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PREFACE
The domain of the term “Health” is as large and complex as the entire scope of
human activities. Professional, technical, and supportive health workers may view
healthcare as the provision of a range of healthcare services, with in-patient,
outpatient and home health facilities. The development of healthcare facilities is
influenced not only by the opening of hospitals or healthcare centres, but more so by
their proper administration and management. Health care has been defined by the
WHO as “A programme that should make available to the individual and thereby to
the community, all facilities and allied sciences necessary to promote and maintain
health of mind and body.
Health care remains one of the most important human endeavours to improve
the quality of life. The main objective of any healthcare system is to facilitate the
achievement of optimal level of health to the community through the delivery of
services of appropriate quality and quantity. Increasing the availability, accessibility
and awareness about the services and technological advances for the management of
health problems, raising expectations of the people, and the ever-increasing cost of
healthcare are some of the challenges that the healthcare systems have to cope up.
Health care delivery systems will have to gear up to taking up necessary preventive,
curative, promotive and rehabilitative healthcare for the population. The challenge of
building rural health services, state’s responsibility in providing these and training
paramedical personnel to carry out limited curative and preventive responsibilities
were part of India’s development thinking before and after independence. The rising
expectations of healthcare users mean that the way the services are organized and
delivered will become significant. It is therefore, essential to understand how best to
organize and deliver healthcare services.
Lord Dawson in England first brought the concept of health centre during
1920. As early as 1928, Govt. of Mysore established the first health unit in the
country at Mandya (in Karnataka). Establishment of health centres at Nazafgarh,
Singur, Poonamallie, Trivandrum, Lucknow and at other places in collaboration with
Rockefeller foundation and Govt. of India between 1931 to 1939 was an important
landmark in the history of health care delivery system.
India has a rich, centuries-old heritage of medical and health sciences.
However, over the centuries, with the infringement of foreign influences and mingling
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of cultures, various systems of medicines evolved and have continued to be practiced
widely. The allopathic system of medicine gained popularity under the British rule
and made a major impact on the entire approach to health care in the country after
Independence. The health care system in India, at present, has a three-tier structure to
provide health care services to its people. The first tire, known as primary tire, has
been developed to provide health care services to the vast majority of rural people.
The primary tire comprises three types of health care institutions: Sub Centre (SC),
Primary Health Centre (PHC) and Community Health Centre (CHC). The rural health
care infrastructure has been developed to provide primary health care services through
a network of integrated health and family welfare delivery system.
Disadvantaged rural health reflected by significantly higher mortality rates in
rural areas, which indicate less attention paid by the government. The issue of health
disadvantage to the rural area in the country is far from settled. The public
expenditure on health in India is far too inadequate, less than 10% of the total health
budget is allocated to rural area where 75% people live. In spite of rising budgetary
provision, many of the rural populace dies without any medical attention.
Access to high quality health care services plays an important part in the
health of rural communities and individuals. Resolving the health problems of rural
communities will require more than simply increasing the quality and accessibility of
health services. Until governments begin to take an ‘upside-down’ perspective,
focusing on building healthy communities rather than simply on building hospitals to
make communities healthy, the disadvantages faced by rural people will continue to
be exacerbated. Underutilization of existing rural hospitals and health care facilities
can be addressed by a market-centered approach, and more effective government
intervention for horizontal and vertical hospital integration. Tele-healthcare, Mobile
Health Units and Community-based health insurance are proven helpful in rural areas.
Autonomy enjoyed by women and exposure to media also has a significant impact on
maternal health care utilization. Accessibility to health facilities is a critical factor in
effective health treatment for people in rural areas. Location–allocation models
prescribe optimal configurations of health facilities in order to maximize accessibility.

Organising Secretary
Dr. Shekara

Joint Organising Secretary
Ashwini.H.Bidaralli
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BACKGROUND OF THE SEMINAR

The domain of the term “Health” is as large and complex as the entire scope of
human activities. Health care has been defined by the WHO as “A programme that should make
available to the individual and thereby to the community, all facilities and allied sciences
necessary to promote and maintain health of mind and body”.
Health care remains one of the most important human endeavours to improve the
quality of life. The main objective of any healthcare system is to facilitate the achievement of
optimal level of health to the community through the delivery of services of appropriate quality
and quantity. Increasing the availability, accessibility and awareness about the services and
technological advances for the management of health problems, raising expectations of the
people, and the ever-increasing cost of healthcare are some of the challenges that the healthcare
systems have to cope up. Health care delivery systems will have to gear up to taking up
necessary preventive, curative, promotive and rehabilitative healthcare for the population. The
challenge of building rural health services, state’s responsibility in providing these and training
paramedical personnel to carry out limited curative and preventive responsibilities were part of
India’s development thinking before and after independence. The rising expectations of
healthcare users mean that the way the services are organized and delivered will become
significant. It is therefore, essential to understand how best to organize and deliver healthcare
services.
Access to high quality health care services plays an important part in the health of rural
communities and individuals. Resolving the health problems of rural communities will require
more than simply increasing the quality and accessibility of health services. Until governments
begin to take an ‘upside-down’ perspective, focusing on building healthy communities rather
than simply on building hospitals to make communities healthy, the disadvantages faced by
rural people will continue to be exacerbated. Underutilization of existing rural hospitals and
health care facilities can be addressed by a market-centered approach, and more effective
government intervention for horizontal and vertical hospital integration. Tele-healthcare,
Mobile Health Units and Community-based health insurance are proven helpful in rural areas.
Autonomy enjoyed by women and exposure to media also has a significant impact on maternal
health care utilization. Accessibility to health facilities is a critical factor in effective health
treatment for people in rural areas.

OBJECTIVES OF THE SEMINAR

 TO ENSURE EQUITY IN DELIVERY OF QUALITY HEALTHCARE.
 TO ADDRESS EMERGING ISSUES IN PUBLIC HEALTH.
 TO STRENGTHEN HEALTH INFRASTRUCTURE.
 TO DEVELOP HEALTH HUMAN RESOURCES.
 TO INCREASE ACCESS TO ALTERNATIVE MEDICINE SYSTEMS.
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SUBTHEMES

 PRIMARY HEALTHCARE SYSTEM
 HEALTH INFRASTRUCTURE
 COMMUNITY PARTICIPATION
 PRIVATE HEALTH SERVICES
 EVALUATION OF DIFFERENT HEALTH PROGRAMMES OF GOVERNMENT
 PUBLIC PRIVATE PARTNERSHIP IN HEALTH SECTOR
 HEALTH DETERMINANTS
 NGO S AND RURAL HEALTHCARE
 HEALTH FINANCING
 RURAL HEALTH AND SANITATION
 CHILD AND WOMEN HEALTH
 HEALTH AMONG THE MARGINALISED AND MINORITIES
(THE LIST IS INDICATIVE AND NOT EXHAUSTIVE – SCHOLARS ARE FREE
TO SUBMIT PAPER ON ANY ALLIED/ RELATED THEME)

CALL FOR PAPERS
Research Papers are invited from the academicians, faculty members, community
leaders, administrators and research scholars. The papers received will be reviewed by a
committee for inclusion in the seminar. The committee has all the rights to accept or
reject the paper. The papers received after the last date is not consider for publication.
But those papers can be presented in the seminar.
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GUIDELINES FOR PAPER SUBMISSION
The research paper should be original and unpublished. Abstract (500 words) and
full paper (Less than 12 pages or 3500 Words) can be submitted through Email to
skpgfgc@gmail.com. Submission of full paper is compulsory. The research papers shall be
in the standard research format, in the order of, abstract, key words, spelling out the need for
study, objectives, hypothesis if any, methodology, techniques of data analysis, findings /
results, conclusion, references and statistical tables. The submission should be in MS Word
format only, typed in A4 single column format, 1.5 line spacing, using font Times New
Roman, 12 point size and normal margins. Keep the layout of the text as simple as possible.
References cited in the text should confirm to the style used by the American Psychological
Association (APA). Name of the author/s their address/es (Postal and e-mail), and contact
numbers should be given in the first page of the paper. Efforts will be made to publish
selected papers in the form of an edited book with ISBN number.

IMPORTANT DATES
1. The last date for the submission of the research paper 30-12-2016
(Full papers along with abstracts are accepted, abstracts alone are not accepted)
2. Date of intimation for the acceptance on or before 05-01-2017
3. The Seminar Date 28-01-2017

SHIKARIPURA
Shikaripura is a place with a town municipality of about 36,000 population and sub
division of the famous district of Shimoga. Shikaripura is at a distance of 52 kms from
Shimoga, which is district headquarters. The notable places like Balligavi, Bandalike,
Uduthadi and Talagunda are located nearby. Thus the region is known for its natural, religious
and also cultural heritage.

GOVERNMENT FIRST GRADE COLLEGE
At a time when there were no degree colleges in the region, our college came into
existence to offer degree course in arts and commerce. It was well received by the people and
encouraged the aspiring students to pursue higher education and fulfil their dreams. Our
college was established in 1980. Now college is having Graduate Courses like BA, BCOM,
BSC, BCA, BBM and BSW. Post Graduate courses MA (Eco) and MA (Kan) were
introduced in the college.

DEPARTMENT OF SOCIOLOGY, SOCIAL WORK AND ECONOMICS
The Department of Sociology and Economics was initiated since the inception of
the college. The Department of Social Work was started in 2009.The departments regularly
conducts seminars, workshops, field visits, special lectures and extension activities. Our
college has been organizing various academic programmes for the benefit of both student and
teaching community. This year the department of Sociology, Social Work and Economics
organized One-Day National Seminar on “Empowerment of Weaker Sections: Challenges
and Remedies” held on 07th October 2016 and One-Day UGC Sponsored National Seminar
on “Changing Trends in Rural India” held on 26th October 2016. Now organizing ICSSR
Sponsored One Day National Seminar on 28th January 2017 on “Rural Healthcare Services
in India: Challenges and Remedies”. This is a small initiative to throw some light on the
concept of Rural Healthcare Services in India, the challenges prevailing and the remedies to
the problems in the health sector.
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Inaugural Function
Date: 28thJanuary, 2017

Time: 10.00 AM -11.15AM
Venue: Allama Sabhangana

Inauguration:

SRI B.Y. RAGHAVENDRA, Honourable MLA,
Shikaripura Constituency

Key Note Address:

DR. GANESHA SOMAYAJI, Chairman and Professor,
Department of PG Studies and Research in Sociology,
Goa University, Goa

Presence:

DR. SHEKHAR, Organising Secretary, GFGC, Shikaripura

President:

DR. G.R. HEGDE, Principal, GFGC, Shikaripura

Technical Session I
Venue: Allama Sabhangana

Time: 11.15AM-12.15PM

Speaker:

DR. SHAUKATH AZIM, Professor,
Dept. of Studies and Research in Sociology,
Karnataka University, Dharwad

Chair Person:

DR. A. RAMEGOWDA, Chairman and Professor,
Department of PG Studies and Research in Sociology,
Kuvempu University

Rapporteur:

DR. NAGARAJ, Assistant Professor,
Department of PG Studies and Research in Sociology,
Tumkur University, Tumkur

Tea Break 12.15 to 12.30
Technical Session II
Venue: Allama Sabhangana

Time: 12.30-1.30

Speaker:

DR. K.B. RANGAPPA, Associate Professor,
Dept. of Studies and Research in Economics,
Shivagangotri, Davanagere University, Davanagere

Chair Person:

DR. MAHESH M, Associate Professor
Dept. of Studies and Research in Economics and Cooperation,
Manasagangotri,
Mysore University, Mysore

Rapporteur:

DR. RAJASHREE N. T, P G Coordinator,
Department of PG Studies in Economics,
SSS GFG College, Channagiri

Lunch Break 1.30PM to 2.30PM
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Paper Presentation Session : 2.30 PM to 4.30PM
Research Committee 01:
Chairperson:

DR. BHOGESHWARAPPA, Principal,
GFGC, Holehonnur

Rapporteur:

DR. PRASANNA. T, Asst. Professor,
Dept. of Economics, GFGC, Koppa

Research Committee 02:
Chairperson:

DR. B.G. DHANANJAYA, Associate Professor,
Dept. of Sociology, GFGC, Bhadravathi

Rapporteur:

SRI SHANKAR. N.R, Assistant Professor,
Dept. of Sociology, GFGC, Shikaripura

Research Committee 03:
Chairperson:

DR. K. UMESH, Associate Professor,
HOD, Dept. of Sociology and Social Work,
GFGC, N.R.Pura

Rapporteur:

Sri Nayaz, HOD, Dept. of Social Work,
GFGC, Ajjampura

Valedictory Function:
Valedictory
Address:

4.30PM

To

5.30PM

PROF. PRADEEP B. S, Chairman,
Dept. of PG Studies and Research in Social Work, Shivagangotri,
Davanagere University, Davanagere

You are cordially invited
Co-operation
Teaching and Non-Teaching Faculty, Students
College Development Council, Old Student Association
Government First Grade College, Shikaripura
Dept. Of P G Studies and Research in Sociology, Kuvempu University
Kuvempu University Sociology Teachers’ Association
Dept. Of P G Studies and Research in Economics, Kuvempu University
Kuvempu University Economics Teachers’ Association.
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Inauguration
SRI B.Y. RAGHAVENDRA, Honourable MLA,
Shikaripura Constituency
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Keynote Address

Dr. Ganesha Somayaji
Professor, Dept. of Sociology, Goa University, Goa
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The domain of the term “Health” is as large and complex as the entire scope of
human activities. Professional, technical, and supportive health workers may view
healthcare as the provision of a range of healthcare services, with in-patient,
outpatient and home health facilities. The development of healthcare facilities is
influenced not only by the opening of hospitals or healthcare centres, but more so by
their proper administration and management. Health care has been defined by the
WHO as “A programme that should make available to the individual and thereby to
the community, all facilities and allied sciences necessary to promote and maintain
health of mind and body.
Health care remains one of the most important human endeavours to improve
the quality of life. The main objective of any healthcare system is to facilitate the
achievement of optimal level of health to the community through the delivery of
services of appropriate quality and quantity. Increasing the availability, accessibility
and awareness about the services and technological advances for the management of
health problems, raising expectations of the people, and the ever-increasing cost of
healthcare are some of the challenges that the healthcare systems have to cope up.
Health care delivery systems will have to gear up to taking up necessary preventive,
curative, promotive and rehabilitative healthcare for the population. The challenge of
building rural health services, state’s responsibility in providing these and training
paramedical personnel to carry out limited curative and preventive responsibilities
were part of India’s development thinking before and after independence. The rising
expectations of healthcare users mean that the way the services are organized and
delivered will become significant. It is therefore, essential to understand how best to
organize and deliver healthcare services.
Lord Dawson in England first brought the concept of health centre during
1920. As early as 1928, Govt. of Mysore established the first health unit in the
country at Mandya (in Karnataka). Establishment of health centres at Nazafgarh,
Singur, Poonamallie, Trivandrum, Lucknow and at other places in collaboration with
Rockefeller foundation and Govt. of India between 1931 to 1939 was an important
landmark in the history of health care delivery system.
India has a rich, centuries-old heritage of medical and health sciences.
However, over the centuries, with the infringement of foreign influences and mingling
of cultures, various systems of medicines evolved and have continued to be practiced
widely. The allopathic system of medicine gained popularity under the British rule
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and made a major impact on the entire approach to health care in the country after
Independence. The health care system in India, at present, has a three-tier structure to
provide health care services to its people. The first tire, known as primary tire, has
been developed to provide health care services to the vast majority of rural people.
The primary tire comprises three types of health care institutions: Sub Centre (SC),
Primary Health Centre (PHC) and Community Health Centre (CHC). The rural health
care infrastructure has been developed to provide primary health care services through
a network of integrated health and family welfare delivery system.
Disadvantaged rural health reflected by significantly higher mortality rates in
rural areas, which indicate less attention paid by the government. The issue of health
disadvantage to the rural area in the country is far from settled. The public
expenditure on health in India is far too inadequate, less than 10% of the total health
budget is allocated to rural area where 75% people live. In spite of rising budgetary
provision, many of the rural populace dies without any medical attention.
Access to high quality health care services plays an important part in the
health of rural communities and individuals. Resolving the health problems of rural
communities will require more than simply increasing the quality and accessibility of
health services. Until governments begin to take an ‘upside-down’ perspective,
focusing on building healthy communities rather than simply on building hospitals to
make communities healthy, the disadvantages faced by rural people will continue to
be exacerbated. Underutilization of existing rural hospitals and health care facilities
can be addressed by a market-centered approach, and more effective government
intervention for horizontal and vertical hospital integration. Tele-healthcare, Mobile
Health Units and Community-based health insurance are proven helpful in rural areas.
Autonomy enjoyed by women and exposure to media also has a significant impact on
maternal health care utilization. Accessibility to health facilities is a critical factor in
effective health treatment for people in rural areas. Location–allocation models
prescribe optimal configurations of health facilities in order to maximize accessibility.
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Technical Session I
Venue: Dr. G.S. Shivarudrappa Auditorium
Time: 11.15AM-12.15PM
Topic: An analysis of Swachh Bharat (clean India) to Sachh Bharat
(true India) in Karnataka

Speaker:

Dr. Shaukath Azim, Professor,
Dept. of Studies and Research in Sociology,
Karnataka University, Dharwad

Chairperson

Dr. A. Ramegowda,, Chairman and Professor,
Department of PG Studies and Research in Sociology,
Kuvempu University

Rapporteur

Dr. Nagaraj,
Assistant Professor,
Department of PG Studies and Research in Sociology,
Tumkur University
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An analysis of Swachh Bharat (clean India) to Sachh Bharat (true
India) in Karnataka
Abstract
All round success of Swachh Bharat programme launched by the Prime
minister of India not only depends on spending billions of rupees but the attitude of an
average Indian. No doubt the government of India programmed meticulously to reach
the commonest human being on Indian earth. For the first time of in the history of
mankind a leader himself (the Prime Minister) started cleaning one of the roads
earmarked on the day of launching the Swachh Bharat Abhiyan on October 2, 2014. It
was for the first time mindset changing programme on national field has taken place.
None of the Prime ministers or even Chief Ministers in our country till then had seen
holding broom. Even with the own efforts of Prime Minister himself, the pace of the
Swachh Bharat programme not reached majority rural masses of India. Most of the
TV audience got some influence over this programme. By over viewing this
programme, it is now sure that unless people change their attitude any social welfare
programme would yield very slow results. Social psychology of the rural masses has
not changed and it is not easy to change the attitude of people. There is an attitudinalgap occurs in choosing materials or gadgets vs attitude and feelings. Under Swachh
Bharat Abhiyan, the state of Karnataka achieved a greater financial success. It is one
of the pioneering states is utilizing major grants received from the Central
government. The Swachh Bharat programme in Karnataka state has fiscally achieved
greater heights but socially or culturally its performance is worst in south India. In
this background the present paper has been prepared. This paper is based only on
secondary sources.
Swachh Bharat Abhiyan was launched by Prime Minister Narendra Modi on
2nd of October, 2014 at Rajghat, New Delhi with an aim to make India clean. Its aim
is to provide sanitation facilities to every family, including toilets, solid and liquid
waste disposal systems, village cleanliness, and safe and adequate drinking water
supply by 2nd October, 2019. It will be a befitting tribute to the Father of the Nation
on his 150th birth anniversary. It is significant that the PM himself is taking very
proactive role in making the campaign a success; at Rajghat he started the campaign
by cleaning the street himself. However, it has been clearly declared that the
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campaign is not only the duty of the Government but each and every citizen of the
country is equally responsible to keep the nation clean or swachh.
Objectives, History, components of Swachh Bharat Abhiyan

The national campaign, which will run till October 2, 2019, aims to :
1. Eliminate open defecation by constructing toilets for households, communities
2. Eradicate manual scavenging
3. Introduce modern and scientific municipal solid waste management practices
4. Enable private sector participation in the sanitation sector
5. Change people’s attitudes to sanitation and create awareness.
History
Several programmes already launched in India since Independence to
eradicate the grand-old problem of open defecation in India. The central and state
governments have already implemented in their respective states to construct toilets
and maintain cleanliness. For instance programme of the cleanliness in India such as
Central Rural Sanitation Programme (CRSP) was started in 1986 all over the country
which had focused to construct the individual sanitary latrines for the personal use of
the people living below the poverty line. It had focused to convert the dry latrines to
the low cost sanitary latrines, to construct latrines especially for rural women with
other facilities of hand pump, bathing room, sanitation, washing hands, etc. It was
targeted that all the provided facilities should be properly maintained by the village
Panchayats. Proper sanitation of the village such as drain systems, soakage pits,
disposal of solid and liquid wastes, awareness of health education, awareness for
social, personal, household and environmental sanitation etc.
Total Sanitation Campaign (TSC) of cleanliness in India was started in 1999
by the Government of India in order to restructure the Rural Sanitation Programme.
Nirmal Gram Puraskar was started in the month of June in 2003 as a sanitation
programme to boost the Total Sanitation Campaign. It was a an incentive scheme
launched by the Government of India in 2003 to award people for total sanitation
coverage, maintaining clean environment as well as making villages open defecationfree villages by the Panchayats, Blocks and Districts.
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Nirmal Bharat Abhiyan (NBA) was started in 2012 and then Swachh Bharat
Abhiyan in 2014 on 2nd of October. However, all the sanitation and cleanliness
programmes run by the Indian government earlier were not as effective as the current
Swachh Bharat Abhiyan of 2014.
Components
The Swachh Bharat Mission is split into two sub-Missions - Swachh Bharat Mission
(Gramin) and Swachh Bharat Mission (Urban). While the Union Ministry of Drinking
Water and Sanitation is the nodal agency for the rural mission, the Ministry of Urban
Development will take care of the budgetary concerns of the urban component. Apart
from this, the mission will also be supported through the Swachh Bharat Kosh while
is set up to channelize philanthropic contributions for the cause, Corporate Social
Responsibility (CSR) contributions and funding from other multilateral sources.
• Swachh Bharat Mission for Urban Areas: The focus is on establishing close to 2.6
lakh individual toilets and 2.5 lakh community toilets across 4,401 towns and cities in
India. Eradicating manual scavenging and improved municipal solid waste
management is part of the agenda.
• Swachh Bharat Mission – Gramin: Gram Panchayats and Zilla Parishads will work
on war footing to make sure that all households in all villages have functional water
supply and toilet facilities. Productive use of night soil as bio-fertilizers is also on the
cards.
Swachh Bharat Programme in Karnataka:
Under Swachh Bharat Abhiyan, the state of Karnataka achieved a greater financial
success. It is one of the pioneering states is utilizing major grants received from the
Central government. Though the state of Karnataka claims as one of the developed
states, its social sectors like rural primary education, health, water and sanitation are
lagging behind considerably. The image of Bangalore city has been generalized to
entire Karnataka. But the hard facts of about water and sanitation, manual scavenging
remain major challenge even today. Under the Swachh Bharat programme Karnataka
state has economically achieved greater heights but socially or culturally its
performance is worst in south India.
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Swachh Bharat rankings of cities in India and Karnataka
The major cities in States like Odisha, Jharkhand, West Bengal, Haryana, Uttar
Pradesh, Madhya Pradesh, Tamil Nadu, Karnataka, Kerala were surveyed under this
campaign. The overall rankings of these cities are based on different parameters on a
total of 100. These parameters include waste-water treatment, solid waste
management, quality of drinking water etc. The survey was being conducted for the
year 2014-15 by Ministry of Urban Development under National Sanitation Policy
2008. The cities, which ranked in top ten are – Mysuru, Thiruchirapalli from Tamil
Nadu, Navi Mumbai, Kochi from Kerala, Hassan, Mandya and Bengaluru from
Karnataka, Thiruvananthapuram from Kerala, Halisahar from West Bengal and
Gangtok from Sikkim. According to the government report, these cities qualified on
based of solid waste management and open defecation. Mysore (Mysuru) however
grabs the spot of first place being the cleanest city from Kerala with three more cities
from the state figuring their position in top 100. According to state wise ranking, West
Bengal finds 25th position of its cities/towns in top 100 ranking. There were some
cities that were placed at the bottom of the ranking system for not maintaining the
cleanliness record. There were around 74 cities from north, 2 from south, 21 from east
and 3 from west.
Central government has approved Rs.419.56 crore for Swachh Bharat Abhiyan in
Karnataka. The state has been given higher funds under the scheme this year as
compared to the initial allocation of Rs 253.43 crores. As per the government data,
about 5,17,987 individual toilets have been constructed as on January 5 against the
target of 12,14,119 for the same period. In case of community toilets, the state has
been able to construct only 52 against the target of 874 so far this year under Swachh
Bharat Abhiyan. Around 27 taluks and five districts – Udupi, Bengaluru, Bengaluru
Rural, Kodagu and Dakshina Kannada have been declared free from open defecation
for Swachh Bharat Abhiyan. The central government has approved this amount for
the construction of toilets in Karnataka.
Safe Sanitation is one of the prime aspects of Swachh Bharat programme particularly
in rural areas. Even with the own efforts of Prime Minister himself, the pace of the
Swachh Bharat programme not reached majority rural areas. Most of the TV audience
got some influence over this programme. By over viewing this programme, it is now
sure that unless people change their attitude any social welfare programme would
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yield very slow results. Social psychology of the rural masses has not changed and it
is not easy to change the attitude of people. There is an attitudinal-gap occurs in
choosing materials or gadgets vs attitude and feelings. Our Indian masses often found
changing very quickly toothpastes, soaps, cell phones or dresses they wear. This is
more visible during important festivals like Deepavali or Ganesh Chaturthi. All the
TV ads support and encourage them to change items or gadgets from old to brand
new. But in the same way there are hardly any ads on behavioural changes like
littering, throwing wastes on roads, spitting hand washing, use or misuse of water, use
of toilets, vaccination, and safe motherhood. This kind of attitudinal-gap found in
mostly of the northern parts of Karnataka.
Sanitation deprivation in Karnataka
Mahatma Gandhi got it precisely right when he wrote in 1925, “I learnt 35 years ago
that a lavatory must be as clean as a drawing room. I learnt this in the West. I believe
that many rules about cleanliness in lavatories are observed more scrupulously in the
West than in the East.” Having experienced not-so-swachh toilets as well as open
defecation during childhood visits to my ancestral village and the town next door, I
fully appreciate why many prefer to go for open despite access to a toilet. Educating
citizens on the hazards of open defecation is not enough; we must also build toilets
that do not repel. Unfortunately that would require larger expenditure per toilet and
reliable supply of water in homes.
Unused/misused/ untouched /Idle/ Altered/waterless/safe less and shapeless
toilets in Karnataka
Most of the rural parts of Karnataka sanitation are in dismal situation. Though the
government has constructed several toilets, due to water crisis, most of them are either
unused or untouched by the people. They are kept idle and in some cases toilets have
been altered into either store rooms or fodder rooms. Those toilets which are in
working condition, are unsafe due to poor construction and are shapeless due to poor
roofing or are pit less.
Therefore the state of Karnataka has to manage the dilemma of three prime aspects of
toilets. They are construction of toilets, use of toilets and cleaning of toilets. In the
construction of toilets Karnataka achieved greater success, but in other two aspects
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namely use and cleaning of toilets its performance is miserable. Social structural
expectations of cleaning the toilets have become a stumbling block in the regular use
of toilets.
Reasons for not using toilets in Karnataka
Arghyam, a public charitable trust conducted ASHWAS participatory survey to
ascertain the status of household water and sanitation in rural Karnataka in the year
2008-09. This Trust was set up with an endowment from Rohini Nilekani. Since 2005,
Arghyam has been supporting efforts to address equity and sustainability in access to
water and sanitation ifor all citizens. This Survey also reported that 72% of people of
Karnataka do not have access to toilets, 21% of have toilets outside their house and
only 7% have inside their house. ASHWAS listed some of the reasons for not
constructing toilets in Karnataka. Two-thirds of the people stated financial problem
(59%) and about thirty per cent (29%) them not in position to construct the toilet for
want of space in their house. About 6% of them stated that toilet is not a priority, 3%
of them gave cultural and religious reasons and another 3% gave psychological
reasons for not using toilets.
Sachh (True) behaviour
It is a reality that defecating in the open is more a cultural thing than issues relating to
access particularly in rural areas. Millions of people are used to answering nature’s
call out in the open for decades. Equipped with a plastic mug or bottle which is filled
with water, men and women start their day scouting for fresh ground away from their
residences to relieve themselves. The task is a bit more arduous for women as they
have to either go just before dawn or after sun down to avoid being spotted while
squatting. Breaking this pattern has prove to be very difficult. People change their
gadgets or tastes very swiftly but not their habits. Despite investing over 18,000
crores in the past two decades, results of India’s total sanitation endeavour have been
dismal. Learning from failures, the government has resorted to spending more time,
money and effort into changing people’s mindset and behaviour, before installing
toilets in villages and towns.
In conclusion we can say that ideal Information, education and communication (IEC)
campaigns is highly essential to achieve desired results of swachh Bharat. It should
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primarily focus on hygiene education emphasizing on the health impacts of defecating
in the open. The attempt is to generate a demand from within the community by
interacting closely at the grassroots level rather than flushing money down the drain
by constructing defunct toilets no one wants. Then only Swachh Bharat programme
will renovate our country into swachh India.
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Rural Healthcare Services in India
Socioeconomic Challenges and Remedies
1. Introduction
Majority of the peoples’ top priority of life is ‘to be healthy’. One of the most
frequently used saying is ‘Health is Wealth’. Its popularity may be due to its good fit
to everyone’s life. Health measured in terms of longevity of life is one of the three
components of Human Development Index, a standard indicator of development.
Health care has also been considered as a merit good. It is because health care not
only benefit the person who practiced it but also has positive externality on his
neighbours. For example, inoculation against a contagious disease not only provides
protection to the individual concerned but it may also provide external benefit to other
individuals who are protected from catching the diseases from those who are
inoculated. Hence, health care has become a domain of public interest. United Nations
in its Millennium Summit conducted in 2000 has developed eight international
development goals. All the 189 UN member counties and about 22 international
organisation were committed to help in achieving these goals. Out of the eight
international development goals three are related to health namely; a) to reduce child
mortality, b) to improve maternal health and c) to combat HIV/AIDS, malaria and
other diseases. In India, Governments at different levels have taken several initiatives
to ensure health care services to its people. In spite of efforts made by the public as
well as private health care service providers the health outcomes are not satisfactory
and it is glaring in rural area. Rural Urban disparity in the health indicators is given in
the third section. The poor health outcomes especially in the rural areas may be due to
problems in the health care system. In this backdrop, an attempt has been made to
analyse challenges in the rural health care system.

2. Concept of Health, Health Care Services
The WHO (1948) in its constitution defined the ‘health as a state of complete
physical, mental, and social well-being and not merely the absence of disease or
infirmity’ It was considered as a very broad definition and lacks operational value due
to use of the word ‘complete’. Subsequently WHO has dropped the term ‘complete’ in
its definition. Over the years there was a shift from viewing health ‘as a state’ to ‘a
dynamic term of resilience ‘Hence, WHO (1984) revised its definition of health as
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‘the extent to which an individual or group is able to realize aspirations and satisfy
needs, and to change or cope with the environment. Health is a resource for everyday
life, not the objective of living; it is a positive concept, emphasizing social and
personal resources, as well as physical capacities’. The concept of ‘Health care’ refers
to the act of taking preventive measures or necessary medical treatment to improve a
person’s well-being. The concept of health care services includes all the services
dealing with the diagnosis and treatment for a disease. Further, it may also include the
promotion, maintenance and restoration of health. Restoration of health may be done
with surgery, by administering the medicine or by bringing alterations in a person’s
life style. Health care services are normally offered through a health care system
which is made up of hospitals and physicians. The concept of Health promotion not
only includes ‘disease curative’ services but it also includes disease preventive
measures like sanitation, hygiene, food security, nutrition. It may be at personal level
or community level.

3. Rural and Urban Disparities in the Health Indicators
Health care service delivery system is much favourable to urban people
compared to the people living in rural areas. The health care service delivery to the
rural people has more problems compared to the health care service delivery to the
urban patient which is reflected in the poor health outcomes in the rural area
compared to urban area. Comparison of following health indicators reveals the
disadvantageous status of rural areas compared to urban areas of India.


Life expectancy at birth (during 2008) is lower in rural area (64.9 Year)
compared to the urban area (69.6).



Crude Death Rate (during 2009) was relatively more in rural area (7.8)
compared to urban area (5.8).



Infant Mortality Rate (during 2009) was considerably more in rural area (55)
compared to urban area (34)



The percentage of women in reproductive age group facing the problem of
anaemia (NFHS-3) was more in rural area (57.4%) compared to the rural area
(50.9%).



Mothers who had at least 3 Antenatal Care (ANC) visit (NFHS-3) was
considerably low in rural areas (43.7%) compared to the urban areas (74.7)
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The percentage of deliveries attended by the skilled medical professional
(during 2008-12) was also considerably low in rural areas compared to rural
areas.



The percentage of children who were reported to be underweight (2008-12)
was more in rural areas (45.6%) compared to urban areas (32.7%).

4. Challenges of Rural Health Care Services
The facts given in the preceding section reveals that the health care needs of
the rural population has not fully met. There are several challenges in the rural health
care service delivery system which are responsible for poor health care system in the
rural area. Major challenges of rural health care system are as follows.
4.1Nature of Market for Health Care Services and its Inefficiencies
Pareto optimality or social optimality in the marketing of health care services
could be attained when both production and consumption (utilisation) of health care
services are efficient. Consumption of health care services is considered to be
efficient when patients attained highest possible satisfaction given their limited
income. Similarly production of health care services is efficient when it is supplied at
lowest possible cost per unit. Health care service market has certain peculiar features
which results in imperfect competition hampering the attainment of social optimum.


Demand for Health care is derived from individual’s wish to regain good
health. Health cannot be exchanged between the market players. The nonmarketability of the health reduces the power of the market forces to
determine the price and quantity. Hence market has limited role in determine
the resource allocation.



Information Asymmetries: Market is considered to be perfectly competitive
only when buyers as well as sellers have perfect information about the product
or the service. There is information asymmetry between the doctors and
patient. Doctor has information about the illness and suitable treatment for
disease. Patients due to lack of information have to act according to the advice
of the doctors. The extent of information asymmetry is relatively more in rural
areas compared to urban areas.
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Supplier Induced Demand: Most of the times health care services are not the
choice of the buyers. Doctors, supplier of health care service is in a position to
influence the demand for health care service. Market is more likely to get
failed in performing its functions when the demand and supply of health care
services are jointly determined by the same individual at the same time due to
conflict of interest.



Medical Education and Entry Barrier: The health care service providers are
mainly doctors. Health care service will become competitive if there is
freedom of entry and exit from the medical profession. In the modern health
care system a specialist doctor need to get medical education for about 7 years.
In the name of quality of education, there is restriction on the entry of new
medical colleges. Only small fraction medical education aspirants are getting
opportunity to pursue the medical education. More demand for medical seats
compared to their availability enabled the private medical colleges to collect
huge donation from the aspirants. Medical education system, its admission
policy and procedure, intermediate education system and also prevailing
socioeconomic system is responsible for producing less number of medical
professional than the optimally required level. Further, it is responsible for
augmenting the commercial interest in the health care service delivery system
besides biased against the rural society. There is not only acute scarcity of
doctors in the rural society but also there is apparent absenteeism of doctors
deputed to serve in the rural hospitals. Medical education system one of the
factors responsible for non-attaining competition in the health care service
delivery system.

4.2. Urban Based and Rural Biased Health Care System
Health Care Services can be broadly classified into; i) Primary, ii) Secondary
and iii) Tertiary Health Care Services. Primary Health Care Services are the basic
health facilities for common and minor ailments. Secondary Health Care Services are
the health care facilities that require constant medical attention including
hospitalization for short period. Tertiary Health Care Services are the health care
conditions requiring care from specialized clinicians and facilities. Majority of the
rural area don’t have easy and immediate access to secondary and Tertiary health care
Services. Majority of Indian people are living in rural area (68.8 percent in 2011).
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Though only 31.2 percent of our people are living in urban area, urban places are
densely populated centres and they are the market places catering to the goods and
services needs of the people living in the nearby rural places. Thus, market forces
encourage private health care service providers to concentrate in densely populated
urban area.
Public sector has shouldered the responsibility of ensuring the health care
services to the rural people at their nearest places. Hence, public sector has created
different kinds of health institutions to serve the rural people and assigned different
health care responsibilities. At the gross root level Sub-Centre and in the next higher
rung Primary Health Centres are serving in the rural areas providing primary health
care services. Community Health Centres located in the semi-urban and urban places
are providing primary as well as secondary health care services. District hospitals
located in urban places are equipped to provide tertiary health care services besides
providing primary as well as secondary health care services.
Though Sub-Centres are at the bottom of rural health care system their focus is
more on maternal and child health care services. As on 31st march 2016, 25354
Primary Health Centre (PHC) were involved in rendering the primary health care
services. The rural people who are suffering from the minor ailments have an option
to avail health care service from different sources namely; i) Primary Health Centre
(PHC), ii) nearby private medical practitioner, iii) other hospital in the nearby city.
Though primary health care services are available at free-of-charges patients may
choose to avail such services from nearby medical practitioners due to convenient
time of service delivery and easy access. Most of the times under qualification of the
service provider and ‘inappropriate diagnosis and treatment’ may be unnoticed by the
service receivers in the rural area. Still some patients may indulge in self-medication
by purchasing the medicine from the nearby glossary shops. Rural patients who are in
need of secondary and tertiary treatment have to avail such services from the nearby
cities. Ashok Jhunjhunwala of IITM has reported that more than 30 percent of the
rural patients have to travel more than 30 kms seeking the health care services.
Rural areas are not attractive to the private health care service providers due to
location and economic disadvantage. Public sector health intuitions also failed to meet
the healthcare needs of rural people. Most of the doctors working in public sector
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don’t have intrinsic motivation to serve in the rural area. Absenteeism of medical
professional in rural public health intuition is a well-known fact. Nearly 10 percent of
the PHCs don’t have the doctors. National Sample Survey Organisation (2004)
assessed the utilisation pattern of health care services by collecting data from 250863
sample rural households and 13638 urban households in India. More than 40 percent
of these sample households experienced any health problem in the preceding year and
also received treatment. Out of the total families which received health care services
only two percent of the households received health care services exclusively from
public health sources where as 53 percent of households received health care services
exclusively from the private sources and remaining 45 percent of household received
health care services from both public and private sources.
In spite of presence of large number of public sector health intuitions, private
sector dominates in the health care service delivery system in India. There are many
private hospitals which are well equipped with advanced instruments, medical
professionals with super specialization, corporate displace involved in rendering
health care services with international quality standards. Such hospitals are
concentrated in big urban centres and their condition is very much close to local
monopoly structure in rendering quality health care services for certain complicated
diseases. Rural people have to depend on such hospitals which are far away from their
residences. Rural patients and their family member face hardship in the transportation,
hospitalization of patient and finding the accommodation to the family members of
the patients. In this backdrop, Ashok Jhunjhunwala rightly observed that villagers
spend 1.5 times more than the urban counter parts for the same disease. Further, he
opined that nearly 2/3rd of the rural Indians don’t have easy access to critical
treatment.
4.3. Inadequate Public Outlay on Health
Though India is one of the signatory to the Alma Ata Declaration of 1978, its
budgetary allocation to health sector is very low. Public expenditure on health
remained almost constant for the last three decades and it accounts for about 1 percent
of its GDP whereas it is more than 5 percent in most of the developed countries. The
existing level of health spending is much lower than the required level of resources to
provide the basic health facilities in the country across the state. On the one hand
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health care services becoming costlier and on the other public spending is declining
which is responsible for growing private expenditure on health. National Health
Accounts (2008-09) data shows that out of total healthcare expenditure in India only
26 percent was public expenditure and remaining 71.6 percent was private
expenditure. Out of total private expenditure on health care, out-of-pocket expenditure
accounts for major chunk.
4.4. Growing Out-of-Pocket Expenditure on Health and Impoverishment of rural
poor
Majority of Rural Indians don’t have awareness about health insurance
(>80%). Rashtriya Swasthya Bima Yojana (RSBY) is a health insurance scheme of
central government and covers only 12 percent of rural population. Majority of rural
people (86%) are not covered under any health insurance. Health expenditure has to
be met out-of-pocket. Health expenditure is not only high but it is rising. Out-ofPocket expenditure on health forms a major barrier to health seeking in India. NSSO
(2004) observed that 28 percent of ailment in rural area goes untreated due to
financial constraints. Further, it observed that around 6.2% of total households fell
BPL as a result of total healthcare expenditure in 2004. Thus, increasing out-of-pocket
expenditure is considered to be one of the reasons for impoverishment of rural poor.
In this backdrop, Ashok Jhunjhunwala observed that 22 Million populations pushed
below poverty line annually due to healthcare expenditure alone, 40% of
hospitalization expenditure funded by borrowed money or sold assets. Financial
hardship is reported to be one of the major reasons for poor uptake of maternal health
care services in India (IIPS and Macro International, 2007).

4.5. Shortage of Doctors in Public Health Institutions
The quality of health care service depends on the availability of the doctors in
the hospital. Acute shortage of doctors especially in rural areas is one of the major
problems in public health system in India. Majority of the doctors posted to rural
hospitals don’t reside at their work place. They use to commute from the nearby
cities.PHC and CHC are the public health institutions supposed to health care needs of
rural people. As on March 2015, 8 percent of India’s PHC’s did not have the doctors.
More than 80 percent of CHC did not have the surgeons, 76 percent did not have the
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obstetricians and Gynaecologists and 82 percent did not have pediatricians.
Production of medical graduates itself is less than optimally required level. Brain
drain is another problem contributing to the shortage of doctors. According to a study
published in the New England Journal of Medicine (2005) India-trained doctors
account for nearly 5 per cent of American physicians and 11 per cent of British
physicians. According to the Medical Council of India, during April 2013 to March
2016, 4,701 graduates from Indian medical schools left to study or work abroad. Of
those who remain, most choose to work in cities, rather than in rural areas, where the
deficiencies of medical care are most glaringly felt. Attractive salary packages offered
by the private hospitals and comfortable working conditions in well-equipped
hospitals in urban centres demotivate the doctors to take up medical profession in
rural areas.
4.6. Absenteeism of Doctors
The quality of health care service in the public hospital not only depends on
the posting of health professional but also depends on their presence in the hospital.
Above all the medical professionals serving in the rural public hospital should have
the commitment to the service. Medical professionals who are commuting to from the
nearby cities may remain absent in the working place on personal or on official
grounds. Absenteeism of medical professionals in the working places is a well-known
fact. Muralidharan et.al (2011) in their all India survey of over 1400 public health
centres across 19 major state observed that nearly 40 percent of doctors and medical
service provides were absent from work place on a typical day. The absenteeism rate
was relatively more in remote hospitals with lack of facilities. Absenteeism was also
more in the hospitals which have Poor infrastructure facilities and don’t have the
required equipment.
4.7 Poor Quality of Healthcare Service
Healthcare service delivery system not only deals with physiological pains and
life of the diseased person but it also deals with the emotional feeling of kith and kin
of diseased person. Demand for the health care service depends on their perceptions
about the quality of the health care service. Health care service in the rural public
hospitals blamed to be of poor quality due to; i) lack of facility in the hospitals, ii)
frequent absence of medical professionals in the hospitals, iii) service delivery by the
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less qualified persons and iv) negligence of the health care service providers.
Rajeshwary Pujary (2015) analyzed the utilisation of delivery health care service from
public hospitals based on the primary data collected from 240 sample rural women of
Chitradurga district. She observed that nearly 3/4th of the respondents receive delivery
health care service from the public hospital. Slight more than 50 percent of women
who receive delivery health care service from the public hospital blamed the public
hospital for the negligence in the service delivery. More than 1/4th of the women did
not receive delivery health care service from the public hospital. Majority of them
reported that public health facilities are not having adequate facilities (92.1%),
negligence in the discharge of duties pertaining to delivery health care (85.7%) is
another problem in the public hospitals. Nearly 2/3rd of women who did not receive
delivery health care service from public hospitals stated that service providers in the
public hospitals are not well qualified.

4.8. Informal Payments
In principle, health care services in public health institutions are free but in
practice informal payments are reported to be more. Pathak et.al, (2010) observed
widespread informal payments for antenatal, delivery and postnatal services in the
Indian public health sector.

5 Remedies for the Improvement of Health Care System
Problems of health care system discussed in the preceding section are the
major constraints in the effective delivery of health care services resulting in poor
health outcomes in the country and the problem is glaring in rural areas of the
country. Remedial measures to such problems helps in the improvement of health care
system leading to improved health outcomes. Some important remedial measures are
given below;


At present demand for doctor especially for the specialists is more than their
availability. Majority of the doctors may get an opportunity to serve in the
well-equipped hospitals with better working conditions and attractive salary
packages. Doctors with such an opportunity may not choose to serve in the
rural area. Many of the doctors posted in the public hospitals may actively
involve in the private practice without caring the disciplinary action by their
employer. When a doctor has better opportunity in the private practice
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disciplinary action by their employer may not put them in hardship. It is all
because of scarcity of doctors in the health care service market. Therefore, it is
very essential to increase the number of medical colleges to increase the
number of medical professionals in the country.


In the prevailing market condition, there is huge demand for medical
education. In such market condition dominance of private medical colleges
and their autonomy in admission policy will increase the cost of medical
education. Limited number of medical sears and high cost of medical
education favours the urban rich where in majority of rural students deprived
of opportunity to pursue the medical education. Such education system is more
likely to increase commercial interest in the healthcare service delivery and its
concentration in the cities. In order to overcome such problems government
has to open more and more number of public medical colleges and admission
should be based on the merit. There should be strong regulation on the fee
charged by the private medical colleges. The government has already taken
steps in this direction and it should go ahead in this direction. Such measures
are more likely to reduce commercial interest in the health care services and it
may also help in including more and more of rural students in the medical
education.



Recent research studies have well documented the significant role played by
the Accredited Social Health Activists (ASHA) in rural maternal health care
system. Just because they are hailing from such socio economic settings. But
they are lacking skills in handling the basic health care services. Medical
education has to create diploma courses of two or three years to train the
youths to render basic health care services in the rural areas.



Public outlay on the health care services is very low when compared to the
Developed countries. It is low even when compared to many of the developing
countries. Therefore, Indian government has to increase the public outlay on
the health sector.



The coverage of rural people under health insurance is very low. Majority of
rural people may not voluntarily purchase the health insurance policy due to
the poverty. Therefore, at least government has to bring more people under
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public health insurance schemes like Rashtriya Swasthya Bima Yojana
(RSBY). It may help in preventing impoverishment of rural poor.

6. Conclusion
Good health is not only the wish of an Individual but it is beneficial to the
nation. Healthcare system of a nation could be considered as good fit the
socioeconomic condition of a nation only if its enable majority of its people ‘to be
health’. Health Care market has challenges like asymmetry of information, supplier
induced demand for health care services, legal restriction on the entry of medical
colleges to produce medical professionals which leads to failure of market forces in
ensuring socially optimum solutions. Indian health care service market is more of
supplier friendly which has neglected the rural segment. Public intervention has also
not succeeded in bridging the rural-urban disparities in the health outcomes. Rural
areas are in disadvantageous condition in the health care services. Rural biased health
care system, shortage of doctors especially in the rural hospitals, absenteeism of
medical professional in the rural hospitals increasing out-of-pocket expenditure on the
health care are some the problems responsible for poor health outcomes in the rural
areas. It is very essential to establish more number of medical colleges especially in
the public sector to cope up with increasing demand for medical education.
Admission to the medical education should be based on the merit. Such policies may,
to some extent, increase opportunity to rural talented students to pursue the medical
education and it may also reduce commercial interest in the health care services.
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Maternal and Child Mortality in Rural
India - An Analysis

6

AnilKumar.H.B

Rural Health Care Services in India- an
Analysis

7

Lakshman Naik .N

Rural health care infrastructure in IndiaChallenges & opportunities

8

Dr. A.B. Anil Kumar
and Vasant Kumar .Y

Health Scenario in India

9

Dr. Sheela. K. S. and Dr.
Child and women healthcare
A. Ramegowda

10

Poornima S. V

Women and Children Health
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Paper Presentation Session 2.30 PM
PM-4.330PM
RC 03: Chairperson: Dr. K. Umesh,, Associate Professor,
HOD, Dept. of Sociology and Social Work, GFGC, N R Pura

Rapporteur: Sri Nayaz
HOD, Dept. of Social Work, GFGC, Ajjampura
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Sl.
No.

Name of the
Paper Presenter

1

Ms. Susan Alex

2

Muniraju M and Dr.
Jayasheela

Title of the Paper
Social Determinants of Health: Measures to Reduce
Health Inequities
Healthcare Services And System In India: Emerging
Opportunities
Tribal Health Care Challenges and Remedies (With

3

Smt. Gayathri

special emphasis on Soliga, Jenukuruba and
Bettakuruba Tribes)

4

Syed Nizamuddin .B.K

Health and Family welfare schemes in Karnataka :
Issues and Challenges for Improvement

5

Dr. Nagaraja H.V

Problems and Prospects of Rural Healthcare in India

6

Dr. Divya. B.S

Present Health Status in Rural India – An Overview

Thippesh. K

Yeshasvini- A Cooperative Health Care Scheme as a

7

8
9

Great Boon to the Farmers
Yogeshwarappa S
Vishwanatha M D and
H.T.Jayakeerti

Healthcare System and Infrastructure
Double Trouble of Smoking and Chewing Tobacco
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Compilation of Opinion of Participants
Sl No
1
2

Opinion on
Inaugural Function and Keynote
Address

3
Presentation

4

Technical
Session
Speaker 1

Relevance of the
Topic

5
Presentation

6

Technical
Session
Speaker 2

Relevance of the
Topic

7

Hospitality

8

Valedictory Function

Rating
Excellent
Good
Moderate
Unsatisfactory
Excellent
Good
Moderate
Unsatisfactory
Excellent
Good
Moderate
Unsatisfactory
Excellent
Good
Moderate
Unsatisfactory
Excellent
Good
Moderate
Unsatisfactory
Excellent
Good
Moderate
Unsatisfactory
Excellent
Good
Moderate
Unsatisfactory

% of Opinion
55
30
10
05
70
15
10
05
60
25
10
05
55
25
10
10
50
25
20
05
70
20
05
05
60
20
10
10
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Students Registration

Faculty Registration

48

Compere by Sri Sunilkumar.B.N
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Welcome Speech by Dr. Shekar, Organising Secretary

Prof. Ganesha Somayaji at Inaugural Function
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Dr. Shekhar at Inaugural Function

Release of Edited Books in the Seminar
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Inaugural Speech by Sri B Y Raghavendra, Honourable MLA

Vote of Thanks by Mrs. Ashwini. H. Bidaralli, Joint Organising Secretary
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Speaker at Technical Session

Dr. Mahesh.M, Chairperson of the Technical Session
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Dr.Hanumanthappa
Dr.Hanumanthappa,, Vote of Thanks at Technical Session

Audience in the Technical Session
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Paper Presentation Session
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Paper Presentation Session
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Valedictory Function

Valedictory Address by Prof. Pradeep. B.S
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