculums are executed. It becomes only about HIV and 
safe sex. 

Ayeesha reiterated that trafficking is beyond sex work as it includes issues like child labour as 
well. The need is to work in conjunction with other issues. 

Indira closed the session by talking about the importance of critically analysing the data and the 
process of data collection. For example, the government data shows that there is a decrease 
of 40 % in child marriage, the process of data collection needs to be questioned here. 

In conclusion, key questions/thoughts:

1.	 	Agency	and	leadership	of	these	identities	in	the	mainstream	movement.	

2.	 	To	increase	the	visibility	of	each	identity	through	an	intersectional	dimension.	

3.	 	Violence,	discrimination	and	 impunity	are	unfortunately	applicable	 to	each	group.	
Thus,	this	needs	to	be	a	concrete	agenda.	

4.	 	Lack	of	research	on	these	issues.

5.	 	Need	for	networking	and	campaigning.	

6.	 	Some	issues	are	international	like	gender	and	disability	while	some	are	national	like	
caste.	Then	the	burden	of	bringing	the	national	issues	is	on	the	people	working	on	
these	issues.	

7.	 	WNTA	is	bringing	a	‘leave	no	one	behind	report’,	all	were	requested	to	contribute	to	
this.	

—  • • — 
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Session Six

Panel Discussion on Determinants of Well 
Being 

The panel comprised of Ranjani Krishnamurti (Independent Researcher and Consultant), Seema 
Kulkarni (SOPPECOM), Prof. Padmini Swaminathan (Council for Social Development), Dr. Kalpana 
Vishwanath (JAGORI). The chairperson for the session was Dr. Subha Sri (LSTM and CH). 

Gender, Poverty and Education 

Prof. Padmini Swaminathan is an economist and the current Chairperson of the Centre for Livelihoods 
at the Tata Institute of Social Sciences (TISS), Hyderabad. She stated that Government and International 
data claim that poverty is reduced, but the concern is that they are not looking at gender-based 
poverty. Within employment statistics, the need is to look at gender and labour force participation. 
Since productivity norms are not different for men and women, except in a few states, what happens 
to the issue of women and child care? Poor nutrition is the largest contributor to multi-dimensional 
poverty and next is education. There is an urgent need to conduct research on gender aggregate 
data on land and wages. 

 

6

Some facts about Women and:

Gross	income	 –	28%

Labour	force	participation	 –	27%

Bank	accounts	 	–	53%

Agriculture	land	owner	 –	16%

Health	insurance		 –	28%
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Padmini’s presentation was on the research conducted on the drop out of girl in the year 2017 – 18 in 
Telangana. The Telangana Social development report focused on ‘gender axis and well-being’. Some 
of the questions it tried to answer were – women in the past 70 years since independence, the context 
and complexity of each issue and the factors behind the progress or lack of each. 

More girls than boys are enrolled in the schools in Telangana. However, the drop out of girls increases 
after class 10th. While the boys drop out periodically from class 5th to 9th. The data has enabled to 
hold conversations at a policy level about the issues regarding female to male education ratio. The 
primary reason for the drop out of girls is that they belong to the ST community and live in remote 
areas. If the distance from house to school is more than 5 km, the drop out of girls increases. Whereas 
when schools provide transportation, the drop-out rate decreases. 

Interestingly, the more women are educated, the chances of them being in the workforce decreases. 
The reasons for this need to be researched. Questions like where women are being employed must 
be looked into. For example, fishery and agriculture requires no education but also have no social 
security benefits. The economy is not generating employment. This is having a backlash by parents 
on education as they no longer see the purpose of sending their children to schools. 

Safe City – Gender and Urban Well Being 

Dr. Kalpana Viswanath is the co-founder and CEO of Safetipin, which is a social enterprise using data 
and technology to support cities in their endeavour to become safer, more inclusive and smarter. She 
stated that according to data increase in urbanization has also led to an increase in violence against 
women. but one is unsure whether it is that there is a growing awareness that has led to an increase 
in reporting by women or that violence against women itself has increased. Safe city is judged against 
the parameters of housing, basic services like water and sanitation, planning and land use, and 
public spaces. For example, in terms of basic services, what is the cost of women standing in water 
queues or women and girls not drinking enough water so that they don’t have to urinate in schools 
or at night due to safety issues. With respect to, planning and land use, questions of how cities are 
being designed, how slums are perceived, how low-income societies are being planned, and what 
is the usage and distribution of land like are important. Are the public spaces accessible and safe? 
Research suggests that the fear of violence impacts one’s access to schools etc in public spaces. 
For example, when infrastructure is improved in colonies, girls are able to attend tuition in the evening. 

Violence has been at the core of understanding how safe cities can be built. But we must also look 
at making cities more inclusive for all forms of identities. For example, in gated communities, while 
urban women feel safe the women who come to work in these colonies feel ‘watched’ and hence 
unsafe. 

Gender can be linked to SDG11; because safe transport impacts mobility and that in turn impacts 
access to opportunity. Cities are planned for car usage. To own a car then becomes the aspiration. 
This further impacts the public space landscape in turn. Safety is beyond security and surveillance. To 
address violence, building an environment of freedom from fear of violence where the citizens have 
the right to the city, to participant in city planning will lead to increased ownership and thus feeling 
of security. For this an inter-sectional understanding of women’s lives, recognizing work of care, and 
building gender inclusive spaces is must. It is only then that safety can be viewed more holistically as 
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imagining one’s own community the way one wants to live in, beyond merely addressing crime and 
violence. Because fear and violence are normalized it strongly impacts women’s ability to exercise the 
right to the city including opportunities to work, study, and leisure.

The new urban agenda thus includes gender responsive planning, eliminating all forms of sexual 
harassment in public spaces, ensures mobility for all, is accessible, inclusive, green, has quality 
public spaces, promotes walkability and cycling and has local markets and spaces of commerce. 

 

Gender Concerns in Water 

Seema Kulkarni is one of the founding members of Society for Promoting Participative Eco system 
Management, Pune (SOPPECOM). She is presently a Senior Fellow in SOPPECOM, Pune and co-
ordinates the gender and rural livelihoods activities within the organisation. The presentation was 
prepared by her which was presented by Bhuvana Sunil on behalf of her. 

Women and other marginalised groups have differential access to the resource of water with differential 
patterns of usage, requirements and meanings and these groups lack the space in decision making 
at all levels. 

Differential access is determined by the economic and social group of the class, caste and the religion 
one belongs to. All of these combined, determine the access/capacity to avail technology to abstract 
water and the ability to pay for water. Differential patterns of usage, requirements and meanings are 
marked by whether one is landless but needs water for livestock or other water dependent livelihood 
activities like fisherfolk, own land and need irrigation for agriculture, or purely for domestic purposes. 

The impacts vary from the time and drudgery of water collection for women, where girls’ access to 
education is severely affected; this in turn means lost childhoods, erosion of livelihoods, impact on 
health due to head-loading of water, lesser time available for productive work, and lastly poor health 
of the community also impacts women’s own health as they are involved in care and nurture of the 
ill. This undermines human dignity and human security as can be seen through examples of sexual 
harassment of dalit or adivasi women. In conflicts and disaster contexts, these impacts are worsened 
for the safety, security and health of the women. 

What does an ideal city look like?

•	 Access	to	emergency	services	 •	 Access	to	basic	services

•	 Access	to	health	services	 •	 Spaces	for	play	and	leisure

•	 Road	infrastructure	 •	 Walkability

•	 Good	lighting	 •	 Public	toilets	

•	 Safe	Markets	and	shopping	areas	 •	 Schools

•	 Transit	routes	 •	 Last	mile	connectivity

•	 Housing	 •	 Improved	responses	of	police
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The Current policies in water and sanitation focus on: 

1. Infrastructure – construction of toilets, laying of pipelines, dams and storage structures

2. Little thought on how issues of access and distribution across social groups would be 
addressed.

3. Even less so on how the marginalised and women among these sections would benefit from 
these amenities considering large part of their time is spent in sourcing these basic amenities 

SDG 6 specifically focusses on water and sanitation and its availability by 2030 to one and all, 
integrated water management, protecting water resource, improving water-use efficiency and 
ensuring participation of all the communities. Goal 6.2 states; “By 2030, achieve access to adequate 
and equitable sanitation and hygiene for all and end open defecation, paying special attention to 
the needs of women and girls and those in vulnerable situations.” Thus, total coverage of a water or 
sanitation programme becomes an outcome to monitor the progress. 

The outcome must be measured in terms of access to the resource and how this access has impacted 
the different sections and women from across these social sections. For example, drudgery reduction 
or improvement in the physical and mental health and well-being of the women. the way forward for 
this must include division of labour around the use and collection of these resources and monitoring 
the outcomes of the programmes should be integral to the WASH policy and programme with 
adequate budgets allocated for the same. This calls for informed participation in decision-making at 
all levels of women across social groups. Informed participation calls for investments in knowledge 
and capacity building with a set of indicators that are developed to assess the attainment of requisite 
knowledge and capacities for participation.

Discussion and Closing Remarks 

Ranjani K. Murthy has a background in gender and development. She has to 33 years of 
experience in evaluation, mainstreaming, research and training/toolkit development on gender 
and development; with a focus on issues of agriculture, food security, poverty reduction, health, 
disaster-risk-reduction and SDGs. She remarked on the wage gap, the ratio of the employer’s 
wage must determine the domestic worker’s case. This is a way towards ensuring equitable 
wage, thereby moving away from minimum wage. Padmini reiterated that the drop out of boys 
is due to economic duties while for girls is due to domestic duties. Kalpana extended on this 
and affirmed that there is a growing need to work with boys and men to work on violence 
against girls and women. It is possible to design inclusive cities if the nature and usage of 
public spaces like last mile connectivity, space outside metros and bus stops are thought 
through. High rises/walls/gates all reduce the feeling of safety because it is based on the 
constant fear of the ‘other’. The principle of ‘eyes on the street’ – when you are standing on 
the street, can you be seen and by whom – must be kept in mind. The presence of vendors, 
windows of other homes, shops (pedestrian sub ways with shops are used more for example) 
etc further increases the feeling of safety. 
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Release of the report, ‘Data Driving Change: Introducing the SDG 
Gender index in India’

The Country Report tilted, ‘was released by Ms. Nishtha Satyam, Head of Strategic Partnership Policy 
Impact and Public Relations, UN Women. This session was chaired by Suneeta Dhar. 

In her opening remarks, Ms. Nishtha quoted, “what gets measured gets funded. And what gets funded 
gets done.”  She appreciated the Executive Summary of the SDG Gender Index, its crispness and the 
fact that it was to the point. She noted that all the publications, the state reports, the budget analysis 
etc had been produced in eleven months. She said that, “the faster we reach out, the more effective 
our efforts will be to bring change. The role of the watch groups is important to seek government’s 
accountability.”

Ms Satyam noted three learnings from the MDGs which helped to set the SDGs:

1. Unlike MDGs, SDGs were collectively decided, hence there was a buy-in of all the stakeholders. 

2. We need to ask and be mindful of – What is financial commitment towards achieving the SDG 
goals?

3. What are the indicators for us to know that we’ve met our goals?She agreed that there is a need 
to create a feminist watch group for all SDGs. This would help to regulate how, where and when 
the SDGs are implemented. 

She assured and reiterated that as UN Women has her unconditional support for this work because 
this task is too big to achieve individually. She requested the organising group to submit a document 
stating the ways in which they’d like the UN Women to support this initiative.  She offered to help 
facilitate a dialogue with NITI Aayog around this effort. 

The state reports were then released. Since the reports were given to the speakers the previous day, 
their sharing was kept to a brief. 

Prof Padmini Swaminathan commented on the MP and Punjab reports stating that there are certain 
things that are common to both the states even though one is ‘developed’ and the other ‘undeveloped’. 
She questioned the gap between the economic development and the lack of it translating into 
better social indicators. Dr. Alka Barua reviewed and commented on the Gujarat report adding to 
the development paradox. Gujarat is a state where development and discrimination co-exist. The 
increasing Maternal mortality Rate and Infant Mortality Rate despite the ‘Naari Gaurav Neeti’ program 
is an indicator of such a paradigm in the Indian context. There is a major push for Public-Private-
Partnership, but the state hasn’t learnt from previous such models. Ravi Duggal commented on the 
report on analysis of health budgets. He shared that the learning from the MDGs on the importance 
of the process of budgeting has still not been implemented in the SDGs. “We must remember that 
budgets are the politics that underlines social services”, he concluded. Appreciating the consultation 
organized by SAHAJ, he emphasised the need for a more permanent structure of dialogue between 
the various stakeholders. Addressing the aspect of ‘leave no one behind’, he acknowledged the 
important aspect of the Assam report where the two marginalized communities of Assam like the tea 
growers, have been included in the study.  
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Session Seven 

Group Work on Future Action Plan 
This session was coordinated by Rupsa Malik, who is the Director of Programs and Innovation at 
CREA, a feminist human rights organisation based in New Delhi. She has contributed to this month’s 
issue of TARSHI’s blog In Plainspeak with a blogpost on feminist analysis of reproductive technologies. 

The three topics for group work were:

1. Do we need a Feminist Watchdog for the SDGs?

2. What should be the indicators for data collection? How do we look at data?

3. How do we engage the various diverse communities in this process? 

The participants could choose for themselves what issue they wanted to plan for and form groups 
accordingly.

Group 1. Need for a Feminist Watchdog

This group began by sharing certain concerns that they had regarding the need for a feminist 
watchdog and its possible functions:

• If we agree to this need, then should we create another alliance or merge with the existing one? 
Currently, there is only Wada Na Todo Abhiyan as the SDG network. Our end goal cannot be to 
reach the highest political level, the UN Women for example and only for two of the SDGs. 

• What would be the vision of this group?

• What would be the objectives of this group?

• What would be the key issues that this group would monitor? 

• Since everyone present here is working at the grassroots level, can we include an awareness 
building component? Also, the material that we create, to build awareness and the reports that 
we make, must be in local languages for dissemination at state level. 

7
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• Each state has SDG cells, but what is happening at the district level in terms of planning? The 
capacity of each state in terms of understanding of the SDGs and its working is lacking. Most 
of the meetings that happen around the SDGs are tokenistic in nature. 

• Each state has a ‘vision document’ but these have not been made public. We need to read 
these to understand how SDGs 3 and 5 have been spoken about. 

• All reports must be disseminated at state, national and inter-national levels.

• We need to keep a track of the planning/meetings etc in the NITI Ayog. Our demands from the 
NITI Ayog thus are – create a space like this for a consultation on all the SDGs.

• On our part, we should create a google group, where people can share their/organization’s 
documents. 

• When this feminist watchdog group takes form, it must focus small. Thus, in the first its role 
could be focused on forging alliance with other organizations and establishing relationships 
with the respective government departments. Monitoring the indicators cannot be its only role; 
we may have to dialogue with the relevant government departments. 

Group 2: SDGs and Data – Challenges

• Data based on caste, occupation is missing.

• What is the pace of achieving SDGs? We need to look at the trend here and when they can be 
achieved. 

• The civil society can identify gaps in the government data 

• The raw data can be reanalysed. When the data is contradictory between two sources of data – 
we must show it to the government to point out the field reality. Our focus must be on advocacy 
based on the data that we have. 

• Narratives can supplement quantitative data to give it more weightage. 

• Review existing data sets. 

• The need is to organize capacity building workshops for CS on how to analyse the data. The 
gaps can thus be identified and have dialogue with the respective government departments 
accordingly. 

• We should also highlight non-surveyed data like MGNREGA data, newspaper coverage data 
etc. For example, data of IFA supplies through schools but do not have IFA consumptions. We 
could use ISSR website for data collection. 
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Group 3: Understanding Inclusivity 

• The group shared the need to look into the development of the meaning of these concepts. To 
build on and have a common understanding of certain terminologies like diversity, inclusion 
and exclusion.

• Map vulnerability in an intersectional approach. 

• Should a feminist watchdog group be called so? Potential challenges of such a group could 
be – is it safe to speak within such groups? What are the issues of leadership here? what will 
be the language of data collection? Who has agency in such a group? 

• Should one work pan India or begin in a place on a particular issue, learn and the replicate? 

How do we be relevant to grass root processes and movements to whom national/international 
policies do not have the same meaning? 

Rupsa summarized and concluded the session:  

1. We need to consolidate this entire process and present it to Niti Ayog. 

2. Can we also use this opportunity to tell the UN Women and the Niti Ayog that regarding SDGs 
3 and 5 we are off mark, and something needs to be done if any change in achieving these two 
goals is to be made. 

3. It seems that using the term ‘leave no one behind’ is actually leaving people behind. 

4. Inter-generational dialogue is important. The role of language and technology has been 
discussed in this consultation and we must be mindful of the same. 

 Vote of thanks by Archana Shrivastava

Archana Shrivastava is the Director of SAHAJ.  She thanked all the facilitators for conducting the 
panel discussion so nicely. She thanked all the speakers who came for the event. Lastly, she thanked 
the SAHAJ team and the participants for participating in the event so enthusiastically.

—  • • — 
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