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Foreword | m

Violence against women is global phenomenon. The statistics
on crime against women are shocking. It is disheartening to
note that even in the 21st century the women in our country
and the world live in such fear. It is important that efforts be
made to help women in violent situations.

Women suffer health problems because of violence. The
Brihanmumbai Municipal Corporation recognized the role that
the Health Department must play in helping such women.
Therefore it started the Dilaasa Crisis Centre at K.B. Bhabha
Hospital, Bandra, West for Women in collaboration with an Non
Governmental Organisation, Centre for Enquiry into Health and
Allied Themes (CEHAT). The CEHAT has trained the hospital
staff on the issue of Gender, Violence against women and the
role of health professionals in responding to women survivors
of violence.

This book gives a detailed documentation of these training
sessions. It also contains a section of reference material that
can be given to participants. | am sure this will be useful to all
those who want to start work on this issue.

\5,.
Shri. S. J. Kunte

Additional Municipal Commissioner(Western Suburb)
Brihanmumbai Mahanagarpalika



From the desk of
The Director-Medical Education
And Public Health

Domestic Violence is not even considered an issue of concern
in our country. To address this issue, the efforts have largely
been that of a few concerned individuals and organisations.
However the health consequences of violence have been largely
neglected. In such circumstances, the participation of the
PUBLIC HEALTH DEPARTMENT along with CEHAT, an NGO, is
deeply appreciated.

It is encouraging to see that “HEALTH?” is looked at holistically
and not restricted to only curative services.

This documentation would be a landmark in paving the way
for training health care providers in responding to domestic
violence. This document carries information on the dynamics
of domestic violence, screening and referrals, as well as
strategies in becoming effective communicators

YRR
‘\_‘_\_‘_‘-‘h"‘-‘—._
Dr. (Shrity"SG. Damle

Joint Commissioner Medical Education and Public Health
Brihanmumbai Mahanagarpalika



Note From
The Executive Health Officer

Domestic Violence is a Public health concern, but it has not
received much attention by the health care profession. The
Public Heath Department of the BMC took up the challenge
and started a crisis centre for women facing domestic violence
at K. B. Bhabha Hospital in collaboration with CEHAT, a health
research organization. | congratulate the Medical
Superintendent and the staff for having made this a successful
experiment.

This is the first time in India that a hospital has taken up the
cause of women facing domestic violence. The project began
by training the hospital staff to respond to women who come
with health complaints due to domestic violence. An effort is
being made to change their perspective of looking at their role
as curative to holistic. This document presents in detail the
training sessions that were undertaken to train the hospital
staff on gender and violence issues.

I am sure that this document will be useful for planning and
conducting training sessions for staff from other hospitals.

\
Dr. (Shri.) R. M. Kathuria

Executive Health Officer
Brihanmumbai Mahanagarpalika



Preface

Being medical superintendent of the hospital and at the same time being the project
director for a social issue has been a challenging task for me. Integrating the issue
of Domestic Violence as a public health issue within the hospital system was a
challenge.

In-depth interviews with staff and their perceptions toward domestic violence has
helped us to decide on subjects of training, which were required to sensitise the
staff to Domestic Violence as a health issue and also to prepare them as trainers.
This training report contains all chapters fromm Domestic Violence as a health issue,
gender and violence, Role of health care professionals in responding to Domestic
Violence and communication skills.

Being the medical superintendent, the issue of concern was whether this training
will be sustained. In an organization like the hospital where there is floating staff.
Because therefore it was necessary to make sure that there is regular training of
new staff as well as old staff. Some key trainers from the hospital itself were
chosen. While selecting the participant for key trainer’s training, 1 had to take the
advantage of the managerial system of hospital, where sister in-charges are
managers of the ward and Medical Officers are managers of the entire department.
These managers of the hospital will take the responsibility of training the staff in
the department and see that this issue is integrated in the system. | also selected
the Medical Record Officer, as he is the one who will see that documentation for
survivors of Domestic Violence is done sensitively. Choosing the appropriate persons
for training has created an environment in the hospital where we can see definite
change in attitude of medical and para medical staff towards this issue.

My concern as project director to see such kind of change, and as medical
superintendent to sustain it, is fulfilled to quite an extent. Hence | can now present
this training report which will help the other hospitals to take on this issue and
integrate it in their hospital system.

I would like to thank our Additional Municipal Commissioner Shri. S. Kunte, our
Joint Commissioner Education and Peripheral Hospital, Dr. S. G. Damle and Dr.
Kathuria, our Executive Health Officer, Chief Medical Superintendent, Dr. W.S. Bhatki
for their support. |1 thank Shri. Ravi Duggal, Co-ordinator CEHAT and Ms. Padma
Deosthali, Co-ordinator of Dilaasa, for constantly helping me in every step.

I thank all key trainers for undertaking the training and taking up the responsibility
of training the rest of the hospital staff. | thank the staff of Dilaasa too.?__x\

./N
Dr./Seé"ﬁ‘la Malik
Project Director-Dilaasa and Medical Superintendent-KBBH
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Introduction

Domestic violence is a global phenomenon. It cuts across boundaries of class, caste, religion, race,
and education. Domestic violence, or violence within the household, can be physical, psychological, or
sexual in nature. The ‘home’ is considered a safe place, therefore violence inside the house is often
never discussed. Women experiencing violence are therefore left with no choice but to endure it
silently. Any act of violence causes physical and/or psychological trauma and for treatment a woman
usually approaches the health system. However, the health system is not geared to respond to her
needs!

In spite of the fact that domestic violence affects a woman'’s physical, and/or mental health adversely,
doctors are trained to only treat the physical injuries. The emotional support that the woman needs is
entirely missing. One of the main reasons for this is that doctors do not think that it is part of their job
at all. They see it as the job of the police. Secondly, doctors too feel that it is a personal issue, and
therefore they should not be involved. Lastly, they are not trained to probe into the history of
violence. Women rarely take recourse to filing a police complaint, as violence within the household is
an accepted behaviour. It is only when the violence escalates beyond tolerance levels that women
approach formal agencies for help. In such circumstances, the current incident only gets investigated,
as there is no documentary evidence of such incidents having occurred earlier. Women activists have
found that in the cases filed in the family courts cruelty by husband is the major reason given by
women for separation and divorce. However, these women normally do not have any documentary
evidence, in the form of medical records, to support their claims. This makes their battle more difficult.
Doctors are perceived as non-threatening, and the patient has immense faith in them. Therefore, it is
more likely that a victim of violence will confide more readily in the doctor. The doctors can play a
critical role in responding to domestic violence faced by their patients in a number of ways;
(1) Screening and identification, (2) Documentation of the abuse and resulting injuries, (3) Referral to
support agencies.

Hospital-based studies do indicate that a large number of women are approaching public hospital with
health complaints arising from domestic violence. With the objective to make the public health system
more responsive, CEHAT (Centre for Enquiry into Health and Allied Themes) a research centre of
Anusandhan Trust , and the Public Health Department of the Brihanmumbai Municipal Corporation have
joined hands and started Dilaasa—a crisis centre for women—at K.B. Bhabha Hospital, Bandra. The
goal of Dilaasa is to ensure that every incident of violence against a woman gets recorded, and she
receives emotional support. The woman may or may not seek police/legal action, but the record will
help her whenever she decides to take action. Women coming to the casualty and the Out Patient
Department (OPD) will be screened by doctors for domestic violence and will be referred to Dilaasa for
social and psychological support.

There was a need to first sensitise the hospital staff to gender and violence issues before starting the
centre. We requested three individuals, namely Ms. Manisha Gupte, Ms. Radhika Chandiramani, and Ms.
Renu Khanna, who have the experience and expertise on gender, health and violence, to help us train
the hospital staff.

Ms. Manisha Gupte is the co-convener of Mahila Sarvangeen Utkarsh Mandal (MASUM), a rural women’s
organisation. She has been a part of the women’s movement and has been actively taking part in
research, training, and activism on issues related to health and sexuality.

Ms. Radhika Chandiramani works with TARSHI on sexuality and reproductive health. She is a qualified
clinical psychologist.
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Ms. Renu Khanna is the founder member of SAHAJ, has long-standing experience as a
trainer on gender, violence and sexuality issues and is currently collaborating with the BMC
on the Women Centred Health project that aims to sensitise the health system on women'’s
health and improve quality of care at the primary level of the health care delivery system of
the BMC.

The Dilaasa team had an extensive meeting with these three individuals during which we
presented the hospital infrastructure, policies and procedures. While discussing the modalities
of undertaking this exercise of sensitisation of the staff, we decided that instead of training
the entire hospital staff (882 in number) on our own, we could select a small group from
within the staff and the resource persons would train them as key trainers, who would then
train the rest of the hospital staff. The medical superintendent then chose forty staff
members who held permanent positions within the hospital, and were committed to their
work. It was decided that they would be trained as key trainers for Dilaasa. They included
doctors, paramedics, nurses, and some from the administrative section.

The resource persons expressed the requirement for a needs assessment of practices and
perceptions towards Domestic Violence before commencing the training. A few studies were
planned. One was an observation of the female cases coming to the casualty in order to
understand the hospital’s procedures with regard to women facing domestic violence, and
the other constituted in-depth interviews with different levels of the hospital staff in order
to understand their perception of violence against women and their role in responding to
that violence. The team carried out both these studies and shared the findings with the
resource persons. The resource persons incorporated the finding into their training sessions.
The findings are presented here in the Needs Assessment section of this report.

During the meeting a detailed discussion on the content of the training sessions was held,
and each one of the resource persons took up specific topics. The process of training the
trainers took almost a year. Two groups of hospital staff (20 each) were constituted. Each
group was composed of medical and paramedical staff. We could not form a group of only
doctors or of only nurses as the hospital work would get affected. It was decided that
training would be held once a month. The first training session for the two groups was held
on 20th and 21st October, 2000, respectively. One of the groups named itself Pragati
(Progress), while the other called itself Prerna (Inspiration).

Each group underwent seven full day training sessions. Each training session was documented
by the Dilaasa team, and is presented here. The first draft of the documentation was
discussed with the resource persons, and their feedback has been incorporated. The
documentation of two modules was inadequate, and the resource person herself had to
document the content of those sessions. The trainers administered pre- and post-tests to
evaluate their sessions. We have compiled and presented them together in the chapter on
Participant’s Feedback.

This training programme led to the formation of a core group of 12 key trainers (from the
group of 40) who volunteered to conduct training sessions for the rest of the hospital staff
on an ongoing basis. The core group then met regularly and developed a three-hour orientation
module. They conducted six sessions, which were documented. We then had a review
session with Ms. Manisha Gupte where the key trainers expressed their concerns about
handling these discussions on gender and violence. The resource person had a thorough
discussion with the group on this issue, and on ways of handling various questions. The
module was then revamped and has now been finalised after testing it with a number of
groups.

We hope that the documentation of the process of training hospital staff as trainers will
be a useful resource for those endeavouring to sensitise the health system.



NEEDS ASSESSMENT

1. OBSERVATIONS AT CASUALTY




Observation
at Casualty

(EMERGENCY DEPARTMENT)

OBJECTIVE

To understand how the Casualty operates, in terms of the roles that the different categories of
staff play.

To understand the existing system in the Casualty, in terms of the procedures related to pa-
tients with suspected histories of violence.

METHODOLOGY

Members from the team sat in the Casualty everyday, for 15 days. We spoke to the staff on duty
and took them into confidence. Our role was to “observe” only. It was difficult to maintain this role,
as the staff and relatives accompanying the patients approached us directly, either to just share
their pain or to seek advice. We had to struggle hard to restrict our role to only observation, but
were forced to interact only on some occasions.

LEARNING

The police constable who is on duty 24 hours/ day registers cases of suspected violence in the
Emergency Police Register (EPR). He registers only those cases that are admitted to the hospi-
tal. The information recorded in the EPR includes date and time of incident, name and religion of
the patient, address, and type of complaint. The police station nearest to the place of incident
is contacted and police personnel from that station record the patient’s statement. The patients
who are treated at the Casualty but not admitted to the hospital, are not registered with him.
They are expected to go to the nearest police station to register their complaint.

A number of non-emergency patients do come to the Casualty. The perception of doctors is
that they tend to come to the Casualty because they do not wish to stand in a queue at the
OPD. At the Casualty, the doctors do examine these patients immediately and treatment is given
at once, but with some amount of grumbling, as they feel that because of such patients they
cannot properly attend to “serious” patients.

Medical care is provided immediately to all patients coming to the Casualty Department. What is
of concern is the staff’s irritation and annoyance with patients who are not seriously ill. This is of
particular importance, as women facing domestic violence need not necessarily exhibit serious
ailments or signs of injury.

Another observation is the obvious reluctance of the doctors to elicit information from women
with suspected histories of violence. They do not feel that it is part of their calling. They see it
as the job of the police. The doctors too carry the common perception that domestic violence is
a personal issue and that they should not probe into it. They do not seem to recognise it as a
public health concern.
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In-depth

InNterviews with

Hospital Staff

OBJECTIVES

To understand the perceptions of violence against women among different levels of the hospital
staff and their role in addressing this issue.

To understand the existing systems in the hospital with regard to cases of violence.

To find out if hospital staff feel the need for a hospital based intervention, such as a Crisis Centre
to help women victims of violence.

To find out what roles hospital staff are willing to play in relation to such a centre.

METHODOLOGY

We selected our samples from the female wards, namely: the Medical, the Surgical, the Ortho-
paedic, the Gynaecology, and the Antenatal and Post-natal Care units (ANC/PNC). We also selected
the Casualty Department, as this is the place where all cases of violence are registered. We did a
random sampling of the hospital staff in these departments. The others included in the sample were
a social worker, one policeman and the records officer. We took a total sample of 40 people for the
interviews, but were able to complete only 31. A few refused to give an interview, and others
avoided it.

The final sample consisted of:

Doctors:L :11 (4 MOs, 3 lecturers/honoraries, 2 RMOs, 2 CMOs); Nurses: 8 (Sisters in charge of the
above mentioned wards); Staff nurses (2) from Gynaecology and ANC/PNC; Ayahbais: 4; Maitranis:
2; Social worker: 1; Police constable:1; Wardboys from Casualty:2; Dresser from Casualty:1;
Records officer:1

The sample consisted of 14 men and 17 women.

We gave each person a written note on the purpose of the interview along with a short introduction
to the Crisis Centre. We explained to them that the information they shared would remain confiden-
tial. We also explained to them that we had taken a random sample. Only with their consent did we
proceed with the interview.

FINDINGS

The entire hospital staff gave the impression of being casual and matter of fact about the whole
issue of violence against women, irrespective of the category or department to which they be-
longed. Moreover, the atmosphere at the hospital seemed to be clinically oriented and governed by
the duties officially laid down. Beyond that, very few individuals went out of their way to explore the
issues that underlay a case, and even fewer seemed to do something about it. Each one was clear
about his or her role vis-a-vis a patient, which was limited to providing medical treatment in the
hospital. Violence was perceived as a social issue by most. However, most acknowledged that it did
have health consequences.

1 MO Medical officer, RMO- Resident Medical officer, CMO-Casualty medical officer.



Two significant observations were made: (1) the staff perceived domestic violence in a communal
perspective, observing it more among the Muslims than among the Hindus, and, (2) staff blamed the
women for the battering they received.

ISSUES OF CONCERN

1. Hospital staff identified the health problems of women specific to the wards they worked in.
Cases of violence were not cited even by those in the Surgical and Medical wards where such
cases are admitted (for example, burns and poisoning cases).

2. Violence was not recognized as a health issue by most of the staff. It was mostly seen as a
social issue, at the most having a psychological dimension. Despite probing, all that could be
established was the link between physical violence and the physical health consequences.

3. The types of cases of violence cited by the staff were burns, poisoning, assaults (fractures,
CLWs, abrasions, etc.), assaults reported as falls, rapes, desire for male child leading to repeated
pregnancies / abortions, stabs, bullet injuries, etc.

4. Their perception of the causes of violence were: Demand for dowry, alcoholism, bigamy, infidel-
ity, unemployment, indebtedness, desire for male child, infertility, failure in love, scolding, failure
in exams leading to consumption of poisonous substance.

5. Attitudes towards violence among staff:

Victim blaming: There is a feeling that women are beaten as they may have provoked their
husbands or their in-laws.

“Don’t you feel that sometimes a woman has driven the other person to assault her? Ok he is a
drunkard, so when he drinks he assaults; you just can’t label him for that.”

Women exaggerate their complaints in order to make their case stronger.

“Many pregnant women complain of being beaten in the abdomen because it makes their case
with the police stronger. How come that every pregnant woman gets beaten in the abdomen?
However cruel the man be, will he beat his pregnant wife?”

Women should endure the violence.

“Our generation was different. We stayed on how much ever our husbands beat us. These days,
even if they have 3 to 4 children, they leave them and go. They get another man and leave...
They should bear the beating.”

It’s not our job.

“When patients come, doctors take history, but nothing more. What will they do by asking why
they were hit? They are only interested in the treatment.”

“They never talk. We don’t ask. That is their problem. They should solve it.”

“We generally do not probe into it. We don’t take any statement about it, or enquire about who
did it and why did it happen.” - Doctor.

Apathy and insensitivity

“When the patient suffers and there is frothing, the staff says, ‘You fight at home and come and
harass us... Why didn’t you take the whole dose and end your life.’- Administration

Reluctance to intervene, despite the felt need to do so.

“We usually don’t ask, but if they are beaten we should be asking them. However, we get scared.
What if they give us one story and the police a different one?”

N\




Something should be done.
“Husbands who have done this should be given some punishment.”

“Yes, they can come to the hospital but they must say something... They must tell the police, who
can give “dum” to the husband (that is, warn the husband), and then something can be done.”

Biases

There seems to be a feeling that domestic violence is more prevalent among the Muslims and the
Bhaiya community.

“We see that wife beating is more common among the Muslims. They have lots of children also.
Among Hindus, it is not so common.”

Women “may not be physically assaulted but they may be forced to have another child when they
don’t want one. Husbands’ consent is required for the sterilization operation. When women object
they are harassed and given more work.” - Administration (female)

Boredom

“No, no, who is going to do it here? Here nobody talks. If there is a case, then | do not know, but
if the woman says that her husband has done it then he lands himself in the lock-up. | have got
bored seeing all this.” -

Inherent contradictions

“We don’t usually ask,..but if they are beaten we should ask. But we get scared. What if they give
us a different story and give the police a different one”/ “They never talk. We don’t ask. That’s
their problem. They should solve it.”

“Girls should be educated and made independent before they are married.”/ “Working women are
aggressive and do not adjust with the family.”

“There was this case of a thin, lean woman who was battered by her drunken husband. | told her
that how could a drunken man do this, you should not have taken this hands down. This was at
1.30 in the night. At 4.30 a.m. | was woken up by her husband. She had gone home and beaten
him up. After that | stopped doing all this.” - Doctor

PROCEDURES IN THE HOSPITAL

Burn and rape cases are seen as serious cases. In a burns case, if the incident has occurred
within three years of marriage, it comes under the Dowry Harassment Act. Further, most of the
burns cases are transferred to the Kasturba Hospital, as Bhabha Hospital does not have a special
burns ward. Only in cases where the prognosis is poor are they kept here.

In rape cases, seven samples are sent to the forensic laboratory in Kalina, and a four-page form
has to be completed. However, as there is little social support, many cases just die their own
death. Only when somebody fights on behalf of a rape victim, justice is sought.

In poisoning cases, the stomach-wash report is sent to a laboratory in Kalina. The police is
supposed to collect it within 14 days. In the existing system, poisoning cases are referred to the
psychiatrist for evaluation. Some doctors say that they also refer women with mental health
problems like depression, cases of trauma because of burns, or where the woman keeps coming
back for the treatment of the same ailment.



Cases that come to the Casualty are examined by the CMO. The injuries that come to the
Casualty, whether reported as accidental or deliberate, are entered as Medico Legal Cases
(MLCs). The police procedure in case of MLCs depends on the admission status of the patient. If
the patient is admitted, then the police constable (PC) on duty records a brief statement,
without going into the history. The PC then notifies the inspector at the police station under
whose jurisdiction the case falls. The officer from that police station then comes and takes the
statement in the ward. Those MLCs that are not admitted, the initiative has to be taken by the
injured to get his/her statement recorded at the police station.

In cases of pregnant women, accidental falls, (even those occurring at the time of filling water),
are recorded as MLCs. This is done to protect the doctors “so that if something happens to the
baby, the doctor should not be blamed for it”, says a sister. As a precautionary measure, they
are sent to the labour ward for a sonography.

The role of the hospital social worker is mainly viewed as an arranger for monetary help, or
helping with the adoption of babies of unwed mothers. It has also become evident from the
interviews that social workers are seen as part of the management. Further, the municipal
setting has its inherent bureaucratic hurdles and poor accessibility. The doctors are concerned
about the cost of medicines. They find it difficult to help patients. Moreover, the system can
provide monetary relief of about 20 per cent, which is not much of a help to poor patients. The
existing procedure to procure such relief for a patient is itself very cumbersome and frustrating,
and is often used more effectively by people with contacts, especially with local corporators.

In cases of unwed, destitute girls, the hospital admits them in the ANC ward till delivery. They
are referred to the social worker post delivery for the adoption of the baby, and shelter.

IMPRESSIONS

We found that it was only the nurses and just one or two doctors who had really gone beyond
their role of health providers to help women who were victims of violence.

There was no distinct difference in responses from male and female staff.

We had not taken religion as a variable for selecting the sample, which is a limitation of this
study. Therefore, all the respondents are Hindus since they are the majority.

Except the female labour staff, the rest of the staff willingly gave us information.
The staff did feel the need to help women victims of violence. However, they were neither able
to identify the needs of such women nor appreciate their role in helping. They showed willingness

to refer such cases to the crisis centre, once it opened.

Some of them, especially doctors and nurses, showed interest in the training that we proposed
to conduct and said that they would like to be part of it.

These studies are part of the formative research done by the Dilaasa team in the initial phase
of the project. We would like to acknowledge the contributions of : Dr Amar Jesani for providing
guidance and support through the research process, Ms. Tejal Barai Jaitly for data collection,
data management and writing for “Indepth interviews of hospital staff” and Ms. Rekha Kale for
data collection for “Observation at Casualty”.
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BT MODULE -

DOMESTIC VIOLENCE
- An Orientation

DATE OCTOBER 20TH AND 21ST, 2000
(One-day session for two groups)




OBJECTIVES

To get the group to break the silence around violence.
To introduce the concept that domestic violence is a public health issue.
To share information about Dilaasa as a hospital-based project.

To motivate the group to become key trainers.

INTRODUCTION

1)

i)

i)

Getting to know each other

As the trainers did not know all of them, the members of the group introduced themselves
individually. The two trainers also introduced themselves and told the group about the role
that they were expected to play in the setting up of Dilaasa.

The name Dilaasa means ‘empathetic and comforting support’. Dilaasa is not there merely to
solve people’s problems but to create a support structure in which the victims can find
answers to their own troubles. The project was started as a cooperative venture between
CEHAT and the Bhabha General Hospital of the BMC. This was a novel experiment to see if an
NGO could work from within a government structure, rather than from outside it. The CEHAT
team would help set up the structure, as well as provide training and research support.
However, they would move out of the hospital after three years, and Dilaasa would be
permanently integrated in real terms within the hospital, as it would then be managed and
owned by the hospital staff themselves.

Rationale for selecting ‘key trainers’, and role expectations

After this brief introduction, Manisha explained to the group the entire process of selecting
‘key trainers’ from within the hospital. The key trainer group consisted of doctors, matrons,
nurses, social workers, para-medical staff (occupational-therapist and physio-therapist, clinical
psychologists) as well as non-medical staff such as a librarian. All the key trainers had been
identified by the Medical Superintendent, the criterion for selection being the high motivation
level of the individuals. These key trainers were expected to go through a series of perspective
and skill-building exercises in the first year, after which they would train the rest of the
hospital staff.

About the methodology

Everyone was requested to use the language that they felt most comfortable with - Hindi,
Marathi, or English. The methodology of the entire training would be participatory - using
discussions, role play, case-studies and games, as training methods, rather than using traditional
methods such as lectures. The trainer would be more of a facilitator than a ‘teacher’. No
judgement would be passed on anyone for his/her belief system. The group would be open to
new ideas and would be encouraged to challenge our world-views, and would maintain the
right to disagree with each other on any issue. Everyone, including the trainers, would be
ready to learn from each other. Cooperation, rather than competition, would be encouraged.

LEARNING TO TALK ABOUT VIOLENCE

This part of the session was conducted through an activity. The group was presented with a
box of chits. On each chit was a name that matched with some other chit in the box. Each one
had to find her/his partner from within the group. The names that matched were, for example,
diabetes and pancreas, or anaemia and iron.

The participants enjoyed shouting out their own names and searching for their partners. This
exercise was used as an icebreaker, initially to get the group to interact freely with each other
as well as create a relaxed environment conducive to discussing violence.
The nurses were the first to break the ice and the doctors followed.
The male doctors seemed to feel a little left out and stood on the fringes for a while, but the
nurses and matrons walked up to them and peeped into their chits to find the match. This
game temporarily suspended the hierarchy of rank and set the tone for the day in which all
participants would feel equally free to speak their minds.

The process documentation of this session has been done by the resource person herself.
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Once everyone had found his/her partner, each pair was given 10 minutes to share with each
other the following details: an act of violence that had been committed on them, and one that
they had committed on someone else. Within each pair, these experiences were presented by
one partner on behalf of the other. The group was cautioned not to share any such incident
that they might feel uncomfortable about later on. Since the presentation of the incident was
going to be in public, the group was also reminded that protecting the confidentiality of the
shared incident was not possible. At the same time, the group was requested not to discuss
the incidents outside the room in any way that would reveal the identity of the person or to
use the information against anybody later on.

One or two participants were unable to share any incident with their partner. This fact was
gracefully accepted. Two participants said that no such incidents had taken place in their
lives. The others had talked about incidents, mainly related to the workplace, and at times
related to their homes. At the workplace, when people spoke about the violence committed on
them, they mentioned harassment by superiors, discrimination, overwork, favouritism, and so
on. At home, the group mentioned being scolded by parents or siblings in childhood, alcoholism,
and beating by father, grooming by parents that was gender-biased, feeling blamed for the
death of a loved one, control of earnings by husband who was uncooperative and suspicious,
not being allowed to meet one’s own grandchildren, and so on. People also spoke of emaotional
pressures, such as feeling overburdened physically, psychologically, and financially, as acts of
violence committed on themselves.

The list of acts of violence committed by oneself on others was mainly related to the domestic
realm. The list mentioned taking out one’s frustration on children, beating a younger brother in
childhood, neglecting one’s child, inability to care for a daughter because of work, scolding and
nagging children, fighting with one’s spouse because of differences of opinion regarding the
care of a daughter who is depressed, and so on. At the workplace, people spoke of not being
able to concentrate on their work because of other pressures and then feeling guilty about it
and not being sensitive to patients in the hospital because of overwork.

The trainer then tried to sum up what was shared. She spoke of comfort levels that one felt
while talking about violence. Talking as victims precipitated feelings of anger, humiliation and
pain, whereas talking as perpetrators made them feel uncomfortable, reluctant, guilty, and
relieved as well. She drew the group’s attention to the fact that when one felt inhibited to talk
about violence in general terms, then how could one expect women who are victims to confide
the violence in their lives in a big hospital setting unless one made it accessible and approachable,
comfortable, trustworthy and caring.

UNDERSTANDING VIOLENCE AGAINST WOMEN

The trainer used the earlier discussion to draw the attention of the group to the following
facts:

Most acts of violence are committed by those who have more power against those who have
less or no power. One can usually get away with violence because often it is impossible for the
victim to resist or question the act. The perpetrator can also be confident that the violence
will not be reported, and even if that happens very few will be able to question his act.

In a few cases, violent acts can also occur as a reaction to constant exploitation and abuse.
This has to be understood in the context of what the person has gone through in the past.
Usually among women, the reaction to such treatment is often directed ‘inwards’ meaning that
she will refuse to eat, or may think of committing suicide. She may also vent her frustrations
on someone who is more vulnerable than she is - such as beating up her young children.

Violence occurs when a particular group or person in society is discriminated against - especially
minorities. By minorities, one means all those who do not get their fair place in society and live
on its margins. Such minorities could be religious groups, tribal groups, dalits, the poor, and
women - especially single, deserted, widowed or divorced women, homosexual men and lesbian
women, people whose belief systems or political convictions are different from the majority,
and so on. This means that a large section of society has to put up with violence.
A game of divide and rule is used to justify violence by labelling people who are different as
abnormal. One should not fall into the trap of allowing someone’s rights to be violated just
because s/he is different from the dominant group. Some day one will become a victim oneself
if such violence is allowed to continue.



Violence creates terror. For example, if a woman is raped in a school or college, it scares all
other women in that institution - often resulting in the immediate termination of education of
many other girls. The consequences are borne not only by the victim but also by many other
girls as well. For the individual who is constantly subjected to violence, the damage can be
lifelong.

Violence occurs when a person or a party within a relationship is vulnerable or dependent on
the other - children, women, elderly people, people physically or mentally challenged, a junior
at work, younger siblings, and so on.

The home is considered a safe haven. However, we find that the most terrible kinds of violence
are committed here. Studies have shown that most women who die under suspicious
circumstances die within the home, that women are mostly beaten by family members (husbands,
in-laws, natal family members, grown-up children) and that most women are raped by men
they know and trust. Thus, it is unfair to confine women within the house with the excuse of
protecting them; in fact, it is at home where most of the violence against them occurs!

Domestic violence (violence by family members) is considered normal by most societies and so
no one interferes when a husband beats or kicks his wife. People also believe that what
happens inside the house is no one else’s business. This is not true. People have human rights,
both inside and outside the house. In no place should these rights be violated by anyone.

Violence does not occur just because someone possesses superior physical strength. A strong
person does not beat up his boss who may be physically weak, neither does an angry man beat
up his superior. When a man drinks alcohol, he does not go around beating anyone he sees.
However, the man can easily beat up his wife or children because he does not fear any
consequences. Therefore, violence should not be justified on the grounds that a man was
drunk or was upset about something.

Because family members inflict most of the violence that women face, it is not possible for the
latter to speak about it openly. One is taught since childhood to protect family honour and to
do nothing that can harm the family reputation. Often women protect their husbands in their
dying declarations. One needs to question the belief system in which woman is expected to
protect the same family that tortures or kills her. One has to stop using such terms like honour,
and start using the concept of rights. If a woman is raped, one has to realise that her human
rights and dignity were violated, not her (or her family’s) honour. This change in attitude will
enable one to see violence against women as a public issue and not a private one. It will also
help one to bring out violence from the four walls of the house into the public domain, such as
the hospital, the police station, the courts, women’s organisations, and so on.

It is not true that violence occurs only among the poor or among certain communities. It
occurs all over the world among all classes, races, and religions. It is easier to identify the
violence in poor homes because they do not have the private space to hide it from others. In
rich homes, women are reluctant to talk about the violence in their lives because they feel
that they would lose their social status. This does not mean that violence against them does
not take place. One has to give up one’s class, caste, and religious biases pertaining to
violence against women. Violence occurs, not only in ‘their’ homes, but in ‘our’ homes too.

Violence should not be used to resolve conflicts or to punish anyone. Sometimes people say
that it’s fine for a man to beat his wife if she commits a mistake. Does a woman have the same
right over her husband? Therefore, here one is not talking about the mistake but about the
power relation between the man and the woman. As long as the house, the fields, and other
assets belong to the men in the house, they will always be in a position to use violence to keep
the family under control. Whether it is the man’s fault in a particular situation or the woman'’s,
it is the woman under the threat of being asked to leave the house. Since she has nowhere to
go, and does not have the economic independence to walk out, she is forced to accept such
violence from the family.

Being angry or having a fight is different from being violent. One has the right to feel irritated
or angry about something and one has the right to argue out one’s differences. However, there
should be mutual respect among people when they raise points of difference. Insulting, humiliating,
ridiculing, being judgemental, or marginalising someone just because one thinks differently is
not the way to resolve differences. All the above listed acts inflict emotional violence on the
other person and make it impossible for her/him to raise different viewpoints in the future.
Once someone is silenced, s/he becomes vulnerable to violence in the future. Once one gets
used to humiliating people, one is in danger of becoming violent oneself.




Violence is an act committed to put down someone, to silence her/him, to keep someone under
control, and is carried out with the intention of hurting or humiliating her/him. The victim
loses self-confidence and feels helpless and lonely. Violence breaks her/his spirit. She/he
begins to hate her/himself and even begins to think that she/he deserved that treatment. This
is true of people who get tortured, as well as with women who live in violent homes.

Violence need not be only physical; it could be emotional, verbal, financial, sexual, social or
political. It could also be a combination of all these. For example, women are often raped
during a communal riot. This could be done with the intention of insulting men from the other
community or religion. Neglect is also a form of violence, especially if the other person has no
access to resources. This would include keeping a wife or child hungry, taking away money
from the wife, and so on.

One is often told that women are women’s worst enemies and that it is the mother-in-law who
harasses her daughter-in-law the most. As mentioned earlier, violence is an act of silencing
someone who is powerless. In the case of the mother-in-law, she is more powerful than the
daughter-in-law. Why? Because she is the mother of a married son. Is it possible for the
mother of a daughter to beat, insult, or Kill her son-in-law as easily? Therefore, what matters
is whether you are the mother of a married son or a married daughter. Your status increases in
the first case and decreases in the second. Women rarely get power on their own - it is only
through men that they gain or lose power. If a woman is not married, has no children or has no
son, or does not live with her husband, she loses power in society. If her husband is the
earning member in a joint family, she has more power in the joint family, whereas if he is
unemployed, her status falls. Because women have no power on their own, they stick to the
men in their lives, sometimes at the cost of sacrificing their other rights, their health and their
life. One needs to teach them to stand up for their rights too.

Often people ask why we only talk of violence against women. They say that women are also
capable of violence and that men too can be victims of it. Certainly, this can happen in some
situations and one has to be sensitive to any man who has suffered violence - whether it is
physical, verbal, emotional, or sexual. We at Dilaasa have opted to work with women who
suffer violence because of several reasons. Firstly, the proportion of violence against women is
much higher than that against men. Secondly, women are conditioned not to speak about
domestic violence or rape. This results in these crimes being unrecorded and unquestioned.
Thirdly, men have more access to resources, such as private doctors and lawyers, as compared
to the women in their homes. This is why we need to stand by those who do not have such
access. Fourthly, even if women as well as men can be capable of perpetrating violence, the
material consequences of it are far greater for women than for men. Women live under the
threat of being thrown out of the house, of losing custody of their children, of losing social
status, of not having the privilege to marry again, of being disinherited by their fathers,
brothers, husbands, or sons, or even being killed by the family. Fifthly, as long as assets and
resources belong to men in society, women will continue to be more vulnerable to violence
than men. We need to change this system that encourages an imbalance of power between
the sexes, and which breeds discrimination. One way of doing that is to work with women who
have suffered violence in their lives and create confidence in them so that it is possible for
them to think of a better life and fate. We plan to do this in Dilaasa.

WHY IS VIOLENCE A PUBLIC HEALTH ISSUE?

The trainer asked the participants this question and a lively discussion emerged. She facilitated
the discussion and rounded it up by mentioning the following issues:

Violence results in injuries, bruises, fractures, burns, vaginal tears, psychiatric problems,
miscarriages, and so on. This happens to many women. Therefore, it is not a personal matter
limited to a few individuals in society. Studies have shown that the health consequences of
violence are horrifying, and exist all over the world.

One of the largest killers of women in the reproductive age group in India is violence. Burns,
poisoning, knife assaults and abetting suicide are some of the ways in which women are killed
within the family.

Violence results in long-term physical and psychological ill health. The health effects range
from low-birth-weight babies to anaemia, from depression to suicide, from vague bodily
complaints to severe illnesses such as pelvic inflammatory diseases, from repeated abortions
to chronic pain syndromes, from unwanted pregnancies and unsafe abortions to HIV/AIDS,



from pregnancy complications to maternal mortality, from memory loss to heightened anxiety,
from fear of sexuality to low self-esteem... The list is endless.

Ill health and disclosure of illness increase the element of violence in women’s lives. Women
with tuberculosis, mental illness or HIV/AIDS are likely to be thrown out of the house, and
therefore they are reluctant to disclose their disease to their families or get their illnesses
diagnosed. If a woman has white discharge, she may be accused of sleeping with other men;
if she repeatedly falls sick, she may not get medical attention. Thus, women are more vulnerable
to illness because of their low status in society, and low access to food, rest, and recreation.
This, in turn, increases the probability of violence in their lives. A vicious circle is thus set in
motion.

Women'’s access to health care is very limited. A married woman has to depend on her husband
and mother-in-law to accompany her to the hospital, to make decisions regarding her treatment,
and to pay the bills. A woman’s access to grievance redressal, such as the police and the
courts, is even lower. The consequences of speaking out are very grave for a woman, and
therefore to survive, she has to stay silent. On the other hand, this very silence ultimately kills
her.

Even if a woman’s bruises or fractures do not match her account of the accident, such as
falling down the stairs, the doctor will rarely ask questions to probe the incident or seek
answers to the discrepancies in what the woman says and what she suffers. No one wants to
be involved in other people’s personal lives. Most health professionals want to avoid being
called into the courtroom as an expert witness. Often, the professionals themselves have
traditional ideas about domestic violence, and they may have unresolved issues in their own
lives that block their sensitivity to such cases.

People in the health care delivery set-up are not trained to look at domestic violence. Often
doctors are not aware of how to preserve evidence in the event of a rape, or how to present
forensic evidence in a gender-sensitive manner. They are not taught to look for clues that may
reveal domestic violence, or to see beyond their specialities when women come to them.
Therefore, a gynaecologist and psychiatrist will look at the woman independent of each other,
rather than as a team. A multi-disciplinary approach is extremely necessary to understand the
complex picture of violence, especially domestic violence.

WHY Dilaasa?

The trainer revisited the fact that women, especially if they are living in violent homes, are
afraid to talk about their problems. They may have many fears - will the doctor believe my
story? will my husband get to know? will confidentiality be maintained? what will the consequences
be? will the police take away my husband? where will | live if he throws me out? will my
brothers understand? do the doctors and nurses think that | deserved the treatment? do they
think I’'m stupid for putting up with it for so long? how can | talk in such a crowded room? will
the male doctor take advantage of my domestic problems? how can | show the bruises on my
inner thigh to anyone? how can | talk about the knife cuts inside my vagina.... Let us imagine
ourselves in this situation. Would we be able to talk unless we were sure of receiving support?

Dilaasa is about creating this support for women, so that they can speak out. Speaking out is
the first step towards questioning the violence in one’s life. Therefore, one has to create an
environment where women will speak out. For that to happen, one has to learn to listen.
Listening is not the same as hearing. Listening is about understanding, believing and empathising
with what a victim or survivor of violence has to say. The next stage is counselling. This will
include the skills of active listening, of finding out what the woman wants, of working with her
rather than on behalf of her, of not making decisions for her, of not passing judgement on her
actions, of ensuring confidentiality, of creating confidence in her about being able to handle
her own problems and her life, and so on. All these skills will be imparted to the key trainers and
to relevant persons in the hospital over the next one year. We also need to work on our belief
systems, question some of our attitudes, increase our comfort levels about sexuality and other
issues related to women, and grow along with the women who come to us for support. While
the formal training will last over a year, the learning process will go on forever, because we
have to constantly learn and update ourselves about new issues and concerns.

At the level of the hospital, we need to create a system of multiple referrals so that a woman
who needs urgent help will not be neglected, and that the hospital sees violence against
women as a complex, rather than a fragmented, issue. In the beginning, we will concentrate




on the Casualty wards and on the medico-legal cases, but we will soon move on to other
relevant departments, such as, Psychiatry, Gynaecology, Obstetrics, Paediatrics, Burns,
Orthopaedics, and so on. After that, we will gear up the out patient department (OPD) to look
at ‘general’ problems and find the links to domestic violence if it exists in the woman’s life.

It is not possible for a single organisation or hospital to tackle a multi-dimensional problem such
as domestic violence. We need to establish a strong network with other groups working on this
issue - crisis shelters for women, legal support groups, helplines, counselling services, women’s
organisations, the police, and the courts. We will draw support from each other and pool our
skills in such a way that women’s access to the relevant services will be maximised and
expedited.

The following services will be offered within Dilaasa:

1. Emotional and social support

2. Legal support

3. Referral to a shelter and other agencies, if required

4. A 24-hour emergency shelter within the hospital

BECOMING KEY TRAINERS

The trainer then asked the group if they were interested in continuing with such sessions and
whether they felt the need for participating in the training of the hospital staff. The group’s response
was extremely enthusiastic. Some participants mentioned that they had come to the training only
because they had been directed to do so, but after this day’s orientation, they were enthused and
convinced that they should participate in Dilaasa’s activities. Some others said that they had
always felt helpless when women came to the burns ward and died without telling the truth, but now
they felt they would be able to do something about it. A few people said that in the beginning they
could not understand how they were concerned with the issue of violence, but now they had
started seeing the connections between their work and domestic violence. In fact, this understanding
would help them wherever they worked - the Casualty, the library, the administration/accounts, the
various wards, and in the OPD. The male participants were unsure of their role as trainers, but they
would be happy to participate in Dilaasa’s work to the extent they could. The entire group expressed
the need for continued and intensive training to be able to carry forward the training process, and
requested the Dilaasa team to work out duty hours with the hospital management.

The key trainers would attend sessions in two groups, so that hospital duties would not be adversely
affected. The two groups were formed and they were encouraged to name themselves. Through an
exciting process of selection and elimination, the groups came up with the following names: Prerna
(inspiration) and Pragati (development or enhancement).



BT MODULE - 11

GENDER

DATE NOVEMBER 27TH AND 28TH, 2000
(One-day session for two groups)




OBJECTIVES

To create awareness about the difference between sex and gender.
To sensitise participants about the manifestations of gender.

To create awareness about patriarchy and power relations.

PROCESS

The trainer did a short recap of the earlier session on ‘Domestic Violence—An Orientation’, and asked
the participants if they had any questions or comments on that session. After a short discussion,
she explained the entire agenda of the sessions on Gender and Sex.

The first session began with a game. The participants were asked to form a circle and the trainer
read out the following statements one by one. Some of these were related to biological sex and the
others to social influence. The participants were requested to step inside the circle if they felt that
the statement was related to biological sex, and step outside if they felt it was related to social
conditioning.

The statements used in this game were as follows:

Women are gentle by nature.

2. Men are better at playing cricket than women are.
3. Women menstruate.
4. Women are better cooks than men are.
5. Men are violent by nature.
6. Women have long hair.
7. Men have moustaches.
8. Women are better housekeepers than men are.
9. Men cannot do housework.
10. Men cannot control their sexual desire.
11. Men get bald, as they grow old.
12. Women are protected from heart disease in their youth.
13. Women eat after the men have eaten their food.
14. Girls play with dolls and boys with cars.
15. Women have ovaries.
16. Men have more hair on their bodies as compared to women.
17. Women bear violence silently.
18. Voice changes take place in boys as they grow up.
19. Men are not able to look after young children.
20. The body of a young girl gets more rounded as she grows up.
21. Women leave their mother’s home at marriage.
22. Women bear children.
23. Men earn more than women do.
24. Women’'s names change after marriage.
25. Women breast-feed their children.

The process documentation of this session has been done by the resource person herself.




The game generated a lot of laughter and arguments. Half way through the game, heated discussions
took place. It was observed that the participants agreed on statements related to anatomical traits
of men and women, but had a range of different views when it came to statements on social
conditioning. The most amusing statement turned out to be ‘Women have long hair’. A number of
participants jumped inside the circle, suggesting that this was a biological trait, and were teased to
no end by others!

The game was followed by a discussion on each statement. The discussion brought out that primary
and secondary sexual characteristics were the only ‘real’ differences between men and women. The
trainer reiterated that except for the fact that women bore children and breastfed their new-borns,
there was no big difference between the sexes. The rest were socially created. Sometimes one feels
that some characteristics are specific to men or women. Gender becomes such an integral part of
one’s life that one cannot often differentiate between a biological trait and one that is socially
constructed.

In the second session, the trainer used the following situations to explain how gender shapes our
lives. She got the entire group to participate in the questions and answers asked below:

Munni and Munna: The social construction of gender

SITUATION 1

Let us imagine that twins have been born to someone we know. One of them is a boy and the other,
a girl. We go to visit them in the hospital. They are wrapped in cloth from below the neck. Can we
make out the sex of the children? No, because the sex of infants can be found out only through
differences in their external genitals. So, when can biological difference show that Munna is a boy
and Munni is a girl? Only at puberty, when secondary sexual characteristics develop. However, in
reality, do we need to wait so long to find out the difference? No, because the clothes they wear,
the hair they keep and the way they behave are different for both from early childhood. Many
believe that this difference in behaviour between boys and girls is ‘natural’ because it comes so
early. Therefore, let us look at another situation to explore whether this is true.

SITUATION 2

Munna and Munni are three months old. They are both hungry. Does Munni cry less? Does she
sacrifice her share of the milk for Munna? She doesn’t. So how can we say that women are
sacrificing by nature? Even when the twins are one year old, they both fight equally for toys,
sweets, and their parents’ attention. So why do they become so different when they grow up? We
need to visit the twins again to find out.

SITUATION 3

The twins are now two years old. Munna is given a shirt and shorts to wear. Munni gets frocks and
dresses. Do the children choose their own clothes at the age of two? We decide that. Because’
Munna is a boy, he is expected to wear a shirt and not a frock. Where do these expectations come
from? They come from society, not from the children’s natural desires. Therefore, society determines
the way in which boys and girls dress up, the manner in which they keep their hair, and so on. Next,
because Munni is wearing a dress, she is asked to sit properly with her feet close together and is
told not to climb or jump in a way that reveals her underclothes. Gradually, she is told not to shout,
not to laugh loudly, not to... not to... not to...The list never ends. This social influence is called the
social construction of gender. This begins around the age of one, and by the time the children are
two or three years old, they get to know their gender. Later on, when they notice their own external
genitals as well as that of others, they get to know of their biological differences. As the children
grow up, gender begins to play a bigger role in their upbringing. Let us see how that happens.

SITUATION 4

The twins are now six years old. We have been invited to their birthday party. We go to a toyshop to
buy presents for them. What is the question the shopkeeper asks us even before he enquires
about our budget? Whether the present is for a boy or a girl, isn’t it? If it is for a boy, he shows us



cars, bats and balls, planes, guns, mechano sets, and so on. And if it is for a girl? Dolls, kitchen sets,
embroidery and stitching sets, items to ‘pretty up’ such as hair clips, miniature cosmetics, fancy
combs, and so on, are shown. We decide to buy a bat and ball for Munna and a doll with the kitchen
set for Munni. What are the ramifications of these presents for the children?

SITUATION 5

Munna plays with the bat and ball. Where is this game played? Out in the open, away from home.
Therefore, Munna gets a chance to go out, to learn to cross a road, to learn to negotiate with
children of his age (or even older children, when they snatch his toys); he gets fresh air, his muscles
develop, his appetite grows and he learns to face the big bad world outside his home. He becomes
‘tough’, he learns to handle situations on his own and soon earns the confidence of his parents.
They begin to trust him with outdoor work, and they begin to involve him in decision-making too.

On the other hand, Munni plays with the doll and the kitchen set. Where is this game played? Inside
the home, in the kitchen or in the corner of the living room. What is the script used when she’s
playing? “Feed the baby”, “Kiss the baby, it's sleepy now”, “What have you cooked today?”, “What
does your baby like to eat,” etc. Munna can enter the house, banging his bat on the staircase, but
if Munni bangs her doll on the wall, we immediately tell her not to hurt the baby! In reality, we are
inculcating in her the values of motherhood and wifehood. We are creating a future homemaker,
instead of letting her play and enjoy her childhood. This is the reason why women are considered to
be better parents. We sometimes also believe that women are naturally more gentle. This is not
true. Gentleness (which is a good quality for both men and women) is expected more of a woman, so
we train her to be like that. If a woman does not like to cook, or does not want children, or is not a
good homemaker, she is ridiculed and ostracised. She dare not say that she does not like children,
because she will be labelled ‘abnormal’.

All this while one may be wondering why we are making such a fuss about toys. If the twins enjoy
their respective toys, why should we read so much meaning into their play? What happens if the
children refuse to play with the toys that we gave them?

SITUATION 6

After a few days of playing with their own toys, the twins get bored and want to exchange their
presents. Munni picks up the bat and ball and gets ready to go to the playground. What is our
response to that? “You’ll be the only girl, how can you play with the boys?”, “What will the neighbours
say?”, “You'll tear your nice dress”, “What will you do if someone follows you or harasses you?”,
“Why are you behaving like a tomboy?” On the other hand, if Munna gets tired of going out and
wants to play at home with Munni’s doll, what would our response be to that? “Oh no, he’s going to
be a sissy when he grows up”, “Why does he want to behave like a girl?”, “Where did | go wrong in
bringing him up?”, “I hope no one notices him play with the dolls, or else they’ll ridicule him in school”,
“He should be playing outside, not sticking to his mother’s apron like this,” and so on. If children
refuse to play the gender roles we assign them, it creates a great deal of anxiety within us. We
make them change their behaviour according to what we think is appropriate for their sex. We
punish them if they resist. We even take them to counsellors for behavioural therapy. Therefore,
accepting a prescribed gender role is not as natural as we would like to believe; it is forced upon us
by society. What are the manifestations of such gender norms on Munna and Munni when they grow
up? A look at another situation in their lives will throw some more light on this matter.

SITUATION 7

Munna and Munni are now 20 years old. Munni will soon be married to a boy her father has selected.
She knows how to cook and clean, and is good at stitching and mending clothes. She has a degree
in home science. Her parents have collected money for her dowry. They will give Munna the house
and Munni the dowry. Munna has a degree in hotel management and is a chef in a good restaurant.
He has a decent salary. Munni’s fiancé is a dress designer and designs clothes for a boutique. He
also has a good annual income. The dowry from Munni’s parents will help him put up his own shop.




We often say that women are better cooks than men are. Then why are most restaurant owners and
world famous chefs men? If men do not mend their own clothes because they do not know how to
stitch, then how is it that most tailors are men? What we assume to be ‘natural’ differences
between men and women are actually gendered and based on economic returns. Women cook,
clean, and mend—mainly for the family, free of cost; but men cook, clean, and tailor only when the
returns are economic. Even if women are considered excellent cooks, they have no place in the food
or hotel industry, where ‘masculine’ characteristics such as competitiveness, the ability to conduct
negotiations, or undertake financial transactions on a large scale are involved. Women'’s lives thus
revolve around the men in their families: obeying fathers or husbands and raising sons who will,
hopefully, provide for them in old age. On their own, they do not own assets, nor will they have
adequate access to resources such as education, health care or credit.

The gender roles that we instil within children in the family are further strengthened through other
institutions like the education system, the media, the market, the medical system, the systems of
law, jurisprudence, state policy, and of course through religion and culture. It is not possible for us
to work at all these levels, but we can at least make a difference wherever we can — within our
homes, in the hospital with our patients, and in our workplace with our colleagues.

GENDER AND SEX

The trainer then spoke of the differences between biological sex and gender. Biological sex is what
we are born with and gender is what is created later on. In fact, even biological sex is so gendered
that we force every newborn into the strict category of ‘male’ and ‘female’ even though 13 per cent
of all new-borns are intersexuals. Imagine a scene in a hospital like ours. As soon as a baby is born,
everyone wants to know if it is a boy or a girl. The weight or height of the baby can be disclosed
later, but the news of the ‘sex’ is expected within minutes. Before the 19th century, the religious
authority (the priest, for example) conferred the sex of babies whose sex was ambiguous. Later on,
lawyers took over. Then came the doctor, especially the surgeon. Not only could he announce the
sex of the baby, he could also ‘fix the problem’ by using his scalpel. “The penis is too small, less than
two centimetres. May be it is actually an enlarged clitoris, so why don’t we just shape the external
genitals as that of a woman?” would be the logic. Arguments took place on whether the baby was a
true hermaphrodite or not. In fact, with the advent of surgery, intersexuals and hermaphrodites
have been made to disappear because they are operated upon. Parents of intersexual babies are
hardly given a chance to meet parents of similar babies, or to postpone the decision of changing
the child’s sex after puberty with his/ her consent or in accordance with his/ her wishes.

Soon after the surgeon, comes the geneticist who checks for X and Y chromosomes. Beware if
someone has an extra sex chromosome! Then comes the endocrinologist, who checks for hormone
levels. While this discovery may be important to some people, it actually suppresses the diversity of
biological sex. We make intersexuals invisible by stigmatising them. What ‘sex’ are intersexuals
supposed to write when every official form has only two sexes mentioned on them? We are so
obsessed with gender roles that we actually change what is natural in order to fit them into socially-
constructed stereotypes.

Having said this, and having resigned to the fact that most people belong to the two dominant
biological sexes, the trainer elaborated on the differences between biological sex and gender. Biological
sex remains constant over time, culture, religion, geographical regions, and so on. For example, it
would be possible to identify the sex of a 5,000-year-old Egyptian mummy. An African woman and a
Caucasian woman would have the same sexual characteristics. However, this is not the case with
gender. Women will dress and behave differently depending on their culture, historical time, religion,
caste, class, and age. Gender roles change for men and women over time. This is clearly evident in
the changing roles of fathers and their attitudes towards their children. Two generations ago,
children could hardly pluck up courage to face their fathers, leave alone have a conversation or an
argument with them. Today we find fathers more interested in and engaged with their children. One
often sees young fathers carrying their babies in their arms, or playing with their children, and
sometimes even insisting that their daughters get a good education. This clearly indicates that
gender perceptions change. Most importantly, it means that gender can be changed. This is
heartening, because it is not biology that oppresses us but socially-constructed gender.



Gender is man made; it can be dismantled by us if we wish to do so. Therefore, rather than perform
sex-determination tests to avoid giving dowry (which is gendered, based on greed, and the belief
that men are superior to women), we should abolish the dowry system itself and let girls be born. We
are not against any category of biological sex, but against the belief that one sex is superior to all
others. Gender is the result of adding or subtracting social value to biological sex. We need to
challenge this discrimination. In the long run, it is easier to change gender than to change biological
sex, so why don’t we begin work on this rather difficult (but not impossible) job right away?

In the third session, participants were requested to form two groups. Each group was given half an
hour to discuss one of the following case studies:

CASE STUDY 1

Asha has been nominated by her organisation to give a welcome speech, as she has been very
active in organising this important meeting. This is her first public speech and she has prepared well
for it. Her husband is a gram sevak who works in a neighbouring village. After he leaves for work,
their son begins to vomit and feels feverish. Asha has to cancel attending the meeting since there is
no one to look after the child. She rings up the office and excuses herself.

Points brought out by Group 1

Lack of communication between the partners.

Asha had to sacrifice her career. This meeting was her first break. Because she let down her
office at the last moment, it may not rely on her thereafter nor give her an important assignment
that entails responsibility.

She could have asked her husband to look after the son or she could have taken him with her.
Had she been in a joint family, she could have left the son with some one.

Household work and the care of children has always been a woman’s job —unrecognised and
unpaid.

Women continue to struggle inside and outside the home, without supportive structures.

The trainer used the above case study to explain that even if Asha had lived in a joint family, or
in a supportive neighbourhood, only the women from these structures would have looked after
the child, not the men. Household duties are always considered a woman’s primary responsibility,
not her job. Whereas for a man, his job is his primary responsibility, not household work. She also
pointed out that Asha’s husband did not feel the need to accompany his wife to the meeting and
encourage her on her organisational skills and speech. If he had been asked to give the same
speech, he would have expected Asha to prepare his food, wash and iron his clothes, look after
the child, and so on. Because women are expected to sacrifice their careers for the family, they
are not taken seriously at the workplace. This affects their chances of upward mobility.

CASE STUDY 2

Pushpa works in a hotel. She has a sister who works in a bank. Her brother is jobless. He is very
upset that his sisters work and that he is unable to bring home any money. He doesn’t like
Pushpa working in the hotel, but he cannot stop her from working because of the financial
condition. Once, while Pushpa was coming back from work at night she was followed by three
men. When she confronted them, they abused her and called her a prostitute. She narrated the
incident at home, but her brother asked her not to reveal it to anyone. He said that he would
take up any job that came his way to earn something for the family, and that Pushpa would then
have to leave her hotel job, as it was not a good place for women to work in.




Points brought out by Group 2

She should have physically retaliated and questioned the boys who followed her.
She should try to reschedule her work timings.

Transport facilities should be offered to women who work on night shifts.

She could be helped by some organization if she wanted.

Through this case study, the trainer discussed how spaces get defined for men and women. She
also explained how society views women who come out into public spaces, especially at night. She
spoke about the brother’s insecurity and his double standards regarding the jobs of his two sisters.
Her brother had no right to stop her from working. Why did he disapprove of her job, and not of the
other sister who worked in a bank? The trainer also talked about men’s control over women’s
sexuality. Pushpa may be the first one to be harassed by the boys, but does that mean that they
would not harass her sister, who has a daytime job? We should not let a divide and rule policy to
break our connections with other women by labelling them as deviants. Women have the right to be
out whenever they please. It is the men who need to learn to respect women. Violation of
anybody’s rights can never be justified.

Is gender good for men?

After the discussion on men’s and women'’s roles in society, the trainer explained that gender is a
problematic issue for both boys and girls. Both are coerced into living up to society’s expectations
of the roles assigned to them. Women faced abuse, violence, desertion, and even death when they
do not conform to their gender roles. People have little sympathy for women who are inefficient in
house work or when they are childless. Does this mean that men can transgress their gender roles
easily? That is not the case at all. In fact, women are grudgingly allowed to take on men'’s roles if
they become very insistent — such as becoming pilots, wearing pants and shirts, cutting their hair
short, or earning salaries. However, men are never allowed to dress like women, to wear make-up, to
grow their hair, or to prefer housework instead of a job. Society gives more value to being a man;
therefore, women are sometimes forgiven if they want to be like men. As long as women do the jobs
that are expected of them (such as being good mothers and wives), they are allowed to take on
additional responsibilities that men are expected to shoulder. However, if a man wants to behave like
a woman, society punishes him severely. Other men would beat him up on the street, he may lose
his job, he may be called a homosexual (there is absolutely nothing wrong with being homosexual,
but there’s a problem when this term is used in a derogatory manner to humiliate men), or he may
even be killed in order to teach other men, who may be garnering such wishes, a lesson.

Thus, when we work on gender issues, we do not work against men. All men and women come out
from the same space — our wombs. We are not against a male child being born, but we are
concerned about the way in which he is raised. This concern applies to the girl child as well. We are
worried about the way our little boys are made to grow up into tough, violent men and how girls are
raised to accept violence and suffer silently. Thus, we are not against biological sex, but against the
social construction of gender. We want a society where no one commits violence and no one
accepts such acts.

To use an analogy, men are like racehorses and women are like carthorses. Because so much money
and power is associated with racing, men are treated with great value. They get better food, more
privileges, quicker health care, and more opportunities so that they can perform the roles expected
of them —become bread earners, earn more than the neighbours earn, and become socially and
politically powerful. Men do not have the freedom to say that they will not earn a living, but write
poetry instead. On the other hand, women are trained to do housework and child rearing from an
early age. They are not given the same opportunities as men are, resulting in women getting jobs
that are pay less or not getting a decent job at all. Women are expected to do unpaid work at home
or on the family’s field. Moreover, for work on others’ fields they are paid less than men are even if
they do the same work that men do. They are like the under-fed, beaten, ill-treated carthorses that
draw weights until they drop dead. They never retire and have no ‘leave’ from housework all their
lives.



Because so much social value is given to men, they are expected to perform and compete with other
men all their lives. If they lose out like racehorses, they are dumped (racehorses are often shot dead
when they stop winning). No one wants to invest in a losing horse. The point is that neither men nor
women are free in a gender-based society. Both run for someone else and not because they want
to.

If the above logic is true, then why is it that when we talk of gender we talk mainly about women?
This is because men get privileges in a society that puts a premium on masculinity. It is therefore
difficult to convince men about the disadvantages of gender. Women, however, perceive the disparity
and discrimination of gendered roles faster, as they are subjected to violence and face severe
consequences within and outside the house because of these roles. We therefore have to begin to
work with women and create safe spaces for all women to speak out, without forgetting to work
with men as well. Firstly, unless men (such as fathers and husbands) cooperate, it will be difficult for
most women to realise their dreams. Secondly, men will not be doing women a favour by helping
them to change society — they will be liberating themselves too.

In the fourth session, the trainer identified the root causes of women’s subordination. She pointed
out that people often believe that discrimination against women or violence against them exists only
in ‘bad’ homes. They say that most homes are happy and that no inequality exists in good homes.
The trainer said that one would need to address these beliefs if one has to convince society about
gender and discrimination.

She started the session by asking the participants the following questions:

On whose name is the house, usually?
On whose name is the field?
Whose name do the children get despite coming out of a woman’s womb?

Whose name does a woman take on?

She then explained that in spite of homes being ‘good’ to women, the assets and resources usually
belonged to men. Women’s production, reproduction and sexuality are also owned by men. Thus, it
isn’'t just a small matter of changing bad homes into good ones, but there is a need to identify the
root cause of women’s subordination. As long as the ownership of homes, fields, children, and
women belonged to men, one would need to question this power imbalance. The trainer then asked
the participants to name the systems that oppress women. Terms such as male-dominated
society and patriarchy came from the group. The trainer then elaborated upon these terms. The
fact that our society is male-dominated became evident in the morning sessions. However, what is
patriarchy? In simple terms, it means ‘rule of the father’. The term is used to stress the fact that not
only are resources owned by men, but that they are also passed on from the father to the son — not
just from any one man to any other man. Decisions in the home, the community, the society, or in
the spheres of politics, religion, or the economy are all taken by men. This power gets transferred
from one generation to another through the passage of wealth and privileges to the sons of the
family. In fact, over the centuries, this power system has taken deep roots in society.

What's in a name?

The trainer asked the participants to recall the names of their ancestors - names of their grandparents,
great grandparents, and so on. They were asked the name of their mother, her natal name, their
grandmothers’ names, and so on. Most of them could recall the names on the father’s side of the
family but were not aware of the names beyond two generations on the mother’s side. Men’s names
were remembered more easily because they were mentioned as the middle (father’s) name. Women’s
names, especially their natal first names, or family names were not known. Thus, women were
obliterated from the family history, and what was recorded was a long string of men’s names. The
family property passed down to the names that were mentioned, so one could rightly say that
women did not even qualify for this gain. The participants were quite disturbed by this revelation.
The trainer then said that ‘naming’ or deleting of a hame involved ‘gender politics’. As an example,
she asked some participants their full names. She then asked them if they would respond if someone
called out to them on the road by a different name. If not, then how did they expect women to take
on a different name after marriage? Often, the first name of the woman is also changed at marriage.




Isn’t this an act of completely wiping out her identity? The only other places where individual’s
names are taken away are in prisons or asylums. Isn’t taking away or changing a person’s name a
violation of that person’s right?

The problem becomes even more severe when one insists on the father’'s name for a child. Even
though motherhood is a certainty, one insists on giving the father’'s name to the child for reasons of
property and ‘legitimacy’. Every person who is born is legitimate — how can the absence of a father
decide the right of a person to exist? One cannot stigmatise anyone because s/he does not carry
her/his father’'s name. Children are never born without fathers; it is just that some fathers are
irresponsible enough to deny paternity. By denying paternity, they also deny economic rights to
their children and sexual partners. In the clinic setting, one has to be sensitive to these issues.
Women who do not have a man’s (especially husband’s) name tagged on to their own name suffer
humiliation and violence more than others do. Single, deserted, or widowed women and single
mothers must be made to feel comfortable in our hospital. At the same time, we must also change
our work environment to make it safe and enjoyable to our women colleagues.

Having spoken about gender and patriarchy throughout the day, the trainer warned the participants
not to lose sight of issues of class and caste. Gender is not the only oppressing system in society —
rich women have more privileges than do poor men. The caste system oppresses dalits. Minority
religions and ethnic groups are marginalised in most societies. However, within each community,
women are treated worse than men are. That is why the focus was on gender issues in these
sessions.

The trainer then gave a recap of the major learnings of the day and answered questions related to
the various sessions. At the end of the day, the participants were requested to answer the post-
test, which consisted of the same pre-test questions as in the pre test, in order to gauge any
changes in knowledge, attitudes and beliefs.



BT MODULE- 1

VIOLENCE AND ROLE OF
HEALTH CARE PROVIDER

DATE DECEMBER 15TH AND 16TH, 2000
(One-day session for two groups)




OBJECTIVES

To create awareness regarding the role of a health care professional in dealing with domestic
violence.

To train them to care for women patients facing domestic violence.
PROCESS

The session began with an inspiring song “Tu Jinda Hai”. It was followed by a brief recap of the
previous session. The participants were divided randomly into three groups and were each given
a topic.

1. Patriarchy
2. Gender and Sex

3. Gender Sensitisation

These topics were discussed in the last training session, however, it was seen from the post-test
sheets that the participants still had confusion about the concepts of patriarchy and gender
sensitivity. The group shared what they had learnt in the last session and then there was a
discussion on each of these topics.

After the recap, the participants were given case studies to discuss, and then each group made
a presentation about the emerging issues and possible solutions to it.

Life Story : Situation 1

Jamuna got married ten years ago at the age of 15. Her husband, a truck-driver, is planning to take
a second wife because Jamuna has no son. Jamuna has been suffering from white discharge problem
for the past six months, but she has not received any treatment because the health centre is too
far away and her mother-in-law will not take her there, saying that the family, which is already poor,
cannot afford to treat a useless woman. Perhaps for the same reason, Jamuna’s two daughters also
get lesser amount of food than the boys do in the joint household.

Jamuna has missed her periods and feels happy that she may be pregnant again, but every one at
home says that she is only pretending. Since Jamuna’s periods are irregular, she cannot defend
herself. Yesterday, Jamuna’s friend Phulan, told her that one could detect the sex of the unborn
foetus. The test, which is very expensive, is available in the city, 50 miles away from their village.
Jamuna’s husband will return from his long trip in a couple of week’s time. He will then be finalizing
his marriage to the new bride that his uncle has seen for him. Jamuna knows that her husband
doesn’t want to leave her or her daughters, but she doesn’t know if she can find the courage to talk
to him about her problems. She is losing her appetite, has become irritable, and is also unable to
sleep at night. What do you think will happen to Jamuna now?

Possible solutions in Case 1

State that it is a criminal offence to be married a second time when the first marriage still exists.
Another choice would be abortion of the unborn foetus as she already has two daughters.

An observation was made as to the extent to which technology has reached the villages and
amniocentesis can be misused by quacks and become a moneymaking racket.




Life Story: Situation 2

Aarti, the second daughter of a family, was married off at 16 to a man whose wife had died a few
years ago. Her parents agreed to the marriage since the man, who was

12 years older than her, did not ask for too much dowry. Aarti presently lives with her husband and
his parents, and looks after the six-year-old daughter from her husband’s previous marriage.

Aarti’s stepdaughter, Guddi, is very fond of her. One night when Aarti was putting Guddi to sleep,
Guddi told her that her mother had been poisoned and killed by her father and grandfather. Aarti
was very disturbed to hear this, but she did not know whom to talk to. When she tried to speak to
her husband about it, he got very angry and beat her up as well as Guddi. He threatened to send
Guddi to her maternal grandparents and ordered Aarti to refrain from speaking such nonsense. He
has also told Aarti that she had better produce a son quickly or she will be in trouble.

Aarti’s parents understand her problems, but they do not want to get involved. They say that all
marriages have some rough patches; therefore, Aarti should put up with her troubles for a while and
be patient with her husband. Aarti thinks she is pregnant, but does not know what to do. What do
you think will happen now?

Possible solutions in Case 2

Make the parents aware of their mistake of marrying off their daughter at an early age
Make her in-laws more responsible and aware of their mistakes

File a complaint against the husband and the father-in-law

Give the daughter proper education and make her economically independent

Aarti can convince her husband in relation to her pregnancy and they can find a solution
together.

In the next session, the group was divided into 4 sub-groups and each sub-group was given two
case studies. Each sub-group had to assume one of the following roles: victim, abuser, observer,
or health professional.

The case studies were:

1. A woman who faced a homicidal attack, e.g., Rinku Patil who was burnt in public

2. A woman who attempted suicide through poisoning

After the discussion, each group presented/performed the role they had assumed. The trainer
noted their response and summed up the activity.

VICTIM

The victim in any of these situations may experience sudden shock, fear, turmoil, loss of trust,
feelings of insecurity along with humiliation, low self-esteem, revenge and/or feeling hurt and angry
with self for not being able to retaliate. The victim may distance herself or put up a barrier, and
avoid communication with the abuser. The victim is also likely to keep the traumatic experience to
herself. She may fear recurrence of the incident along with feelings of helplessness due to lack of
support from anyone. The victim may also fear the consequences of the act on other members of
the family.



ABUSER

The abuser justifies himself of his acts by saying that the victim provoked him and thus blames the
victim for the incident; he may be suspicious or jealous of the victim. He may indulge in violence to
prove his power, assuming that it is the privilege of a man to do so. It is another way of controlling
the behaviour of the victim.

OBSERVER

An observer may feel pity for the victim and anger for the abuser. S/he may also feel threatened
when such things happen around her. Conversely, s/he may be sceptical about the victim and may
adopt a neutral, or ‘non’-involvemental attitude towards the matter. S/he may ponder over the
issues that could have caused the incident and comfort herself that every coin has two sides. S/he
may even blame it on modern culture and the media. However, in most cases the observer does not
wish to get involved as s/he feels that she might be harassed and repeatedly summoned to the
police station, though finally justice may never be meted out to the abuser.

HEALTH PROFESSIONAL

A health care provider observes the issue, and her prime priority is to put the patient at ease. The
victim has to feel comfortable. Medico-legal cases should be made after the medical treatment.
A health professional may then make referral to take care of the emotional aspects of the abuser.

Other activities the health worker can undertake
1. Write articles in newspapers and magazines, based on medical records, to sensitise people to

this problem

2. Make the patient aware of the fact that the MLC can be used to make a police case against the
abuser

A family physician may try to analyze and find out the reasons behind chronic somatization cases

Screening the cases can help women in distress approach the crisis centre.

The trainer pointed out that many of these cases could be prevented if victims are allowed to
ventilate the tension, which may be gradually building up. She emphasized that the health
professional could play a major role in doing so through the screening of such cases in the OPD;
family physicians and paramedical staff too can play a vital role in spotting and directing such
victims for appropriate action.

The session ended with participants filling up a feedback sheet and answering post-test
questions.







BT MODULE -1V

COUNSELLING

DATE MARCH 7TH AND APRIL 4TH, 2001
(One-day session for two groups)




OBJECTIVES

To impart skills required by key trainers to communicate with women patients who report abuse
and maltreatment.

To help them gain an understanding of the concept of counselling, and the principles involved in
it.

PROCESS

The trainer began the session by explaining the role of the key trainers in providing emotional
support to the woman facing domestic violence. Acquiring these basic skills would help the health
care providers to communicate with women facing domestic violence. She also clarified that they
were not expected to play the role of a counsellor.

The trainer started the training with an exercise.

The exercise entailed asking the participants to recollect an incident that had upset them in the
past. They had to recall the person with whom they had shared this experience and what this
person had felt about it. After that, they had to share it with the group. The participants said it had
helped them to think of the problem objectively, picture the problem clearly, and reduced the shock
of the incident. They felt that there was someone who was willing to listen to them, to help them
find a solution to their problem, and to give them the feeling of being understood. However, one of
the participants said that she faced criticism when she narrated her problem to someone close.

The trainer added that sharing is a human need, which occurs among people who are close to each
other. However, when one tries to solve the problem there is a lurking fear that the other person
might be taking it lightly. This could lead to loss of confidence and faith in the person one confides
in. There is a need to understand that people share their experiences with their close ones in the
hope of support, to unburden oneself, or to understand silence. This is called a helping relationship,
which may be of different kinds. It may be in the form of an advice, guidance, befriending or
counselling. The difference between counselling and other helping professions was explained.

The trainer explained that Dilaasa is a centre where women are provided with the space to decide
for themselves. She briefly introduced the concept of counselling and the role of the Dilaasa team.
Listening is a prerequisite in the case of health care providers, which they do every day. However,
there is a need to do it sensitively so that women can express their trauma. If not sensitively done,
there is a possibility that women may feel they should not have spoken at all. Listening to the
patient does not mean offering solutions to their problems, as that would encourage dependency.
Women may not even be seeking answers, but merely wanting to unburden themselves.

There is a need to establish a relationship based on trust, which will enable the patients to confide
in the health care provider. The counsellor’s approach, attitude, body language, and interest shown
send unspoken messages to the patient. Hence, it is essential to have professional competence.
Every person may differ in these qualities. The counsellor needs to have the capacity to listen, be
patient, sincere, non-judgmental, attentive, interested, alert, understanding and trustworthy.

The trainer then asked the participants to role play the part of a speaker and a listener and reverse
it. They were divided into pairs and asked to share with their partners a situation that had troubled
them. Twenty minutes were allotted for the interaction, after which they shared the outcome with
the group.

The participants looked at the exercise as a new learning experience. Some said that they felt good
to have shared another person’s problem. They could also relate it to their own situations. It was
satisfying to feel trusted. It would have been better if they had had more time for the exercise. It
was easier to talk to an unknown person than be a listener to someone known. It also revealed that
non-verbal behaviour, such as eye contact, non-judgmental attitudes, and other body languages,
help the victim to confide in the counsellor.

Women facing violence may come to the hospital with different expectations. Hence, to draw forth
feelings of reassurance in them, an attitudinal and societal change is necessary.




It was pointed out that while one could always advise the client to take a particular step, it is
always expedient to understand the pattern of abuse suffered by the woman, to allow her to think
realistically, and to explore viable solutions with the counsellors. Only when the woman’s life is
threatened, is there a need to urge her to take specific and immediate action.

After lunch, the participants sang an inspiring song Tu Zinda Hai.

The discussion continued after lunch, which emphasised the importance of “listening” for health
care providers was emphasised. It was pointed out that women may be hesitant to talk about family
relations, sex and violence. Women often feel ashamed to reveal the abuse suffered or they may be
reluctant and fearful about betraying the family name. In such cases, it is important to be non-
judgmental.

One of the nurses narrated that a sex worker was reported to have been raped by five or six people
and was brought to the hospital for treatment. The woman, being a sex worker, suffered derision to
her complaints even from the police. If this be the kind of treatment meted out to them, they will
refrain from seeking help for fear of being insulted and discriminated against. Hence, it is essential to
restrain personal views that may hinder counselling.

Certain important principles of counselling were shared with the group. It was stressed that lending
a patient ear was an important aspect of counselling and the woman’s need to be silent should be
understood and respected by the counsellor. One must not interrupt this silence as this would
disrupt the patient’s flow of thoughts and she may be led to feel that, you, as a counsellor, were not
competent enough to deal with her feelings. The participants were also told that asking a question
was an art, and examples of both open- and close-ended questions were given. It was reiterated
that the counsellor should ask open-ended questions, which will encourage the woman to talk.

No pre- and post-tests were administered for this training.



BT MODULE -V

ROLE OF TRAINER

DATE FEBRUARY 26TH AND 27TH, 2001
(One-day session for two groups)




OBJECTIVES
To understand the principles of adult learning.

To help participants gain an understanding of the different methods involved in conducting a
training session.

PROCESS

The training began with an inspiring song that made the group feel more involved. Immediately after
the song, the participants were asked to play a game by forming pairs.

This was a demonstration of an introductory game that participants could use as trainers.

Participants were asked to share with their partners adjectives that described each of them. The
adjectives describing each partner should start with the first letter of his or her name. They were
also asked to describe one activity, which was typical of their gender that they liked to do, one
which was typical of their gender but they hated to do, and one which was atypical of their gender
but they liked to do. The time allotted for this sharing between the partners was 10 minutes.

For example, one participant stated that his partner Pradnya wanted to be called ‘Pretty Pradnya’.
She liked to cook which was typical of her gender, hated to clean utensils, an activity considered
typical of her gender, and liked to travel alone which was atypical of her gender.

The trainer summarised all the qualities that had emerged from the sharing, and which are listed

below.

Typical of gender
(Like to do)

Typical of gender
(Do not like to do)

Atypical of gender
(like to do)

Partying (M)

Loves to cook (F)

Looking after children (F)
Hosting parties (F)

Looking after the family (F)

Decorating the house (F)

Reading news paper (M)
Playing outdoor games (M)
Arranging flowers (F)

To help people in their
difficulties (F)

To talk less (F)

Looking after children (M)
Washing dishes (F)
Washing clothes (F)
Cooking food (F)

Wearing conventional
clothes (F)

Others taking decision for
one self (F)

Stitching (F)

Knitting (F)

Partying (M)
Discussing politics (F)
Household work (F)
Gossiping (F)

Cleaning the house (F)

Cooking (M)

Household work (M)

Repairing electric gadgets (F)
Making decisions for the family (F)

Camping and Army activities (F)

Outdoor games (F)

Travelling (F)

Travelling alone (F)
Partying in the night (F)
Professionally aspirant (F)
Providing financial support to the
family (F)

short hair cut (F)

Looking after the family (M)
Cooking (M)

Reading (F)

Leadership qualities (F)
Spend time relaxing (F)

Higher education (F)
Boxing (F)




At the end of the sharing, the trainer stated that this exercise had brought out new facets of each
participant’s personality. The participants became more aware of how each had been socialized to
fulfil gender roles as men and women. They also discovered those aspects of their personalities that
they were not allowed to develop or even talk of. They realized that social norms did not permit
certain things because of the way society had defined the roles of men and women.

In the introductory session, the facilitator also pointed out that the learning that occurred during
the training needed to be extended to the rest of the hospital staff. Hence, the participants would
need to take on the role of trainers. This would involve drawing up a ‘sensitization programme’,
which would include understanding the objectives of Dilaasa, as well as gender issues. The trainer
elaborated upon the skills needed by a facilitator, including the use of verbal and non-verbal commu-
nication skills combined with a thorough knowledge of the subject.

After the session, the trainer divided the participants into three groups, and each group was
subsequently asked to review the three previous training workshops. Each group was given hand-
outs (See the section “Reference Materials”) They were allotted different tasks. The time assigned
for the preparation of the presentation was 15 minutes.

GROUP -1

Review the three trainings sessions along the following lines

Topics covered in the training sessions
The training methods used

The learning that occurred during the training.

In their presentation, the participants explained that in the first training workshop on gender and
domestic violence, the training methods used had been picture drawing and small-group discus-
sion. The topics covered were types of violence and definition of domestic violence. The specific
learning targets of the participants were: (a) sensitivity to basic rights, and (b) knowledge on
the issue of domestic violence.

The second training workshop covered the concepts of sex, gender and patriarchy. Songs,
games, small-group discussions, case studies and lectures were some of the methods used.
Participants learnt about the differences between the concepts of sex and gender, and about
women'’s rights.

The third workshop covered the topic of violence against women and the role of health care
providers in addressing it. The methods used were case studies and group discussions. The
participants acquired knowledge of the ways in which the health care providers could help the
survivors of domestic violence when they entered the hospital setting.

GROUP - 2

List the methods used in the three training workshops

Read the handouts on Methods Used in Training (Handout No 5 from section
“Reference Materials™)

Review the three training workshops in the context of the methods used

The participants reported that the methods they found most useful in all the three training
workshops were 1) small-group discussions, 2) role-plays, 3) songs and games. The first helped
the participants to share their ideas, views and experiences on the given subject. It also helped
them participate more effectively. The participants were of the opinion that the small-group
discussions employed in the first and second workshops contributed in creating a friendly
atmosphere, as it enabled the participants to express their ideas freely.

Role-plays helped demonstrate the dynamics of the problem and familiarised the participants
with the positive or negative aspect of each role. The disadvantage was that there was a
possibility that the participant may over-identify him/herself with a role and thus become
emotional. This had occurred in one group where a participant had connected her role to her
personal experience.



In the case-study method, the participants were made to reflect on the experiences of the
people in it. The use of case studies in the three workshops helped them to reflect and come up
with a solution through discussions. However, the participants stated the necessity of directing
the discussion. A team-building effort was made in all the three workshops through songs.
Games involving physical activity helped participants to lose their shyness and inhibitions, en-
couraged participation, and facilitated familiarity. Games also helped the trainer to assess the
participants’ clarity of concepts.

The trainer pointed out that in participatory training, different methods that are interactive and
stimulating can be used. She also stated that the responsibility of learning lay as much with the
trainees as with the trainers. It was emphasized that through the use of interactive, action-
oriented training methods, the learning is deeper and the recall, easier.

GROUP - 3

Make a presentation on adult learning in the context of the three training workshops

Read and reflect on the handout on Adult Learning. (Handout No. 4 from Reference Materials
Section)

The participants stated that they had gained information on the concepts of gender, violence,
patriarchy and other concepts at the training session through case studies and role-plays. It
was emphasised that such learning took place because these were based on life experiences. It
is important to understand that people learn what they choose to learn. The presentation
brought out that adults learn in many different ways, hence different training methods need to
be used. Good training addresses not only the intellectual but also the emotional levels of the
participants. Sharing of life experiences on violence committed by them or on them in a non-
threatening atmosphere allowed them to feel comfortable with each other. Another important
point in this presentation was that the participants were allowed to make mistakes and this
created a non-hostile environment. Adult learning also underlines the importance of respecting
the participants and the necessity of this being a two-way process. Values such as respect and
trust encouraged the participants to open up to the rest of the group.

GROUP - 4

Make a presentation on participatory learning in the context of the three workshops

Read and reflect on the hand out on Participatory Learning. (Handout No 6 from Reference
Materials Section).

The presentation highlighted that participatory learning induced mutual interaction,
conceptualisation of their thoughts and created a platform where individual experiences could be
shared. The informal atmosphere of the workshops aided the participants in opening up and
sharing without inhibitions. The training that they had undergone also achieved a balance be-
tween the content and the methodology used. It discouraged value judgments and encouraged
respect for one another. Experiences of the participants proved useful for feedback and evalua-
tion. It was also shared that the training workshops had definite objectives and schedules but
the trainers were flexible and open to new ideas from the participants. These were incorporated
into the discussions and training agenda.

CONCLUSION

At the end of the training, the trainer summarized that enjoyable ways of learning should be included
in any training programme. It was also emphasized that in order to maximize learning there is a need
to diffuse hierarchies when participants belong to different strata. When hierarchies are dissolved,
prejudices or biases do not have much influence on the sharing of life experiences. . The trainer also
needs to challenge preconceived notions (or stereotypes that participants carry) about people and
dispel them in the course of the training.

In the end, each participant gave his/her feedback of the session to the trainer in three words, and
a clap followed. The adjectives stated in the feedback included: interesting, fun, joyous, intellec-
tual, monotonous, informative and comprehensive.







BT MODULE - VI

COMMUNICATION
SKILLS FOR TRAINERS

DATE AUGUST 7TH, 2001




OBJECTIVES

To help the participants understand the methods, principles, roles and tasks involved in conduct-
ing training sessions.

To gauge the preparedness of the participants in conducting training sessions.

PROCESS

The trainer asked the participants to state all that they had learnt in the last session. The gist of
what they recalled is as follows:

Principles of participatory training methods, such as capability and capacity of each individual;
participants developed more confidence and capacity to conduct training.

Principles of adult learning involve learning from life experiences; solutions to problems should be

based on life experiences; a relaxed atmosphere helps mutual learning based on sharing; respect
for what is shared helps to bring about an atmosphere of trust.

Session 1 (Skills and qualities of a ‘good’ trainer)

In the first session, the facilitator explained to the participants that each of them would have to
indicate their strengths and weaknesses as a trainer through drawings. The participants were
provided with crayons and coloured papers. Gradually, all the participants got involved in drawing,
but many felt inhibited in expressing their thoughts. This exercise evoked much laughter.

Some drawings indicated flowers in half bloom, waiting to take on the role of a trainer; some drew a
train that carries all the compartments of knowledge and skills and depicted themselves in the
driver’s seat; while some drew a small image of themselves because they felt that they were still
learning to be a trainer, and then a bigger image to represent them when they would become more
competent at this job.

STRENGTHS AS A TRAINER POINTS TO IMPROVE UPON

* Respect for peoples’ opinion * Lack of patience

* Good at facilitation *  Very soft voice and poor personality
* Charming personality * Not a good listener

* Industrious nature *  Quick reactions

* Sincere *  Strong reactions

* Courageous *  Advising without listening

* Confident * Need to have adequate information on
* Cheerful nature the issue of domestic violence

*  Drive to learn more *  Inability to talk slowly

* Non-neglecting nature *  Fear of talking in public

* Good at documentation

* Good listener

* Lively nature

* Good at using different media

*  Ability to speak fluently in Marathi and Hindi
* QOrganized and hard working

* Good body language skills




The trainer summarized the exercise by stating that the positive qualities had outweighed the
shortcomings of the group. In the light of the negative qualities listed, the trainer emphasized that
perfect knowledge is a myth as every day something new could be learnt. She also reiterated that
the fear of talking in front of a group was natural. However, one could overcome it through practice
and interaction. She gave the example of the participants themselves saying that initially they were
shy of talking to the group, but as the training progressed they began to talk and express
themselves freely.

The trainer explained that a good facilitator has to have the ability to handle irritable, bored, or
inattentive participants. She further stated that every group was going to have such participants;
hence, there is a need to be prepared for that. She emphasized that a good facilitator needs to
learn of congruence in verbal and nonverbal behaviour.

She drew the attention of the participants to the fact that she could have used the lecture method

to achieve the objectives of the first session but she used a different method so as to demonstrate
how alternative participatory and ‘fun’ methods could be used.

SESSION - 2
The trainer divided the participants into three groups. Each group was given a particular theme.
They had to read the material given to them and present it to the rest of the participants. (List of

reading material is in the section “Reference Materials”). To read the material each group was
allotted half an hour, and to make the presentation another half an hour.

Group -1

Self evaluation of a trainer

1. Handout on Observation Checklist for Key Trainers (Handout No 9, from Reference Materials
Section)

2. Handout on Self-evaluation Checklist for a Trainer (Handout No 10, from Reference Materials
Section)

3. Handout on Principles for Giving and Receiving Feedback (Handout No 11, from Reference
Materials Section)

Instructions

a) Read the Self-evaluation and Observation checklists

b) What is the utility of these checklists?

¢) Would you like to make any modification to these checklists?
d) What are the rules of giving and receiving feedback?

e) Prepare a 30-minute presentation on what you have read. Others in the group can act as
trainees.

To communicate the contents of the handouts the group used the lecture method. They started
by explaining that the observation checklist could be used to assess how well the trainer had
followed the principles of training, as well as acquaint her to the fact that training entails the use
of participatory methods and aids. The checklist also gave the participants an idea of the
number of skills a trainer is required to have for effective communication with the trainees. It
was also emphasised that the checklist would sensitise the trainers to the minute details of
nonverbal behaviour of the participants as well as to group dynamics, which could affect the
training process.



Through the self-evaluation checklist, the trainer could know whether the learning objectives
had been fulfilled. The checklist would also help them evaluate their skills in terms of methods
used, their ability to handle bored or distracted participants, as well as other group dynamics.

It was stated that honest feedback and constructive information shared after a training session
can help a person make informed changes and improvements in the future. The act of receiving
and giving feedback between trainers and between trainers and participants is aimed at refining
the training skills and competencies of the trainers. Through feedbacks, a trainer learns from the
participants about those training aspects that interest the latter, as well as gauge the effec-
tiveness of the methods used. This helps them plan the next training session.

Group - 2

Use of games and exercises in _participatory training

1.

Handout on games and exercises. (Handout No 12, from Reference Materials Section)

Instructions

a)
b)

c)

d)

e)

)

Read the handouts and exercises allotted to your group.
Select one exercise for testing it out on the group.

Identify two facilitators from the group who would conduct a 15-20 minute game or exercise
session with the group.

Conduct the exercise with 6-8 participants.

Group 1 observes the facilitators conducting the session and uses the observation checklist to
provide feedback, keeping in mind the rules of giving feedback.

The facilitators should do their self-evaluation first and then follow the rules for receiving feed-
back.

The facilitators started their presentation with a game in which each member would clap thrice
and then utter the name of either a fruit or an animal alternately.. For example, if A clapped
thrice and said Apple, then the next participant would have to clap thrice and name an animal
and not a fruit, and so on.

After the game, the facilitators stated the importance of games in participatory training. How-
ever, the game should be related to the topic that is being discussed. The facilitator also
elucidated that the length of the game should be appropriate. Too long ones result in too much
training time being wasted and could lead to boredom. The trainee facilitators also pointed out
that a game could evoke different reactions from the participants. The trainer should be specific
about the learning outcomes expected from the game and use the game accordingly.

After the presentation, members of Group 1 gave their feedback to the trainee facilitators of
Group 2.




Group - 3

Role of health care providers for violence against women

Handout on Gender-based Violence and its Health Effects (Handout No 13, from Reference Materials
Section)

Instructions

a) Read the handout (page 6, 11-13).

b) What do you think the various persons of the hospital could do to address violence against
women?

c¢) What are the barriers that need to be overcome in order to enable them to play the suggested
roles?

d) Design a half hour session using participatory methods and test it on the group.

In their presentation, the trainee facilitator of Group 3 stated that each member of the hospital
staff had an active role to play in dealing with women who reported domestic violence. The
group chalked out different ways in which health care providers could help a woman develop
trust in them. Points listed were positive body language, proper observation, being gentle in
probing for history and spending five minutes with the woman alone to provide her an opportunity
to confide about anything else that she might want to. The facilitator also conducted a role-play
to explain the role of a health care provider in addressing domestic violence.

However, some members of this group were not able to focus on their role as trainers. They
remained in their role as health care providers and enumerated only the problems that prevented
them from addressing violence as a health issue. They stated that they were under great work
pressure and it was impossible for them to refer such women to Dilaasa. Following this, other
participants also began listing their difficulties in making referrals, thus digressing from the task
given to them.

CONCLUSION

The trainer summarized all the three presentations by stating that games and exercises are an
important element in participatory training. Hence, facilitators need to be skilled in their use. The
trainer also reiterated the importance of giving and receiving feedback and the need to do it
sensitively. The obstacles that the participants ran into while dealing with women facing domestic
violence were also discussed. However, as trainers, the participants need to develop skills that can
enable their trainees to see beyond these obstacles and to come up with alternatives through which
they, as health care providers, could address violence as a health issue.

The training ended with the participants filling in the post-test sheets and giving oral feedbacks
about the training session. Most of the participants found it interesting and lively. The participants
also stated that the recap of the previous session was very helpful as they could connect well with
what they had learnt. Some suggested that the workshop should be for two-days as it was difficult
to absorb all the information at one time. Another suggestion was to make the handouts available in
Hindi and Marathi.

Interested participants were then asked to come forward and express their interest in conducting
training for rest of the hospital staff. A few of them did so. It was decided to hold a meeting with
these individuals later for more concrete planning.
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GENDER BASED
VIOLENCE AND

ROLE OF HEALTH
CARE PROFESSIONALS

DATE FEBRUARY 9TH, 2002




OBJECTIVES

To understand gender-based violence and its manifestations.

To understand the health consequences of violence against women.

To bring about the realization that violence is a public health issue.

To explore the role of health care providers in dealing with gender-based violence.

To think of an integrated and ward-wise plan to address the issue of violence against women.
HIGHLIGHTS OF THE SESSION

Recap of the previous sessions

Small-group discussions and presentations based on certain questions related to gender-based
violence

Effects of sexual violence, and the ways in which it takes place
Case study, discussions and presentations

PROCESS

One of the sisters asked us whether she could include one more participant who was interested in
participating in Manisha’s training session. This indicated an attitudinal change; last year partici-
pants had to be literally coaxed into coming while today people were coming of their own volition.
The trainer said because of certain personal crises a long gap between training sessions had
occurred.

The trainer started by asking the participants the meaning of gender. One of the staff nurses stated
that gender has been forced upon women by the patriarchal society. Men and women differ biologi-
cally, where women have childbearing capacity and can breast-feed their offspring if they wish to.
The trainer elaborated that biological differences related to the reproductive and sexual organs
were exaggerated in such a way that ‘gender’ roles were considered to be ‘biological or nature-
given’. She told the group that these days the notion of ‘two-sex’ theory was also being questioned.
Many people are born intersexual (that is having biological characteristics of both the sexes). These
people surgically change their sex to either be a male or a female. If only we could let people be
what they are in terms of sex or gender, they would not have to change their bodies to fit gender
expectations. The trainer reminded the group of the earlier sessions on sex and gender and said that
even if women give birth to children, it is wrong to assume that they should solely take full respon-
sibility of the children. Expecting only women to have all the maternal instincts and love is a gender
construct; men can also feel the same. However, gender specific roles do not allow men to enjoy the
experience of childrearing.

The trainer elaborated that gender biases are further encouraged through statements like ‘Why are
you crying like a girl'? These are some of the ways in which children are conditioned into gender
stereotypes. She also discussed the Marathi translation of “gender”, which is called ling bhav or
samajik ling, whereas biological sex could be translated as sharirik ling. It was stressed that gender
changes over time, with regard to culture, region, religion, race, caste and class, but that biological
sex more or less remains constant across these categories. Customs and traditions also affect
gender. However, there are some people who are trying to change it while some others are still
sticking to it. The example of Bajrang Dal was given which had threatened that if girls wore skirts to
school their feet would be slashed with blades. Women are expected to ‘wear’ their caste, ethnicity
and marital status through their clothes and appearance more than men are. That is why it is easy
to identify women of a particular caste or religion easily.




The trainer noted that there is no discrimination in nature’s mind when male or female are created;
however the social value that is added to (or subtracted from) biological sex creates gender and
through that, discrimination is socially generated.

Another example given was that of the concept of dowry which was generated out of greed and not
because women are inherently inferior to men. In some societies a bride-price has to be paid instead
of dowry, and in some, no exchange of money takes place during marriage. Dowry is a socially-
constructed norm in some societies based on the notion of gender, whereas women in nature are
born equal to men. Hence, it is wrong to say “We do not want to have a girl child because we cannot
provide for her dowry”. It would be more practical, as well as ethical, to do away with the custom of
dowry (which is created by us and is discriminatory) rather than to do away with girls. You cannot
solve a problem by eliminating those who are victimised by it.

The trainer then divided the participants into two groups; each group discussed four questions and
made a presentation on the same.

The questions given were as follows:

* List out the kinds of violence based on gender.

* Why does gender-based violence occur?

* What are the physical, psychological, financial, and social effects of gender-based violence?
* In what form do we see gender-based violence among women who come to our hospital?

The time allotted for the discussion was 30 minutes. The trainer explained each question with the
help of examples. Each group was directed to have a timekeeper, one to make the presentation, and
one to take down notes and write the transparency for presentation in the larger group. The trainer
reiterated that a verbal dual or an argument was not an act of violence. Violence occurs where the
intent is to harm, hurt, or humiliate. It also depicts an inherent power relation, which is unequal. This
is evident when a husband quarrels with his wife. Similarly, in a hospital setting when a doctor
speaks rudely to a class IV employee, it shows an unequal power relation.

GROUP - 1

One of the doctors made the presentation.

She stated that violence against women begins even before their birth. Most people grieve the birth
of a girl child. There is often discrimination in the naming ceremony of a boy or girl. In the develop-
ment stages too, discrimination is obvious in the way a girl is given a certain kind of toy to play with,
the clothes she is made to wear, the education she is given, and the restrictions on her outdoor play
activities. When a girl starts menstruating, her participation in religious ceremonies is restricted and
so is her travel during night. As soon as the girl starts menstruating, she is married without any
choice for a husband. Before marriage, the family is trying to get her married off because she is seen
as a burden. Post-marriage, she faces violence in different forms. At times, it is in the form of
demands for dowry, or mental, physical and sexual harassment from her husband, or financial control
over her or control over her personality and social life.

The doctor stated that gender-based violence takes place because of unequal power relations
between men and women. This situation gets aggravated through social upbringing, customs, reli-
gion, caste and patriarchy. She stated that extreme forms of violence are also inflicted by sadistic
individuals. Other aspects that make people violent include poverty, joblessness, bad habits such as
alcoholism.

She said that violence is borne out of economic inequality, as the women are dependent on the
breadwinner of the house; and thus the vicious circle of violence continues. Physically she under-
goes injuries of a different nature and intensity each time she is beaten and which could lead to
abortions, or stunted growth of the foetus. Psychologically she may often feel depressed, and may
suffer from lack of sleep and other personality disorders.



In society, the inequality in the rights of men and women is evident. In the political sphere too
society does not accept women at all, barring a few exceptions.

The trainer stated that women facing violence might come to the hospital reporting physical injuries
and psychological trauma. In the case of the former these could be bruises, CLW’s (contused
lacerated wound), head injuries, burns, consumption of poison, and abortions. In the case of the
latter, she may report vague and repetitive complaints, loss of sleep and sexual feelings, anorexia, or
have suicidal tendencies. Thus, merely giving medicines for her overt complaints is not the solution;
what is required is a probe into her psychological sufferings, as well as occurrences of violence in
her life.

The presentation was well received by the participants.

GROUP - 2

One of the nurses made the presentation for this group.

Group 2 had made an exhaustive list of violence. They had started by listing out the violence in the
following forms: sex detection tests, forced abortion, female infanticide, lack of proper education for
girls, types of games taught to her and discrimination on the basis of what games she should play,
less nutritious food for girls as compared to boys, social restrictions on mobility after menstruation,
restrictions on the type of clothes she wears, training in mannerism (such as do not laugh loudly, no
right to participate in a discussion), restrictions in general such as not allowing her for outdoor
picnics or overnight stays, becoming victims of eve-teasing, being taunted if she happens to give
birth to a girl child, taunted too for not having a child, her behaviour becomes suspect, subjected to
severe violence- such as rape, sexual harassment, burns, homicide and suicide.

The trainer then led the discussion towards the consequences of gender-based violence. Gender
discrimination and customs, such as purdah (or burqua), denial of basic human rights to women,
expecting them to be dependent on the family and the community, social restrictions, discriminatory
or gender-insensitive laws and policy, child rearing practices for girls, as well as secondary status of
women within the family have severe implications for women both inside and outside the home.

Economic implications of violence include dependency, deprivation of basic needs, control over her
earning, a feeling of being unproductive in doing household work, a feeling that the kind of work she
is doing is not for her growth as a person but merely to supplement the household income. Often, a
woman does not even have access to her own earnings or a bank account in her name. Socially, she
does not have much say in the decision-making pertaining to her own life, as she is expected to
follow the decisions made by others for her. She suffers from lack of self-confidence, lack of self-
respect, and often an early marriage thwarts her growth. In case of early widowhood or divorce,
she may be forced by her parents to remarry, or if she is widowed at a later stage, she may become
a dependant on her son. Throughout her life, she remains dependent on someone or the other in the
family. Physically, this results in never-ending weakness, premature ageing or premature death.
Neglect also leads to various disabling conditions such as untreated eye (or cataract) problems,
infertility, and so on. Psychologically, it adversely affects self-esteem, creates feelings of worth-
lessness and self-harm, induces feelings of frustration, or a sense of being trapped, and often gives
rise to a desire to commit suicide. We see gender-based violence manifested in our hospital wards in
the form of burn and poisoning cases, assaults, headache, insomnia, fractures, depression, anaemia,
and lower backache. One also sees violence affecting the reproductive and sexual well being of
women. Women and girls often come to us after being raped - often by their own family members.

The trainer summarized the issues that emerged from the two presentations. Women are not ex-
pected to work for their self-enhancement but only to fulfil the needs of the family — be it the in-
laws, children, husband, or her own parental family. It was also brought out that the kind of
household work a woman does is monotonous, repetitive, unchanging in it's quality, and over and
above, it is unpaid labour. She can never finish this work in advance or all together. For example, the
dishes cannot be washed once in fifteen days, or beds cannot be made altogether for a week.
Chores like cooking food, sending the children to school, filling water, and other tasks have to be
done on a daily basis and at a specified time. For this reason, she is expected to be at home at all
hours. Hence, even if there is absence of overt violence in the life of a woman, the husband may
complain, “We have such a lovely house and kids, but she just does not take interest.” There are




other times when a tired husband comes home and sees that the food is not cooked ‘on time’ and
feels justified in slapping his wife. The never-ending nature of women’s work is neither understood
nor appreciated.

One of the participants, a doctor, said, “When a woman is tired of her job she can leave it, but what
can she do if she is tired of doing the same work at home?” The trainer emphasised that it is
acceptable for a woman to leave her work outside home but if she finds that she is tired of her
household chores she has no real option. Women’s household work is considered more important
than her wage labour - this results in the myth that a woman’s earning is only secondary or
supplementary to the man’s income. A man on the other hand is never expected to quit his job.
However, a man has the theoretical option of leaving his job and staying at home - a woman cannot
give up her home for a paid job so easily. While a man’s status largely depends on his ability to bring
home the family income, a woman'’s status entirely depends on whether she lives with her family or
not.

When a married woman goes to her natal family as a guest, she is welcomed, asked to dress up
brightly, encouraged to go and meet her friends. The fact that she is ‘happily’ married is made public
to all. However, if she returns to her natal family after being thrown out of her husband’s home, she
is made to feel unwelcome and is seen as a burden and a source of social embarrassment to the
family. If she is allowed to stay, her brother then exerts strict control on her, and monitors her
behaviour minutely. Restrictions are placed on what she can or cannot wear, whom she should talk
to, and where she should or should not go. Hence, it is necessary to realise that because a woman
does not really have a choice, she ends up staying with her husband since society accepts her living
there. The family, as well as the community, also glorifies women when they stay in their marital
home inspite of severe violence.

The trainer stated that societal changes are like a pendulum; hence any effort to change society
often results in severe backlash. Since discrimination-whether it is based on class, caste or gender,
is created by society, it will not accept a change in the established status quo very easily. The
trainer stated that the two groups had made an exhaustive list of the health consequences of
violence faced by women and elaborated on the effects of sexual violence on their health. Sexuality
is considered to be such an intimate issue that it is often not discussed publicly, and therefore the
existence of sexual violence is not recognised. She further elaborated that sexuality, which can
become a wonderful means of communication between intimate partners, is unfortunately seen as a
tool of control. We get upset (and rightly so) when a young girl is raped, but do we feel upset when
a young girl is married off? Do we recognise the right of a woman to say no to sex within marriage ?
If she denies sex to her husband, either she is forced into it, or she faces physical violence, or faces
threat of being deserted. Women are also not able to confide in their partners if they have been
sexually abused, because their husbands may be disgusted, and even accuse them and their family
of hiding facts. Hence, women have to keep that trauma bottled up. Sexual violence is not to be
understood only as vaginal penetration by the penis. As health workers, we have to be sensitive to
various kinds of sexual violence. This violence could be perpetrated through sexist comments, men
exposing their genitals to women, touching someone sexually against their will, forced prostitution,
asking for sex from women in junior positions at work, and so on. In extreme forms of violence,
women have also reported of chilli powder and sharp objects being forced into their genitals. If we
are not aware of the varied forms of violence, how will we understand women’s silences? If we
appear shocked at what a woman tells us, or if we start ‘prescribing’ advice to her, how will she tell
us what is bothering her? The important lessons, therefore, are not to pass judgement, not to
provide ready-made answers, and not to treat the woman just as a victim. We should not take
decisions on her behalf, but should create an environment in which she can make her own decisions.
Health care providers need to be especially sensitive to women reporting sexual violence, so that
they are able to access our services. This change can begin at Bhabha Hospital with the help of
Dilaasa.

A question raised by one of the participants was, “What could a man do if a woman refused sex?” To
which the trainer replied that first and foremost we need to find out the reasons for not wanting
sex. If there was no serious problem of incompatibility or of violence, then there was a need for
individual counselling for both the partners, starting with the sharing of good experiences. There are
counsellors who help the sexual relation to build up gradually, without putting pressure on either of
the partners. We often confuse sexuality with intercourse. We forget that sexuality is much more
than that. Communicating with a smile or with our eyes is important, after which body contact may



feel good. There is a need for the woman to emotionally want the sexual act and to be aroused,
because the sexual act is not just physical. The trainer also highlighted the fact that the therapist
should provide the couple with skills so that they may feel comfortable and find the sexual act
mutually pleasurable. She stated that forcing someone to have sex without his/her consent is a
gross violation of his/her dignity. The trainer used two transparencies to communicate the manifes-
tations of sexual violence (Annexure 3 and 4). She said that the transparencies were not fully
applicable to our needs, as they had been made in the context of American society. However, they
provided some food for thought.

While concluding the morning session, the trainer said that women have also been brought up on a
particular model of what a “male” should be like, and hence they are often not accepting of any men
who are thought to be soft. One often criticizes them as being ‘unmanly’ or ‘hen-pecked’.

The lunch was delayed and the participants kept raising questions. One of the participants observed
that it has always been argued that men drink alcohol, however, Adivasi women also consume liquor.
The trainer explained that social drinking is acceptable among women in the Adivasi communities
because those communities are more liberal and open than ours. Drinking is permissible for men and
women, but is socially monitored. Over drinking was not encouraged. The problem of alcoholism
among tribals did not exist until non-tribals began exploiting them for their labour and forest re-
sources. An unequal barter system existed between the Adivasi communities and the non-tribals.
Often, they would get paid black jaggery in return for their labour. Alcohol, which was earlier made
from forest produce (such as the flowers of the mahua tree) in small quantities, is now made in large
quantities from jaggery. The alcohol consumption was very regulated in the Advasi community, until
the time that their land was encroached upon by the dominant communities. We should not judge
any community for a certain behaviour that we might find objectionable. Speaking of tribal culture in
India, the trainer said that there is no concept (or word) for rape in the Adivasi communities because
their lifestyle is liberal, and the boy and girl have a choice to decide upon their life partner. Divorce,
as well as pre-marital sexual relationships, is not frowned upon.

One of the participants asked the trainer the meaning of sexual harassment at the workplace and
the ways in which it happens. To which another participant stated that it was all a question of
unequal power play where the victims were naturally the less powerful. The example of a fellow
nurse, Aruna Shanbaugh, was cited. After being raped, she has been in a coma for more than 25
years. The rapist is moving around freely after having served a short jail sentence. He has again
got employment. One of the staff nurses said that sexual harassment also took place in the Bhabha
Hospital. A hospital employee had threatened a nurse that if she tried to act “over-smart” then he
would do to her what had been done to Aruna Shanbaugh. The trainer endorsed the feelings of the
participant and explained that one needed to pass on to as many people as possible what one learnt
here, so that everyone knows what their rights are.

Drastic changes cannot be brought about quickly, but the fact that there are women nurses and
doctors today provides a role model for one’s children and grandchildren. Such role models were not
available before. The change is slow, but today one sees young fathers carrying their children on
the road, or laugh and talk to their wives in public. This was not ‘openly’ witnessed a few years ago.

One of the staff nurses pointed out that these days women also conduct cremations and insist on
performing the last rites of their parents. This suggests a shift in the way the family sees their
daughters. This is a positive change. Another nurse said that nowadays women are dressing up in
shorts and tight clothes, which is vulgar, so why do they do it? To this, the trainer responded that
how one dresses up is a personal issue. All of us try to dress according to the occasion. For example,
we dress differently when we go to work and differently when we go for a social gathering or on a
special occasion. However, it is important to note that all the restrictions on dress are for women.
Do Indian men wear Indian clothes? No, they wear shirts and trousers, which is a European way of
dressing. No one pounces on a man if he bares his body while having a bath in public, so why should
we accept the argument that a man may feel like pouncing on a woman if she wears short clothes?
Hence, the problem lies in the perceptions in which society views women. Examples were given of
women doing modelling. What a woman wears while she models is not to be seen as shameful for
that woman, b