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Message from Secretary,
Indian Child Abuse Neglect & Child Labour
(I-CANCL) Group
Message from Secretary
Dear ICANCL Members and Colleagues,
In India, the child parent relationship is often seen as one of obedience of a social order more so than a right of the
child. Hence, when a child is separated from his/her parent it is not viewed as the duty of the state to provide that
child with a family environment.
Adverse socio-economic conditions in India create stress and problems in traditional family structures and
relationships. This leads to high prevalence of orphans, abandoned, abused, runway, street and working children,
children in conflict with law, living in refugee camps community care; children could be trafficked for labor or sexual
exploitation. Protection of rights of these orphan and vulnerable children is crucial for their normal growth and
development.
Institutionalization is the last resort as envisaged in the Juvenile Justice (Care and Protection of Children) Act, 2000.
Institutional care in is also very often stigmatized. Home environment is lacking, and emotional bonds of love and
affection as occurring in families are absent. There is usually a more formal and distant relationships between adult
care givers and children. It appears to be mostly a mechanical living arrangement, which creates a weakening of
social relationships. Yet under some difficult circumstances, we do need to place children in Institutions.
There is an urgent need for all multidisciplinary child professionals, including pediatricians, physicians, mental
health professional, child welfare committees, police, legal and judiciary, probation officers to be appropriately
sensitized to serve the “best interest of these vulnerable children”. The present CANCL NEWS issue has articles
from experts in this field to create awareness, sensitize and build capacities of professionals working in this
neglected field of child protection. We look forward to have your constructive feedback.
Indian Child Abuse, Neglect and Child Labour Group (ICANCL Group) is a nationally registered society
(Registration number S-68745/2010) (www.icancl.com). We urge you to become our members and join us in our
struggle for Child Abuse, Neglect & Child Labour issues. ICANCL membership form is available on the last page of
this CANCL NEWS. Membership is open to multidisciplinary professionals and people from any community
interested in working in this challenging field.
Wish you all a very Happy New Year 2016

Sincerely,

Dr Uma Agrawal
Secretary, Indian Child Abuse Neglect & Child labour (ICANCL) group
G15 Pushkar Enclave Paschim Vihar, New Delhi 1100163
Tel 011-25261169 & Mobile 9811041605
Email: umaarp@yahoo.com
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Message from the
Chairperson ICANCL group
Dear Esteemed ICANCL group members and friends,
On behalf of the Indian Child Abuse Neglect & Child Labour (ICANCL) group, it is indeed
my privilege to introduce this January 2016 issue of CANCL NEWS dedicated to “Care of
Children in Institutions”. Child Care Institutions (CCI) is a form of alternative care of children, unlike the
natural setting of parental care in a family. Children worldwide lose their parents in conflict, or due to death, broken
families, disability, HIV/AIDS. Children without parental care are at a high risk of abuse, exploitation and neglect.
Large numbers of children end up in institutional care. Inadequate individual care of institutions can further socially
and emotional impair these children.
UNICEF estimated that there are 25 million orphaned children in India in 2007. The institutions for children in
conflict with the law host about 40,000 children. All Children in Institutions should receive quality care, in
accordance with their rights and best interest in mind. It is imperative to respond promptly to their physical,
emotional, social, moral and ethical needs, in an age and developmentally appropriate manner.
The ICANCL group organized a symposium at PEDICON January 2015 at Delhi to highlight the gaps in the current
system of care for children in Institutions. The strategic recommendations by experts in the field are published in
this newsletter. Ideally, Children should not be separated from their parents unless it is in their best interests. We
need to protect children’s rights and consult them before decisions are made. Supporting parents and families to
prevent abandonment – this can include increased cash benefits, free health care, preschool/nursery care, better
access to education and child protection services. It may also include aid to encourage greater community support.
We need to reform our national care systems to move children out of institutions – helping governments to develop
alternative provision to make children’s homes unnecessary. These may include kinship care, foster care, careful
adoption and better trained and more numerous social workers.
In the meantime, we should improve standards within institutions – although the long term goal is to make these
institutions redundant. The CCI should be properly regulated and frequently inspected to ensure that they are
providing acceptable standards of care. The group realizes that there is an urgent need to enhance the quality of
care through specified monitoring, regular supervision, and improved quality of training for multidisciplinary
professionals in institutions.
With your insight, expertise, valuable constructive feedback and support, we look forward to realize basic rights of
these vulnerable children, prevent and manage child abuse and neglect in all settings.
Wishing you a very HAPPY NEW YEAR 2016

Dr Rajeev Seth
Chairperson Indian Child Abuse Neglect & Child Labour (ICANCL) group
Executive Councilor, International Society for Prevention of Child Abuse & Neglect (ISPCAN)
E 10 Green Park Main, New Delhi 110016
Tel : +91-11-26527647
Mobile : +91-9811509460
Fax +91-11-26560077
Email: sethrajeev@gmail.com
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Institutional Care of Children

Dr. R.N. Srivastava
Past President
IAP (1996) & Advisor
Indian CANCL Group
E-mail: drrnsri@gmail.com

Children deprived of adequate parental or family care face very difficult problems. The large number of such
children presents intractable management issues. Various measures to provide alternative care have met with
success in a small fraction of those in need.
There are multiple reasons for children without parental care. These include poverty, parental death or serious illness or
imprisonment, displacement due to various causes, abandonment, running away from home, children rescuing from forced
labour and red-light areas and those in conflict with law. The underlying causes are variable in different communities, but
poverty and illiteracy are the chief factors in a large proportion of cases.
In Asia there are an estimated 87.6 million orphans due to various causes. Of these there are 25 million in India. Globally around
8 million live in care institutions (1). Provision of alternative care for a huge number is extremely challenging. Adoption, family
based care / foster care and institutional care are the measures to provide the necessary care for these children.
Adoption. There are strict rules and regulations in India for adoption of children. However, the number of adoptions is very
small, around 5,000 per year (2).
Foster care. Traditional practices in India regard parental care of their children as parental duty more so than the right of the
child. It is not viewed as the responsibility of the State to provide child care in a family environment. Unlike many affluent
countries, our country has no formal system of foster care. However, in joint families set up with a good number of children
growing together, the “needy” child was also looked after.
Institutional care
Institutional care provides alternative care in an organized form to look after physical, emotional and social needs of children. It
is meant to deliver developmentally appropriate care by trained and motivated staff. Institutionalisation carries a negative
connotation and is associated with several harmful effects, which are well known and extensively documented in various
reports. Thus, physical, social and emotional underdevelopment, vulnerability to criminal behavior and lower intelligence in
children in institutions have been observed and reported from several countries. Institutional care should be avoided as far as
possible (3), but for the vast majority of needy children in India, as well as other developing countries, it is the only available
option. International guidelines recommend return of children to care of parents or close relatives as soon as possible. A study
from SriLanka suggests that institutional childcare is highly contextual to the cultural background and the importance of regular
professional support to enhance the quality of care through specified monitoring, supervision and improved quality of training
for caregivers (4).
Children’s Homes
There are three kind of institutions are for children 3-18 years who are in state custody for various reasons (2).
I)

Observation Homes for children accused of crime who are waiting for their cases to be heard and their fate to be decided.

ii)

Special Homes where juveniles are committed as per the decision of the Juvenile Justice Board.

iii) Children’s Homes for children with no “fit” guardians, who require to be in protective state custody until the age of 18
years.
Any Govt run or voluntary organization run child care institution providing care or non-institutional care for children in need of
protection has to register under section 34 (3) of JJ ( care and protection of children) Act 2000 as amended in 2006 (6). A large
number of such institutions, however, remain unregistered.
Govt run Homes
There are about 600 such Homes in India. Of these 245 are in Maharashtra having 30,000 children, of these 12 are in Mumbai,
Thane with 3500 children). Delhi has 27 homes. Institutions are managed by the Govt alone or with NGO partnership (as in
Mumbai), or totally managed by local or international NGOs or privately.
Problems in Children’s homes
Many institutions have appalling record of abuse and neglect. Physical and sexual abuse, substance abuse, bullying and fighting
among inmates, fighting with caretakers, organized breakaways from homes are common happenings. Adverse reports about
the functioning of these homes and various “wrongdoings” frequently appear in the media (7, 8).
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Governmental action.
The State must be responsible for ensuring appropriate alternative care when the family is incapable of doing that. They should
support family based care and improve standards within the institutions.
1.

Make adoption rules simpler so that those wanting to adopt do not face unnecessary hurdles.

2.

Support i) family based care with family other than both parents and ii) small group homes where 6-8 children live in a
house in the community, almost indistinguishable from other houses in the neighbourhood.

Institutional care
There are real difficulties in the management of these homes, which must be overcome. Adequate funding, well trained and
committed staff, proper supervision and monitoring are necessary to meet the comprehensive needs of the children and ensure
their rehabilitation. Minimum quality standards for Institutional care should be created and enforced. Proper certification,
inspection and monitoring should be in place. Government run institutions have been accused of mismanagement, neglect and
abuse, a prison-like environment and a lack of guidance and constructive and rehabilitative activity. It is important to have Govt NGO partnership in the management. The terms of reference for the participating NGO should be well defined and the NGOs
carefully selected. A reasonable caretaker –to –child ratio should be enforced. Monitoring and inspecting agency should be
identified and appropriate action taken on their report and recommendations. State and District level Child Protection
Societies could participate in supervision and monitoring. Legal action should be taken against unregistered and unlawful
institutions. Many fake NGOs have been implicated in financial irregularities.
Non-Govt Institution Care models
A large number of NGOs and privately established diverse homes/villages of varying sizes provide examples of such care. A brief
mention of a few follows:
1.

Prayas. It has been described in an accompanying article in this newsletter.

2.

SOS children’s villages (9). SOS Children’s villages of India is an independent, non-governmental, social development
organization that provides family-based care for parentless or abandoned children. It is 50 years old and has 32 SOS villages
in 22 states in India, and over 25,000 beneficiaries. Each village has 12-15 family homes with 10 children along with an SOS
‘mother’. All round development including education, nutrition, health and psychological development is taken care of.

3.

Bal Mitra Gram (Child friendly village) of Bachpan Bachao Andolan (10). The village is meant to be a micro model of a child
friendly world, where every child is free from exploitation, receives education, recreation and health facilities. The village
houses children withdrawn from child labour.

4.

Vatsalya Gram (11). A privately run project in Vrindaban (U.P.) provides family like care by women “relatives” , which
includes formal education, healthcare and nutrition, recreation and moral education.

There, however, seems to be no coordination or cooperation between such establishments. Sharing of experiences and
learning from each other could evolve best practices of institution care that could be replicated in different parts of the country
by the Govt and NGOs.
Role of civil society and professionals
The sheer huge number of children devoid of parental care, for various reasons, requires concerted action by the Govt and civil
society. Efforts by NGOs and individuals amount to a few drops in ocean. The governmental machinery must be activated and
organized to tackle the problems. Various institutions must meet minimum standards of care and be made accountable,
especially for proper utilization of funds. Irregularities should not go unnoticed and responsible staff reprimanded.
Professionals, particularly pediatricians can offer to participate in a supportive and supervisory role and provide health care.
References
1.
2.
3.
4.

UNICEF. State of World’s Children, 2009, New York
www.childlineindia.org.in/children-without-parental-care-india.htm
www.save the children.org.uk/keeping_children_out_of_harm
www.udayancare.org/iceb-journal/images/Gowry%20. Vasudevan V. Child care institutiosn as quality family, surrogate
(alternative ) care services in SriLanka.
5. WWW.unicef-irc.org/publications/pdf/insight8e.pdf. Children in institutions : the beginning of the end.
6. Social defence.tn.nic.in/registration
7. Reform system that deforms. India Today. January 21/2013
8. www.newindiaexprss.com/states/kerala/shocking-practices-found-in-Govt-run-children-sHomes/2004/05/00/article 2
9. www.soschildrensvillages.in/about-us
10. www.vatsalyagram.org
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Institutional Care for
Children on Crossroads
Introduction

Historically speaking, the institutional care for the homeless, orphans and destitute children besides for the ‘neglected’ and
‘delinquent’ - now categorized as ‘juveniles in conflict with law’ and ‘children in need of care and protection’, have always been a
necessity. Somehow for thousands of years, the Indian family system has been accommodating such children, but, simultaneously,
there has been a strong tradition of running orphanages under various religious denominations and practices. The children under the
institutional care have been erroneously clubbed together with the delinquents and juveniles, their detention practically amounting to
punishment, has been the hallmark of the system. This situation has created a contradiction and huge debate bringing forth today the
institutional care on crossroads.
Since 1876, when juvenile justice system originated in India, in some form or the other the children or the youngsters who were
required to be brought under some kind of legal system were kept in ‘borstal schools’ or some centers where they could be corrected
and provided some skills and training. Simultaneously, under different laws pertaining to women and child institutions, orphanages
and charitable homes, the voluntary organizations have been running institutions. Most of the government institutions or homes had
extremely negative record and the non governmental institutions run by missionaries were considered to be more humane and
better managed. The Children Act 1960, the Juvenile Justice Act 1986 and the Juvenile Justice (Care and Protection of Children) Act,
2000/2006 (with amendments) progressively created a well organised system of institutional care, clearly segregating under the law
the boys and girls upto 18 years, children in different age groups and most importantly the juveniles in conflict with law (JCWL) and
child in need of care and protection (CNCP).
There has always been a raging debate about ‘institutional vs. non-institutional care’ with regard to both the categories of juveniles
and children as mentioned. Considering the broad requirements of the UNCRC rights of protection, development and participation
and the constitutional as well as the legal mandate for the children in respect of care, healthy growth and social reintegration, it has
been strongly felt that there is no substitute to the family care within community environment. However, in respect of juvenile
offenders who commit serious crimes and they are required to be kept in the institutions to serve their best interest, to protect them
and others, and to facilitate their juvenile justice proceedings many a times there is no option. Similarly, in respect of the homeless and
destitute children and those who are facing serious crisis disasters or violence and they have no place to go, institutional care, such as,
children’s home and shelter, remains the only option.
The entire issue of institutional care has to be viewed as being the ‘last resort’ which also happens to be the last method (7th) of
‘disposition’ for the juveniles by the Juvenile Justice Board under section 15 of the Juvenile Justice Act. However, this option has to be
exercised even in respect of juveniles with utmost caution and reservation and all possible efforts shall be made to reform and
rehabilitate a juvenile within the family and community. The situation regarding the CNCP and the institutional care is very different
since the institutional care becomes a necessity and possibly the ‘first resort’ since the parents or the community are not able to look
after such children. Out of India’s 42% population who are less than 18 years, nearly 35 million are reported to be CNCP, of whom
atleast 20% are forced out of their homes and families, urgently requiring some sort of institutional care. All of them are now required
to be registered and managed within Juvenile Justice Act and Rules read with Supreme Court and High Court’s ruling on the subject.
It is a general belief that children in institutional care are there because they are orphans or have been abandoned by their parents.
Secondly, the institutional care in the government is identified with the juveniles who commit crimes and all juveniles/children are
treated like offenders. In reality, most of them have both or at least one parent. Poverty, illness, an unsafe environment, inadequate
schooling facilities, lack of access to education - all these are factors that make parents seek institutional care for their children. As a
result, there has been a dramatic increase in the number of children seeking and entering the institutional system.
Abandoned children and juveniles are brought to the institution by the police, well-wishers or someone from the Juvenile Justice
Board/Child Welfare Committee. Probation officers try to trace the child’s family. If they are not able to do so, or the family is not
willing/able to take the child, the child is sent to a Juvenile /children home, Fit Persons Institution, NGO-run institution or Street
Children’s Shelter. On turning 18, the child moves on to an After Care Home to continue studying/ training. If employed, they move
out to live independently.
Legal Framework
Children in institutional care represent special categories of children. According to the Juvenile Justice (care & protection) Act, 2000 /
2006, there are two categories of children who are placed in institutional care. The law covers ‘juvenile in conflict with law’, i.e.
juveniles (children below the age of 18 years) who are alleged to have committed offences and the ‘children in need of care &
protection’ i.e., various categories of destitute, uncared for, abused, physically, mentally challenged children, those vulnerable to
drugs & unconscionable gains, victims of armed conflict, civil commotion & natural calamities. The scheme of law distinguishes &
comprehensively covers these two categories of children and aims to create administrative infrastructure, as well as provisions for
proceedings, enquiry and disposition besides the custodial and protective care consisting of different types of homes for such
children. This law also creates a legal, social and rehabilitative integration package comprising adoption, foster care, sponsorship and
aftercare services.
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The JJ Act underwent further amendment in 2010 to end the segregation of disease-hit children from other occupants within child
care institutions. This JJ Act of 2000, with amendments made in 2006 and 2010 continues to be followed. The JJ (C & CP) Act 2000, as
amended in 2006 and 2010, internalises the Constitution of India (as prescribed in article 15 (3), article 39 (e) and (f), articles 45 and
47); the United 18 Nations Convention on the Rights of the Child, 1989; the UN Standard Minimum Rules for the Administration of
Juvenile Justice, 1985 (“the Beijing Rules”); the UN Rules for the Protection of Juveniles Deprived of their Liberty, 1990; the UN
Guidelines for the Prevention of Juvenile Delinquency, 1990 (“The Riyadh Guidelines”); the UN Standard Minimum Rules for Noncustodial Measures, 1990 (“The Tokyo Rules”); and many other international convention /treaties and Instruments
Institutions host about 40,000 juveniles/children in conflict with the law in India. Around 32,000 children are apprehended and
produced in the courts in a year, and a large number of them spend at least a week to a year under institutional care. Lack of adequate
alternatives or support to families also adds to the adverse practices.1 Currently, there are 611 sudhargrihs, 133 Ujjwala homes, 1521
children homes under ICPS where about 85,000 children stay2
Types of institutions under JJ Act/system
Both the categories of children that are those in need of care & protection and those in conflict with law are provided institutional care
for a limited period of time. While the former are kept in shelter homes or children’s homes, the latter are placed in observation or
special homes. The idea basically is to create conditions in these homes which are conducive to physical growth & mental
development of child. More specifically, the institutions are of four types:
1.

Children’s Home

2.

Shelter Home/ Drop-in-centre

3.

Observation home

4.

Special Home

Children’s Home
The Act stipulates that the State Government may establish and maintain by itself or in association with voluntary organizations,
children’s home, in every district for the reception of child in need of care and protection during the pendency of any enquiry and
subsequently for their care, treatment, education, training, development and rehabilitation. The govt. may by rules provide for the
management of children homes including the standards and nature of services to be provided by them and the circumstances under
which the certification of a children’s home may be granted.
Under the Rules, it is provided that the State Government itself or in association with voluntary organizations, shall set up separate
homes for children in need of care and protection, in the manner specified below1.

All children’s homes shall be registered as child care institutions under sub-section (3) of section 34 of the Act and rule 71 of these
rules;

2.

All children’s homes shall be certified as per the procedure laid down in rule 70;

3.

All children’s homes shall report to the concerned Committee about every child in need of care and protection received by
them;

4.

Children of both sexes below ten years may be kept in the same home but separate facilities shall be maintained for boys and girls
in the age group 5 to 10 years;

5.

Every children’s home shall include separate facilities for children in the age group of 0-5 years with appropriate facilities for the
infants;

6.

Separate children’s homes shall be set up for boys and girls in the age group 10 to 18 years;

7.

Children in the age group of 10 to 18 shall be further segregated into two groups of 10 to 15 years and 15 to 18 years.

8.

Each children home shall be a comprehensive child care center with the primary objective to promote an integrated approach to
child care by involving the community and local Non- Governmental Organizations through the Management Committee set up
under rule 55 of these rules and the District Child Protection Unit or State Child Protection Unit or the State Government shall
make an annual performance review of functioning of the children’s homes.

9.

The activities of such centre shall focus on:

(a) Preparing and following individual care plans for every child, with rights based approach, specifically addressing the child’s
physical and mental health, emotional needs, education, skill development, protection and special needs if any;
(b) Family based non-institutional services, such as, foster family care, adoption and sponsorship;
(c) Specialized services in situations of conflict or disaster and for juvenile or children affected by terminal or incurable disease to
prevent neglect by providing family counselling, nutrition, health interventions, psycho-social interventions and sponsorship;
(d) Emergency outreach service through child line (Toll free Help Line No. 1098);
(e) Linkages with Integrated Child Development Services to cater to the needs of children below six years;
(f)

Linkages with organizations and individuals who can provide support services to children; and

(g) Opportunities to volunteers willing to provide various services for children.
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Shelter Home
The Act stipulates that the State Government may recognize, reputed and capable voluntary organizations, and provide them
assistance to set up and administer as many as shelter home for juveniles or children as maybe required. It shall function as a drop-inshelter for the children in the need of urgent support who have been brought to such homes. They shall have such facilities as maybe
prescribed in the rules.
Under the rules, it is provided that for children in urgent need of care and protection, such as street children and run-away children,
the State Government shall support creation of requisite number of shelter homes or drop-in- centres through the voluntary
organizations. They shall include:
1.

Short-stay homes for children needing temporary shelter, care and protection for a maximum period of one year,

2.

Transitional homes providing immediate care and protection to a child for a maximum period of four months,

3.

24 hour drop-in-centres for children who need day care or night shelter facility.

4.

The shelter homes or drop-in-centres shall have the minimum facilities of boarding and lodging, besides the provision for
fulfillment of basic needs in terms of clothing, food, health care and nutrition, safe drinking water and sanitation.

5.

There shall be separate shelter homes for girls and boys as per rule 40(2)(d) of these rules.

6.

All shelter homes shall provide requisite facilities for education, vocational training, counseling and recreation or make
arrangements for it in collaboration with voluntary organizations or corporate sector.

7.

The Committee, Special Juvenile Police Units, public servants, Childlines, voluntary organizations, social workers and the
children themselves may refer a child to such shelter homes.

8.

All shelter homes shall submit a report of children using the shelter home facility along with a photograph of the child to the
Committee, the missing persons bureau or special juvenile police unit and the District Child Protection Unit or the State Child
Protection Unit.

9.

The requirements of producing a child received by a shelter home before the Committee, inquiry and disposal under sections
32, 33, 38 and 39 of the Act shall apply only to shelter homes other than drop-in-centres as specified in rule 30(2)(c) of these
rules.

10. The services of Officer-in-charge, child welfare officer, social worker shall be provided for the proper care, protection,
development, rehabilitation and reintegration needs of children in shelter homes.
11. No child shall ordinarily stay in a short stay home for more than a year except in special circumstances with the approval of the
Committee.
Observation home
An observation home deals with the category of children, who are more aptly addressed as children in conflict with law. Juveniles are
kept in such homes during the pendency of any enquiry regarding them under the Juvenile Justice (care & protection) Act. In these
homes various services are provided to the juveniles for their social integration & rehabilitation.
Special Homes
A special home is a home where children may be kept for sometime after the enquiry proceedings are over. A child may be released or
institutionalized. These children are those who are convicted after the case against them has been over. Further, the age range of such
children is 18- 20 years. In the latter case institutionalization is recommended and the children are sent to special homes. These
homes are also expected to be equipped for education & vocational training.
Management of Home
The preamble of the Juvenile Justice (Care and Protection of Children) Act, 2000/2006, itself signifies the need of the institutional
care, “An Act to consolidate and amend the law relating to juveniles in conflict with law and children in need of care and protection, by
providing for proper care, protection and treatment by catering to their development needs, and by adopting a child-friendly approach in the
adjudication and disposition of matters in the best interest of children and for their ultimate rehabilitation through various institutions
established under this enactment”.
In fact, the management of the Homes is the true indicator of the observance of the spirit of Juvenile Justice Act. It is the Home where
the purpose of the Act is either achieved or defeated. There should be family like environment in the Homes and the juveniles /
children should be treated with humane approach, love and affection. The treatment of the juveniles / children must be very friendly
and the Homes must have sufficient facilities and opportunities for their growth and development of character and personality of the
juveniles / children. The treatment of the juveniles / children must lead to reform and correct them of their mistakes and inculcate in
them some values which can help them to become a good social beings. For effective management, the Home must have certain set
of rules, procedures and also a well conceived daily routine.
The residential care has always been under severe criticism because it isolates children from wider society. But, on the other hand, it
is necessity also. The poor and physical conditions and prevalence of inhuman unfriendly atmosphere are two primary reasons for
such criticism. So much so that in spite of its necessity, in principle, we have agreed to the principle of institution as last resort. If we
take a careful look, we may find that residential care, licensed or certified under The Women’s and Children’s Institutions (Licensing)
Act, 1956 and the Orphanages & other Charitable Homes (Supervision & Control) Act, 1960 under the voluntary sector have been
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run better in all respects compared to the residential care provided under the Juvenile Justice Act. It is mainly due to the undesirable
practices prevalent in these institutions, which are often contrary to the provisions of the Act and the Rules. More importantly, there
is complete lack of understanding about the meaning and significance of the term Home, as discussed earlier, among the functionaries.
The residential care / institutional care must be understood as running a Home, both in terms of concept and management. The
management (system) should also be informal and inter-personal relationships amongst the children, the staff and between the
children and the staff should reciprocate the social relationships and bonds that exist between the brother and sister and parents in
the family and the children should have the rights of participation in the management (system) and then alone we can have a good
residential care system or a child friendly home.
Precisely for these reasons the Juvenile Justice (Care and Protection of Children) Act, 2000 prescribes for child-friendly approach and
adjudication and disposition of matters in the best interest of the children, in the preamble itself. Further, the provision of
involvement of social workers and voluntary organizations in the running the institutions, production of children, the functioning of
the Competent Authorities and Advisory Boards, have been made to make the institution more homely and child friendly. Only then
the children will feel happy to stay in these Homes and there would be their proper growth and development. The programmes are
likely to be more meaningful which may help to rehabilitate the children in the society. Provisions like Adoption, Foster care and
Sponsorship are aimed at rehabilitation and, at the same time, would become the means to de-institutionalize children.
Regulating Procedures and Registration of CCIs
Government data reveals that children are subjected to gross abuses in the very shelter homes that are made to protect them. There
were 932 cases of abuses and violations registered in child care institutions in 2013-14, reveals data furnished by the National
Commission of Protection of Child Rights. Of these, 532 cases were registered in Uttar Pradesh alone. There have been 178
registered cases till June this year already. In all, there were 2,333 registered complaints from 2011 to June 2014. The cases that the
NCPCR furnished had cases of child labour, missing children, sexual abuse, and displaced children, among other heads. In 2013-14,
there were a total of 192 registered cases of abuse and 71 in 2014 alone. Apart from that, there were 481 registered cases against the
girl child in 2013-14, and 54 cases in 2014 alone.3
Many reasons such as poor infrastructure and safety structure contribute to the downfall of institutions. Since these CCIs are under
the supervision of CWCs, many a times the CWC authorities misuse their power in favour or against these institutions. There is a lot
of information gaps between police and shelter homes. This may be due to the economic benefits of getting aid being related to the
number of children in the shelter homes, sometimes they are reluctant to part with information and do not allow legal enforcement
agencies to inspect the premises. This economic aid should not militate against the very purpose of shelter homes. Information
sharing from shelter home is a big issue, there are cases where children have languished years in the shelter homes before being
discovered.
The Government has introduced a Juvenile Justice (Care and Protection of Children) Bill, 2014 in the parliament which proposes
mandatory registration of child care institutions within six months from the date of commencement of Act with stringent penalties for
non-compliance. The Bill proposes punishment with imprisonment which may extend to one year or a fine of not less then Rs one lakh
or both. Under the Juvenile Justice (Care and Protection of Children) Act, 2000 there is a provision of registration of such institutions
including children’s homes, shelter homes etc which have residential care facilities for children. There are 1389 Child Care Institutions
registered under this Act which are getting financial assistance under the Integrated Child Protection Scheme(ICPS).4
Prayas: As a replicable model
Prayas JAC Society, now in its 27th year, is a national level humanitarian, gender sensitive and child focused development organization
operating through 242 centers including 46 Homes/ Shelters for children in 09 States/UTs across the country, directly serving more
than 50,000 beneficiaries, marginalized children and skilling over 15,000 youth and women addressing the multiple issues and
programs relating to child protection and juvenile justice, trafficking of children and women, vocational and life skills training,
empowering women through Self Help Groups and Income Generation Program, promotion of entrepreneurship, facilitating credit
through bank linkages and micro finance programs. The organization is envisioned to restore the lost childhood of neglected,
destitute and underprivileged children and to support the youth and women of the areas where it operates.
Employing nearly 700 professionals and served annually by nearly 200/300 volunteers/ interns from India & Abroad, Prayas is today
considered to be one of the largest and most dependable service-delivery organization in the country. Through its trained and
committed members, it strives to provide and maintain a standard of care in its homes/shelters. We focus on an all round
development of the child, i.e., physical mental and emotional development, by creating an environment which carefully balances the
empathetic and disciplinary factors.
When compared to other types of institutions and homes run by the state government across the country under JJ Act and a large
number of homes/shelters run by voluntary organizations, Prayas homes and shelters present a unique and highly replicable model.
Through homes and shelters, generally connected to children (1098) and women help lines for children and women in urgent need of
care, protection development opportunities and need for rehabilitation, family re-union and social re-integration are mostly
community based, well located and highly economical, hence replicable.
The 46 homes and shelters in several states, nearly half of them for children, can accommodate nearly 5000 homeless, destitutes,
working, abused and exploited, trafficked, missing and found children. In addition, the well known FerozShah Kotla observation home
for juveniles in Delhi gate has already been the home for nearly 11,000 neglected/juvenile children. This home which has its own
probation service and case workers directly receives juveniles brought by the police on their apprehension, who continue to be with
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Prayas through their proceeding by juvenile justice board located in the home and subsequently in their After Care programme ‘Yuva
Connect’ to ensure that they are provided dignified livelihood and respectable rehabilitation following educational and vocational
programme.
Some Suggestions
Ø
Most of the juvenile homes do not have proper buildings or the buildings are in dilapidated condition or have a prison-like
structure. The staff lacks professionalism and commitment, specialized knowledge and skills. Carefully designed programmes
catering to the specific needs of children are needed urgently. Training of the staff is an immediate need, keeping in view the
implementation of law in the spirit and good practices to be evolved.
Ø
The most important requirement for the successful functioning of a juvenile home is transparency. This implies that anyone
including people from the media can visit the home at any time. Transparency, simple monitoring system and standardization of
documentation work should form an integral part of both NGOs and the Government agencies involved in juvenile home
management.
Ø
Restoration is a very important aspect of the juvenile justice system. Successful restoration requires interaction with and
counselling of the families and the communities to which the juveniles belong. Rehabilitation of children needs to be reactivated
and adequate resources need to be generated for the same. Local resources should be identified to rehabilitate the children
based on their needs. Liaison may be established with the industrial houses to build resources in this regard. Juvenile homes have
to fulfill every need of the child. The first priority is to restore the child to his parents and the second is to find a suitable person
who is willing to take the responsibility of the child.
Ø
Registration is necessary, since every juvenile home has to be run on certain specified minimum rules and regulations. We fail
because we do not adhere to rules and regulations. In fact, there should be a mandatory periodic evaluation of every juvenile
home to find out all this.
Ø
Bureaucratic Apathy: being the serious barrier to effective child care system must be dropped. NGOs should lobby together to
pressurize the bureaucracy to change its style of functioning. Selection of government officials in social welfare departments
should be done with great care by the authorities. Sensitive and knowledgeable officials should be given due responsibilities.
Ø
Both the Government and NGOs should work in unison to serve the best interests of the children. A partnership between the
NGOs and the Government is the need of the hour, particularly in running the shelter homes and drop-in centres. A mutual
suspicion between the Government and the NGOs has persisted regarding the management of the drop-in centres. But this
suspicion has to go and the on-going dialogue should go on to sort out the problem.
Ø
The government institutions are both inadequate and also grossly under-utilized. This must be looked into for optimum use.
More NGOs should come forward to participate in the government run homes in order to improve their conditions.
Ø
The NGOs have a very important role to play in the management of juvenile homes because they are more suited for the kind of
work required in the homes and they can supplement and even substitute such homes. The NGOs need to be strengthened by
proper supportive supervision by the government rather than creating obstructions. Proper networking is to be developed
among NGOs to avoid wastage of funds.
Ø
Linkages between the formal system and the informal system should be developed in a manner whereby the institution should
function like a home and not like a jail.
Ø
The developmental programmes in rural areas should be strengthened to stop the influx of children to the cities, to make a living.
Ø
The govt. machinery should do something for the lapses in sanctioning the grants to the NGOs.
Ø
Large-scale community participation is required for setting-up the homes and to fulfill various requirements of the law.
Community Forum should be created with local persons as members, functionaries and chairpersons.
Ø
There should be common minimum standards in all the homes in order to maintain basic facilities and unhealthy avoid
comparisons by the children.
Ø
Programmes of government run institutions should be community-based and should include recreation, education and
vocational training.
1
2
3
4

http://unicef.in/Uploads/Publications/Resources/pub_doc73.pdf
Information shared by Preeti Sodan, Addtl. Secrtry- M/o WCD during a conference
http://www.dnaindia.com/india/report-how-safe-are-our-child-shelter-homes-2003358
http://www.firstpost.com/india/govt-introduces-bill-make-registration-child-care-homes-mandatory-1836121.html
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‘’Care of Children in Institutions’’ cover a whole gamut of life of a child within residential set up though this write up would
restrict itself and hence would deal only with the health aspect of children in residential care. Further, the following write up
addresses the health issues of those children in Child Care Institutions (CCIs) that fall within the ambit of Juvenile Justice (Care
and Protection of Children) Act, 2000 and Rules, 2007. While one refers to the health, one necessarily talks of both physical
health and mental health of children in CCIs. The aforesaid Act and the Rules are addressing health issues holistically thereby
addressing both the components of health viz. mental health and the physical health of children within its purview. Following
are some of the Rules to be seriously noted that are many a times not carefully implemented, resulting in many vulnerable and
disadvantaged children having their rights denied in spite of the fact that they fall within the protective umbrella of Juvenile
Justice System.
Major Provisions under the Juvenile Justice System
At the risk of being monotonous, it is important to enumerate provisions of these Rules as far as health aspect matters. Many
children who are any way traumatized are further victimized by the players of the very system that is endowed with the
responsibility of providing some succour to a traumatized child. Rule 27 (8) very clearly states that the need for a medical
examination report should not be a pre-requisite for the production of a child before the Child Welfare Committee or his/her
admission to an institution. This is clearly to save the child all those procedural hassles causing re-traumatization. This when
read with Rule 45 (l) that directs the receiving CCI to get a child medically examined within 24 hours.
Rule 45 on Medical Care gives detailed directions for medical care of each child which largely covers physical health aspects.
Rule 44 again through Nutrition and Diet scale emphasizes the physical health of each child. Schedule II prescribes minute
details of amount of each article of diet and much more.
Hygiene which is a very important part of overall health of a child is prescribed in Schedule I. Rule 41, 42, 43 enumerates all that
can help maintain hygiene standards.
For the first time legislation about children introduces Mental Health through Rule 46. Even Recreation is taken care
through Rule 49.
It cannot be over emphasized that most of the elements of physical and mental health care standards are envisaged in the
Juvenile Justice Rules. The Rules has strongly emphasized ‘’Care Plan’’ for each child right from the day one that the child
enters Juvenile Justice System. Each child can be helped holistically, if Care Plan, is put into practice effectively.
Way Forward
All the stakeholders including the paediatricians, other medical professionals as well as mental health professionals can play a
pivotal role in improving the care standards of Child Care Institutions where the focal point is the child.
This also calls for training of care givers in a CCI not only in the beginning but also at regular periodical intervals. Training in
dealing appropriately with challenging behaviour, including conflict resolution techniques and means to prevent acts of harm or
self-harm should be provided to all care givers. CCIs and care givers should without discrimination respond positively to
children with special needs, specially those living with chronic physical or mental illnesses and children with physical or mental
disabilities.
A CCI and other professionals providing interventions need to recognize that care giving is a very stressful work and therefore
primary care givers work need to be viewed seriously and not just a menial work attracting abysmal salary. Primary care givers
are almost at the lowest rung of the organization. This aspect needs to be looked into seriously if children have to be delivered
justice.
The CCIs need to forsake the custodial concept of institutional care and judiciously open the gates for planned voluntary
professional interventions. Medical professionals as some other professionals can play pivotal role in enhancing the lives of
children in CCIs. Their active role in improving standards of care is immense. All such efforts can forge a way ahead for
rehabilitation and reintegration of these children in the society which is the ultimate goal of the Juvenile Justice Act.
Institutionalization is the last resort as envisaged in the Juvenile Justice (Care and Protection of Children) Act, 2000. Among
other principles, ‘best interest’ of the child is paramount. And the ‘best interest’ is always in reintegration in the society.
Therefore restoring physical and mental health of every child in a CCI can help child’s rehabilitation and reintegration to the
society.
Brief Profile of Bharti Sharma
Bharti Sharma has degrees in Home Science (specialisation in Child development), followed by Social Work from M.S. University, Baroda and Ph.D. on
Juvenile Delinquency from South- Gujarat University, Surat. She has teaching experience at graduate and post graduate levels at different Universities
in India and abroad. Her experience at the field level has been in India and United Kingdom. Soon after her retirement as Associate Professor, Social
Work, Jamia Millia Islamia, Delhi, she was appointed Chairperson of Child Welfare Committee, New Delhi for two consecutive terms – 2003 to 2009.
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(Excerpts from PEDICON 2015)

Introduction
Institutions are part of a reactive childcare system, providing care for children from very different backgrounds, with
very different needs. These could be orphans, abandoned, abused, those who are runways, children in conflict with law,
living on the street, in refugee camps, in informal kinship or community care, recruited as child combatants or are
trafficked for labor or sexual exploitation. In India 2 to 8 million live in institutions, but this could be gross underestimation.Conflict, climate change and HIV/AIDS are likely to cause further increases in coming years.
Problems of Care of Children in Institutions
In institutions, not only are structural characteristics and caregiver-child interactions found wanting, they also fail to
provide adequate medical care, nutrition, sanitation and safety. Quality of caregiver-child interactions is poor.
Children may be exposed to 60-100 different caregivers over their first two years of life. The care they receive tends to
be highly regimented. There is also a tendency to segregate children with disabilities in different wards or different
institutions. These interactions often tend to be limited to the routine chores of the day, such as feeding, bathing and
changing. Such chores are often done in a perfunctory, business-like manner with little social interaction. Caregivers
tend not to respond to a crying child or to play with the children. Little warmth and sensitivity is afforded to the children.
One-on-one interaction is rare. And reciprocal verbal and nonverbal “conversation” is limited.
Social-emotional deprivation. They replace parental care without supporting families, without preventing family
crises, and without attempting to resolve the situations that result in the placement of a child in an institution.
Institutions represent a blanket approach to childcare. They are expensive, inadequate and centralized. Even the
very best institutions are ill-equipped to cater for children’s needs or to support the observance of their rights. They can
never replace the one-to-one care needed by children for their development and the full expression of their potential.
These children are ‘trapped’ in institutions, lacking a sense of identity or belonging and isolated from their
communities. Many develop survival skills in response to their hostile environments which can develop into destructive
behaviour later in life. They also have few opportunities to learn any basic life skills in the institution such as how to cook,
how to use money, how to use public transport. Without these basic skills, they enter adult life at a significant
disadvantage which can handicap them for the rest of their lives and leave them on the periphery of society. Children’s
brains develop as connections are made between their synapses. These pathways are vital. Children in institutions do
not get the stimulation needed to develop these connections effectively, so often struggle with language and end
up with lower than average IQs.
Long term Sequelae
Young adults raised in institutions are 10 times more likely to be involved in prostitution than their peers, 40 times more
likely to have a criminal record and 500 times more likely to take their own lives
Studies from Orphanages in Romania revealed that Institutionalized children fall one month behind of growth for every
2.5 months in Romanian orphanages, 3.0 in Chinese and 3.4 months in Russian orphanages.Even Attachment is not fully
developed. Institutionalized children were far more likely to have social and behavioural problems including aggression,
hyperactivity, attention problems and a syndrome that mimics autism. These problems often disappeared once the
children were placed into a family. Institutions have been known to become dens of Child sexual abuse. A study revealed
child sex tourism in institutionalized children
What is desirable?
Placing children’s rights first – the best interests of the child should drive each decision and children should always be
consulted before decisions are made.
Supporting parents and families to prevent abandonment – this can include increased cash benefits, free health care,
preschool/nursery care, better access to education and child protection services. It may also include aid to encourage
greater community support.
Reforming national care systems to move children out of institutions – helping governments to develop alternative
provision to make children’s homes unnecessary. These may include kinship care, foster care, careful adoption and
better trained and more numerous social workers.
Improving standards within institutions – although the long term goal is to make these institutions redundant, in the
meantime they should be properly regulated and frequently inspected to ensure that they are providing acceptable
standards of care.
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Institutionalised children are a subset of children without permanent parents, a group that includes “True Orphans” who
do not have living parents and “Social Orphan” who have at least one living parent unable, unwilling or unfit to rear the
child, due to various reasons. There are an estimated 163 million children in 93 countries without permanent parents (
UNAIDS,UNICEF,USAID 2004), out of these an estimated 2-8 million children live in institutions. These children do
have grave experiences of loss, abandonment, death of loved ones, violence, betrayal and neglect. The importance of
bestowing a positive mental health for them as children and as future adult citizens is still not yet defined. A child as every
human being has a large number of needs which vary from physical ones necessary for mere survival to social and
psychological ones which are very important for overall development. Every need has to be translated into the right of
the child.
In an institution the children to care giver ratio is high almost 6-8 children per care giver. These care giver work in shifts
and then they have their off. Due to these frequent changes the children will have the problem of identity crisis. These
care givers perform their duties in a synchronised, time framed, structured format with little talking and minimal warm,
sensitive, responsive interactions with children. This results in developmental delays with lifelong consequences. It has
been scientifically proved that children living in institutions average more than one standard deviation below the
expected levels of non-institutionalised children with respect to their physical growth, cognition, and general
behavioural development and they exhibit a variety of functioning deficiencies like problems with attention, activity,
short term working memory and social engagement problems.
These problems are future enhanced if they have adverse prenatal conditions like maternal exposure to drugs and
alcohol, birth complications like low birth weight, poor APGARscore, lung immaturity, etc. It is very important to
increase the security of attachment among institutionalised children by reorganising care within institution and quality
time given to children by the care giver and other adults tend to care and go in children’s lives including medical personal,
prospective adoptive parents and volunteers whose attachment with the child is only for short duration.
A typical pattern of diurnal cortisol activity is reported for institutionalised children and children were found to be
stunted in their physical growth. Children reared in institutions also show diminished intellectual performance relative
to children reared in foster homes. Even if the physical needs like toys, clothes etc. are adequately met the children are
deprived of opportunities to develop stable and continuous attachment relationships. The cortical maturation is
sensitive to early environmental content and provides novel evidence of a neurodevelopmental pathway linking
institutionalisation to psychopathology. Although most institutions create a child rearing environment best typified by
structural neglect, some children remain resilient even in the most adverse settings. Hence it is important to study the
interaction of resilient children with various facets of the institutional environment.
To avoid permanent impact on children’s brain and their physical cognitive and social, emotional development every
effort should be made to avoid placing children in institutions and to transition out of institutions as early as possible.
Adoptive, fosters and other family type arrangements are better for children’s overall development. Within the
institution it is important to have training for the staff and care giver and establishing a family hours for primary care
givers to be with their children. The care giver should be trained and should know how to respond effectively to
challenged behaviours in young children and to help them to become more securely attached. There is a great need for
every country to have a substantial political and administrative will,leadership, financial resources, a well convinced long
term plan, a professional well organised and structured child welfare system of family care alternatives such as foster
care, kattala , and adoption. Improving the existing conditions of institutional care is also equally important to ensure that
all over children get off to a good start of life.
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Where children are placed in institutional care, every effort must be made to ensure that its use is limited and meets the
specific needs of the individual child, that it adheres to quality standards and that it provides individualized and small group
care. It is vital that any work on improving existing institutions does not deflect resources away from supporting families to
care for their own children and away from the development of alternative family-based care, such as foster care and
adoption. The new international Guidelines set out clear quality standards that should be met by all forms of alternative care.
They are universal, based on the UNCRC, and apply to all settings regardless of their culture or financial and political status.
These quality standards are set out in more detail in Save the Children’s First Resort series and are summarized
below.
1 The use of residential care should be limited to cases where this setting is specifically appropriate, necessary and
constructive for the individual child concerned, and in his/her best interests.
2 Alternative care for young children, especially those under the age of three years, should be provided in family-based
settings, and not in institutions.
3 Where large childcare facilities (institutions) remain, alternatives should be actively developed in the context of an
overall de-institutionalization strategy, with precise goals and objectives, which will allow for the progressive elimination
of these facilities.
4 States should establish care standards to ensure the quality and conditions that are conducive to the child’s
development, such as individualized and small-group care, and should evaluate existing facilities against these standards.
5 Decisions regarding the establishment of, or permission to establish, new childcare facilities, whether public or private,
should take full account of this de-institutionalization objective and strategy.
6 There must be effective assessment and gate keeping to ensure that institutional care is only used as a last resort and in
the child’s best interests. This includes effective follow-up to ensure that the child is returned to a family based setting at
the earliest opportunity. For those children already in institutions, their cases should be immediately reviewed, and
family based care provided where possible.
7 Siblings should be kept together, and children should be given every opportunity to maintain contact with their own
families and communities.
8 The particular health, nutritional, safety, emotional developmental and other needs of all children should be met,
regardless of their age, characteristics or abilities. Each child should have his or her own personalized care package.
9 There should be regular health check-up of these children in the institution and proper nutritional advice should be
imparted to them. We must maintain their proper growth monitoring.
10 The immunization record of every child in the institution should be maintained .We must ensure that every child is
immunized against various communicable diseases.
11 There should be proper supply of drinking water for the children.
12 There should be provision of outdoor games for the children in the institutions.
13 The children should have all the facilities for their all round development i.e socio-cultural and extra-curricular activities
like art and poetry.
14 The emotional aspects of every child must be taken care of.
15 There must be a comprehensive set of national laws, policies and standards complemented by clear operational
guidelines so that all parties are aware of their roles and responsibilities and can be held to account.
16 Regular monitoring and inspection services should ensure that these are upheld at all times, and that legal or professional
recourse is sought for those that violate them.
17 All care institutions should be licensed by, and accountable to, the State.
18 There must be adequate staff-to-child ratios and all those working in care institutions must be carefully selected,
supervised and trained.
19 Children should be supported to participate in decision-making around their own care arrangements.
20 The welfare of each individual child in institutional care should be closely monitored and supported during their
residency and after they leave. It is the responsibility of every government to establish and implement national-level
quality standards for residential and family-based care. This process of local appropriation is essential in order to garner
local commitment, and to tailor implementation processes to the local situation. Donors, NGOs and other key people
may be needed to provide technical and financial support to the design and implementation of standards.
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Rubi, Rupa and Vijay, siblings, came to Udayan Ghars at ages between 7-13; impoverished, undernourished, abandoned by their drug
addict father, after their mother passed away; dejected, depressed, and hugely angry. It took a long time and lot of efforts in making all
the three children change their view of life, learn to cope with the traumatic past, relearn Trust and Attachment, and build their
present and future. As they reached 18, they transitioned into Udayan Care’s Aftercare program. Today, Rubi, armed with a degree in
Travel and Tourism, holds a prestigious job, married and a young mother; Rupa, married, is an executive in a 5 star Hotel, and Vijay is
studying in the final year of Law.
Understanding Aftercare Services
‘Aftercare’ is a term used to describe a variety of services and supports, that may be available when an adolescent reaches
adulthood and is no longer eligible to remain in child care institutions or foster care homes, based upon the government
policy. Successful Aftercare programs seek to increase key capacities in institutionalized children while providing the
necessary allocation of time for healthy transition out of institutionalized care. Life skills, educational attainment, and
achieving gainful employment are key developments that need to be addressed in young adults as they transit into
independent adulthood.
According to Juvenile Justice (Care & Protection of Children) Act 2000 and Integrated Child Protection Scheme (ICPS),
aftercare means provision of support, financial or otherwise, to young adults, who have completed the age of eighteen
years but have not completed the age of twenty one years, and have left institutional care, to help them to join
mainstream society. According to this definition and other provisions in the JJ Act and ICPS:
1)

Aftercare services are only for those young adults who have been in institutional care and left the institutional care
on attaining the age of eighteen year;

2)

Additionally, the legislation recognizes that this transition period is not a short-term period, but rather provisionally
grants an additional three years of support and services to young people reaching the age of majority;

3)

Aftercare services are for providing financial support or otherwise like putting them in an aftercare Home being run
by an organization;

4)

Aftercare services are for providing additional support to them as they transit from residential care to mainstream
society.

5)

As directed by the Child Welfare Committee, these services are based on the individual care plan.

Aftercare may therefore be considered as the last and the most important stage in the transition from institutional care to
social integration in the society. One would imagine, this would merit detailed attention in the law and require greater
financial support. Still, aftercare is a largely unaddressed topic within the provision of child welfare services in
India. In the South Asian region, only India and Bangladesh have developed policies that work towards the delivery of
Aftercare services. While many member States have established Children’s Welfare Acts, or various other types of
legislation, there is limited practice in Aftercare, with only India mandating the delivery of Aftercare programming,
having identified the establishment of Aftercare programs within institutionalized care, at least in provisionary measure,
in the Juvenile Justice Act (JJ Act) and Integrated Child Protection Scheme (ICPS). However, despite this recognition,
there remains little infrastructure to the development of much needed Aftercare programs, and in this respect, India is
falling far short of meeting international standards and best practices.
In September 2014, in a ‘Multi-Stakeholders’ Consultation on After Care Services in India’, organised by Udayan Care,
the foremost consideration from everyone present was: Aftercare program, which is the key pillar in the delivery of
rehabilitative services for adolescents and young adults out of home care, to make their transition to independence
successful, is a neglected and largely unaddressed program. Hence, Government of India needs to review, revise and
invest significantly in this program with clear guidelines. Investing in our disadvantaged, orphaned youth to ensure that
they have the best chance of succeeding as independent citizens of India is a crucial investment, both ethically and
economically.
Current Framework of Aftercare Services in India
As mentioned earlier, the framework for the establishment of Aftercare programs can be found in the Juvenile Justice
(Care and Protection of Children) Act 2000. Section 44 lays the groundwork for the establishment of Aftercare
organizations under Chapter IV – Rehabilitation and Social Integration. Legislation recognizes the need for Aftercare
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services for institutionalized children to help them “to lead an honest, industrious and useful life”. The objective of
Aftercare program is to enable such children to adapt to society and to encourage them to move away from an institution
based life. Some of the key provisions include community group housing, vocational training, stipend during the course of
vocational training, health services, provision for a peer counselor, loans for youths aspiring to set up entrepreneurial
activities, and linkages with corporate and civil society groups.
As per the guidelines for Aftercare program under ICPS, suitable Government and voluntary organizations will be
identified and selected to run the Aftercare program. The criteria for selection of Aftercare Organizations are - the
organization should be registered under the JJ Act; must have five years of experience in management of a home;
minimum three years of experience in assisting children with vocational training; minimum three years of experience in
placement of children in jobs, apprenticeships etc.; and a well established counseling program.
Despite progressive policies, there is a near total absence of recognized Aftercare programs, and existing programs fail
to meet the parameters of proper Aftercare delivery. Those, which can be very good models to learn from, are
established by NGOs, running Child Care Instituions, but they are not seeking Government recognition. What is it that
holds them back? The best practices never get shared.
Aftercare in Delhi
Disturbed over his looming eviction from a government-run after-care home, a 22-year-old youth allegedly attempted suicide
on Friday night…
The Juvenile Justice Act allows youths brought up in juvenile homes to live in after-care homes till the age of 21. Gitta was shifted
to the after-care home from a home for children in the same complex when he turned 18. On Friday he and seven other inmates
were told that they would have to move out by August 16 as they were too old to occupy the facility. (TOI, Aug 10, 2014)
There are no effective aftercare programs in existence currently and the state government offers limited aftercare
residential facilities. For males above the age of 18 years, the government has kept two rooms next to the Alipur
children’s homes to lodge those in need of after care. Delinquent women above the age of 18 years are kept at Nirmal
Chaya, the state’s shelter for destitute women, in West Delhi. The aftercare shelter at Alipur Road currently houses
about 25 delinquents above the age of 18. (DNA report 22nd July 2013)
All juveniles found to be in conflict with law by the JJ Board have their respective “individual care plan” detailed in the
order. “However, in the absence of adequate training and sensitisation among implementation authorities, the plan has
only limited significance,” said former top cop Amod Kanth, who runs Prayas.
In the absence of proper guidance and support from the administration, recognizing the need and importance of the issue
some NGOs like SOS Children’s Villages, Udayan Care, Prayas and Don Bosco etc. have developed their own models,
without seeking Government recognition.
SOS Children’s Villages model talks about each child’s development individually, and guiding the children from their
arrival in the SOS family until they are independent. This includes supporting youth in planning their education, including
vocational training and career planning, and development of comprehensive skills to help the young person to become
socially and professionally autonomous. In a step-by-step process, each young person receives individualized
professional assistance to obtain housing and employment. Support to youth is provided till the time they are finally
settled in life.
Don Bosco defines the aftercare facilities as ‘Residential Hostels‘, and provide all the necessary support to the youth of
Ashalayam, the rehabilitation centre for youth at risk, who due to the legal restriction is not allowed to stay in the normal
children home, to assist them in the process of re-integration into the society by Accompanying them in every stage of life
and this support continues till they became self-dependent.
Prayas is running ‘Yuva Connect’ an aftercare program for juvenile. Launched in May 2011, the ultimate goal of this
aftercare program is to ensure a safe and independent life free from crime through skill enhancement, mainstreaming in
society which eventually leads to self dependence through income generation. The outcome expected is that the
juveniles/children involved in this program would be able to find a suitable place for themselves in the society so as to live
a stigma free life with a sense of pride.
Aftercare Program of Udayan Care
Udayan Care provides Aftercare program to the children, who have completed 18 years in any of the Udayan Ghars. It
runs its own facilities as well as places some its youth in college hostels and scattered site housing. Besides providing all
the basic facilities such as free residential facility, higher education, health check ups, etc Udayan Care also gives equal
emphasis on vocational and life skills training. Youth continue to get individual attention from their mentors, who were
attached to them in Udayan Ghars, along with guidance from Udayan Care staff and mental health experts. Going one
step further, serious efforts are also made towards internships and placements in private sector or government
institutions and, even helping them in finding and settling with their soul partners.
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The broad objectives of Udayan Care’s aftercare model are:
To enable a young adult of the Udayan Ghar Program to transition from institutional to independent living through a 4pronged approach in its aftercare program:
•

To provide a secure home for young adults either in own facilities, or a secure set up in case of scattered site housing

•

To provide financial support for proper nutrition, health, professional/ vocational education/vocational training,
internships, leading to economic independence and a stroong sense of personal identity

•

To help them to avoid pitfalls that so many of their peer group encounter, such as alcohol and drug problems, mental
health crises, credit trouble, unemployment, homelessness and provide them guidance, counseling and trainings in
life skills and independent living.

•

To engage stakeholders with like minded vision from civil society to join hands and support in various capacities to
manage and monitor young persons and mentor them.

The Developmental goals for Udayan Young Adults are:
•

Attain Education and Vocational Skills

•

Gain independent living skills

•

Become emotionally resilient

•

Develop ability to form healthy adult relationships; have a family life, and the capacity to provide care for their own
children

•

Achievement of gainful employment and a career

•

Value diversity, and respect people irrespective of their caste, class, or ethnic and cultural background

•

Young adults become law abiding, socially responsible citizens

Unique Aspects of Udayan Care’s Aftercare Model
As in Udayan Ghars (13 Udayan Ghars in 4 States, over 500 children touched so far, 200+ currently in residence), a
comprehensive rehabilitation intervention for the Aftercare residents is an inherent part of the Aftercare Program.
These youth are supported for residential facility, higher education, professional training and career development.
Significantly, aftercare support of Udayan Care is not limited to three years as prescribed under law, but it continues till
final settlement of youth. The activities and facilities included in Udayan Care’s Aftercare model can be broadly classified
under 5 categories, as shared below:
•

Familial Relationships

•

Consistent Living Circumstances

•

Social/Educational support systems/Care Planning/ Financial independence planning

•

Regular training and monitoring of the Care Team to enable them to employ attachment and trauma based
understanding to encourage resilience and developmental growth in children

•

Initiatives in Research and Aftercare planning with research input

Familial Relationships: Inculcating value based daily living through constant Mentoring
Udayan Care has developed a unique system of appointing life-time volunteers, who act as mentor parents to the
children, in all the Udayan Ghars. They continue to mentor the children, when they grow into youth. These mentor
parents continue to invest their time to inculcate values and dignity amongst the young persons, and because of their
continuity, bring a great sense of stability and security to the young adults in this very volatile, fast changing period of
transition in their lives. The Mentor Parents, along with professional Staff assist the young persons in smooth transition
from institutional care to independent living. The most wonderful part of the whole model is the emerging and
strengthening brotherhood/ sisterhood, which the growing adults carry from the Children’s homes to the aftercare care
and then to the larger world. Time has seen many of them coming together, once transitioned and setting up little
apartments together. Mentors and staff ensure that they develop enough connections in the community prior to their
discharge from care, whether for housing, jobs or other engagements.
Consistent Living Circumstance: Mechanisms to Aid Planned Development
The practice of permanency and consistency in the Udayan Ghars provide necessary stability/time/space to allow
development; and this is carried through even in aftercare:
Promoting Positive Mental Health
With a mental health team on board, positive mental health is what Udayan Care strives to achieve for its children and
youth. Training its staff and mentors in various aspects of mental health in children, Udayan Care practices trauma and
attachment informed approach. Mental well-being is closely associated with the development of a positive self identity.
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This is done by consistent care and feeling of security in Children’s Home and later in Aftercare, and by giving an
opportunity to develop meaningful relationships with each other, mentors and the staff. Attachment and permanency are
crucial for the individual in need of care and protection, while s/he is in a child care institution and when she leaves the
institution.
Ensuring Physical Well Being
Equal emphasis is given on nutritious meals and good health. Regular health checkups of all the youth living in Aftercare
homes. Organization has tie ups with different health institutes which under their different Social Responsibility policies
provide free or concessionary health check ups.
Household Responsibilities
The youth in the facility are responsible for all the household chores, including cooking, cleaning, sweeping, swabbing,
washing, purchases, etc. Individual responsibilities are decided in conjunction with each other.
Social/Educational/ Other Support Systems
There is heavy focus on key competency development to prepare them to live independently outside care.
Education/ Vocational Training
The youth is encouraged to continue education and vocational training as per their interest and aptitude, to prepare them
for jobs. Besides regular colleges, distance learning for graduation, the young adults are also provided equal
opportunities for additional vocational trainings for various activities like computers, stitching, cooking, beauty culture
etc. in Udayan Care Information Technology and Skill Development centers as well as outside, as per their interest.
Trainings and capacity building workshops
Capacity building workshops on life skills are regularly conducted by social workers and external resource people, which
range from anger management to home management, financial literacy to job readiness training. Developing their skills in
their own health management, housing and life opportunities are the most important components of this training.
Career Guidance and Placements
Planning for their future is done with them. Career counseling and guidance is one of the integral part of its model. This is
covered through exposure visits, interaction with various professionals, job readiness trainings, career counseling by
counselors, placements in internships and part time jobs while still studying and finally placements and exposure to
different professional avenues. Even afterwards young persons are counselled on job retention and career building
Identity
Bank account, Aadhar Card, PAN Card, Passport (in select cases) forms not only young people’s identity, but also brings
them dignity and a stepping stone to jobs.
Regular training and monitoring of the Care Team
Regular training and monitoring of the Care Team (Mentors, Professional and Care Staff) is done to enable them to
employ attachment and trauma based understanding and practices to encourage resilience and developmental growth in
children and then in young adults.
Initiatives in Research and Aftercare planning with research input
Udayan Care has taken certain initiatives to develop research into its own practices to evaluate its own systems and
processes and success rate of transition for its young people, which range from survey based evaluations to Longitudinal
Research to evaluate the Current and on-Going changes in children’s and young adults’ sense of Trauma, Attachment,
Self-concept and Ego-resiliency. The results help us navigate our processes and help us develop better monitoring and
evaluation to help the system.
Currently the organization has 2 youth care facilities (one for young men and the other for young women) of its own, with
32 youth in-house; and 18 girls and 14 Boys placed in college hostels and scattered site housing in different areas of Delhi
NCR. A team of dedicated social workers and support staff ensures that all the youth, living in different Aftercare settings,
are provided with adequate support in dealing with different legal complexities and other issues, such as identity docs,
legal issues related to rentals, etc; and get equal opportunities to excel in their life. The complete acceptance and support
of the mentor parents afford them enough strength, motivation and confidence to deal with other social issues, and helps
them in social adjustment. So does, sometimes even more powerfully, the emerging brotherhood and sisterhood
amongst Udayan Care alumni. Udayan Care Aftercare model aims at and ensures a complete and successful reintegration of each youth into the main stream of the society; yet some have complex needs and may need additional
support due to higher risk behaviors or mental health issues, may even lifelong support, due to disability, which is also
addressed.
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Some success stories
The success of Udayan Care’s Aftercare model is really the story of successful transition of its young people from
institutional care to independent living. Shared below are some of the cheerful moments that our youth themselves
shared:
Neelam
“When I, along with my 4 other siblings, came to Udayan Care, I met Kiran Bua at the head office and she told me that I
would be meeting others girls. We went to Greater Noida, which became my home for 11 long years. I have done my
education from Pragyan School, which is a very good school in Greater Noida. I wanted to study Computer Applications,
and so I was helped in graduating in BCA. Now after graduation, I have moved out from Udayan Care as I have started
working with IBM India and I stay on my own. But Udayan Ghar remains my home, where I go to meet my siblings as well as
other girls, who too are like my siblings. This is how Udayan Care is empowering their kids and they have empowered
me.”
Sakshi
“I cleared my 12th this year and I’m in Gargi College, DU, pursuing my Bachelors of Arts in Mass communication. Udayan
Care provides us with wonderful workshops and we have been exposed to a lot of things in life. At least it has given me a
far sightedness to think of doing better to best in life. Today, I can think of pursuing my higher studies from a good
university outside India. I surely love the bond that I have with my mentor mothers. “
Conclusion
Aftercare programming has to be recognized as a key factor in successful transitions for institutionalized children to
independent living. It is to be realized that children living in Care Institutions have experienced difficult circumstances;
the feeling of vulnerability and past experiences of loss can be triggered during the phase where the young adult has to
separate from the spaces which are familiar and secure in some sense. In order to prevent stress, predictability,
consistency and familiarity play an essential part.
Programs should be developed to prepare them to face the outside world in order to handle new individuals and new
relationships. Aftercare systems and programs must be developed to face the additional challenge of providing services
to young adults, with significant obstacles and restrictions that hinder a natural process of development. Not only do
children raised in out-of-home care face increased risks of interactions with criminal justice systems, they also must
overcome the barriers of lower educational and employment attainment. Aftercare plans for the youth in transition can
help reduce insecurity by involving the youth in decision making process of their own lives. It is very important to involve
the individual in development of his/her aftercare plans. Therefore, the concept of informed choice of youth leaving care
should be emphasized. This preparedness can decrease the chance of re-traumatizing them and the long-term impact
this may have on their psychological, physical, cognitive and social development.
Delhi JJ Rule, 2009 states that the management committee should meet every month planning post-release or postrestoration rehabilitation program and follow up for a period of two years in collaboration with aftercare services. Is it
happening? Since, there are no proper records or details available on how many children in a year turn into young adults
and leave care homes and enter into Aftercare Program, nor is there any data available as to what happened to a child
when he or she leaves an institution after attaining the age of eighteen years; additionally, no data is available as to how
many youth transition into society from the aftercare program; and how many transitions are successful, or even what
constitutes success. It really requires proper data management and analysis, if we don’t want the national exchequer to
be burdened with huge expenses on institutional care and with no results.
A National Registry for all care-leavers is proposed by Udayan Care, where each and every care-leaver should be tracked
for a minimum of 5 years, with proper accountabilities, between Centre and States, between government homes and
NGO led care institutions; and through which additional support for capacity building, guidance and counselling on
careers and job retention, etc. can be given; this will help develop a support group too of these young people themselves.
Existing laws, including under the ICPS guidelines, while indicative of the need for Aftercare, lack specificity in matters
relating to the ‘Need for Umbrella Care of the Family’ to young adults. There is a unique opportunity to develop policies
and frameworks that can provide holistic intervention in line with best practices internationally. Should India take this
challenge, it will be uniquely positioned in South Asian countries to create and draft holistic, inclusive legislation that
streamlines service delivery and provide institutionalized young adults the best opportunity for successful transition into
independent adulthood.
We could borrow from the guidelines in Sweden which suggests – Do with them as you would with your own young adults
in your family.
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Activities related to Child Abuse Neglect & Child Labour & ICANCL Group at PEDICON 2015, Hotel
Samrat Ashok Complex, New Delhi Jan 21-25, 2015
A number of important Child Abuse Neglect & Child Labour (CANCL) related activities were included at the
PEDICON 2015. A brief account follows:
Care of Children in Institutions
The Indian Child Abuse Neglect & Child Labour (ICANCL) group oganised a Symposium on Care of Children in
Institutions during the National Conference of Indian Academy of Pediatrics(IAP) PEDICON 2015, at Hotel Samrat
Ashok, New Delhi on January 24, 2015. Dr RN Srivastava chaired the meeting and introduced the subject mentioning
the problems faced by children in institutional settings.Amod Kanth IPS, General Secretary Prayas & Former DGP &
Chairperson-Delhi Commission for Protection of Child Rights (DCPCR) delivered the first plenary presentations. Mr
Kanth gave an “Overview of Care of Children in Institutions India”. Mr. Amod Kanth gave an excellent
presentation, emphasizing that the development of children in Institutions depended on where they came from. Most of
them were from very adverse socioeconomic conditions and were in poor health and often abused. With proper
institutional care they showed remarkable improvement. Considering the huge number of children deprived of proper
care, there was a need for many more Centers for Institutional care, especially because there was almost no foster care
culture in our country. Establishing such centers was difficult and a great responsibility and involved a great degree of
commitment. He mentioned that even large NGOs with considerable resources were mostly playing an “activist” role
and reluctant to be involved in undertaking institutional care.
Dr Yogesh Sarin, Director & professor of Pediatrics Surgery, MAMC, New Delhi delivered the second plenary on
“Health care of children in Institutions talked about physical and intellectual development of children brought up in
Institutions. He quoted recent European studies that indicate that such children show reduced parameters of
development as compared to those having home care. Dr Professor Devendra Sareen moderated the panel discussion
“Challenges and opportunities to achieve basic rights for children in institutions”. Dr Sandhya Khadse, Prof &
Head, department of Pediatrics, BJMC, Pune discussed approach to Education & Development;Dr Veronica Shah,
Senior Consultant, Delhi Council for Child Welfare discussed special care needs and & adoption/placement);Ms Bharti
Sharma, Former Chair Child Welfare Committee spoke on Juvenile Justice Act and legal challenges & Dr Anjali Saxena,
Senior Consultant Adolescent Pediatrician, Max Health Care Life skills education for these vulnerable children.
Dr Kiran Aggarwal organized a pre-conference workshop on Child Sex Abuse (CSA) on 21st January. It was very
well attended, the participants including pediatricians, OBG specialists, legal experts, social workers, NGOs. The
discussions concerned certain aspects of the POCSO Act, such as problems with mandatory reporting of CSA and
examination of CSA victims.
On January 23, 2015, Orphan & Vulnerable Children (OVC) participated in the Annual Conference of Indian Academy of
Pediatrics (IAP), PEDICON 2015 on 23rd Jan 2014, New Delhi. Mrs. Maneka Gandhi, Union Cabinet Minister for
Women & Child Development was the chief guest of the program. The children from the vocational training centre
performed in the conference and were appreciated by the minister. A total of 30 children participated in the program.
Gifts & lunch were served to all children from IAP. Dr AS Vasudeva, Jt Secretary IAP and Dr Rajeev Seth Chair ICANCL
group were instrumental in organization of this successful event along with our NGO partners Project Concern
International India.
On 24th January, IAP had invited Sadhwi Rithambra, a widely respected worker in the field of rehabilitation of destitute
women and children. She has established a village in Vrindaban where total care of women and children is provided
(nutrition, health care, education, spiritual guidance) in a setting of love and affection. Dr Deepak Pandey and Dr Pukhraj
Bafna introduced her making glowing remarks about her dedication and achievements. The delegates were deeply
moved by her inspirational address. She invited IAP members to visit her village.
On 24th January a second symposium on Child Abuse and Neglect was held. It was a part of the main IAP

19

programme and chaired by Dr RN Srivastava. In his introductory remarks, he mentioned that it was the first time in the
history of IAPCONs that such a session was being held. He briefly defined CAN and emphasized that the problems of
child neglect (although receiving increasing global concern) were different in India and other developing countries as
compared to those in rich countries. Lack of health care and education (the most crucial rights of children) must be
regarded as serious forms of neglect. Dr Uma Agrawal further defined and discussed child neglect and the measures that
must be taken to counter it. Dr Bela Sachdev discussed the forms and prevalence of physical abuse of children and
pleaded that pediatricians should be aware of non accidental trauma and take appropriate action. Dr Kiran Aggarwal
briefly talked about sexual abuse of children. She mentioned the widely permissive nature of CSA and the preventive
measure that needed to be adopted to tackle this menace. Dr Devendra Sarin discussed the role of media and NGOs
and the civil society in prevention of CAN. There was active participation by the delegates. It was suggested that a
proceedings document of the symposium be prepared and submitted to IAP central for distributing to all IAP members.
Dr Uma Agrawal and Dr Prof Yogesh Sarin attended the IAP group/chapter sub-specilaity meeting with IAP office
bearers during PEDICON on Jan 24, 2015. IAP shall support ICANCL group effort to have Child Rights & Protection
training in medical curriculum of undergraduate and post graduate student by Medical Council of India.
Community Outreach Programs
Orphan and Vulnerable children program: Dr Rajeev Seth continue to provide health and immunization services to
this group of street and working children at three drop in centre at New Delhi managed by PCI India, an NGO since past
15years.
Dental Camp for children
Dr Uma Agrawal provided valuable support to conduct a dental camp through NIPUN’s Meera Bagh project, march15,
2015. 265 children were checked and free medicines/toothpaste were distributed to them. Proper ways of brushing
the teeth were also shown to the beneficiaries
Children’s day Celebration
The ICANCL group, Indian Academy Pediatrics, organised the Children’s day celebrations at Delhi Medical Association
(DMA) auditorium Daryaganj, New Delhi on Monday, November 16, 2015 from 11 to 4pm. The main objective of this
yearly activity was to promote Child rights to participation and to benefit the cause of PCI orphan and vulnerable
children (OVC). Dr RN Srivastava, Adviser ICANCL group was the chief guest. Dr Rajeev Seth, Dr Uma Agrawal, Dr
Yogesh Sarin, Mr Assem Pal, members of ICANCL group took part with great enthusiasm. Through our NGO partner
BUDS, Mrs Shradha Wasu and family donated 300 warm sweaters; Bonnie and Tony Uppal donated the toys and special
awards
This year’s Children’s day event raised the self esteem of more than 300 underserved children. The children got an
opportunity to participate/ express themselves through a painting, quiz competition & a cultural program. Like last few
years’ events, this year’s children’s day was a great success and full of fun for children. At the end of the program, all
children received warm winter clothes, toys and special awards. Children were served a welcome fruit juice and snacks
on arrival and lunch at the end of the program. We look forward to this great joint opportunity to show our medical
fraternity efforts to support the rights of vulnerable children.
The Protection of Children from Sexual Offences (POCSO) Act
Dr. Rajeev Seth was invited as Faculty for the 30th Assam PEDICON (ASPEDICON), 13-15 Nov 2015, Guwahati,
Assam. He delivered a talk on POCSO Act and Role of Pediatricians.
Workshop on Forensic Odontology” Maulana Azad Institute of Dental Sciences, New Delhi Dr Rajeev Seth,
Chair ICANCL group was invited as a key note speaker to a “Workshop on Forensic Odontology” Maulana Azad
Institute of Dental Sciences, a premier Dental College and hospital under Government of NCT, Delhi on 20th March
2015, on the theme “Child Abuse and Protection”.
United Nations Development Programme (UNDP), Kuala Lumpur, Malaysia. Dr Prof Sandhya Khadse was
invited as International expert on Child Abuse & Neglect Strategic Planning and Innovation” at Kuala Lumpur, Malaysia
July 5- 11th, 2015
Technical Consultation on Exploring Education Strategies to Addressing Child Labour in India Dr Rajeev Seth
was invited by Internatational Labour (ILO) to attend the on Friday 12 June 2015, New Delhi - World Day Against Child
Labour at Juniper Hall, India Habitat Centre, Lodhi Road, New Delhi.
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ICANCL group 2015 Report from East Zone
Dr Sumita Basu, Convener east Zone, ICANCL group Emaill : sumitabs@yahoo.com
CANCL activities in East Zone like in the past were aimed at providing health care to those who are usually deprived
from it.
Khonjonpur is a remote village in West Bengal which is inhabited by Santhal tribe who have no access to basic health
care. Their children are malnourished, suffer from anemia, pyoderma, recurrent episodes of respiratory tract infection,
diarrhoea etc. They attend an after school resource centre run by Mr Rahul Bose where I go regularly to check these
children and provide Medical care. There is a health worker attached to the school who advises them about basic
hygiene and treats them for simple ailments like fever, cough, skin infections, diaorrhoea etc.
The last such health check up was conducted on the 27th of September 2015 where a total of 81 children were checked
for their nutritional status, presence of anemia, skin infections and any systemic illness. 5 children were detected to have
systolic heart murmur for which they were advised echocardiography. The challenge is to ensure that these
investigations are done, as most of the time either the facilities are not available or not affordable. The incidence of skin
infection and diarrhoea were less as compared to last year and the number of malnourished children had also reduced.
Overall the children were much healthier.
Medicines like paracetamol, vitamins, anthelminthics, antifungal ointments and antibiotics where necessary were
distributed.Slates which are the first tool to attain literacy were also distributed.After the health check up, the mothers
of young children were advised about importance of breast feeding, safe drinking water, hand hygiene, ORS in diarrhoea
and immunisation.

ICANCL group 2015 Reports from West Zone
Dr. Prof. Sandhya Khadse, Professor and Head, BJMC, Pune and Convener West Zone
Email sandhyakhadse@yahoo.com
ICANCL group member attended the CHILD HELP LINE meeting on child trafficking and child abuse and gave their
inputs, held on July-September 2015 at Pune.
Awareness and teaching programme for parents on admitted child abuse cases is regularly conducted in the BJMC Pune
hospital ward every three months. Parents of low socioeconomic strata are also sensitised. Immunization camps were
organised for street children at pune.
International child abuse day was observed at BJMC on 19th nov. 2015.
Classes on reproductive and child health were conducted by CANCL members at pune municipal schools.
Post graduate seminar on child sexual abuse was conducted for post graduate students at BJMC. Pune. eight new post
graduates will be enrolled as members for this year and their forms and fees will be submitted during the national
conference at kerala.

ICANCL Reports from North Zone 2015
Dr Prof Devendra Sareen, Convener North Zone Email: drdevendrasareen@gmail.com
Health check-up cum free drug distribution camp organized for visually handicapped children of Blind School of Udaipur
(January ’15)
”Nutritive value of various food stuffs” - an informative talk to the children of urban slum areas.(February ’15)
Holi celebration with tribal destitute children of Mewar .(March ’15)
Organized a debate competition for “Nirashrit Bal Grah” children with Rotary Club of Udaipur. (April’15)
Sensitization workshop on child abuse and neglect along with the parents of Nai village along with Suryansh
Sansthan.(May’15
‘How to remain neat and clean’ – a talk with the rural slum children of Mewar.(June’15)
Prevention of sexual abuse in children – discussion with the members of Suryansh Sansthan.(July’15)
For the promotion of breast-feeding in rural mothers , Rotary Club, Udaipur and Geetanjali Medical College & Hospital
organized an awareness camp in rural area surroundings in Udaipur.(August’15)
Organized Mela for the rural children of Badgaon in association with Lions Club Lakecity. (September’15)
A talk on ‘Tribal Adolescent Health Problems’ in Kavita village with the help of Suryansh Sansthan.(October’15)
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ICANCL group 2015 reports from Central Zone
Dr. Pukhraj Bafna (Padmashri), Central Zone convener Email : dr_bafna@yahoo.co.in
A talk by Dr. Bafna on “Every problem child has a problem parent” at Dadabaadi, Raipur in the month of of September
2015, attended by Parents and general public from different parts of of India.
A guest lecture by Dr. Bafna on “ How to Teach Spirituality to Adolescents” at Mangalore in the National conference of
Adolescent Health Academy in the Month of August 2015 depicting as to How to reduce crime and child abuse.
10 rallies organised by Dr. Bafna at different villages in the rural and tribal areas of Rajnandgaon district on Nasha Mukti
Abhiyaan ( Deaddiction) along with women volunteers of Maa Bamleshwari samooh from April to August 2015.
A talk by Dr. Bafna on “Parenting skills to handle Difficult Adolescents’” at Neeraj Parents Pride School, Rajnandgaon on
07th November 2015 in the presence of a housefull of parents in Padmshri Govindram Stadium at Rajnandgaon.
A presentation by Dr. Bafna on “ Handling child patients is not so easy” at a CME by IAP Rajnandgaon branch in October 2015.
A guest lecture by Dr.Bafna on “ Efficacy of Yoga in preventing Abnormal Mental Behaviour in children” in IMA CME at
Rajnandgaon in May 2015.

ICANCL group 2015 Report from South Zone
Dr Preeti Galagali Email drpgalagali@gmail.com
9 January 2015: Dr Preeti Galagali conducted a session on Stress Management for 500 students of Sindhi PU College
16 January 2015: Dr Vanitha Rao Pangal conducted a session on Effective Communication Skills for 50 boys, 25 girls , 5
teachers and 2 parents of Sukrupa High School for Underprivileged
15 February 2015: Dr Preeti Galagali conducted a session on Positive Parenting for 200 parents of St Lourdes Nursey
School
22 March 2015: Dr Shaibya Saldanha was the chief faculty at one day TOT workshop for doctors focusing on POSCO
Act and Prevention and reporting of Child Sex Abuse at IMA House, Kochi. This was in association with IMA and IAP
Kerala State Branch and UNICEF. 62 delegates attended the workshop.
9 May 2015: Dr Preeti Galagali moderated a panel discussion on Difficult Adolescent in Bangalore Pedicon 2015
19 April 2015: Dr Preeti Galagali delivered a talk on Life Skills at Jallandhar in PunPedicon 2015
25 June 2015: Dr Preeti Galagali conducted a session on Realising your Potential for 200 students of VVS PU College
15 July 2015: Dr Vanitha Rao Pangal conducted a session on Menstrual Issues and Personal Safety for 100 girls at Jigni Yoga
Camp
25 July 2015: Dr Vanitha Rao Pangal conducted a session on Menstrual Issues and Personal Safety for 150 girls at Jigni Yoga
Camp
13 August 2015: Dr Preeti Galagali conducted a session on Life Skills and Personal Safety for 500 students and 200
parents at Mangalore High School
23 August 2015: Dr Preeti Galagali delivered an interactive talk on Adolescence and Life Skills in Bangalore during
Karnataka Pedicon 2015
22 October 2015: Dr Preeti Galagali conducted a session on Adolescent Counselling for 25 counsellors of Sneha
Counselling Centre
14 November 2015: Dr Chandrika Rao organised a puppet show on various health awareness issues for 200 children
and parents at MS Ramaiah Medical College.
19 November 2015: Dr Chandrika Rao conducted a session on personal safety skills at MS Ramaiah Medical College for
100 parents and children
21 November 2015: Dr Preeti Galagali organised a workshop on Effective Communication for 100 parents of Sudatta: a
group of Parents of Adopted children
Dr Chitra Dinakar conducted 8 Life Skill sessions for 40 children with chronic disorders like thallasemia, renal failure,
steroid resistant nephrotic syndrome etc. 7 March 2015 onwards.She is an expert advisor for a module developed for
‘’AEP plus(Adolescent education program) - Building wellbeing in schools -2015.’ That is being piloted currently and is
expected to cover the JNV schools(Jawahar Navo Vidyalaya) all over India in the coming years. She conducts individual
counselling sessions including sexuality related counselling for HIV infected adolescents from Snehagram(Home for HIV
infected adolescents), on an ongoing basis.
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National Conference of the ICANCL group
(CANCL - CON Dec. 11-13, 2015), Wayanad, Kerala, India

Theme: Medical Professionals Response to Child Abuse & Neglect
Background
Government of India ratified the UN Convention on the Rights of the Child (UN CRC) in 1992. The UN CRC urges states to
ensure the right of children to protection from abuse, neglect, violence & exploitation (1). The World Health Organisation
(WHO) has defined ‘Child Abuse’ as a violation of basic human rights of a child, constituting all forms of physical, emotional ill
treatment, sexual harm, neglect or negligent treatment, commercial or other exploitation, resulting in actual harm or
potential harm to the child’s health, survival, development or dignity in the context of a relationship of responsibility, trust or
power (2). Child abuse and neglect, sometimes referred to as Child Maltreatment”, includes all forms of physical and
emotional ill-treatment, sexual abuse, neglect, and exploitation that results in actual or potential harm to the child’s health,
development or dignity. The Ministry of Women and Child Development (2007) study revealed that the prevalence of all
forms of child abuse is alarmingly high in India (physical abuse (66%), sexual abuse (50%) and emotional abuse (50%) (3).
There is an urgent society and public health need to obtain early diagnosis, treatment and justice for the victims of child
maltreatment.
The short-term consequences of such child maltreatment include physical injuries (e.g. concussion, bruising, head injuries,
fractures, lacerations, burns), infections (e.g. STDs), and psychological trauma. The long-term consequences include a wide
spectrum of negative behavioural, cognitive, mental health, sexual and reproductive health problems, chronic diseases and
social effects. According to the Adverse Childhood Experiences (ACE) Study, a major American research project examining
the effects of adverse childhood experiences on adult health and well-being, a powerful relationship has been established
between emotional experiences during childhood and physical and mental health during adulthood(4).
Paediatricians, doctors, nurses, and allied medical sector professionals are often the first point of contact for abused and
neglected children. They play an important role in the prevention and response to affected children and their families (5). In
many instances, children injured, infected, or suffering psychological distress due to maltreatment will be brought to a
health service provider by their parent or caregiver, with a request that the presenting problem be treated, but without
disclosing that it is due to maltreatment. The medical professionals should be well trained, sensitised and made aware of
how to respond through the existing local child protection services and child help lines (tell 1098); they should promptly
connect the survivors of child abuse to multidisciplinary socio-legal services.
Problem / Rational / issue - Why?
Besides providing prompt medical care, the physicians and allied medical professionals should be aware of the new
Government of India legislation, the Protection of Children from Sexual Offences Act (POSCO), 2012. The POCSO Act
makes reporting of abuse mandatory and defines guidelines for child friendly police and courts procedures(6). The Ministry
of Health and Family Welfare, Government of India (2014) have recently published guidelines and protocols for medicolegal care of survivors/victims of sexual violence (7). There is an urgent need to make the medical professionals aware of
these national guidelines. They should have a clear understanding of their duties and responsibilities under the POCSO Act.
Moreover, to prevent further abuse, and to mitigate the short- and long-term consequences of child maltreatment, the
paediatricians/doctors should promptly assess and provide adequate response to the survivors of child abuse (8-10).
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Dong et al. Adverse Childhood Experiences (ACEs) Study. Circulation, 2004; 110:1761.
Seth R. Child Abuse and Neglect in India. Child abuse and Neglect in India. Indian J Pediatr. 2015;82:707-14
The Protection of Children from Sexual Offences Act, 2012, available from wcd.nic.in/child act/childprotection31072012.pdf. accessed August15, 2015
Ministry of Health and Family welfare, Government of India. Guidelines & Protocols. Medico-legal care of survivors/victims of sexual violence 2014. www.
http://mohfw.nic.in. Accessed August15, 2015
Krishnakumar. P, Satheeshan K, Geeta MG. Prevalence and spectrum of sexual abuse among adolescents in Kerala, South India. Indian J Pediatr 2014; 81: 770-774
Senn TE, Carey MP, Vanable PA, Coury-Doniger P, Urban M. Characteristics of Sexual Abuse in Childhood and Adolescence Influence Sexual Risk Behavior in
Adulthood. Arch Sex Behav 2007; 36: 637–45
Arnow BA. Relationships between childhood maltreatment, adult health and psychiatric outcomes, and medical utilization. J Clin Psychiatry. 2004; 65 Suppl 12:10-5

Objectives
1. The purpose of the national conference(CANCL-CON 2015) is to raise awareness of child abuse and neglect and
engage the paediatricians, medical sector and allied professionals in India
2.

To provide detailed understanding of child abuse, the basic understanding of POCSO Act and multidisciplinary child
protection systems for prompt response by medical professionals

3.

To sensitise and raise awareness for children and adolescents & also their parents and teachers.
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Activities to achieve our objectives during CANCL-CON 2015
Medical Professionals Response to Child Abuse & Neglect (Dec 12-13, 2015)
The Indian Child Abuse Neglect Child Labour (ICANCL) group (www.icancl.com) is a nationally registered society, which
was started in 1996, within the framework of Indian Academy of Paediatrics. Through the proposed national conference
(CANCL-CON 2015) at Wayanad, Kerala from Dec11-13, 2015, the ICANCL group aims to sensitize paediatricians,
doctors, nurses, and allied health professionals on how to identify, address, treat and manage child abuse and neglect with a
multidisciplinary approach? The Wayand district has been chosen because it is the most backward region of Kerala with a
large tribal population.
A pre-conference workshop Child sexual Abuse prevention will be organised for children and adolescents on Dec 11, 2015.
A pre-conference workshop for parents and teachers on Child Sexual Abuse Prevention on Dec 12, 2015. A
multidisciplinary team comprising of paediatrician, child psychiatrist, clinical psychologist and psychiatric social worker from
the Institute of Mental Health and Neurosciences (IMHANS), Kozhikode will be the resource team for this workshop
Expected Short term Outcome
1. Increasing sensitization and awareness among paediatricians and allied health professionals on child maltreatment
2. Key messages and information agreed for wide dissemination and awareness amongst the medical professionals
paediatricians.
3. The pre-conference workshops shall sensitise the children, adolescents, their parents and teachers.
4. To publish a booklet for parents and teachers in local language (Malayalam) and also in English to educate parents and
teachers about the issues related to child sexual abuse so that they can empower children to protect themselves from
sexual abuse.
Expected outcome in the long term
1. The ICANCL group pledge to exert every future effort in collective implementation of the principles of UNCRC,
prevention and management of child abuse and neglect in all settings in India.
2. Advocacy for training on child rights and protection in curriculum for medical students and doctors through Medical
Council India
3. Involvement of social media for information dissemination. Publicity and information material developed in regional
language.
4. Mass Awareness through SMS messages and editorials in IAP & CANCL journals

15th Asia Pacific Pediatric Association (APPA) and National Conference of Indian
Academy of Pediatrics (PEDICON) at Hyderabad India from Jan 21-24, 2016
Indian Child Abuse Neglect & Child Labour group, IAP shall organize a 90 minutes sub-specialty symposium at APPA
PEDICON Jan 23, 2016, 8-.30-10am, Hall 14, entitled:
”Child Abuse and Neglect in developing countries: Socio-economic dimensions”.
Concept note: The purpose of the symposium is to discuss how social, economic, and, educational issues impact child care
and relate to Child Abuse & Neglect (CAN). Global recommendations may not strictly apply to developing countries, where
child care and protection systems are not well developed or do not reach. Moreover, in presence of socio-economic
constraints and huge population sizes in developing countries, prevention of CAN is most important. Pediatricians can play an
important role in prevention and response to CAN. A joint outcome “statement” could be brought out by the APPAPEDICON 2016 conference and submitted to the Government and International and National bodies.
Plenary session (30min) Chair Dr Prof RN Srivastava, Adviser ICANCL group,
“Socioeconomic dimensions and other factors in Child Abuse & Neglect in developing countries” (15min)
Dr Naeem Zafar, President PAHCHAN, Lahore, Pakistan
Asia-Pacific perspectives on Child Maltreatment: What can Pediatricians do? (15min)
Dr Shanti Raman, Community Pediatrician for Child Protection & Senior Lecturer University of New South Wales and
University of Sydney, Australia
Panel Discussion (40 min) Moderator: Dr Prof Yogesh Sarin, Director Professor, MAMC, Delhi
Child Abuse & Neglect in developing countries
Dr Sandhya Khadse, Prof & Head, department of Pediatrics, BJMC, Pune
Dr Devendra Sareen, Professor of Pediatrics, Udaipur
Dr Achamma Joseph (Sister Dr Bettty), Kerala
Dr Bela Sachdeva, Senior Pediatrician, Abu Dhabi, United Arab Emirates
Summary & Recommendation (20min)
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Collaborative Child Abuse Response Unit
Experiences in M.S.Ramaiah Medical college and Hospital

Dr. Chandrika Rao

Professor and HOD,
Department of Pediatrics.
Co ordinator-CCRU.
M.S.Ramaiah Medical College and Hospital
Email : chandrikadoc@gmail.com>

The Collaborative child abuse response unit was set up in M.S.Ramaiah Medical college and Hospital in November
2011.The CCRU provides medical consultation and guidance to cases referred, diagnosed or suspected as child abuse,
establishes clinical procedures for child abuse/neglect medical evaluations. A multi-disciplinary team approach is used to
care for the child to ensure the best possible outcome in collaboration with government agencies and NGOs.Regular
teaching and training on medical, social and legal aspects of child abuse is conducted.
Cases
14 year old boy brought by parents to CCRU with history of boy crying after returning from school and indicating severe
pain in anal region since afternoon.History was taken by paediatrician and Psychiatrist.Examination showed redness in
perianal region
4 year old boy came to classroom after his lunch break crying. When the teacher asked him what had happened, he said
he had been hit. The teacher not finding anything obvious,continued with the class.Later,when the child went home he
started crying you ask him what’s wrong, he tells you that he fell down and hurt and indicated severe pain in anal
reigon.Mother found redness and asked child what had happened. He told her that 2 senior boys had hurt him in anal
reigon in a toilet in first floor of the school.
He had strap-shaped welts and bruises on his butt as red marks. When you question him, he admits that he sometimes
gets “hit “ by his senior boys when he goes to toilet in school since 10 days.
What are the Indicators?
He has been injured by forced handling in perianal region probably by ruler and hand. Furthermore, his injuries suggest
he received this injury recently. This in conjunction with his age, identification of bigger boys should lead one to suspect
that this is an abusive situation.
Diagnosis
Suspected Physical and sexual abuse in school.
Process followed
The CCRU with permission of mother recorded his history,took photographs,showed drawings and dolls which helped
to strengthen the history.Examination was performed in presence of parents by the team of paediatrician ,Pediatric
surgery and forensic specialist..HIV,HbsAg,Stool routine, sample of hair and secretions from site collected.Child treated
with local emmolients and Paracetomol.
Case was registered as medicolegal and police complaint registered. The case was investigated in school and child was
shown the photographs of older class boys in the CCRU after 1 week. The boy identified 2 boys consistently in 5
photographs. Case is continuing.
What happened to child?
Child complained of frequent constipation for 3 month period. Child was admitted and family received psychological
treatment for a month. Child has changed school. At present is doing well in school and activities. Mother however is still
very anxious and has been advised to continue psychiatric treatment.
Red flags of abuse
• Withdrawal from friends or usual activities
• Changes in behavior - such as aggression, anger, hostility or hyperactivity — or changes in school performance
• Change in toilet behaviour-eg-Constipation
• Depression, anxiety or unusual fears or a sudden loss of self-confidence
• An apparent lack of supervision
• Frequent absences from school or reluctance to ride the school bus
• Reluctance to leave school activities, as if he or she doesn’t want to go home
• Attempts at running away
• Rebellious or defiant behavior
• Attempts at suicide
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Case of a10 years old female child who was brought to the emergency Department
Immediate course- In the hospital, accident and emergency department,Child was in shock,had gasping respiration and
looked very pale.Oxygen saturation was around 50% only.
Resuscitative measures were immediately started ,with continous positive resuscitation,intubated,assisted ventilation
with oxygen,Intravenous fluids and medicines.Child was shifted to PICU .Viral hemorrhagic fever was suspected.
Pediatric resident referred to gynaecologist.Child was seen by Gynecologist consultant ,who opined that there was no
vaginal bleed but rectal bleed with a small tear in anterior anal canal. The surgeon examining the rectum found a tear in
the rectum with blood .
Mother and her partner gave different history about mother not being in the house in the night with uncle in the house
who had heard child crying in the night. Child was given Syp Colimex.Mother saw blood in the bathroom next day
morning and heard child crying with severe abdominal pain.She thought of ?Menarche and reassured child. Later when in
the morning child atarted becoming weaker,she took child to local practitioner who referred child to hospital.
Past history of fever and loose stools for 4 days about a week ago for which child was given some prescribed
medications by local doctor.Mother said child used to intermittently complain of abdominal pain for last 1 month.
In view of the inconclusive history, sudden collapse of child,rectal bleed with ?rectal tear,sexual abuse on the child was
suspected and a medico legal case was filled. Advised for evaluation by forensic expects and to collect appropriate
samples (Rectal, vaginal and seal swab).
What are the Indicators?
Sudden complaints, Rectal tear suspicion, Inconsistent history by mother and partner should lead one to suspect that
this is an abusive situation.
Diagnosis
Suspected sexual abuse at home.
Process followed
The CCRU with permission of mother documented the history.
Case was registered as medicolegal and police complaint registered.
Signs and symptoms of Sexual abuse in children
• Sexual behavior or knowledge that’s inappropriate for the child’s age
• Pregnancy or a sexually transmitted infection
• Blood in the child’s underwear
• Statements that he or she was sexually abused
• Trouble walking or sitting or complaints of genital pain.
• Abuse of other children sexually
Questions in each case1. What is my responsibility in this case?
2. Do I have a protocol in place and am I following it?
3. Is the professional code of ethics being followed?
4. What is the legal process to be followed?
5. Should I report this?
Answers1. As a paediatrician it is one‘s responsibility to support the child,family,network with other physicians, treat the child
in a caring and supportive environment.
2. It is important that the hospital where we work has a policy on child abuse. An interdepartmental meeting with a
protocol in place will ensure supportive and holistic care.
3. Records and documents should be confidential. Cost of treatment should also be considered.
4. Parallel to child‘s treatment and counselling. It is necessary to inform the parents that legal authorities have to be
informed. The Police authorities can be informed.
5. Mandatory reporting is a must in India.
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Life Skills for Adolescents
Vital skills for vulnerable children
and prevention of violence

Dr Anjali Saxena
Senior Consultant Pediatrics
Max supers speciality Hospital Saket
New Delhi and Member Indian CANCL group
Emaildranjalisaxena@gmail.com

Adolescence is the transition from childhood to adulthood. It is characterized by onset of puberty, and is associated with
huge biological, cognitive, emotional and social changes. The behaviour patterns learnt during adolescence often continue
into adulthood and have far reaching consequences. During this period adolescents acquire new relationships, often form
intimate relationships, develop career plans, and are exposed to peer pressure, as well as experimentation with high risk
behaviours such as drug use.
As we know adolescence is a complex process in a critical phase of life. And the transition depends on factors such as Life
skills. WHO states that Life skills are abilities for adaptive & positive behaviour that enable individuals to deal effectively
with the demands and challenges of everyday life. Thus Life skills promote mental well being and competence.
How can ‘Life Skills’ lead to primary prevention of health problems?
Knowledge along with Attitudes and Values and with the presence of life skills can cause behaviour modification, or
reinforce positive behavior and patterns, and thus be an important component of Preventive and Good health. There are 10
core life skills that lead to psychosocial competence. These are self awareness, personal relationship skills, communication
skills, critical thinking skills, creative thinking skills, decision making and problem solving skills, empathy, coping with stress
and emotion. These skills help in every sphere of life whether thinking, or social relationships, or negotiation. These skills are
particularly of value when taught to adolescents.
Life skills are essential components of healthy development. Research world over by WHO has shown that Life skills
development can:
–
–

–

Promote positive social adjustment.
Prevent high risk behaviors
• Delay early sexual experimentation and teen pregnancy
• Delay or prevent experimentation with tobacco, alcohol and drugs
• Prevent violence
Improve academic performance

1). Drugs such as cocaine, heroin, amphetamine, and nicotine exert profound effects on the brain. These agents have in
common the ability to stimulate the release of the neurotransmitter dopamine in the midbrain. Dopamine
induces feelings of euphoria and pleasure and is responsible for activating the dopamine reward pathway.
2). The dopamine reward pathway is a network of nervous tissue in the middle of the brain that elicits feelings of pleasure
in response to certain stimuli. The important interconnected structures of the reward pathway include the ventral
tegmental area (VTA), the nucleus accumbens, and the prefrontal cortex (area of the brain responsible for
thinking and judgment). The neurons of the VTA contain the neurotransmitter dopamine, which is released in the
nucleus accumbens and in the prefrontal cortex.
3). Behaviors that naturally stimulate the reward pathway include eating to relieve hunger, drinking to alleviate thirst, or
engaging in sexual activity. On a primitive, neurochemical level, stimulation of the reward pathway reinforces the
behavior so that it will be repeated. Obviously these behaviors are necessary for continued survival of the
organism. The reward pathway can also be stimulated by drugs of abuse such as cocaine, opiates, amphetamine, and
nicotine. When these unnatural stimuli trigger the reward pathway the same pleasurable feelings are elicited.
Researchers believe that, with chronic drug use, the brain becomes chemically altered-transforming a drug user into a
drug addict .Consider cigarette smoking as an example. Immediately following inhalation, a bolus of nicotine enters the
brain, stimulating the release of dopamine, which induces nearly immediate feelings of pleasure and relief of symptoms
of nicotine withdrawal. This rapid dose-response reinforces and perpetuates the smoking behavior.
Teens can be taught GOOD pathways for dopamine reward.
Healthy ways :e.g. Exercise ,Walks,Music,Dancing,Talking with loved ones, hugging loved ones, outdoor and indoor
games, reading good books or poems, drawing , painting
Or they will seek for it in unhealthy ways such as Smoking,Alcohol,Junk food ,substance abuse, High risk taking
behavior, Experimenting with sex , drinking and driving, Dare devil stunts
Adolescents have a lot of stress, related to academic competition, Parental & society pressure, Peer pressure, Media
pressure, Electronic gadgets and keeping up with technology, romantic relationship, sexuality issues. Thus coping with
stress is very important life skill for adolescents.
Coping with emotions: Adolescents have very labile and strong emotions. These result in unwanted actions or behavior
which they later regret. It is important to learn to cope up with our negative emotions like anger, depression, rejection,
failure frustration.
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Empathy is the ability to imagine what life is like for another person, even in a situation that we may not be familiar with.
Empathy can help us to understand and accept others, who may be very different from ourselves. Which can improve social
interactions, for example, in situations of ethnic or cultural diversity?
Effective communication means that we are able to express ourselves, both verbally and non-verbally, in ways that are
appropriate to our cultures and situations.
Interpersonal relationship skills help us to relate in positive ways with the people we interact with. This may mean being
able to make and keep friendly relationships, which can be of great importance to our mental and social well being.
Critical thinking is an ability to analyze information and experiences in an objective manner. What will be the result of this
action???? This helps us in taking right decisions by critical analysis of our action both before and after.
Creative thinking involves Thinking out of the box. This helps us to look beyond our direct experience. Helps us to
respond adaptively and with flexibility to the situations of our daily lives.
Problem solving is important for us to deal constructively with problems in our lives. Significant problems that are left
unresolved can cause mental stress and give rise to accompanying physical strain
Decision making: Helps us to deal constructively with decisions about our lives. Adolescents have to make very
important decisions about their own Career, future plans, healthy life style, life partner, peer pressure. A good decision is
made by assessing different options and the effects of different decisions.
A normal and healthy adolescent can be expected to exhibit some risk-taking, show less than optimal judgment, have
difficulty managing emotions. Adolescents may make decisions that are too often based on how he or she feels rather than
on careful and reasoned thinking. LIFE skills enable the teens to ensure that no harm occurs to themselves & they should
not harm anyone else.

10th ISPCAN Asian Pacific Regional Conference on Child Abuse and Neglect (APCCAN)
was held at Kuala Lumpur, Malaysia on 24-28 October 2015 (www.apccan2015.com)
With a Conference theme of Investing in Children: Every Child Counts the intention was to recognise and reflect on
the importance of preventing and managing child abuse and neglect, in the context of providing children with a healthy
and happy childhood. The Scientific Program of the Conference was designed to meet specific needs of the Asia-Pacific
region. The Program incorporated presentations across a diverse range of subjects. These include child development,
emerging issues in child abuse and neglect, child protection services, strategies for therapeutic intervention in health and
welfare, as well as reforms in child protection policy and practice. Keynote presentations highlighted the latest
developments and directions from the perspectives of both policy and practice. The first day of the Conference
provided opportunities to attend Master Class training workshops conducted by expert practitioners from a range of
fields. The conference had preconference Countries in Transition forum and a youth participation events with more
than 100 participants
Dr Raj Abdul Karim, Malaysia and Dr Rajeev Seth (Chair Indian CANCL group) were the Conference Co
chairs. About 400 child multidisciplinary professionals participated from over 35 countries in the region.
The Cabinet Minister of Health, Malaysia inaugurated the conference, while Minister of Women and children,
Government was the chief guest at the evening social event. The event was a huge success and media covered the event
to raise awareness on all aspects of child protection. Experienced practitioners got refinements and updates on Post
2015 Developmental agenda, the sustainable developmental goals (SDG), policy, professional practice and research.

The Indian CANCL group members presented the following papers at APCCAN 2015
Socio-cultural perceptions and influences on child maltreatment in developing countries. Srivastava RN, Seth R, Agrawal
U, Sarin Y. Indian Child Abuse Neglect & Child Labour (ICANCL) group, New Delhi India. Email icancl2015@gmail.com
A Child Protection Model for Rehabilitation of Street & Working Children, New Delhi, India Seth R1, Srivastava RN1,
Agrawal U1, Qaiyum Y2, Rana K2, Sareen Y1, Mody R1. (1)Indian Child Abuse Neglect & Child Labour (ICANCL) group
& (2) PCI India. Email: sethrajeev@gmail.com
Commercial exploitation of children : child labour Seth R & Uma Agrawal, Presented at the countries in transition
symposium, APCCAN 2015
Child Neglect in low resource Countries. Seth Rajeev, Master Class, APCCAN 2015
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World Day Against Child Labour
on Friday, 12 June 2015

Dr. Rajeev Seth
Chair
sethrajeev@gmail.com

“No to child labour - Yes to quality education”
Acccording to recent global estimates, 168 million children aged 5 to 17 and some 120 million 5 to 14 children are
involved in child labour, with boys and girls in this age group almost equally affected.1 This persistence of child labour is
rooted in poverty and lack of decent work for adults, lack of social protection, and a failure to ensure that all children are
attending school through to the legal minimum age for admission to employment, among other factors.
According to a recent ILO Report on South Asia, 2 based on national (government) household surveys3, more than 88
per cent of all children ages 7-17 in India attend school, with children in employment less likely to doing so than
elsewhere in South Asia. The school attendance rate drops from 93.5 per cent among 7-14 year olds to 74.3 per cent for
15-17 year olds. The school attendance rate for children drops by more than 6.5 percentage points per year for children
over 14 years of age. In addition, only 12.8 per cent of 7-17 year old children in employment also attend school in India,
less than half the rate of comparable children in Bangladesh, Bhutan and Sri Lanka4. The Report also estimates over 12.9
million 7-17 year olds, i.e. 5.1 per cent of the total, as being in employment, primarily working in agriculture and unpaid
family work. Over 5.7 million 5-17 year olds are engaged in child labour, with 2.5 million 15-17 year olds in hazardous
work, boys being more likely to be engaged in child labour than girls.
According to the government’s U-DISE 2013-14, the enrolment rate is 97 per cent for elementary level and 76.64 per
cent for secondary level. The data also shows that 36.3 per cent of children dropout before completing the full eight
years of their elementary education, and the number of drop-out children increases as children move on to secondary
level. Along with the drop in attendance above, the data shows that while access to education is good at elementary level
(enrolment rate of 97 per cent), there are challenges with attendance and dropout. For secondary level, there are
challenges with both the access and attendance.5
It is well recognized that countries addressing child labour find that lack of access to quality education is a key driver of
child labour, and that child labour itself prevents children accessing or fully benefitting from schooling. Globally, the
World Day against Child Labour this year focused particularly on the importance of quality education as a key step in
tackling child labour and called for:
•

Free, compulsory and quality education for all children at least to the minimum age for admission to
employment and action to reach those presently in child labour;

•

New efforts to ensure that national policies on child labour and education are consistent and effective;

•

Policies that ensure access to quality education and investment in the teaching profession.

In India, the ILO and UNICEF have partnered since 2008 in joining the global movement in marking the World Day
against Child Labour. Over a period of seven years, this partnership supported the autonomous government body, the
National Commission for Protection of Child Rights (NCPCR), established in 2007 under the Commission for
Protection of Child Rights Act, 2005. In 2008, with the theme of child labour and education, the national event was
followed by state (regional) campaigns on the same theme.
Experience were presented from projects in seven states (Andhra Pradesh, Gujarat, Karnataka, Maharashtra, Rajasthan,
Tamil Nadu and Uttar Pradesh) that worked on the issue of child labour in cotton fields, carpets and metal-ware industry
and informed strategic policy orientation in these states. The Government of India’s National Child Labour Project
(NCLP) Schemes were presented in the current context of the Right of Children to Free and Compulsory Education
Act, 2009 (RTE Act).
The Technical Consultation provided an opportunity to share the global information as well as evidence and experiences
from India as related to child labour and education, with a view to encouraging policy dialogue and action on evidencebased education strategies. Brief presentations on the nature and extent of child labour and education from the child
labour point of view, as reflected in national government surveys and global reports, introduced the context of the
Technical Consultation. The analysis of a recent Report based (on longitudinal data), entitled Perspectives on Children’s
work and Schooling:based on longitudinal data from Andhra Pradesh and Telangana, produced by Young Lives India, was
presented with a view to informing the discussion on education and child labour linkages.
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UN Adopts New Global Goals,
Charting Sustainable Development for
People and Planet by 2030

Dr Rajeev Seth
Email sethrajeev@gmail.com

(Excerpts from UN in collaboration with Project Everyone)
25 September 2015 – The 193-Member United Nations General Assembly today formally adopted the 2030 Agenda for
Sustainable Development, along with a set of bold new Global Goals, which Secretary-General Ban Ki-moon hailed as a
universal, integrated and transformative vision for a better world.
“The new agenda is a promise by leaders to all people everywhere. It is an agenda for people, to end poverty in all its
forms – an agenda for the planet, our common home,” declared Mr. Ban as he opened the UN Sustainable Development
Summit which kicked off today and wraps up Sunday.
The UN chief’s address came ahead of the Assembly’s formal adoption of the new framework, Transforming Our
World: the 2030 Agenda for Sustainable Development, which is composed of 17 goals and 169 targets to wipe out
poverty, fight inequality and tackle climate change over the next 15 years.
The Goals aim to build on the work of the historic Millennium Development Goals (MDGs), which in September 2000,
rallied the world around a common 15-year agenda to tackle the indignity of poverty.
The Summit opened with a full programme of events, including a screening of the film The Earth From Space,
performances by UN Goodwill Ambassadors Shakira and Angelique Kidjo, as well as call to action by female education
advocate and the youngest-ever Nobel Laureate, Malala Yousafzai along with youth representatives as torch bearers to a
sustainable future.

SDG Goal 3 states that the signatory countries should ensure healthy lives and promote wellbeing for all ages. Please
note that four SDG focus on the issue of prevention of violence: 5.2 & 5.3, 16.1 and 16.2. For the first time, SDG 16 has a
focus on child abuse, child trafficking. SDG 5 focuses on eliminating child labour.
Please find enclosed presentations at the WHO 7 Milestone meeting on Sustainable Developmental Goals (SDG) and
Prevention of Violence. Please access the link http://www.who.int/violence_injury_prevention/violence
/7th_milestones_meeting/en/
For more information, please see
WUNRN http://www.wunrn.com
UN News Centre http://www.un.org/apps/news/story.asp?NewsID=51968#.VgezlPmqqko
th
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Child abuse or maltreatment is a significant global public health problem of unknown global prevalence. About 40 million
children, aged 0 - 14 years require health and social care globally .It is important to get a correct estimate of the
prevalence of child abuse as adversities in childhood go a long way in influencing the personality of the adult and the
society in total.
To provide health care professionals, policy makers, and parents with current estimates of exposure to violence, crime,
and abuse across childhood and at different developmental stages the following research was conducted( JAMA Pediatr.
2015;169(8):746-754). The National Survey of Children’s Exposure to Violence (NatSCEV) included a representative
sample of US telephone numbers from August 28, 2013, to April 30, 2014. Via telephone interviews, information was
obtained on 4000 children 0 to 17 years old. Information about exposure to violence, crime, and abuse provided by
youth who were 10-17 years of age and by caregivers for children 0 to 9 years old. Exposure to violence, crime, and
abuse was measured using the Juvenile Victimization Questionnaire. In total, 37.3% of youth experienced a physical
assault in the study year, and 9.3% of youth experienced an assault-related injury. Two percent of girls experienced
sexual assault or sexual abuse in the study year, while the rate was 4.6% for girls 14 to 17 years old. Overall, 15.2% of
children and youth experienced maltreatment by a caregiver, including 5.0% who experienced physical abuse. In total,
5.8% witnessed an assault between parents. Only 2 significant rate changes could be detected compared with the last
survey in 2011, namely, declines in past-year exposure to dating violence and lifetime exposure to household theft..To
conclude children and youth are exposed to violence, abuse, and crime in varied and extensive ways, which justifies
continued monitoring and prevention efforts.
The sample for this study was taken from the 2012 Canadian Community Health Survey-Mental Health (CCHS-2012)(
Child Abuse & Neglect 46 (2015) 198–206), which used a multistage stratified cluster design. The CCHS-2012 data
provide a cross-sectional representative sample of respondents aged 15 years and older. Eighty-seven percent of the
interviews were conducted in person by trained lay interviewers using computer-assisted interviewing. On review the
most prevalent child abuse experience reported was physical abuse only (16.8%). The prevalence of other child abuse
experiences were much lower ranging from 0.4% for experiencing both sexual abuse and exposure to IPV to 4.2% for
experiencing sexual abuse only. Of note, 2.4% of the sample experienced all three types of child abuse. Increased
education and income along with being born outside of Canada were the sociodemographic factors associated with
reduced odds of contact with a child protection organization. Parents’ childhood abuse is a risk factor for their children’s
maltreatment and has been associated with impaired adult socioeconomic well- being. For both these reasons, child
abuse may happen more often in families whose incomes are in the lower deciles than in those whose incomes are in
higher deciles, The findings also showed a dose–response relationship with increasing number of child abuse types
corresponding with increased odds of contact with child protection organizations. This is an indication that the more
severe cases of child abuse are more likely to be reported or become known to authorities. The current findings have
several important implications for policy and prevention. Protecting children from exposure to child abuse is an
important, but difficult public health goal. Child protection services have been developed based on the premise that
reporting children suspected of experiencing maltreatment or those at risk for such exposure, can prevent its
occurrence, including subsequent exposure
Another study (Child Abuse Negl. 2015 Oct 5. pii: S0145-2134(15)00323-3) aimed to develop an assessment of
children’s exposure to (Adverse childhood experiences) ACEs and to examine concurrently measured parental child
abuse and neglect potential and child social-emotional functioning. Home visiting programs in a southern state
implemented the Family Map Inventories (FMI) as comprehensive family assessment and child screenings (N=1,282)
within one month of enrollment. Children (M=33 months of age, SD=20) were exposed at rates of 27% to one, 18%
to two, 11% to three, and 12% to four or more FMI-ACEs. FMI-ACEs were associated with increased parental beliefs
and behaviors associated with child abuse and neglect. FMI-ACEs also significantly predicted the likelihood of the child
having at-risk social-emotional development; children with 4 or more FMI-ACEs were over 6 times more likely than
those with none to have at-risk scores. The findings add to our understanding of the negative impact of trauma on
children and families. Assessing these risks as they occur in a family-friendly manner provides a platform for early
intervention programs to work with families to increase family strengths and reduce the impacts of adverse experiences
for their children
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It is therefore very important to report child abuse cases. The aim of this study( Iran Red Crescent Med J. 2015 Aug;
17(8): e22296.) was to explore the Iranian nurses’ experiences of reporting child abuse as well as to explore the existing
barriers. Individual interviews between 30 and 45 minutes in duration were conducted with a purposive sample of 16
nurses with direct experience of dealing with children who had been abused. Data were collected via individual face to
face in depth semi structured interviews and if needed, these sessions were followed by telephone interviews. Nurses
mentioned that their knowledge about child abuse and related issues such as legislation and jurisprudence is insufficient.
Nurses are apprehensive about reporting abused cases. Not achieving desired results, being threatened and being afraid
of parental reactions are the most important factors that made unpleasant experiences for the participants in this study.
nurses are uncomfortable with the uncertainty about the child’s future and wish to do no harm because it isn’t always
possible to change parent’s behavior and reporting child abuse is not effective in all cases. Reporting child abuse is not
mandated in Iran and it is clear that child abuse reporters are not supported legally and the procedure of reporting is
unorganized. Cultural beliefs were the last barrier mentioned by the participants. Reporting child abuse is a professional
and systematic effort and protecting children and their families is its aim. Nurses should be educated and the public
awareness about this issue should be improved. Nurses should improve their knowledge and information about legal,
ethical and juridical fields.
Another study aimed to determine whether effects due to maltreatment by peers (ie, bullying) are just due to being
exposed to both maltreatment and bullying or whether bullying has a unique effect was analyzed(Lancet Psychiatry.
2015 Jun;2(6):524-31). from a data from the Avon Longitudinal Study of Parents and Children in the UK (ALSPAC) and
the Great Smoky Mountains Study in the USA (GSMS) longitudinal studies. In ALSPAC, maltreatment was assessed as
physical, emotional, or sexual abuse, or severe maladaptive parenting (or both) between ages 8 weeks and 8·6 years, as
reported by the mother in questionnaires, and being bullied was assessed with child reports at 8, 10, and 13 years using
the previously validated Bullying and Friendship Interview Schedule. In GSMS, both maltreatment and bullying were
repeatedly assessed with annual parent and child interviews between ages 9 and 16 year The primary outcome variable
was overall mental health problem (any anxiety, depression, or self-harm or suicidality).4026 children from the ALSPAC
cohort and 1420 children from the GSMS cohort provided information about bullying victimization, maltreatment, and
overall mental health problems. The ALSPAC study started in 1991 and the GSMS cohort enrolled participants from
1993. Compared with children who were not maltreated or bullied, children who were only maltreated were at
increased risk for depression in young adulthood in models adjusted for sex and family hardships according to the GSMS
cohort . According to the ALSPAC cohort, those who were only being maltreated were not at increased risk for any
mental health problem compared with children who were not maltreated or bullied. By contrast, those who were both
maltreated and bullied were at increased risk for overall mental health problems, anxiety, and depression according to
both cohorts and self-harm according to the ALSPAC cohort compared with neutral children. Children who were
bullied by peers only were more likely than children who were maltreated only to have mental health problems in both
cohorts It was therefore concluded that being bullied by peers in childhood had generally worse long-term adverse
effects on young adults’ mental health.
The aims of this study from India(Child Abuse Negl. 2015 Jun 5. pii: S0145-2134(15)00190-8. ) were to identify discrete
classes of adolescents based on their reporting of emotional abuse, physical abuse, sexual abuse, emotional neglect, and
physical neglect of several levels of severity using a person-centered analytic approach (i.e., latent class analysis), and to
compare the latent classes on 17 dimensions of personality pathology. Participants were 702 adolescents from Jammu,
India (13-17 years, 41.5% females). The latent classes were based on three levels of severity for each type of
maltreatment assessed via the Childhood Trauma Questionnaire (Bernstein et al., 2003). Four distinct classes of
adolescents, namely, Moderate-severe abuse and physical neglect (Class 1), Low to moderate-severe abuse (Class2),
Moderate-severe neglect(Class 3), and Minimal abuse or neglect (Class 4) were found. Classes with higher percentages
of adolescents reporting abuse and neglect with higher severity (Classes 1 and 2) reported higher levels of personality
pathology than the other classes. There are distinct classes of adolescents’ identifiable based on levels of severity and
types of abuse and neglect, which are differentially associated with specific dimensions of personality pathology.
In the following study(Schizophr Res Treatment. 2015;2015:532082), the impact of different forms of childhood
adversity—both abuse and neglect—on the clinical presentation of adult South Indian patients with a diagnosis of
schizophrenia was assessed. Of the patients, only those who had been stable on antipsychotic medication for the past six
months, with no recent exacerbation of symptoms and with no psychiatric co morbidity, were included. The onset of
schizophrenia was slightly more likely to be spontaneous, that is, to occur in the absence of an obvious proximal stressor,
in those with higher scores on the Physical Abuse subscale..Among the different types of psychotic symptoms reported
by patients, only delusions—particularly those with a persecutory theme—were significantly associated with physical
abuse. It was also found that there is some evidence of an association between negative symptoms and physical neglect.
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Besides delusions, childhood adversity was associated with a range of other nonpsychotic symptomatology, depression,
anxiety, and suicidal behavior. The latter association was more marked in men, while the others remained true
irrespective of gender. In other words, there was good concurrent validity for the association between depression and
childhood adversity—particularly childhood neglect—in patients with schizophrenia.
Another study(Child Abuse Negl. 2015 Jun 25. pii: S0145-2134(15)00198-2.) on 609 women undergoing medical
treatment for psychiatric disorders was conducted at a tertiary mental health care hospital in India where these women
were compared with a group of age-education matched healthy women (N=100) using consecutive sampling. The
participants were screened for childhood abuse using the ISPCAN Child Abuse Screening Tool (International Society for
the Prevention of Child Abuse and Neglect) and The United Nations Children’s Fund (UNICEF), 2009). On evaluation it
was found that history of emotional abuse was significantly more common among women with psychiatric disorders
compared with healthy women. There was no statistically significant difference in all three types of abuse across
disorder categories, though the report was more among women with severe mental disorders. Women with psychiatric
disorders reported more emotional and overall abuse compared with healthy women. This study therefore indicates
that It is likely that more emotional abuse predisposes these women to psychiatric disorders.
A study at Hiroshima Japan(BMC Psychiatry. 2015 Oct 14;15(1):244.) including 113 patients with major depressive
disorder (MDD) was conducted to identify how childhood abuse, personality, and stress of life events predicted
symptoms of depression.58 women and 55 men, age range 25–75 years who were newly diagnosed were included.
Results indicated three important findings. Firstly, childhood abuse directly predicted the severity of depression.
Secondly, childhood abuse predicted the severity of depression indirectly through the mediation of personality. Thirdly,
the negative life change score of the LES(life experience survey) was affected by childhood abuse; however, the negative
life change score of the LES did not predict the severity of depression.
Keeping the above aspects in mind it is important to maintain a robust reporting system both at health care centers and
through regular home visiting programmes especially in susceptible groups of society to support families in order to
minimize adverse childhood experiences and benefit society as a whole.

CHILD RIGHTS IN INDIA : Challenges
and Social Action published by Springer (India)
http://www.springer.com/gb/book/9788132224457, September 30, 2015

Announcement of a new book

Dr. Geeta Chopra
Associate Professor
Dept of Human Development and
Childhood Studies Institute of
Home Economics University of Delhi
Mobile: 09811222254
Email: drgeeta_chopra@yahoo.com

The book is a commentary on the child in India, pushed to the fringes of the family and society due to poverty, neglect,
abuse, disability and apathy and the challenges which the children in India face for survival, development, education and
protection. The book focuses on rights of the marginalized child from a child development perspective and therefore
goes beyond the standard legal viewpoint. It analyses both micro and macro-level factors related to child rights in India
and presents the Indian situation in the context of global statutes and developmental indices.
This book is organized in 9 chapters. It introduces the concept and meaning of child rights and subsequently puts forth
measures taken by the government and civil society to help children achieve their rights. The major themes expounded
are infant and child survival, early child development and education, street and working children, children in conflict with
law, children with disabilities, child trafficking, and child sexual abuse among others. Each chapter on these issues
presents the magnitude of the problem, causes leading to the vulnerability and its impact on the developing child. The
book clarifies the major policies and programmes government has adopted for children. Legal framework and laws for
children are included in the chapters. Relevant newspaper articles are interspersed in the text. Each chapter has a
section that presents the innovative and credible work of social organisations, profiling the strategies adopted by them
for care, development, mainstreaming and protection of each of the susceptible group of children.
This book is a culmination of resolute hard work, unyielding research spanning over 4 years and an outcome of
interactions with students and feedback received from them over many years. This book should fill the void, as there are
limited consolidated resources and reference materials on child rights in India. I am hopeful the book will find wide
readership. We would request you to please go through the book. We also urge you to buy the book for your library. If
you are interested, you can review the author's work on childhood disabilities www.earlydetectiondisabilities.com &
www.ihe-du.com
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Awards 2015
Dr Shabina Ahmad, National Child Welfare
award in Individual category from President of India
Hearty Congratulations to Dr Shabina Ahmad, ICANCL
member, IAP, from Guwahati, Assam for receiving
National Child Welfare award in Individual category from
President of India at Rashtrapati Bhawan on 14th Nov
2015. Dr Ahmad worked for initiating Autism in India ,for
helping 800 autistic children. Dr Ahmad trained
professionals working with autistic children along with h
NIPCCD, Sarvshiksha Abhiyan program and ,ICCW.

Adoptions set to be faster, easier, cleaner
Times of India, July 27, 2015
New guidelines to make adoptions quicker and transparent, besides
Boost for NRIS
cutting down on red tape have been notified. The changes will ensure
NRIs’ treatment on a par with Indian citizens, a time-frame for • Process adoption to be completed in 4 months.
NRIs on a par with Indians
adoptions which will be done online, monitoring of agencies and
• Couples mut be in a stable marriage for at least a
provide for pre-adoption foster care.
year
The women and child development ministry headed by Menka
• Minimum age gap between child and either parent
Gandhi has brought in the guidelines as part of a notification after
should not be less than 25 years
waiting for nearly a year for the Juvenile Justice Act amendments to be
•
Foster
care introduced
passed in Parliament. The bill continues to hang fire and the currently
•
Adopting
couples in govt jobs to get parenting
under Rajya Sabha’s consideration.
leave.
Parents can an online check before adoption
Among the provisions introduced, include putting the entire adoption
process online. A prospective parent can register online through the child adoption resource information and guidance system
and check for children legally available for adoption according to age language and other criteria.
The Central Adoption Resource authority, nodal agency for adoptions, has created a database of children available for
adoption and connected with adoption agencies across the country.
With the notification, NRIs will be treated as Indians in terms of priority and not as foreign nationals. At present, only 20%
children given for adoption go to NRI homes. There are an estimated 10,000 parents who would like to adopt.
The new rules have laid down criteria for prospective parents. Couples will have to be in a stable marital relationship for at
least a year to adopt and the minimum age difference between the child and either parent should not be less than 25 years.
Single women can adopt children of either gender but single men will not be eligible to adopt a girl child. The maximum age of a
single prospective parent in 45 years if he or she wants to adopt a child of up to four years of age. The ministry has capped the
age of the parent at 55 years for adopting a child above eight years. It has also laid down a timeframe for the process of
adoption.
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Membership Form

Indian Child Abuse Neglect and Child Labour Group
Nationally Registered under Society Registration Act XXI of 1860
Society Registration No. S/68745/2010

1.

Name
(In BLOCK letters)

2.

Age

3.

Present Designation

4.

Office/lnstitutional Address

5.

Residential Address

Sex

Nationality

Telephone: Office

Residence

Fax

E-mail
6.

lAP Membership No.

7.

Qualifications

8.

Details of work (if any) in field of child abuse, neglect, and child labour

9.

Areas of interest in field of child abuse, neglect and child labour

10. List of publications (including original work, brief reports, chapters in books)
(If needed oppend separate sheets

Place:
Date:

[Signature of Applicant]

Completed application form along with Cheque/Bank Draft in favour of Indian Child Abuse, Neglect & Child Labour
(ICANCL) group, payable at Delhi, should be sent to the Chairperson: Dr. Rajeev Seth, E 10, Green Park Main, New
Delhi-110016, India. Life membership `1000 for Indian National, for non resident Indians it is ` 6000/ $100; larger
contributions are greatly appreciated. All donations are exempt for income tax under section 80G(5)(VI) of the income
tax act, 1961.
Draft No
For Office use only: Receipt No.

Dated

drawan on
Dated

Membership No.

