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IL.

Glossary
Anantodaya Scheme - A central government of India scheme that offers its
beneficiaries 25kgs of wheat and rice, every month, at a price of INR 3 and INR 2.
Launched on 25% of December 2000.

Dilli Ann Shree Yojana - Un-conditional cash transfer scheme for subsidizing
food in state of Delhi. Was launched on 15t December 2012. The scheme
stopped on 05t August 2014.

Gender Resource Centre - Was interface formed to take care of all dimensions
related to women empowerment in a holistic manner, and was envisaged as an
instrument to bring Social, Economic and Legal empowerment of Women
particularly those belonging to the under privileged sections of society. Was to
run by Non Governmental Organisations in specific locations. (Department of
mission convergence, 2014)

Jhuggi / Jhopri - “Illegal settlement in an area consisting of badly build, over
crowed houses wherein Jhuggi-Jhopri means small roughly built house or shelter
usually made of mud, wood or metal having thatch or tin sheet roof covering.
(Department of planning, 2014)

Kuccha houses - A Kuccha house his built of temporary material like un-burnt
bricks, plastic sheets, bamboo, mud, grass, leaves, reeds and thatch

Laadli - Delhi Laadli Scheme, Scheme to empower the girls by linking financial
assistance with their education up to senior secondary level. Was launched in the
state of Delhi on 01.01.2008.

Pucca houses - A Pucca house is built of permanent material such as cement,
concrete, oven burnt bricks, hollow cement / ash bricks, stone, stone blocks, iron,
zinc or other metal sheets, timber, tiles, slate, corrugated iron, asbestos cement
sheet, veneer, plywood, artificial wood of synthetic material and poly vinyl
chloride material.

Ration Card - A card that identifies family’s enrollment under the under PDS
system

Slum - With absence of nation wide definition for slum, a working definitions
from census 2001 is used; “A compact area of at least 300 population or about
60-70 households of poorly built congested tenements, in unhygienic
environment usually with inadequate infrastructure and lacking in proper
sanitary and drinking facilities” (Gupta et. al 2009)



III. Abbreviations

ATM - Automated Teller Machine

BPL - Below Poverty Line

CCT - Conditional cash transfer

CHD - Community Health and Development

CSG - Child Support grant

DASY - Dilli Ann Shri/Shree Yojana

DBT - Direct Benefits Transfer

EHA - Emmanuel Hospital Association

FGD - Focus Group Discussion

FICCI - Federation for the Indian Chambers of Commerce and Industry
FSO - Food and Supplies office/ Food and Supplies officer
GRC - Gender Resource center

IDI - In-depth- Interview

INR - Indian Rupee

JSY - Janani Surakha Yojana

Kgs - Kilograms

MLA - Member of Legislative Assembly

OR - 0dds Ratio

PDS - Public Distribution System

TPDS - Targeted Public Distribution System

USD - United States Dollar

NHFS - National Health and Family Welfare Survey
YLL - Years of life lost



IV. Abstract or Summary

Urban poverty has been one of the important issues in India. Urban poor are
forced into dwellings with high population density and poor living conditions
and no service provision. These factors affect food security and negatively
influence determinants of health. An un-conditional cash transfer scheme called
Dilli Ann Shri Yojana (DASY), for food, was launched to address food security for
vulnerable.

The scheme intends to improve food security, which will positively influence
nutrition and health. It is first experiment of its kind in India. This study attempts
to explore DASY for; new elements like un-conditionality and transfer to female
head, exact use of benefits, operational issues and perceptions on its influence on
health. Literature review was done and a qualitative study was designed. Before
study commenced scheme was stopped in March 2014.

Major findings: Implementation did not involve community and enrollment
process wasn’'t uniform. Money wasn’t disbursed in regular installments.
Transfer of money to female was well accepted. Interviewees stated that most of
the families spent benefits on children’s education; poorer families spent money
on food. Females were able to involve more in decision making on money.
Existing literature suggests; unconditional and conditional cash transfers had
positive impact on nutrition and health.

Conclusions: Un-conditionality allowed prioritisation of needs and transfer to
females had a positive externality of empowerment. Few poorer families used
money for food.

Recommendations: Beneficiary targeting needs to improve. Involve communities

for better rollout and implementation. Further research required on
unconditional cash transfers for food subsidies.

Five key words:
Unconditional cash transfers, Cash transfers, Food security and Urban Health,
India

Word Count: 13,172 words
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V.

Introduction

[ wished to pursue a postgraduate course in hospital and health systems after
graduating in pharmacy from one of the premier institutes in India. This
opportunity led me to join an exemplary Christian mission hospital that serves
one of the remote districts in of one of the poorest states of India. Six years later I
left this hospital with questions on inequalities in health and concerned about
disparities in secondary and tertiary level healthcare in urban and rural areas. I
was offered the role of an administrative officer to revive a 630-bed hospital
under a public-private partnership agreement in one of the Northeastern state of
India. This state had long suffered from internal conflicts and separatist
movements. However, this experience left me with a different set of questions on
the health seeking behavior of people, the social determinants of health and the
role of Government health policies in improving the health of poor and
marginalized communities.

Later, I joined the Emmanuel Hospital Association (EHA) to manage finances of
its Community Health and Development Department (CHD). The EHA manages
20 hospitals and 40 CHD projects across North and Northeast India. As the
Finance Manager, along with a team, our job was to scrutinize and approve
project proposals. Reading multiple proposals and monitoring these projects
improved my understanding on the role of the health systems and the policy-
making that affect health and thus drew me into understanding development and
its effect on health.

[t was at this juncture that India launched Dilli Ann Shree Yojana (DASY), a first
unconditional cash transfer scheme for subsidizing food. The un-conditionality
element in this scheme was however fiercely debated. This made me think and
set out to work on this topic. I wanted to explore how did the beneficiaries
perceive this element, how did they prioritise their needs and how did they feel
spending that money on priorities linked to health.

[ also realised that this first experiment of unconditional cash transfers with food
subsidies could have a potential impact on health and requires attention in terms
of gathering evidence around this experiment. This is the reason why I chose this
topic to work upon for my thesis.

vii



1 Background

India is a country with the second largest population of 1.27 billion in the world
(Census India, 2011). The urban to rural population ratio stands at 31:69
(Census India, 2011). In spite of the economic growth, that was USD 1.877
trillion in 2013 (The World Bank, 2014), poverty in India continues to be an
important issue. This is evident from the fact that around 260 million of the
population lives below the poverty line (BPL), as estimated by the Planning
Commission of India (2011). These figures match the World Bank (2014)
estimates of one third of the world’s poor to be in living in India and surviving on
under USD $1.25 a day.

The economic development over the past two decades was expected to narrow
the inequalities in urban populations first and then the rural populations. This
has not been the case. The Planning commission (2012) observed that the Gini
ratio for rural areas declined from 0.30 to 0.29 over the period of 2004-05 to
2009-10, however, in urban populations it changed from 0.37 to 0.38 indicating
no change in inequalities despite of the economic development.

Institute for Health Metrics and Evaluation (2010) estimates the Years of Life
Lost (YLL) and indicated premature death, preterm birth complications, lower
respiratory infections and diarrheal diseases to lead the list of contributing
conditions. It also states that malnutrition is one of the important factors leading
to three of the top four major conditions contributing to major YLL. The patterns
of disease burden are similar across the urban and rural areas.

Delhi, a glimpse

According to the 2011 Census (2011) Delhi with a population density of 11,320
persons/ km?, had a total population of 16.78 million. Between 2001 and 2011
Delhi witnessed a population growth of 21.2%. Of this population almost 1.85
million live in slums in 367,893 households. The Directorate of Economics &
Statistics (2010) estimated that 4,390 slums existed in 2008-09.

A survey by Naveen and Aggarwal (2003) of Delhi slums concludes that 48% of
the households with 57% of the population were below the poverty line. These
estimates were made on the per capita per day food expenditure of INR 15.04 (=
0.25 US$). From the above references it is clear that the concentration of the
poor is usually in slums in an urban setting.

Gupta et al (2009) estimated disparity in proportion of poor between the slum
and the non-slum dwellers was largest in Delhi when compared to 7 other cites
included in the survey. Slum population in Delhi increased by 10% between the
2001 and the 2011 census.

‘Slums’ what are they?

Most of the urban poor are forced to live in densely populated environments or
squatters; these settlements are referred to as slums. ‘Slum’ in India still lacks a
nationwide single legal definition. Gupta et al. cites that census 2001 used a set of



criteria to define slums and one of them was “A compact area of at least 300
population or about 60-70 households of poorly built congested tenements, in
unhygienic environment usually with inadequate infrastructure and lacking in
proper sanitary and drinking facilities”. With this working definition it is clear
that the health risks of the population living in urban areas in slums are multifold
and is worsened usually by unavailability of services.

Ministry of Statistics and Programme Implementation (2014) describes that
slums are classified into two types based type of housing. The first type is called
slums, usually has ‘pucca’ houses (dwellings made of building material like, tin
sheets, burnt bricks and cement) and also has minimal infrastructure and service
provisions. These colonies are mostly legalized as tenements. The second type is
Juggi/Jophari that are the illegal settlements that face constant threat of eviction
and forces people to make ‘kuchha’ houses (using material like wood, plastic
sheets or any temporary building material).

The slums are often results of rural-urban and urban-urban migration. Delhi is
not an exception to this. Gupta et al. (2009) reports that 82.6% of the women in
the poorest quartile and 81.1% of the men from the same quartile reported that
they were migrants. The next few paragraphs look at the possible determinants
of this poverty and characteristics of slums relating to socio-economic
deprivation and how does it lead to nutritional gaps and implications on health.

Determinants of Health amongst Urban populations
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Figure 1 : Determinants of Health amongst urban population

Source: Marie, T, R, James, L, G, Corinna, H & Marc, ] C 2009, ‘The Food, Fuel, and
Financial Crises Affect the Urban and Rural Poor Disproportionately: A Review of
the Evidence’, Journal of Nutrition, 2009

The sections below briefly capture few of these determinants that emerge as the
factors affecting malnutrition and poor intake of food and thus resulting in poor
health. To explain this link the framework developed for analysing factors
leading to childhood malnutrition is being used.



The factor of spatial segregation resulting in deprivation of social capital and its
effects on access to the services was highlighted by Baud, Sridharan & Pfeffer
(2008). The lack of services was noted by Khosla (cited in Nair & Rekha 2004) to
note that only 227 projects, catering to 1.5 million of the 6 million identified
urban poor children targeted the urban poor under the Integrated Childhood
Development services (ICDS) in the whole country, which is too little.

Survey by Gupta and Mitra (2002) reveals that most of the migrant slum
dwellers are engaged in petty trade and vending. Incidence of poverty is highest
amongst population engaged in such activities. Poverty is high in populations
engaged in service and low productivity manufacturing activities.

Jha et al. (2012) found from a study of Delhi Slums that the median length of
residence in the slum community was 13 years, and was 18 years for length of
residence in Delhi. He also captures the aspect of the governance based on the
ethnic groups within these communities and dependence on these leaders for
information and realizing their needs. In another survey Marimuthu et al. (2009),
found that number of years of living in a slum, type of house (Pucca or Kuccha),
having a separate kitchen toilets and types of toilets influenced the morbidity
patterns in slums of Delhi. The segregation of the communities and the
governance structures also result in deprivation of the service delivery and
infrastructure development.

Varadharajan et al. (2013) suggests that poverty and inequality contributes to
poor access to food amongst in the population migrating from rural to urban
settings. The study further highlights that a large informal sector employment
amongst this population results in continuous food insecurity. Naveen and
Aggarwal (2003) attributes, large household size, low income as factors to
leading to low average expenditure on food.

Gaur K (2013) examines nutritional status divide in the urban areas and notices
that underweight persists as a key concern among slum dwellers. Srivastava et al.
(2012) also concluded from his findings that the prevalence of malnutrition was
higher amongst the female children (59.8%) than in the male children (49.4%).
Prevalence of anemia was significantly higher in girls (42.8%) than in boys
(33.7%) (P<0.05). Though was statistically non-significant, rickets, was present
in 4% of girls and was absent in boys. Gupta et al. (2009) estimated prevalence of
malnourishment in girls was 52.6% and boys was 42.1% in the poorest and near
poor populations

Srivastava et al. (2012), in a cross-sectional anthropometric survey in urban
slums of Bareilly in Uttar Pradesh, found that the odds of finding well nourished
children was significantly higher with employed mothers, OR 4.47, (95% CI (3.04
- 6.98)) followed by order of birth >2 and living in large families affected
nutrition in children in slums. In contradiction to above finding, Yeleswarapu
and Nallapu (2012) note that the absence of the mothers at home in childcare
affects nutritional status of children.



Gupta et al. (2009) estimated that the slums were able to access piped drinking
(85.3%) water. Not even one out of 4 had access to improved toilets. Open-air
defecation in urban settings was highest among the slum dwellers. Only 25.5% of
the household had a separate kitchen and 13% of the households cooked outside
their homes. It is to address these gaps Government has responded with the few
of the schemes as detailed in the introduction.

Although the urban poor have access to health services, Montgomery (2009)
highlights that they have higher health risks from water, sanitation and food
borne diseases. This he attributes to the poor infrastructure development in
localities where the poor live. This coupled with in-secure livelihoods and
dependence on daily wages result in malnutrition rates that are not very
different from the rural areas.

In addition to this the inequalities in terms of infrastructure and access to service
exist in the slums and contribute to poverty. Gupta and Mondal (2014) confirm
that health inequities exist between poor and non-poor in urban settings even in
better of states in India. All these economic and social factors lead to constant
deprivation and ill health in such communities.

Nation-wide and urban context specific responses to address poverty and
food security:

In spite of the challenges in identifying the poor, Government of India has tried
to address the poverty and associated challenges in nutrition. The Public
Distribution System (PDS) was institutionalized in 1960s. PDS was aimed at
ensuring supplies to poor and needy besides controlling the prices and rationing
essential commodities.

In addition to Targeted Public Distribution System the Antyodaya Anna Yojana
was launched in 2000 to provide 35 kgs of wheat and rice a month for INR 3 (=

0.05 US$) and INR 2 (= 0.03 US$). The National Food Security Programme of
2013 that targeted both the urban and rural poor to ensure food security aims at
addressing the nutritional issues. Schemes like Swarna Jayanti Rozgar Yojana of
1997 to ensure livelihoods, Jawaharlal Nehru National Urban Renewal Mission of
2005 and Rajiv Awas Yojana of 2013 targeted the urban poor and tried to
address the nutritional issues and the other determinants of health like water
and sanitation, housing and infrastructure for utilities.

As a major shift in policy making, on 1st January 2013 India launched its Direct
Benefits Transfer (DBT) system also known as the Direct Cash Transfer System
for various existing subsidies. DBT was primarily proposed (Planning
Commission, 2013) to reduce fraud and corruption, improve accountability and
ensure accurate targeting. This change in policy facilitated conception of DASY.



2 Problem statement, Justification, Objectives and
Methodology

This chapter discusses the problems relating to DASY, provides the justification
for the study and details the objectives and methodology of the study.

2.1 Problem Statement

As an effort to alleviate food insecurity amongst the poor in Delhi, DASY was
introduced in December 2012. General elections were scheduled two years later
and the elections for Delhi Government was scheduled a year later after roll out.
Since it was the first experiment of unconditional cash transfers for food
subsidies, there were problems in rolling out and implementation. These were
identification of beneficiaries, setting up new systems, reaching out to the
desired number of target beneficiaries. Any failure at any level of these
operations would affect the primary intent of the programme that was to
subsidise food for the urban poor. If this purpose was not achieved the
implications would be on the nutritional status of these populations and thus
affect their health.

PDS system and Cash transfers

PDS was essentially the first major intervention in independent India to ensure
food security to the poor. Government centrally procures food (mainly staples,
cooking oil, sugar) and essential household supplies (mainly kerosene) and
distributes it through its channels throughout the country. Saha (2010) describes,
owing to malpractices and inability to reach far-flung areas PDS was revamped
in 1992 as Revamped Public Distribution System (RPDS), primarily to address its
reach to remote areas. This was further revamped to Targeted Public
Distribution System (TPDS) in 1997 with a specific focus on poor.

The PDS system has been a point of continuous debate; Dreze & Khera (2013)
observe that PDS has provided economic stability to most of the poor people in
urban settings and also highlights that the impact of PDS on rural poverty has
been minimal. This success was however being achieved at a high price. A
leading English language daily newspaper, The Hindu, on 20th July 2007, quoted
then finance minister highlighting the need for overhauling the existing PDS
system informed that the Government spent INR 3.65 to transfer each rupee of
subsidy in PDS to the beneficiary. So, DASY could be viewed as an experiment to
try un-conditional cash transfers as a means for food subsidy.

Looking at the relevance of the food subsidy related cash transfers and its
possible impact on health through a cohort study approach, Augero et al. (2006)
conclude that unconditional transfers to the caretakers of children below 7 years
improved early nutrition as assessed by the child height-for-age.

One of the newer elements of this scheme was to transfer the cash to the female
heads in the family. Seth and Bradford (2008) reviewed the role of cash transfer
to female head of the family in Nicaragua and concluded that the power of
women when compared to men in a household had implications on the decision
making by the women. Standing (2012) challenges that the popular notion of



transferring money to the female heads and suggests is likely to result in
improper utilisation. He argues that not all the men or women spend wisely and
spending is interrelated to host of other social aspects of the household.

Schubert and Slater (2006) argues that the context in terms of quality and
quantity of service provisions, capacity to implement, social and political context,
ethnicity could all be factors important for the success of the conditional cash
transfers in Latin American countries.

Political Cloud

The launch of DASY encountered a political polarization. NDTV (2012) a
prominent television news channel reported that the statement made by then
Chief Minister "In Rs. 600, he would get dal, rice and wheat...A family of five can
easily complete their needs" was severely opposed by the opposition leader Vijay
Goel, he was quoted to have said "Chief Minister Sheila Dikshit says a family can
manage on a budget of Rs. 600 per month for buying rice, wheat and dal. This, in
effect, means that one person can manage on Rs.4 per day. The chief minister has
never visited a slum or unauthorized colony till date, nor has she ever gone to a
village. Hence, she is unaware of the ground realities despite being a woman"

In spite of the efforts, the uptake of the scheme was low because of poor and
hurried roll out strategy. A news provider Zee News reported on 04/03/2013
that Govt. of Delhi was trying to speed up the implementation of Dilli Ann Shree
Yojana and reported a figure of 13,640 families to have been enrolled until
February 2013.

2.2 Justification

The party that launched DASY had made it part of the five-year plan (2012-2016).
However, this party lost the elections in 2013. After another brief stint of a
minority government, president’s rule was imposed. In April 2014 the scheme
was stopped and the department handling the scheme was advised to move all
the beneficiaries to the PDS by July 2014 to be able to close the scheme
completely.

With this change it becomes even more important to document the lessons
learnt and also the beneficiary perceptions on such a scheme on the newer
aspects like, un-conditionality, transfer to the female head, contribution of the
scheme to their health and on differences between PDS and DASY. These lessons
could be incorporated into the future scheme designs. It is also necessary to
learn more about the purchases the families made with this money. Analyses of
purchase patterns would provide pointers for possible implications on nutrition
and thus health of these families.

This study seeks to answer the following questions:

*  What is the money used for? With specific questions on, who in the family
benefited, how useful was it and why? Did they buy food? If so, what is the
change in the food-mix?

*  What fungibility does this programme allow the beneficiaries, in terms of
achieving perceived health needs (By buying extra food, able to access



other services and improving living conditions and so on that they feel
could improve health)

* What are the perceptions of the beneficiaries on difference elements of
scheme like un-conditionality transfer of money to female head of the
family, perceived benefits on health? and

* The administrative challenges in rolling out and implementing the
programme.

2.3 Objective

To explore the Dilli Ann Shri Yojana programme (un-conditional cash transfer as
food subsidy) from beneficiary perspectives regarding the scheme and analyse
the purchasing priorities and explore its possible effects on nutrition and thus
health of the beneficiaries and also to disseminate the results and make
recommendations to improve the scheme.

2.3.1 Specific Objectives of the thesis

1) To identify the operational issues in rolling out and implementing Delhi Ann
Shree Yojana

2) To explore perceptions of the beneficiaries on the un-conditional element
and transfer to female head of the DASY and acceptability as a mode of food
subsidy

3) To explore what do the beneficiaries buy or pay for different services from
the money available from the scheme.

4) To explore the priorities that they spend this money and their perceptions on
how this contributes to their health

5) To disseminate research findings and make necessary recommendations to
research community, scheme administrators and policy makers.

2.4 Methodology
Literature review to study the existing knowledge and a qualitative study was
conducted to achieve the intended objectives of the study.

2.4.1 Literature review

Methodological approach used for literature review was to review articles, not
older that 1990, pertaining to the subject. The search included conditional and
un-conditional cash transfers relating to food-subsidies in India. Since it was a
relatively new experiment in India, was not able to restrict the search only to
India. Articles from other countries were also reviewed. However, the language
was restricted to English even for the South American articles.

At this stage, detailed library search for existing material was conducted to
understand the present context on this topic. In addition document review was
done to review policy related documents pertaining to Direct Benefit transfers
and DASY.

Detailed search was done using search engines Google Scholar and PubMed.
PubMed was used to access the Medline database through the Vrije University
(VU) library credentials. The search was primarily made for peer-reviewed
articles, books, conference papers, and institutional reports. Websites like
Census India, Health and family welfare ministries and NHFS-3 were searched



for relevant information. In addition to this Delhi Government websites like,
Food & Supplies department and Slum & J] were searched too.

Key words and combinations used for searches were; Food subsidies, urban
slums, Delhi slums, factors, poverty in India/Delhi, nutrition, PDS, TPDS, direct
benefit transfers, un-conditional cash transfers, conditional cash transfers, Dilli
Ann Shri Yojana, food stamps, impact studies and evaluation.

Since the topic has a strong political context to it, as next stage, grey literature
had to be reviewed. The Indian journal, Economic and Political weekly (2007)
was referred to as they document the policymaking and related issues in India.
Indian news channels were also browsed with search restricted on Dilli Ann
Shree Yojana, Food subsidies and PDS scheme.

2.4.2 Qualitative study

As the study was exploratory in nature and not much knowledge is available on
such a mode of food subsidy in India, qualitative research methodology was used.
Hollstein (2011) assures that this is a good method to reach social networks
especially for an exploratory research. Observations on the characteristics of the
slums were also noted for briefing on the context

Methods

Since the slums had a complex arrangement of different classes, occupations,
socio-economic differences within them. So, it was decided to have Focus group
Discussions (FGD) to get maximum representation and an inclusive community
perspective on the scheme. In-depth-interviews (IDI) were used to gain specific
insights on certain questions. The topic guides were developed and used for both
the tools.

Target population
The target population was the urban slum population that was enrolled under
DASY in state of Delhi in India.

Delhi has a total slum population of 1.85 millions residing in 367,893 households
(census, 2011), however district-wise breakup of these slums are not available
immediately on the website. The Northeast, Central and the Eastern districts are
the most densely populated districts of Delhi with population densities of 36,155
persons/km?, 27,730 persons/km? and 27,132 persons/km?. No Comprehensive
data is available on the exact distributions of slums amongst these various
districts. Hence, two slums in North East Delhi and one colony in East Delhi
where chosen for the study covering a population of 1,07,000.

The female and male heads of the beneficiary families were the participants for
the study. The choice of slums was made on their eligibility for DASY. Another
criteria was that Emmanuel Hospital Association (EHA) had either engaged
earlier or was presently engaged in these slums. This choice was made to ensure
that the participants had a rapport built to be more open in the discussions. New
Sanjay Amar Colony and Buland Masjid Slums of Delhi were identified as
locations for recruiting the participants. As the community leaders insisted that
it would not be possible to participate during the month of Ramadan, Buland



masjid area was subsequently dropped. Two other slums with predominant
Muslim population (Similar to Buland masjid area) replaced this colony in the
study.

With the above changes the slums of New Sanjay Amar colony (“N” colony),
Khajuri Basti (“K” Colony) and Janata colony (“]” Colony) of Delhi State in India
were chosen as locations for recruiting participants for the study.

The population figure for N colony is from present project records. For | and K
colonies figures are from annual project reports of the Sahyog and Kari projects
of EHA. All figures are approximate estimates by project staff.

New Sanjay Amar

Colony Colony Janata Colony Khajuri Basti
Population 20,000 65,000 28,000
Households 4,000 8,200 4,250

o 95% Hindus, 4% 85% Muslims, 12% | 90% Muslim, 9%
Religion Muslims, 1% Others | Hindus, 3% others | Hindus, 1% others

Table 1 - Characteristics of selected colonies

Source: Project document of Sahyog project and annual narrative project reports
from Sahyog and Kari projects of 2011.

Participants and Sampling

The original design was to purposefully select streets to represent distinct and
different characteristics like state of origin or, similar community or, families
engaged in similar profession or, poorer section within the community or, from
any particular religion. Then the household to the left of the middle of the street
was to be approached for participation in each of the identified street. If not, the
household on the right side was to be approached.

Method of sampling as described above was not achieved as 1) the request for
the beneficiary list from the government elicited response that the said list is not
sorted colony-wise. 2) As the scheme had stopped not all the participants were
willing to participate.

Hence, a modified sampling method was adopted. Community leaders were
informed and the project staff searched for the beneficiaries. After locating they
were informed about the study and requested to participate irrespective of the
street or any particular socio-economic background. The first set of 15
participants who arrived at the venue was included in the study and the rest
were informed that the desired sample size was reached. The people who
arrived late were offered the option of staying back and participating in the in-
depth interviews. Men were selected only if their spouses were not selected for
either the FGDs or the IDIs.

Ethical Considerations



Ethical Approvals were obtained from Research Ethics Committees in
Netherlands and in India. Approvals are attached as Appendix 8.3 and 8.4.

One lead researcher along with two co-researchers collected date and all three
were males. One co-facilitator and two notes-takers (all females) supported
these researchers.

Quality Assurance

Personnel involved in the process were specifically trained for the purpose. The
lead researcher was involved with transcription and translation to ensure
quality. Recordings of FGDs and IDIs were relied upon during analysis.

Potential Bias and the ways adopted to address the same

As the scheme had already ceased recall bias was a distinct possibility. Hence
questions pertaining to specific dates and events were avoided and the questions
focused on general patterns that they were likely to remember. As all the
respondents were women (beneficiary representatives) there was a possibility
of bias in their response hence a FGD was conducted with only men.

The slums from only the Eastern part of Delhi bordering the State of Uttar
Pradesh were selected. This could have biased the study, as the participants
could have represented only migrants from the eastern states.

Since the Principal researcher’s knowledge of Hindi is limited, there was a
possibility of bias in the way the questions were asked. It was ensured that the
rest of team members were good in Hindi. The notes-takers were social workers
themselves and there was a possibility of them being biased in their
observations. The training imparted to them covered only the task of notes
taking to overcome this bias.

Analysis

The qualitative study findings were grouped under different sections around
specific objectives. Data was collected as translations of the transcripts for each
FGD and IDI. Data from FGDs and IDIs was analysed after grouping the different
responses under each theme on Word files. The recordings were used
simultaneously and continuously to identify and fill the data gaps in transcripts.
The themes were then linked to the specific objectives. Responses were analysed
for similarities and contradictions. Relevant quotes were used to justify and
strengthen the findings.
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3  Literature review and findings and results of the Qualitative study
This chapter summarises the findings from the literature review in the first
section. The second section captures the findings and results from the qualitative
study.

3.1 Findings from literature survey

This section pertains to the literature review findings relating to sub objectives.
The sub sections are arranged in the order of the specific objectives. The first
section looks at finer details of the roll out and implementation and, about the
policymaking and the political context around such subsidies. The third section
captures the impact of these subsidies and how it affects the food and nutrition
and, this in turn, the health.

3.1.1 Roll out and implementation of DASY (Political and Policy context).
Many countries, including India, have tried to address food security through
various measures. The introduction section deals with the evolution of the food
subsidy models in India in these trials. The roll out of DASY encountered intense
political debate that was well captured by Standing (2012) where he concludes
in his study on cash transfers that the debate is essentially from three different
sets of people, (a) those who believe such schemes are designed to create free
market economy (b) those who think that the free market economy will have bad
impacts later on, and (c) those who believe that cash transfers are essential to
capacitate people to use the public services effectively. Food subsidies in India
are an important socio-political issue and one of the largest social security net
programmes in the world. Vijay (2012) notes food subsidies have gone up
steeply by more than 300% in short span of 6 years between 2006-07 and 2011-
12 and there was an imminent need to improve the efficacy delivery of these
food subsidies.

As discussed in the problem statement section the Government accepted the
flaws in TPDS and the losses related to TPDS that led it to explore alternate
solutions for subsidizing food. After a brief experiment in Bihar the possibility of
introducing food stamps failed. Following this failure and introduction of direct
benefit transfers/cash-transfers for food appeared to be a good option to explore.

Popular views grew stronger at this moment to support cash transfers, New York
Times quoted in June 2012 that Gulati (Then chairman of the Commission for
Agricultural Costs and Prices), “Why only wheat and rice? If he wants to have eggs
or fruits or some vegetables, he should be given that option,” Mr. Gulati added.
“You need to augment his income and private sector will take care of distribution”.
Earlier that year the Federation for India Chambers of Commerce and Industry
(FICCI) supported the food stamps model for food subsidy. But as seen above
Ruel et al. (2009) argues that market economy linked pricing of food will have
worst effects on the urban poor who have experienced this during the recent
food crises as noted by Ul Haq (Cited in Ruel MT 2009). However policy makers
believe that it will reduce losses as also reduce corruption in public services.
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3.1.2 Experiences from Pilot study in New Delhi

‘Sewa Bharat’ conducted a pilot, randomized case control study for UNDP (2011)
in Raghubir Nagar, West Delhi. It transferred cash to the female head of the
family and the programme ran between 2010-2012. It concluded that significant
results were obtained for women empowerment in terms of decision-making
roles, improvement in health seeking behaviour in the beneficiary family, change
in using gas cylinders instead of other fuels for cooking and increased
consumption of milk, egg and meat. Whereas the report mentions the findings
were significant, it does not quantify it.

3.1.3 Details of Dilli Ann Shree Yojana and targeting strategies

Dilli Ann Shree Yojana was officially launched on 15% of December 2012.
Planning department (2013) clarifies that the scheme intends to transfer INR
600 to the senior most female head of the family. It intended to cover, vulnerable
households not covered under TPDS or food supply under the Annapurna
/Antodaya Yojna, transgender community and widows, who are not covered the
baseline survey. The civil supplies department website details that scheme
budget was an integral part of the five year plan with money set side for the
scheme for the financial year 2012-13.

The identification of potential beneficiaries was based on the vulnerable and
most vulnerable families identified by concerned GRC through the community
mobilizers/ Anganwadi workers through a field visit to the households or
through camp approach. The applicants were then expected to submit their
photo, Aadhaar cards of all members, ration card (if available) and bank account
details. After the verification of applications the MLA (Member of the Legislative
Assembly) approved and recommended. Finally, the GRC uploaded the scanned
application and supporting documents and forward the same to the Food &
Supply Department for transfer of cash subsidy.

Planning department (2013) reported enrollment of 45,356 beneficiaries until
July 2013. Subsequently the Government broad based the scheme and widened
the criteria for eligibility. On 10t of July 2013 it issued an order with the revised
eligibility criteria to include all the families with annual income not more than
one lakh (= 1665 US$) and who were not part of PDS. On 15t of October 2013, it
issued a circular to relax the entry conditions and made certain documents
optional.

The Times of India on 4t March 2014 reported that the scheme was to be called
off and all the beneficiaries were to be transferred to the food Security scheme
by 5t of July 2014.

3.1.4 Cash transfers and its impact on food, nutrition and health
Unconditional Cash transfers

There are not many studies pertaining to impact of cash transfers for food
subsidies in India. The following paragraphs look at the various studies
pertaining to impact of conditional and un-conditional cash transfers, around the
world and also context specific literature pertaining to DASY roll out and
implementation.
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Augero et al. (2006) documents the success of unconditional cash transfers
under the South Africa’s Child Support Grant (CSG) on access-deprived
population in South Africa. The study concluded that CSG improved early
childhood nutrition status as identified by height for age measures. The study
suggested that although results were good the inclusion of conditions to the
support would have further improved the results. The study however cautions
that these estimates are crude and required additional research. The study notes
that a nationwide roll out limited the possibility of having a randomized control

group.

Conditional cash transfers

Fernald et al. (2008) suggests from results obtained from impact study on
conditional cash transfers (CCT) programme ‘Oportunidades’ in Mexico that
Child Health and Developmental outcomes improved with increase in cash under
the CCT programmes. Outcomes measured included height for age, cognitive and
language development. Large family size and illiterate parents were common
amongst the study population.

While impact studies show the above results, effectiveness study by Attanasio et
al. (2005) concluded that in Columbia CCT improved the increased consumption
of protein rich food considerably in rural and urban areas.

While the above impact studies used anthropometric measures review by Leroy
et al. (2009) brings in a perspective of the programme theory framework to
analyse the findings. The studies used were impact studies from Mexico,
Nicaragua, Columbia, Brazil and Honduras.

3.1.5 Impact on other determinants of health

While the above impact studies used anthropometric measures, review by Leroy
et al. (2009) brings in a perspective of the programme theory framework to
analyse the findings. The studies used were impact studies from Mexico,
Nicaragua, Columbia, Brazil and Honduras. He found that impact of CCT on linear
growth (using anthropometric method) was significant in 1) Mexico, for 24-
month exposure, in age group 0-6 months; the mean height of children from the
exposed group was higher by 1.53cm (p<0.05), 2) Nicaragua, for a 24-month
exposure, in age group of 0-60 months, impact on mean height in percentage
points was, -5.5pp, between control and beneficiary households (p<0.05) 3) In
Columbia, for 12 month exposure, in age group of 0-24 months, had impact of
+0.1pp (p<0.05) but had no effect in Brazil and Honduras. However the evidence
on pathway of impact measured as health care services utilisation as conceived
in the programmes, was significant in Honduras, Demand and supply for
preventive services changed by +9.1pp (p<0.05). Similarly positive impacts were
observed on Total household expenditure, household food expenditure. The
study also cites (Hoddinott, Wiesmann & Forthcoming) to have concluded that
households of lowest tertile had larger calorie availability from the programmes.

Attanasio et al. (2005) concluded CCT Programme increased consumption of

clothes and footwear for children increased substantially, mean consumption on
these items increased to 12,088.1 pesos from 2,181.6 (p<0.01). Programme
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benefitted children more than the adults and it also found that it had no
significant impact on alcohol and tobacco consumption.

Following a systematic review by Lagarde et al. (2007) suggests that CCT were
effective in increasing the use of preventive services and in some cases improved
health status, the review recommends that more research was required to
estimate the cost effectiveness of such programmes and specific factors for
success in low-income and low health resource settings.

Although they are of obtaining different results using different methods, it would
be still be reasonable to conclude that both methods suggest a general trend of
relatively positive impact. These differences in results using different
approaches raises question on such impact studies as challenged by Black et al.
(2012), where he concludes that there is little high quality evidence on impact of
food subsidies on improvement of nutritional status of the poor. However, even
he suggests that if the changes in the diet are sustained and intake is targeted for
certain foods this could reduce the rate of non-communicable disease.

India had success in cash transfers before, Zavier and Santhya (2013) record
success of Conditional Cash Transfers (CCT) in Janani Suraksha Yojana. This is a
programme for maternity services. Reports suggest that conditional cash
transfers improved the uptake of maternity services in Rajasthan, India.

3.2 Findings and results from Qualitative Study

The qualitative study was conducted in three different colonies 1) New Sanjay
Amar colony, 2) Janata Colony and 3) Khajuri Basti. All the colonies are legal and
notified. They have basic infrastructure of concrete roads, electricity and piped
water. Houses are cramped and made of permanent material but the living
conditions of the houses are deplorable. The streets are narrow, not organized
and with open drains. Houses did not have ventilation and toilets. It was also
common to see people cooking in open in the first colony but not in second and
the third colony. While the first two colonies had concrete roads, roads were
being laid in the third one. There were petty shops selling clothes and street food.
Shops with photocopying and typing facilities were available in all the three
colonies. The first colony had a private doctor’s consultation room. The N colony
is characterized by predominantly by Hindu daily-wage workers from
neighboring state of Uttar Pradesh. Distinctive Muslim population characterizes ]
colony and K colony. ] colony participants were engaged in tailoring and third
colony was predominantly involved in providing casual labour.

A total of 4 FDGs, three with women and one with men was conducted. Seven In-
depth-Interviews were conducted with women in colonies 1 and 2. One FGD each
was conducted in each of the three colonies with females and one FGD was
conducted for Men in N colony. 7 IDIs were conducted, 4 from | colony and 3
from N colony. A total of 34 women and 7 men participated in four FGDs and 7
women and participated in IDIs. The participants were of the following nature:
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Table 3 - Participants: Average monthly income

Table 4 - Participants: Religion

Average New FGD IDI
family Sanjay Religion | Men | Women | Women
Incomein | Janata | Khajuri | Amar Hindu 3 18 3
INR Colony | Basti Colony Muslim 4 16 4
2001-3000 - - 1 Total 7 34 7
3000-4000 - 3 10
4001-5000 - 4 9 Table 2 - Participants: Sex
5001-6000 2 1 4 Sex FGD | IDI
6001-7000 1 1 1 Men 7 0
9001-10000 1 - - Women 34 | 7
No details 7 2 1 Total 41 | 7
Total 11 11 26
Table 5 - Participants: Nature of employment
Nature of FGD IDI
Totals

employment Men | Women | Women
Regular Employment 1 3 - 4
Irregular Employment 4 26 4 34
Self employed 2 4 3 9
No Details - 1 - 1
Totals 7 34 7 48
Table 6 - Participants: Family Size
Family
Size FGD | IDI | Totals
0-2 2 0 2
34 14 | 2 16
5-6 14 | 3 17
7-8 8 1 9
9-10 2 1 3
No Details 1 0 1
Totals 41 | 7 48

The results from the qualitative tools are captured into sections based on the
themes pertaining to specific objectives.

3.2.1

of beneficiaries
Findings indicate that while participants had access to application forms and also
received assistance, they experienced difficulties during the enrollment process
besides their inability to track their applications. The fanfare involved in
inauguration highlights the political importance that was attached to the scheme.
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Regarding identification of beneficiaries the participants felt it was for all those
who could not access the PDS schemes. They additionally identified that tenants
and daughter-in-laws were also eligible for the scheme. No participant had a
clear idea of the exact application process. K Colony participants had more
information than the other two colony respondents. This could be because other
GRC was present in the K-colony and other two colonies had to travel longer to
access the services of GRC

The enrollment process was clarified in the roll out document of the Government
of Delhi. The FGDS and IDIs, however gave different insights to how the
participants went about enrollment. Female participants, in J Colony, FGD,
reported that a survey

was conducted 2008 / \
after which they were
given a slip with

registration that they
had to take to GRC

(Gender Resource

Centre) Aanchal

(Location where the another form. So I went and filled up this form
nearest GRC  was and my name appeared on the beneficiary list
located), who then later”. (A female, IDI participant, working as
helped them make an housemaid from N Colony)

application to  get
enrolled and helped
them open bank accounts. They also had to enroll themselves for a life insurance
policy that was not a condition under the scheme. Participants informed an
amount of INR 100- INR 200 was paid as premium for this. Findings from the
IDIs corroborated the findings from FGDs. However, a female Participant, in ]
Colony, in an ID], informed that a survey was conducted around 5 years ago and
the surveyors went again to their homes and gave an application form and asked
them to give it to GRC after filling it.

Participants from N colony narrated a different process. During FGDs the women
informed that all those who were not on the list (No probing was done of what
was this list), went on to be on the scheme and were enrolled by the Food &
Supplies Officer at Dayanand Vihar. In addition the N Colony female participants
in IDIs informed of three different ways of getting enrolled on the scheme.
Second participant informed that she had help from GRC and had to give INR 100
to a leader and her name was on the list of the beneficiaries. Third participant
informed that some people went to their homes and helped them fill their
applications.

In contrast to both the above findings, female participants of FGD in K Colony
informed that enrollment was easiest as it was coordinated well by GRC.

While the findings were similar, during FGD with men there was one aspect that

was completely different. The men informed that they were all taken to
Thiyagaraja stadium (Spots complex in South Delhi) for the inauguration of the

16



scheme on 14t of February 2013 where 300-400 busloads of people were
present for that occasion.

When the participants were asked
about the eligibility for the scheme
the participants of FGDs in all three
colonies felt it was for all those who
did not have a ration card
(beneficiary under PDS system) and
that they will be given INR 600
instead of PDS. In addition to this a participant (mother-in-law of another
beneficiary) in N Colony informed that even her daughter-in-law who did was
not on the PDS scheme was able enroll herself on the scheme. The K colony
participants had more information than the other two colonies. The female
participants on FGD informed that that this scheme was for all those who
whether or not had ration cards and it was a personal choice to enroll under the
scheme. Thus K colony had the information that matched the best with DASY

policy paper.

Results from above findings:

* Enrollment has been generally tedious and cumbersome for the
people. The people were not clear on the criteria for inclusion and usually
perceived that anyone who did not have access to the PDS system was
eligible to be a part of the scheme.

* The eligibility criteria were not clarified to the participants and they
perceived that people with no access to PDS irrespective of their tenancy
status including tenants of house-owners were eligible for it. The
participants also informed that daughter-in-laws could have separate
benefits under the scheme. TPDS recognized one household for each of
these dwelling units while DASY allowed recognized multiple households
in each of these dwelling units.

* The Gender Resource Center (GRC) called to aid in enrollment process
was helpful in providing application forms, however the information
by GRC to the potential beneficiaries was not coherent.

* The process of enrollment was not uniform and had taken many local
variations.

* There appeared to be a political motive to the launch of the scheme.

3.2.2 Beneficiary experiences on ease of access to money

This section summarises the findings on the aspect of the way beneficiaries
received the money and how easy was it to access it. The participants generally
expressed that once the money was credited to their bank account, withdrawals
were easy for those with ATM (Automated teller machine) cards, however, the
information regarding deposits was never streamlined to reach the beneficiaries.
The deposits to the beneficiaries were varied. Participants reported receiving
cumulated sums and as irregular installments. Only two participants from ]
colony informed that they had regular INR 600 installments.
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While the participants of ] colony, FGD shared, that they had received sums
between INR 600 and INR 9,600 in one to five installments; These findings not
only corroborated with the IDIs in the ] colony, but also the findings from the N
colony, in the FGDs. There they had received sums between 4,500 and 4,800. K
Colony FGD findings were different from IDIs were installments reported varied
between INR 6,500 - INR 2,400 and in one or two installments. These findings
were also consistent with the results from the FGD with men, a participant
informed that his family received INR 1,200 once after 2 years. Another
participant informed that they had received 18,000 in total.

The N Colony, female participants of FGD informed that money was received in
quarterly installments. Participants from ] and K colonies shared their bank
account details and most of the deposits as claimed by the participants were
verified to be true.

However two female participants and a male participant in N colony informed
that they received regular installments of 600. The duration of these regular
installments were not shared. Two participants from | colony had never received
any money from the scheme.

Female participants accessed money by either going to the bank or withdrawing
it using their ATM card. This finding was common across the colonies. However,
the beneficiaries lacked information regarding the deposit. A | colony female
participant in an IDI informed that she went to the bank the first time and
subsequently she checked with for deposits using her ATM accounts. The FGDs
findings corroborated with the above findings. Three participants informed that
they had ATM cards and they received text messages on their phone whenever a
deposit was made into their account. However, one participant informed that she
had to go the bank repeatedly to check for the deposits. She also incurred around
INR 40 for each of these trips to the bank. In addition to these findings a N colony
participant’s deposit information was given at a New Year’s party organized by
GRC. During the FGD at N colony, female y Y
participants informed that the Union
Bank (UB) staff was very rude. However
the beneficiaries from same colony who
had accounts with Punjab National Bank
(PNB) informed that they did not face
any trouble. In the FGD with the men, \Q S/
one participant informed that he went to
the bank to receive money twice and the other male participants informed that
their wives always made the withdrawal themselves.

Results:
* The cash received under the scheme was erratic and ranged from INR 0
- 18,000 in varying installments. Only one male of the seven
participants and two female participants of 48 participants reported
regular monthly installments of INR 600.
* These irregular and cumulated deposits made it cumbersome to check
for the deposits with the bank and a few also incurred travel costs
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while going to their banks. However, information regarding periodic
deposits was immediately available via text messages to those
beneficiaries who had linked their bank accounts to their mobile phones.

* The scheme lacked a mechanism to inform the beneficiaries about the
cash transfers and did not have clear time frames for the deposits.

3.2.3 Beneficiary perceptions on un-conditionality, transfer to female
family heads and comparison with PDS

The beneficiary perception on un-conditionality element was uniformly positive
across the colonies and in FGDs and IDIs. The participants of N colony
unanimously felt that the unconditional element was very good and gave them
freedom to use the way they wanted it. The participants felt that the un-
conditionality element was good especially when the money was received in
bigger installments. Similar findings
were obtained from ] colony
participants as well. The men’s :
views on this element were also conditions only for bank loans “ (A
similar and a participant expressed male Participant, N-colony, works as
that the unconditional element in guard in ATM counter)

the scheme was good.

Probing in to the aspect of element of benefit transfer to the female head brought
out the following findings. In N and ] colony FGD, women expressed that they felt
happy to have bank account
in their names and receive
money in their bank

colony another participant quoted her accounts. Th?Y also
husband “It is your money since it has come informed that this was best
to your account, so use it as you want” aspect of the scheme and

(Female participants, ] Colony, Muslim was good for those women
participant in FGD) who stayed at home and did

not work. Most of the
participants informed that

they were able to consult their husbands
on the use of the money from the scheme
and wusually made a joint decision.
However, participants from K colony were
the happiest as it was for the first time in
there lives they ever had a bank account in
their name. A participant said that women
are thrifty and thus they are likely to save some money.

Similar sentiments were expressed during in-depth interviews from the same
colony. One participant expressed that she felt happy when the application
asserted that the money would be transferred to. The same lady, however, later
informed that the husband made the decisions regarding the money, but she was
involved in the decision-making. The results from IDIs corroborated with the
FGD findings. One of the female participant from ] colony informed that her
husband mentioned that since the money came to her account it was hers.

women can achieve something
(female participant in FGD K

colony participant)
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It was observed that the N colony responses were unique in terms of elders
getting to make the decisions. This could be associated to cultural and religious
differences between the colonies. However, no conclusions could be made.

The sentiment amongst the men were mixed, while one participant apologized
and said that he never trusts women and the scheme should have transferred the
money to the man, another

participant informed that his

wife was literate and was

confident that she would to

be able to manage money.

Another participant

informed that spending the

money received was usually

a mutual decision after

discussions.

From the Table 8, we could see that 27 responses from 48 participants indicated
that either the female head of the household alone by herself or in consultation
with the other male head of the family took decisions on expenditure. Though it
indicates female head participation in households, attribution to the scheme was
difficult as there were no previous experiences expressed in terms of the
participation levels in decision-making.

The comparison between PDS and DASY yielded varied findings from different
colonies. 11 the female participants in N colony FGD felt that the TPDS system
was better and 4 thought that DASY was better. The women who supported the
TPDS felt that TPDS cards offered them a sense of security in that their houses
were safe from demolition and could be used as an identity card. However,
findings in ] colony were contradictory, all the participants, with no exceptions,
informed they preferred PDS to DASY. Participants informed TPDS were more in
quantity with regular distribution and explained that under TPDS rice was INR 7
per kg, wheat was INR 5 per kg and sugar was INR 14 per kg as opposed to rice
at INR 24-25 per kg, wheat flour INR 20 per kg and sugar at INR 37-40 per kg in
the market. In addition to this, just like the ] colony, they informed that the TPDS
card also served as an identity card and many offices accepted it. The IDI
responses from the colonies corroborated with the FGDs.

Men gave a similarly mixed response to this question. Most of the participants
felt TPDS was better then DASY as it offered regular supplies. One male
participant informed that PDS was allotting each person 32kgs of rice month and
now it was reduced to 22Kgs. However one participant felt that DASY was better
as it offered them freedom to buy what they really required.

Results:
* The beneficiaries appreciated the un-conditionality element of the
scheme. All of them felt that it gave them the freedom to use the cash
transferred under the scheme
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* The women felt empowered having a bank account and felt it was their
money to be used the way they wanted to. Though they were able to
negotiate with their husbands on decision-making in expenditure, it may
not be attributable to the scheme. (Table 8)

* Most of the beneficiaries preferred the TPDS system to DASY. Reasons
cited for this preference included security and identity (as it was
necessary for most official work besides supplies).

* The beneficiaries also explained that INR 600 was not enough to enable
them to purchase supplies for the entire month and cited it as one of
the reasons for their preference to TPDS over DASY.

3.2.4 Specific use of money and its influence on food habits of the family
As the participants stated (Table 7, Appendix 8.1), the money from DASY was
primarily spent on children education. Other children’s needs to enable them go
to school like clothes, shoes and books followed this priority. Then third
preference as stated by the participants was to spend the money on food. These
findings are from the participants who chose to give the details and it needs to be
understood that the responses could have been influenced by social desirability.

It is observed that the N colony had people from various income groups (Table 1,
participant’s family income). The ] colony had people from the higher income
groups. The people from ] colony spent more money on Education compared to
N colony.

Since the usage was to be specific and detailed, findings in this section have been
reported colony-wise with interpretations. Summary of findings also presented
in table 6.

Most female participants in FGD at Janata colony informed that the money was
used for children’s education. One participant informed that when she received
money she first settled loans. She was able to buy some food supplies and the
rest she had to spend for her mother-in-law’s illness. A participant mentioned
she first bought food supplies for home and then bought children clothes and
paid their school fees. Another one informed that she was able to buy a quilt that
she has desired for a long time. Another participant informed that she was able
to send her son to a Madrasa. One old participant informed that she spent the
money for her treatment, as she was ill for a long time.

However, none of the participants felt it made any difference to their food mix. It
was observed that the beneficiaries from household with smaller incomes tend
to use the subsidy for food and schooling while the others used it for various
purposes other than food. In IDIs, the old participant informed that she was able
to drink fruit juice with the money that made her feel better. Another female
participant, from ] colony, in an IDI, from a household of 5 people with average
income of INR 7,000 a month informed that she bought wheat flour, rice and oil
with the money. Yet another participant mentioned that she was able to buy food
supplies from the first disbursement and from the subsequent disbursements
she was able to invest more in her husband’s bangle business and also make an
anklet for her daughter.
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In contrast to this, the N colony FGD participants did not give many details in the
FGDs. The participants informed that they were able to use money for children’s
education and few of them

mentioned that they spent it

on food and supplies. One

participant informed that

she bought a sari for herself.

One of them informed that

she saved it in a bank and

did not spend it on anything.

One of then informed that

she was sick and most of it

went into her treatment. However, during in-depth interviews with female
participants, one from a household of four people, working as a domestic help
with a mentally ill husband informed she paid for the treatment of her sick
children. She was able to but additional supplies of 5 kgs of wheat flour, 10 kgs of
rice, 5 kgs of sugar and 1 litre of cooking oil. She said the maximum money she
spent was on a cylinder of cooking gas. She emphasized that the subsidy was a
great support. She narrated that she was able to buy 1 litre of milk every day that
she had to reduce to % litre since the scheme was stopped.

Another female participant, in IDI, household of 6 people, with average income
INR 6,000, recalled that she spent the money on a cylinder of cooking gas and on
children’s education. Another female participant, household of 4 people, involved
in shoe making, with a average income of INR 5,000 a month, informed that she
was able to buy additional vegetables and she also paid school fees for her
children. Another participant informed that she had to pay INR 400 as fees and
INR 200 as extra tuition fees for her 5-year-old son. The K colony findings were
corroborated the findings from the other two colonies. FGD participants here
informed that they were able to purchase food supplies, clothes, bags, books and
uniform of children. One participant enthusiastically informed that her long
cherished wish of buying a wardrobe was fulfilled with this money. One
participant informed that she was able to make some jewelry while another one
informed that she was able to get an MRI done and treatment and medicines for
her husband.

Findings from the Men’s FGD were also similar to the other findings from FGDs
and IDIs. One participant informed that he was able to purchase 15 days food
supplies with the INR 600. One participant informed that he spent all the money
on his daughter’s higher education. One participant shared that his father was
imprisoned in a criminal case and had to spend most of the money on lawyers.
The same person also said that her used the money in subsequent months for
surgery for his wife and father.

Results:

* The beneficiaries stated that they spent the money from DASY (Table
7, participant responses on specific use of benefits), appendix 8.1),
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primarily, for children’s education. They stated that they prioritised
clothes and shoes for children to wear to school.

* Education involved activities like arranging private tuitions for children.
One household was able to move their child from a public school to a
private school.

* The beneficiaries also spent money for food although most of them felt
that the money was not enough to buy supplies for more than a week.
Families with smaller incomes were able to add food items. These families
were able to change their food habits briefly during the time the scheme
was operational.

* The families with lesser monthly income usually spent the money for
buying food and refilling cylinders of cooking gas. The families with
higher income within the group spent the money on other than food items.

* Few families utilized the money received as accumulated larger sums
acquiring fixed assets.

* Many reported that they availed variety of health care with the money.
These included getting a MRI scan, buying medicines, being able to drink
fruit juice that made a person feel better, medical consultations for the
children, hospitalization after a heart attack and hospital bills for surgery.

* Few families recognized that they did not have the need to take loans
during the period in which the scheme was operational.

3.2.5 Prioritization and beneficiary perception of the scheme on health
This section looks at the prioritisation in terms of the member within the family
and the different kinds of needs. The questions under this theme were designed
to capture information whether there was any preference over boys to girl in the
family. Later in the section beneficiary perspectives on how the money from the
scheme influenced their health is captured.

The findings suggest that, irrespective of the religious backgrounds, there was no
obvious preference of boys over girls in these communities. In N colony FGD,
with women, one participant said the person who benefitted the most was
herself as she stayed ill most of the time and the money from the scheme was
mostly spend on herself. From the
discussions, it was found that / \
families with acute and chronic
health needs used the money from
the scheme for these illnesses. In-
depth interviews from this colony
corroborated with these findings

and one respondent added EEG—G—G—G_———
following information. A participant

expressed that the entire family benefitted as refilling a cylinder of cooking gas
alone cost her family INR 700-800 a month and added that she withdrew money
from an ATM only when it was required. Another participant recalled that she
spent most of the money on clothes for the children and the girl in the family was
under the Laadli scheme (Women’'s empowerment scheme of Government of
India) as well. She said that she was able to use the money for children and one
of the relatives who visited them fell sick was able to provide for his treatment.
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However, ] colony respondents, in the FGD informed; that it was the women in
the family who benefitted the most. They associated the freedom to access
money freely for the family use as a benefit for themselves. When probed further,
they responded that their children benefitted the most. One participant informed
that she spent most of the money on her mentally ill child. In K colony FGD, all
the participants unanimously said that the entire family benefitted that was
different from both the above results.

During FGD the men associated one person each from the family who they felt
benefitted the most. One participant informed that it was the eldest son as his
school fee and tuition fee were covered and another participant said he spent it
on daughter’s admission. And another person informed that his wife and father
had surgeries performed on them. This was in contrast to the findings from the
women'’s group as the women associated the expenditure to a group within or
the entire the family whereas the men associated the expenditure to one person
in the family.

All the participants in both
FGDs and IDIs unanimously
denied prioritizing boys over
girls. The findings were
consistent. N colony FGD and
the IDIs the respondents
unanimously denied obvious
preference of boys over girls in the family. ] Colony participants in FGD had a
contrasting response; they unanimously replied that it was girls who had the
preference. Another participant informed that her daughter benefitted most
from the scheme, as she was able to make an anklet for her. But, she also
emphasized that the family too benefitted, as she was able to also buy food
supplies.

participant in FGD, ] colony who had two

daughters and a son)

The participants’ perceptions on
influence of the scheme over health
brought out some interesting

healthy" (A midd[e-agedfemale flndlngs Female, FGD participants

participant, in FGD, ] colony) in ] and N colonies informed that
money did have any effect on their

health. During the period when the
scheme was operational they were able to pay the fees from the scheme money.
However, they specifically clarified that the scheme had no effect on the health of
the family. Another participant
informed that during the scheme the
children got their food on time. She
informed that she was happier during
the scheme period as she received
money and felt this had a good effect on
health. As for health she felt there was
no effect however she felt happy that
she was able to save something for her daughter. A similar sentiment was

female participant, in FGD, K colony)
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expressed in K colony. One participant also recalled that she was able to sleep
better during this period. Another participant said when there was money it was
easier to think and spend it, but when she did not have it she had headaches.

In contrast to all this the men were able to associate the money that they had
directly spent on health services to have influenced the health in the family.

Results:

Children’s needs were of high priority and their educational need lead
the list. This included paying fees, paying for additional extra tuition
classes, buying clothes and shoes.

Food supplies needs were usually addressed after fulfilling children’s
needs.

The immediate and emergency health needs were addressed and
prioritised. The participants appreciated that it reduced their need to
borrow.

There was no obvious difference in prioritizing based on the sex of
the child in the family. There were girls in the beneficiary households
who were enrolled under Laadli scheme.

Beneficiaries were able to attribute direct expenses they made to avail
health services to have improved their health.

Participants expressed that mere access to money made them feel
healthy as they could sleep well and were less stressed.
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4 Discussions

This section discusses the findings from the qualitative study in the light of the
literature findings. The section is arranged on the basis of specific objectives.

4.1 Operational issues in rolling out and implementation

The process of the enrollment was clarified in the Dilli Ann Shree Yojana
document regarding instructions for inclusion of beneficiaries. All the people
classified as vulnerable and most vulnerable individuals/families under Govt.
order dated 27-Aug-2008 were eligible for enrollment under the scheme.
However, the participants were not aware of the exact criteria on which they
were enrolled. The guidelines document of Government of Delhi clarifies the lists
of offices where the applications were available and the roles of FSO and MLA in
detail. However the document failed to clarify the role of GRC. The bulk of the
enrollment appears to have been facilitated by GRC who themselves were not
fully aware of the finer details. Moreover, GRC had little control over the
timeframes between the application and actual enrollment. The orders from the
department in March 2013 and subsequently in May 2013 appears to be a
desperate attempt to reach the desired ceiling of 200,000 beneficiary families. In
pursuit of this ceiling the targeting has not been optimal.

There was regular mention of survey that had preceded (timelines of 6 months
to 4-5 years) the application process. The need for this was not verifiable as the
eligibility was nevertheless based on the existing list of vulnerable population
available with the FSO that was conducted through a survey. The identification of
poor has always been a debatable issue in India. The really poor in the urban
areas are likely to be in the slums as noted by Naveen and Aggarwal (2003). He
concluded that in Delhi slums 48% of the households with 57% of the population
were below the poverty line. N colony had participants from the poorer families
(Table 2) but ] and K colonies reported relatively higher figures. These income
figures were however not validated. By this estimate the target population
appears to have been correct. However, the concentration of this population is
most likely to be in the illegal colonies that were not necessarily notified and
hence not being eligible to participate in the scheme.

All these challenges resulted in loss of information, exclusion of certain potential
beneficiaries from applying for enrollment and non-uniform application process.
This in turn made it cumbersome and tedious for the beneficiaries to enroll
themselves.

4.1.1 Beneficiary experiences on ease of access to money from the scheme:
The process guideline mentions frequency of the transfers to be INR 600 per
month. A list of preferred banks were mentioned. However, there is no mention
of the specific timeframe for deposits of the benefits into the bank and also any
specific line of information regarding the benefits to the beneficiaries. In
contrary to the periodicity mentioned in the document, the money was deposited
irregularly and also in cumulated sums. The beneficiaries were not informed
sufficiently about the deposits in advance or, even after the deposits. This led to
beneficiaries requiring to repeatedly and periodically checking with their banks.
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ATM facilities and mobile phones played an important role in easy access to the
cash transferred into the scheme.

4.2 Perceptions on the new elements of the scheme and comparison with
PDS

Augero et al.(2006) had concluded that un-conditionality element in CSG
programme of South Africa had positive impact on the nutritional status of the
children in most deprived populations. Similar to this, the qualitative study
results indicate that the un-conditionality element allowed beneficiaries to
prioritize their needs better with freedom. Reflecting upon these findings, I think
the element of un-conditionality and information gap in terms of the primary
intentions of programme to the beneficiaries could have had detrimental effects
on the purchasing of staple food items. The purchasing of food was also related
to the capacity of the family to provide for the staples. So, some degree of
conditionality, which would ensure that they, at least, purchase staples for the
month, could have improved the outcomes of the scheme.

Standing (2012) argues that the not all the women may spend wisely. However,
the qualitative study results suggest that most of them prioritized their needs
consulting their husbands and predominantly spent the money for either the
household or children.

4.3 Specific use of money and its influence on food habits

The findings from the qualitative studies indicate that the un-conditional nature
of the scheme left people to use the disbursements as they wished. Aguero et al.
(2006) notes that the unconditional cash transfers for food had increased the
anthropometric measurements in children. The study, however, concluded that
conditions could have improved the outcomes. Zavier and Santhya (2013)
concluded that conditional cash transfers under Janani Suraksha Yojana
improved the uptake of the maternity services in Rajasthan, India.

The beneficiaries under the scheme usually prioritized education of the children
and they also purchased some food supplies. Most of the families indicated that
there was no appreciable change in food habits. The prioritization food
purchased by the people was in the order of staples followed by oil and in few
cases milk. Consumption of meat went up briefly. The findings from the
qualitative study suggests that the households with relatively lower income in
different colonies tend to spend money of purchase of food while their
counterparts with relatively higher incomes within the colony prioritized needs
other than food. This could be an indicator that the families with higher income
amongst the participants were already able to provide for the basic staple food.
Cumulated sums allowed the use of money for purposes other than the food.
Analyzing food habit changes along with this; Ruel et al. (2009) notes that the
crises in urban situations usually coped by use of lower staples and this has been
the case in DASY. The consumption of proteins like meat and milk goes down.
Fernald et al. (2008) noted in Mexico that CCT improved anthropometric
measures and cognitive development in children. However this was a conditional
cash transfer. Similarly, Attanasio et al. (2005) concluded in Columbia that CCT
increased the consumption of protein rich food and also consumption of other
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supplies like shoes and clothes. These together contributed to better health
outcomes in children.

However the qualitative study results captured that there were specific instances
involving families, who were relatively poor within these communities, indicated
that an additional INR 600 a month did make a change in their food intake.
Regular disbursement of INR 600 is likely to have resulted in purchase of food
and change in mix of food to an extent. This could have had a possible impact on
nutrition on the long term. The fungibility this money offered was not captured
clearly by the study, else it could have indicated how did the beneficiaries spend
the extra money.

4.4 Prioritization of needs & influence on health

Indian women face discrimination right through her lifetime in various forms.
Specific measures have been tried and pro-women policies are being tried to
address this issue. The qualitative study results however show lesser
discrimination amongst the children. The money from the scheme is likely to
benefit children irrespective of sex and the same was also applicable in case of
provision of education. This is in contradiction to the study results of Srivastava
et al. (2012) that concluded that malnutrition was higher amongst female
children. This could be possibly because of nature of the society and prevalence
of discrimination based on sex in Uttar Pradesh where the study was conducted.
This is also strengthened by findings where the spending was made for jewelry
and anklet and also admission into higher degree of the female children. It also
needs to be recognized that the participants were also well aware and were part
of Laadli scheme. This could also have driven the beneficiary families to invest in
female children.

As for the issues that got priority within the household children’s education lead
the list. Closely followed by food supplies or immediate health needs. The
findings correlate with that of UNDP (2012).

The aspect of perception of the scheme’s impact on health had interesting results.
The beneficiaries were able to attribute the spending on immediate health needs
that they had incurred to improve health. However, the interesting fact that
surfaced in two of the FGDs and one interview was the relation the beneficiaries
derived between happiness they felt though disbursements and being able to
sleep well to improvement in health. I personally felt the importance they attach
to cash disbursements and also reflecting through the study that they did not use
it for “bads” (Alcohol or Tobacco) as it is more than often perceived.

4.5 Limitations

At personal level, I favor the DASY scheme and the unconditional cash transfers
for various subsidies. I was aware of this and to the best of my abilities have not
let it influence the design of the study or the findings or the discussions.
However, I do acknowledge that these personal views may have biased the
findings at some level.
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4.5.1 Limitations of Literature review:

Since this is the first scheme to introduce un-conditional cash transfers as mode
of food subsidy in India, no direct references were available for review. So, other
food subsidy schemes with and without conditionality were reviewed. This is a
limitation as the context of urban poverty in India may not necessarily be the
same as in other countries that were referred to. However, such references add a
lot of strength to the study in terms of understanding the knowledge available on
such schemes.

The grey literature in local languages, both print and non-print media were not
reviewed. The television programmes and newspapers in local languages were
not accessible as well. This could have limited the literature and document
review.

Request for availing policy document and review documents sought from the
Food and Supplies Department was not honored and this was a limitation in
learning more about the intent of the scheme and the exact administrative
details of the processes involved.

The programmes and schemes of this magnitude have a strong political
polarization and often the schemes are started and in this case closed down
because of the changing political context. This aspect may not be completely
covered by the literature review.

4.5.2 Limitations of Qualitative study:

Since the sampling method and the method of recruitment was changed from the
original design there could have been a possible bias in terms of incomplete
representation and exclusion of perspectives of certain groups within the colony.
The timings of the FGDs and IDIs were all during daylight hours that could have
excluded the perspectives of people who had gone out to work.

As discussed in the bias section, the colonies selected were all east of Delhi
bordering the state Uttar Pradesh this could have limited the representation of
colonies in other parts of Delhi. The 4 FGD and 7 IDI are too few to generalize,
however, as stated earlier this is an exploratory study to investigate the issues
studied.

Since the lead researcher was a practicing manager, the study mainly focused on
the managerial aspects, the probing on the health and nutrition aspects could not
have been complete. This was a potential limitation.

The FGDs and IDIs were to be conducted colony-wise because of the availability
of the participants. So, the topics and themes were not revised after each session.
The FGDs and IDIs were done in quick succession too. This did not allow any
time to look the possible new themes emerging. So, the same topic guides were
used for all the three colonies without any revisions.

The FGD and IDI locations were safe and private. The New Sanjay Amar colony
had a male representative, a gatekeeper to the community, he did not interfere in
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the proceedings of the FGD and the participants did not object to his presence.
There could have been a limitation because of his presence.

In one of the colonies a male participants was the husband of a female
participant in the preceding FGD for women. This was learnt during the course of
the interview.

5 Conclusions and recommendations

Since the scheme lasted for only for the period between 15-Dec-2012 and 05-]ul-
2014, it was not feasible to measure any impact on health. Prioritisation of
children education to health would have made it difficult to measure the impact
of this spending on health. Besides this the operational issues in terms of
enrollment and also regular transfer of benefits has been erratic to provide
comprehensive and measurable results. However, the results from exploratory
qualitative study along with literature review has provided meaningful insight to
this experiment that the Government has tried. It is from these results [ derive
the following conclusions;

Conclusions and recommendations:

1) The lack of community involvement in enrollment process and gaps in
communication to the potential beneficiaries could have resulted in better
roll out. Stakeholders were not sufficiently detailed on their specific roles
and this left identification and enrollment process take localized shapes
and loss in uniformity of the process as well.

2) The un-conditionality element in the scheme enabled beneficiary families
to freely prioritize their needs. The spending was made on choices
specific to their household level contexts. There was no obvious “bads”
(like alcohol or tobacco) that the money was spent on.

3) The transfer to the female head of the family had positive externalities
like gender empowerment. Women expressed they had additional
decision-making space in household spending. This however could not be
completely attributed to DASY from above findings and results.

4) No obvious change in food-mix was observed in many beneficiary families,
these were generally households that are not under immediate risk of
food insecurity. However, in families with this risk, the sum provided
ensured not only basic staples for an assured period but also an
improvement in food-mix.

5) The beneficiary families were keen to receive money. This allowed them
to prioritize their needs better. The spending they made to acquire health
services could directly translate to health benefits.

6) As for the long-term effects the expenditure could be useful in educating
children, however, there are specific programmes that are designed to
address this need. Education to children could address the issue of
passing on the poverty to next generation.
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To Scheme administrators:

The capacity of the stakeholders to be also assessed before designing the
programme.

Proper stakeholder analysis and specific roles be assigned before rolling
out or implementing any such large-scale programmes.

Build the infrastructure for proper identification and develop proper
communication method to inform the potential beneficiaries about the
scheme and the enrolled beneficiaries on what is expected of them from
the scheme.

Monthly and regular disbursements of INR 600 are more likely to be used
for the food rather than irregular and cumulated sums, so it is
recommended that the scheme administrators ensure this pattern of
disbursements and not cumulated sums.

Policy makers

To make community participation a mandatory approach in policy-
making so that the most important stakeholder is involved in the process
right from the designing phase of programmes.

The scheme is likely to impact nutritional status in long term, so the
scheme can be considered for restart. If it is expected to replace the TPDS
the sum disbursed every month needs an upward revision.

Incorporate cash transfer schemes to transfer money to female heads of
the families to realize the goals of empowerment of women in such
communities.

Research fraternity:

Generate more evidence relating to Direct Benefits transfer across the
various schemes pertaining to different social measures.

Generate evidence regarding performance of TPDS in addressing the food
security in urban context.
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8 Appendices
8.1 Tables

Table 7 - Participant responses on specific use of benefits

Sex of the participant Female | Male | Total
Participants 41 7 48
Responses on spending
Education 17 3 20
Shoes, books (Education) 8 0 8
Food 14 2 16
Health 6 4 10
Others - -
Almirah (Wardrobe) 1 - 1
Jewelry 1 - 1
Loan 1 1 2
Business 1 0 1
Bank 1 0 1
Gas 2 0 2

Table 8 - Participant responses on decision-making in household on expenditure

Sex of the participant Female | Male | Totals
Participants 41 7
Responses on decision-making

Decision by female head alone 13 3 16
Mutually with spouses 10 1 11
Elders 3 1 4

8.2 Detailed methodology for Qualitative study

A qualitative study is designed to describe the DASY in detail and explore the
perceptions of the people on the scheme and the model of unconditional cash
transfer. The study will identify the actual usage of the money transferred under
the scheme. The study will identify who benefitted from the money. The study
will also be able to identify the priorities that the people have, whether they
prioritise food or other items

The target population is the urban slum population that is eligible for enrollment
under the scheme in state of Delhi in India. Document review is selected for
describing the scheme in detail. FGDs and IDIs will be used for collecting data on
the other objectives. These methods are selected, as the study is exploratory in
nature. There are no validated tool for such a study and is also very context
specific.
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Objectives
Overall goal of the qualitative study

The study is conducted in order to identify perceptions of the beneficiaries
enrolled under the scheme on the scheme. Explore what do the beneficiaries buy
or pay for different services from the money available from the scheme. To
identify the priorities that they spend this money in order to understand their
perceptions on how this contributes to their health.

Research Questions
Specific objectives of the research

* To identify and to learn about the scheme details, the intentions and the
background to identify unconditional money transfer as model for
disbursement of his subsidy.

* To explore the perceptions of the beneficiaries on unconditional cash
transfer model and administrative procedures of the scheme.

* To identify what are the beneficiaries able to spend their money from the
subsidy since the introduction of the scheme, and to identify who
benefitted from it within the family

* Ifthey buy food, to identify, what is the of food that they are able to buy

* What additional buying are they able to do and how do they perceive it to
influence health? (access other services, buying additional food,
improving living conditions etc.)

Participants
Please provide the following information on the participants with/from whom
you expect to be collecting data:

Participants for the study are the male and the female heads of the families
enrolled under the scheme. The female heads of the families are included as the
benefits are transferred under the scheme to the female heads and also the
literature reference highlights the importance of female heads in improving
nutrition of the children in the family.

A.6.1 Age / Sex: (please enter the expected number in each of the boxes)

Neonates Infants(1- Young Adolescent | Adults
(<28 days) 11 months) | children (1- |s (10-19 | (>19
9 years) years) years)
Males -None- -None- -None- -None- 24 - 30
men
Females | -None- -None- -None- -None- 24 - 30
women

Four FGDs of around 6 participants each will be the participating in the Focus
group discussions.
Six other beneficiaries will be identified and approached for the in-depth interviews.
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Recruitment of participants for FGDs

One of the EHA staff, who is not part of the project or the research, who do not
belong to the project area will recruit the participants. The person would reach
the above-mentioned households and after giving the identification will seek
permission to explain the purpose. If consented be the potential participant, the
purpose of the study will be explained and consent for participation will be
solicited for the FGDs. The person will ensure that participation is not
compulsory and will not have any bearing on their benefits from the scheme.
They will also be explained that they are free to decide to participate in the study.
If they agree to participate, consent for FGDs will be sought. They will be
explained on the dates, time and venue for the FGDs and will be explained that
they will be reimbursed their travel cost if there is any incurred.

Recruitment of participants for IDIs

For In-depth interviews same lists of the households will be used and the
participants will be identified. The same person who is to recruit the participants
for FGDs will do the recruitment for IDIs. The person would reach the above-
mentioned households and after giving the identification will seek permission to
explain the purpose. If consented be the potential participant, the purpose of the
study will be explained and consent for participation will be solicited for the IDIs.
The person will ensure that participation is not compulsory and will not have
any bearing on their benefits from the scheme. They will also be explained that
they are free to decide to participate in the study. If they agree to participate,
consent for IDIs will be sought. They will be explained on the dates, time and
they would be suggested the possible venue and dates for IDIs. However, if the
participant wishes the IDI be conducted in their homes on a date and time they
suggest, the same will be agreed upon.

Emmanuel Hospital Association has a neutral view on the scheme and has no
direct contact with the scheme administration. The project located in this
location helps people access the scheme, if they are eligible for the scheme. Field
team will identify the families enrolled under the scheme and personally contact
the potential participants and consent for participation will be solicited.

Procedure

Procedure To be carried out by Experience in
procedure:

Focus Group Discussions | The principle | 5 years (CV’s attached)
investigator

Varadharajan S and the
Development  workers
presently employed at
managerial capacities
with EHA (Kuldeep Singh
and Abraham Dennyson)

In-depth-Interviews The principle | 5 years (CV’s attached)
investigator

Varadharajan S and the
Development = workers
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managerial

presently employed at

with EHA (Kuldeep Singh
and Abraham Dennyson)

capacities

Document Review Varadharajan

Kuldeep Singh

and | 5 years (CV’s attached)

Document Review:

The Policy documents/papers pertaining to the scheme will be studied for
details, the documents will be sought from the scheme administration. A detailed
review will be made using the material available from dailies, magazines and
library searches. This review will provide data relevant for the first objective to

describe the scheme in detail.

Focus Group Discussions

Will use following topics to collect data pertaining to various objectives:

* FGDs involving the beneficiaries who are already enrolled under the scheme
will be guided by these topics to collect data on the objectives and relevant
probing questions to guide the discussions Separate focus groups will be held

for men and women:

Themes to start with (Other emerging

Data to be collected for Objective

themes will be continuously

inducted)

Sessions will be opened with these * To explore the perceptions of
questions: the beneficiaries on cashless

* You are all beneficiaries of the
scheme and as you are aware we are
here to talk more about this scheme
and you all are representing your
community and we hope that your
responses are representative of what
is happening in you community.

* How has it helped your community/
not helped (The discussion will be
lead to examples of how helpful has it
been to the community, who are
people who have benefitted from the
scheme, who they think should also
be on the scheme, do they also have
access to other schemes, has it been
helpful to those who have additional
schemes and so on as it emerges)

model of the scheme.

* To identify what exactly are the
beneficiaries able to additionally
spend their money on after the
introduction of the scheme.

* To infer the implications of these
purchasing habits on health of
this population

* To  suggest the  scheme
administrators the perceptions
and the identified usage of the
cash transferred under the
scheme

What do the beneficiaries think of the

unconditional cash transfer system for

food subsidy

* How easy is it for them to use the
money for the purpose they intend to
use it for? (The discussions will be
further lead to what they think of

* To explore the perceptions of
the beneficiaries on cashless
model of the scheme.
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unconditionally, how free is it for
them to use it for purpose they
intend to and so on as it emerges)

* How is paying you cash different
from giving you supplies (How is it
different from this model and how
beneficial do they think is present
method over this)

Administrative issues concerning the
scheme.

* How easy is it to access this
money? The probing would be on
where do they have to go, how
long do they have to spend and
regularity of the scheme and so
on as it emerges.

To Identify from the
beneficiaries administrative
procedures and conditions for
enrollment and subsequent cash
disbursements.

Items purchased from the money
available through the scheme and the
services that they pay for using this.

* What are the usual things they
use to buy from the money
available through the scheme

* What are the services that they
feel if essential

* Who has it benefited in their
famiies in particular

Probing further will be on the details
items and services that they buy, how
has this money enabled them to
address other pending needs, are
they able spend the money that is
now available on their priorities on
regular basis, how does it benefit
their children, how do they prioritize
which children do they give the
benefits to and so on.

To identify what exactly are the
beneficiaries able to additionally
spend their money on after the
introduction of the scheme.

Impact they perceive on health

* How do they feel has this
contributed to improve their
health?

* Has the cash transfer changed
food habits in their families, and if
so how?

* Are they able to identify the
purchase or services that they are
able to relate to improving health
of the family?

To identify implications of these
purchasing habits on perceived
health benefits of this population

In-Depth Interview
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In-Depth Interviews will be conducted with eight beneficiaries. They will be
interviewed with a guided open questionnaire to collect data on the specific
objectives, the following questions will serve as guide for the interviews, The
difference from the FGDs will be that more specific and questions on household
levels will be asked to get more in-depth details:

Themes and guiding questions for In-
Depth interviews

Data to be collected for Objective

Family  size and
characteristics

o whatis the family size

o which  children go to
school?

How did they get enrolled in the
scheme and details of scheme

o What was the process of
getting enrolled in the
scheme?

o How are they able to
access the money from the
scheme, are there any
difficulties in accessing the

identifying

same.
o What are the other
schemes that they are

aware of and whether they
are part of any other
scheme.

To identify and to learn about the
scheme details, the intentions and
the  background to  identify
unconditional money transfer as
model for disbursement of his
subsidy

To explore the perceptions of the
beneficiaries on unconditional cash
transfer model of the scheme.

What are the purchases made from
the money available through the
scheme?

o What are the items that
they are able to buy
through the money
available from the scheme.

o What are the services that
they are able to purchase

o Who benefitted from the
scheme (age, boy/ girl),

o How useful was it and
why,

o What is their idea how
does the purchases affect
health and why

To identify what exactly are the
beneficiaries able to additionally
spend their money on after the
introduction of the scheme

Unconditional cash transfers
o How does it help to have
the cash without
conditions

To explore the perceptions of the
beneficiaries on unconditional cash
transfer model.

What priorities they use it for too?

To identify what exactly are the
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o specific examples where they are
able to address other priorities
using this money?

What do they perceive about the

impacts on such use on their health.

What is the food that they are able to

with the scheme (This question is to

be asked only from the people who
use the money for buying food)

o what is the mix of food they are
able to buy

o What changes has this brought in
eating habits, if any?

o What do they feel to use the
money for purposes other than
food

o

beneficiaries able to additionally
spend their money on after the
introduction of the scheme. If they
buy food, to identify, what is the of
food that they are able to buy with
the actual amount of cash
transferred if the beneficiaries are
buying food from it

Perceptions on benefits in terms of

health with the introduction of the

scheme?

o have they felt any change in
health like;

What additional buying are they
able link to influence on health?
(Access to health care services,
buying additional food, improving
living conditions etc.)

o they had money to access
healthcare on specific instances

o they were able to improve
conditions that they thought will
improve health.

Sampling

Female and male heads of the families enrolled under the scheme and who have
received at least three disbursements and are residents of any of the two slums
of Delhi identified for the study. After identification the families from the study
locations they will be mapped under the different streets they live in.

Streets will then be purposefully selected to represent distinct and different
characteristics in terms of state of origin or from same community or families
engaged in similar profession or poorer section within the community or from
any particular religion. The participants’ from these selected these streets will
again follow method of purposefully selection. The household from the middle of
the street to the left side (When facing the towards exit to the entrance of the
colony) would be approached for participation in each of the identified street. If
not the household on the right side will be approached; if this is not available too
then the next household towards the exit of the street will be approached. This is
to ensure that there is a structure to the selection of the participation and to
avoid bias in-terms of people of similar characteristics within the street alone
are not picked up to participate in the study and the community is adequately
represented. This will also be explained to the community leaders the there was
no favoritism in selection of these people and the process of selection would be
detailed to them.
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Quality Assurance

Personnel involved in the process were specifically updated on the purpose. A
mock exercise with research staff was be conducted to ensure familiarity of the
contents and need to cover topics in both sets of FGDs and IDIs. The process will
involve an actual beneficiary from Janata colony (Another slum in Delhi) that is
not part of the study area.

1/2 day will be allowed between each FGD and IDI days so that the data can be
ordered properly and notes can be transcribed. All the 3 researchers will be
involved in all data summarization and compilation to ensure quality. Data from
the different sources will be continuously triangulated from the responses from
the FGDs and IDIs responses for improving reliability and validity.

The draft of the report will be shared with the respondents and researchers and
note takers for their comments before finalization.

The data will be held for one year after submission of the thesis to the institute
and then properly destroyed. During this period effort will be made to publish
the findings in relevant journals.

Ethical Considerations

The work will be carried out in the East Delhi District in the slums of New Sanjay
Amar colony and Shastri Park Extension, Buland Masjid of Delhi State in India
The research will be conducted in two slums of East Delhi and will be
coordinated from the EHA project office at GTB Enclave.

The participants may be reminded of some tragic events during the course of
FGDs or IDIs and this is being addressed by immediately referring to a trained
counselor available at the project office. Thus interview may have any
component that can trigger painful memories. Like the mothers may get
reminded of not being able to feed family members or even losing a family
member to hunger. If it does happen then the participant will be referred to an
appropriate counselor. Counselors from the EHA mental health helpline will be
used for this purpose, the counselors from the helpline will be present during the
interviews and FGDs.

The Investigators have long experience in the field of working with different
communities. One of the co-investigators belongs to this area and knows the
people well.

Investigators may hear sad stories about women being beaten because the men
want the money about some tragic events shared by the families in terms of
death or sever disability. Investigators will be briefed in the beginning about
such possibilities and will be supported and comforted with if they come across
such stories.

There is a possibility of the participants expressing their immediate health needs
in the course of the FGDs and IDIs, this could be the possible load on the local
health systems

If the investigator learns about any health need expressed by the family in the
process of FGD or IDI the same will be referred to the project office for relevant
action but in case you find that a mother tells you her child is ill?
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The names of the participants are not recorded any where expect for the
certificate of consent and these will be handled only by the lead researcher and
will be immediately put into safety under lock and key. The location for FGDs will
be a separate room in the project office and this room will be inaccessible to any
other person than the note takers and the researchers during the proceedings of
the FGDs. The IDI's will be conducted as per the convenience of the participants.
If the participant wants the same to be at the office it would be ensured that no
one enters the room during the IDI proceeding.

One of the potential issues that could arise is the selection of few families for the
research and not all under the scheme. The families selected may be perceived to
have benefits by other. This is already been addressed by clarifying the purpose
and methods of sampling to eliminate any such issue from arising.

The purpose of the research and selection will be explained in detail to the public
leaders and opinion makers for information. This is done to avoid any chance of
suspicions that participants are being favored for the participation over the
other beneficiaries.

The literature review reveals that the food subsidy programme in poor in the
urban slums has effect on the nutrition and thus health of this population. Thus it
is a public health need to identify and address this issue. Though the scheme
transfers the cash to the female heads of the family the men have authority in
decision making in such societies. However women manage the households so
efforts are made to involve them more in numbers.

Also there could be a preference in using the benefits to male children in the
family and the same will be explored in the FGDs and IDIs No specific efforts will
be made to explore the usage of money on male or female children.

The investigators are all men and so the note takers will be all women and there
would be time given immediately after the FGDs and IDIs to let the women
express anything that they were able to share in the course of the FGDs and IDIs.
The note takers will be briefed in beginning to include the same into their notes.
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8.3 Consent Certificate

Part II: Certificate of Consent
[ have been invited to participate in research about Dilli Ann Shri Yojana to understand
my perspectives as beneficiary and to identify actual usage of unconditional cash
transferred under the scheme.

[ understand that [ would be participating in FGDs/IDIs relevant to the study. I have read
the required information, or it has been read to me in the language that I understand
well. I had the opportunity to ask questions about it and the questions that were
sufficiently answered. I understand that my responses could be of value to this study and
so | consent, voluntarily, to be a participant in this study.

Name of Participant

Signature of Participant

Date

Day/month/year

Statement by the researcher/person taking consent

[ have read out the information sheet to the potential participant in language that is
understood by the person, and to the best of my ability made sure that the participant
understands that the following will be done:

1. Confidentiality will be maintained through the course of the research
2. The tapes, documents and notes will be kept safe
3. The results will be shared as soon as the research is over.

[ confirm that the participant was given opportunity to ask questions about the
study, and all the questions asked by the participant have been answered sufficiently. I
confirm that the individual has not been coerced into giving consent, and the consent has
been given freely and voluntarily.

A copy of this ICF has been provided to the participant.

Print Name of Researcher/person taking the consent

Signature of Researcher /person taking the consent

Date
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8.4 Ethical approval from KIT in The Netherlands

Royal Tropical Institute
KIT Development Policy & Practice

Contact DEV ED | P.O. Box 95001, 1090 HA Amsterdam, The Netherlands
Renée Heijmans BY E-MAIL:
Telephone +31 (0)20 568 8237 Varadharajan Srinivasan

r.heijmans@kit.n!

varadharajan@eha-health.org

our reference DEV Education Amsterdam Thursday, 17 April 2014

subject Decision Research Ethics Committee on Proposal S48

Dear Varadharajan Srinivasan,

The Research Ethics Committee of the Royal Tropical Institute (REC) has reviewed the
re-submitted proposal entitled “Qualitative study on the Dilli Ann Shri Yojana to
explore beneficiary perspectives and to identify actual usage of unconditional cash
transferred to the beneficiaries under the scheme in two slums of Delhi" (S48) that was
re-submitted on April 13, 2014.

The decision of the Committee is as follows:

The reviewers agreed that all comments made by the REC were addressed. They
commented that the goal of the study could still be better formulated but the goal in
itself becomes clear in the rest of the protocol. In addition, there would also be room to

further improve the writing.

However, the reviewers were satisfied with the content of the proposal and approved
the study.

We hope to have informed you sufficiently and wish you success with the study.

Kind regards,

Linnaeusstraat 35F

1093 EE Amsterdam
P.O. Box 95001

1090 HA Amsterdam
The Netherlands

Fax +31 (0)20 668 4579
www.kit.nl

P. Baatsen, MA
Chair Research Ethics Committee, KIT

We think. We share. We act.
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8.5 Ethical approval from EHA in India

EMMANUEL HOSPITAL ASSOCIATION

808/92 DEEPALI BUILDING, NEHRU PLACE, NEW DELHI - 110019 y
CHARITABLE REGISTERED SOCIETY NO. 4546/1970-71 UNDER SOCIETY REGISTRATION ACT 1860 %, ¥

1
$SNOTE
B4 Carinc

Research Ethics Committee

Certificate of Approval

[Dr.Jacob Puliyel -
Chairman |
Title: Qualitative study on the Dilli Ann Shri Yojana to explore |
heneficiary  perspectives and (o identify actual  usage Ql’i
unconditional cash transferred (o the beneficiaries under the
| scheme in two slums of Delhi.

Rev. Dr. Paul Swarup i
Theologian |

Dr. Shailendra Awale
Member [

Researchers: Mr. Varadharajan, Mr. Kuldeep Singh and

Protocol No: 107

Ms. Neeru Vaid Eicher

Legal Expret J Mr. Abraham Dennyson

Dr. Oomen John ! Comment: The protocol was reviewed and was approved
Member ' '

|

|

\

Dr. Saira Mathew
Member

Mr. Krishnan Kutty
Member |

‘ Hard copies of all research protocols are circulated among

Dr. Jameela George members of the Research Committee for comments, prior to the

‘
|
Member Secretary | meeting.

|
|

It is the principal investigators™ responsibility to ensure that all researchers associated with
this project are aware of the conditions of approval and which documents have been
approved.

The principal investigator is required to notify the Secretary of the Ethics Committee. via
amendment of progress report. of

Any significant change to the project and the reason for that change. including an indication
of ethical implications (il any):

Tel.: 011-30882008 / 30882009 | Fax: 011-30882019

email: centraloffice@eha-health.org | web: www.eha-health.org
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