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Executive Summary

The Government of India initiated the scheme of One Stop Centres (OSCs) under the Nirbhaya Fund to
provide holistic support to survivors of gender-based violence (GBV), especially women. The OSCs offer
integrated services, including police assistance, medical care, psycho-social counselling, legal aid, and
temporary shelter, aiming to deliver timely and comprehensive care in a safe environment.

The current assessment undertaken by the United Nations Population Foundation (UNFPA) at the
request of the Ministry of Women and Child Development (MWCD), aimed to assess the adherence of
the OSCs to Ministry guidelines, the effectiveness of multi-sectoral linkages, and identify gaps in service
provision. Additionally, the assessment sought to document best practices, understand barriers faced
by survivors. A mixed-method approach was used, integrating desk review, observation and
structured/semi-structured interactions with OSC personnel, service providers, survivors, and facility
observations.

The assessment was undertaken across 16 States and two Union Territories (UTs) in India, covering a
total of 56 OSCs.

The tools for the assessment were developed by UNFPA in consultation with MWCD. These were based
on the MWCD Guidelines for OSCs (2017), the Inter-Agency GBV Case Management Guidelines (2017)
and the GBV Quality Assurance Tool (2018).

The collected data was analysed thematically, based on the UNFPA framework covering 12 themes, that
included: accessibility, infrastructure readiness, survivor-centred care, case management, training, and
data management. The results and findings based on the analysis are outlined below.

Respondents Profile

e 204 interactions were done for the assessment across eight respondent groups-the respondents
included 14 State focal points, 42 Centre Administrators (seven of whom were acting CAs), 35
Caseworkers, 18 Counsellors, 16 paramedical staff, 16 police personnel, 26 legal aid counsellors, and
37 survivors to capture a diverse range of perspectives across OSCs.

Accessibility and Availability of Services

e Approximately 89% of OSCs were located either in district hospitals or within 2 km, in compliance
with government guidelines. The remaining 11% were more than 2 km from a medical facility. 93%
of the CA believed their OSCs to be easily or moderately accessible, based on the availability of
public transport within 2 km.

e More than 50% of OSCs were not accessible for persons with disabilities, highlighting a challenge
for survivors with disability to access OSCs.

e More than 90% of the OSCs did not have dedicated vehicles.

e 52 of the 56 CAs mentioned that the OSCs were open all days of the week and provided 24-hour
service a day. Of the remaining four, three OSCs did not operate on Sunday but were available for
emergency services. One OSC did not function on both Saturday and Sunday.

e Around 40 percent of the OSCs handle ten or fewer cases each month, indicating a low footfall.
These centres would greatly benefit from enhanced outreach and awareness initiatives.

Lhttps://www.gbvims.com/wp/wp-content/uploads/Interagency-GBV-Case-Management-
Guidelines_Final_2017.pdf
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All five essential services (psycho-social counselling, emergency rescue, medical support, police
support, and legal aid) were provided in 32 out of 56 OSCs. Of the remaining, 17 OSCs lacked
emergency support and rescue service. In addition, legal and police aid services were absent in a
few OSCs. Approximately 64% (N=56) of the OSCs lacked video conferencing facilities.

Facility Readiness and Infrastructure

96% of OSCs had at least one display board. Of these, only 81% of display boards mentioned the
services provided by OSC.

66% (35 out of 56) of OSCs had visible IEC materials on violence against women and girls (VAWG),
of which 37 displayed them in prominent locations. Only one OSC, Lucknow (Uttar Pradesh), had a
television displaying information on VAWG.

All except one had safe and clean drinking water in the OSCs.

71% (N=56) of the OSCs provided personal hygiene kits for survivors in temporary shelters.

Survivor Centred Care

Around 96% (N=56) of OSCs obtained informed consent from the survivors at different stages of
providing survivor-centred care. However, the consent process varied between written, verbal, or
both.

73% of OSCs did not have support systems to seek consent from persons with disability. 39 out of
44 OSCs took informed consent in the case of minors.

Seven out of 56 OSCs reported being unable to maintain privacy during psycho-social counselling.
The lack of space and a dedicated counselling room were primary challenges.

Three out of 44 OSCs had tools for identifying signs and symptoms of mental distress.

Half of the OSCs did not refer any cases for long-term mental health support between May and July
2024. Most referrals for long-term mental health support were directed to psychiatric departments
in government hospitals.

Quality Case Management

Over 90% of the OSCs had a survivor intake or registering mechanism; however, it varied across the
OSCs. It varied from registers, registration forms, excel, and online portals.

A need assessment process was followed in 43 out of 44 OSCs, with significant variation in the
approaches.

28 out of 56 (half of the total) OSCs had established feedback mechanisms to gather input from
survivors.

Half of the OSCs provided self-care options for their staff, like yoga sessions or social events, while
the other half acknowledged the importance of implementing these practices.

Referral Systems and Follow-up of Survivors

Over 70% of OSCs had designated focal points for health, police, and legal services.
OSCs faced the following challenges with referrals:
o Long waiting times and delays in medical reports resulted in delayed services for
survivors.
o Police coordination issues included unresponsiveness, victim-blaming, and confusion
over case referrals, causing conflicts with officers.
o Legal services faced delays due to case backlogs and infrequent para-legal visits.
Follow-up practices across OSCs varied in frequency and approach, including phone calls, in-person
visits, and home visits.

Training and Quality Improvement

11 out of 14 States had a capacity-building plan.
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Over 25% of CA and counsellors and over 40% of caseworkers had not received training on their
role.

Only a handful of OSC personnel (10 out of 94) had received training on dealing with persons with
disability.

Guidelines and SOPs

Guidelines were available in 97% of OSCs.
75% of the OSCs had a copy of the detailed reference material on SOP.

Data Management and Information System

All OSCs collected and collated data or information about VAWG cases.

64% of the OSCs were updating data related to VAWG on the Mission Shakti portal.

22% of the OSCs did not have a managing committee. Some of the ones with a committee were
inactive or met infrequently.

Attitude and Knowledge Assessment

OSC personnel (CA, caseworker, and counsellor) were assessed on their knowledge and
understanding of VAWG. The content analysis of their responses revealed the following on their
knowledge and attitudes.

e Types of VAW included physical violence, sexual violence, financial violence, social violence,
emotional violence, trafficking, child marriage, crimes against the transgender community,
female foeticide, and cybercrime.

e Immediate causes of VAW were poverty, conflict, substance abuse, and extramarital affairs.

e Consequences of Intimate partner and sexual violence include both physical and psychological
impacts.

e Financial dependence and fear of societal judgment were the main reasons why women
struggled to leave abusive relationships.

e Inadequate police and legal support were significant barriers, and the importance of gaining
survivors' trust through emphasis on privacy and confidentiality is essential.

e Respondents (CA, caseworker, and counsellor) were asked to share their opinion on ten
statements on GBV using a four-point Likert scale to assess their attitude. The average score
for each Statement was calculated. Their responses revealed an overall understanding and
helpful attitude to VAWG survivors.

e However, some responses indicated areas that required improvement through capacity-
building efforts.

Survivor Feedback

81% of the respondents found the OSCs easy to locate, and 100% found them open during their
visits.

97% of the respondents felt that the staff was helpful and used language that was understandable.
81% were given the autonomy to choose various options for their challenges.

57% of the respondents were satisfied with the case closure. 35% of the respondents’ cases were
ongoing.

62% of the respondents found that their overall experience in the OSC exceeded their expectations.
The respondents suggested an overall improvement in infrastructure, facility, financial accessibility,
and awareness generation.

Overall reflection

OSC personnel cited commitment, teamwork, and unity as their key strengths, enabling effective
service delivery. They highlighted proactive support, including job referrals, survivor training, and
strong stakeholder coordination, as crucial to comprehensive care and survivor needs.
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e Most States reported irregular salaries as a significant challenge, with delays exceeding six months.
Other issues included lack of a dedicated vehicle, insufficient staff, job insecurity, limited leave,
inadequate training, and difficulties handling aggressive survivors.

Recommendations

Personnel

e Many of the posts, especially of counsellors, were vacant in many assessed OSCs. The vacancies
increase the workload of existing staff, making it difficult to ensure that OSCs are open 24/7 and
provide all services mandated by the OSCs. The Ministry and the State Department could prioritize
recruiting and posting staff in OSCs. Staff availability could be regularly monitored through a
dashboard by the ministry to ensure that vacancies are filled as quickly as they arise.

e Establishing a uniform shift system across all States to ensure consistency and fairness could be
considered. Transitioning to a standard 8-hour shift model could help improve staff well-being and
operational efficiency. Provide flexibility where necessary to accommodate local needs while
maintaining a core standard.

e Ensuring competitive and standardized salaries for personnel across all OSCs and periodic reviews
to adjust for inflation need to be considered. Twelve out of 14 States reported irregular salaries as
a significant challenge, with delays exceeding six months. It was also mentioned that the variation
in salaries and the irregular payments were due to third-party agencies that engage OSC personnel.
The ministry could review and address this aspect.

Accessibility and Availability of Services

e Outlying clearly the role of the OSCs in providing support to survivors with physical and intellectual
disabilities in the SOP should be considered. The capacities of OSCs to be strengthened to respond
to the needs of survivors with disability through training and linkages.

e The assessment found that while States were in the process of providing dedicated vehicles for
OSCs, most centres have not yet received them. Since the lack of transportation has emerged as a
challenge, expediting the provision of vehicles to all OSCs would be very helpful. This will enable
timely responses to emergencies, improve outreach capabilities, and ensure survivors can safely
transport to and from the centres. The need for transport emerged as a concern from the survivors
as well.

Facility Readiness and Infrastructure

e While nearly all OSCs had display boards, the standardisation of the boards, indicating clearly the
services and the hours of operation, would be helpful.

e The feasibility of ensuring that all OSCs display IEC materials, apart from providing the contact
details of referral linkages in health, police, and legal services, could be considered.

e The signage and the IEC materials should be disability-friendly.

e While nearly all OSCs had kits to be provided for survivors in temporary shelters, ensuring that they
are standardized, and their availability is monitored will help. In addition, ensuring adequate beds
will help. There is also a need to ensure that the access to the temporary shelters is disability-
friendly.

Survivor Centred Care
e More than half of the OSCs did not notify district officials about survivor registrations as specified
in the guidelines." The reasons for this were related to high case-loads in some cases, and

T Section (7) of the OSC Guidelines: As soon as the complaint is registered, the Centre Administrator will send a text message
(SMS/Internet) to the DPO/PO/CDPO/ SHO/ DM/ SP/ DYSP/CMO of the district in which the woman is located at the time of accessing
OsC.
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hesitation around sending frequent texts to district officials. With the shift towards online
reporting through the Mission Shakti Dashboard, this requirement may be revisited. OSCs may be
allowed to decide on the frequency and the manner (through texts messages, emails, or in-person
meetings) in which they would like to keep the district officials updated on the cases managed by
each OSC.

Greater training on immediate needs assessment of survivors, could be considered.

Strengthened consent processes, emphasising written consent at all stages (to the extent possible),
are recommended. Clear guidelines on consent processes at every stage of counselling and referral
processes will help.

A uniform system for generating UIDs for each survivor could be implemented to streamline
follow-up processes and ensure consistent tracking across OSCs.

There is a need for capacity building and support on this so OSC personnel can identify signs and
symptoms of mental distress and manage and/or refer accordingly.

Quality Case Management

Standardized process for case closure and documentation will help.

The feedback mechanisms vary across OSCs, ranging from phone conversations to written letters at
the end of the process. Often, they are not documented as well. Ensuring a feedback and monitoring
format will help improve the services based on emerging needs.

Introducing mandatory self-care sessions and peer-support networks and ensuring personnel have
access to psychological support and tools for managing stress will help. Collaborating with
organizations that provide tele-counselling for staff could be considered. The organization could
also ensure secondary trauma relief support for OSC personnel.

Referral Systems and follow-up of survivors

OSCs had personnel such as paralegals and paramedics to facilitate institutional linkages. Where
unavailable, the appointment of these personnel needs to be expedited.

In addition, designated focal points were to be identified in the police, medical, and legal
institutions. Many OSCs were unable to identify them.

The lack of OSC personnel and the inability to identify the focal points in the referral department
challenged referral linkages. After the OSC personnel are engaged and the focal points are
identified, they should be oriented on the OSC's role in enabling the linkages.

Establishing a routine of quarterly meetings between CA, DSP, and all Sls in the jurisdiction to review
the status of ongoing cases, address challenges in police-OSC coordination, and ensure that police
responses in time could be considered or integrated as a part of the quarterly review by the District
Task Force.

Encourage OSCs to establish a referral system and link it with the District Health programme of the
National Mental Health Programme should be considered. Ensuring OSCs have short- and long-
term mental health support referrals will help.

Follow-up practices varied across OSCs, with differing frequencies and methods, including phone
calls, in-person visits, and home visits. The standardisation of the follow-up of survivors by the
OSCs could be considered

Training and Quality Improvement
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¢ While some States and OSCs have a capacity development plan, most do not. In some States,
agencies undertake ad hoc training. The ministry could develop a training module as a guide for all
States to ensure uniformity in capacity development on key aspects of service provision.

e Staff could be oriented when they join, and periodic training could be provided to refresh their
knowledge. Training on attitudes towards survivors (including tendency to factually verify survivors
accounts), sensitivity to the survivor's circumstances, trauma-informed care, could be considered.

e Ensuring that guidelines and SOPs are available at all OSCs and regularly updated, with training
provided on their application. As suggested above, routine capacity-building sessions on SOPs and
guidelines could be a part of the capacity development process

VAWG Data Management and Information System

e The standardisation of case documentation and recording and formalised information-sharing
protocols (shelter, police, health) could be considered, along with ensuring that the data is uploaded
on the Mission Shakti Portal.

e The ministry could consider reinforcing the mandate that management committees in all OSCs are
established and actively functional. Regular audits could be conducted to ensure that these
committees meet periodically to discuss case management, resource allocation, and coordination
with the police.

e Implementing a transparent system where minutes of the management meetings are uploaded and
accessible for monitoring and evaluation purposes will help to understand the robustness of the
management committee.

This assessment underscores the critical role of OSCs in addressing VAWG and providing integrated support
services to survivors. The findings and recommendations offer an opportunity to incrementally strengthen
the OSC ecosystem through evidence-informed policy measures, operational improvements, capacity
building, and resource optimization. Insights from the assessment can be effectively applied to ensure that
OSCs fulfill their vital contribution towards advancing the safety, dignity, and empowerment of all women
and girls.
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Section 1- Background and Context

Gender-Based Violence (GBV) remains one of the most widely prevalent human rights violations across
the world. Women and girls are exposed to a higher risk of GBV. Approximately one in three women
globally having been subjected to Intimate Partner Violence (IPV), non-partner sexual violence, or both
at least once in their lifetime (WHO, 2018).? This issue transcends borders, and India is no exception to
its prevalence.

According to the National Family Health Survey (NFHS)-2019-21, 29.3 percent married Indian women
of ages between 18 and 49 years have faced domestic or sexual violence.? The survey also indicates a
significant prevalence of IPV, with 95 percent married women who reported sexual violence identifying
their current or former spouse as the perpetrators.

Violence against women and girls (VAWG) has serious short-, medium- and long-term consequences
on the physical and mental health and wellbeing of survivors and families. It also has significant social
and economic implications for countries and societies. The impact of VAWG ranges from physical harm
to enduring emotional distress and may also result in fatalities. Sexual violence may also lead to
unintended pregnancies, complications during pregnancy and childbirth, gynaecological problems, and
sexually transmitted infections (STls), including the human immunodeficiency virus (HIV) (WHO, 2013).
4 Evidence also demonstrates (Kamimura et al.,, 2014) that individuals with a lifetime history of intimate
partner violence (IPV) are more prone to report poorer physical and mental health compared to those
without a lifetime history of IPV.>

In response to these challenges, the Ministry of Women and Child Development (MWCD) in 2015,
formulated a centrally sponsored scheme to provide integrated services for survivors of VAWG through
One-Stop Centres (OSCs). The scheme provides survivors with medical and police assistance, legal aid,
counselling, and short-term shelter. This multi-sectoral approach ensures that survivors have access to
the necessary resources all under one roof.

A decade since its launch, to further strengthen the effectiveness of OSCs and learn from the experience
of VAWG responders operating these centres, the Ministry commissioned a nation-wide assessment of
the functioning of OSCs through UNFPA. UNFPA developed the conceptual framework and tools for
undertaking this assessment and engaged Development Solutions as its research partner, responsible
for data collection and reporting. This report captures the key findings from the assessment, which
gathered relevant stakeholders’ perspectives on guideline adherence, ongoing practices for case
management, referral service implementation, and survivors' experience within OSCs. It also provides
recommendations for strengthening service provision through OSCs.

2 Violence against women prevalence estimates, 2018: global, regional and national prevalence estimates for intimate partner
violence against women and global and regional prevalence estimates for non-partner sexual violence against women. Geneva:
World Health Organization; 2021. Licence: CC BY-NC-SA 3.0 IGO.

3 NFHS 5 Fact sheet (https://mohfw.gov.in/sites/default/files/NFHS-5_Phase-11_0.pdf)

4WHO, LSHTM, SAMRC. Global and regional estimates of violence against women: prevalence and health impacts of intimate
partner violence and non-partner sexual violence. WHO: Geneva, 2013.

5 Kamimura A, Ganta V, Myers K and Thomas T. October 16", 2014. Intimate partner violence and physical and mental health
among women utilizing community health services in Gujarat, India. Research Article.
https://pubmed.ncbi.nim.nih.gov/25319589/

6 https://missionshakti.wcd.gov.in/statisticsOsc; accessed September 2024
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Section 2: Objectives and Methodology

2.1. Objectives of the Assessment

The primary objective of the assessment was to assess the functioning of OSCs, to inform policy
decisions relating to the management of OSCs. The specific objectives of the assessment were to:

1. Assess the extent to which services provided by OSCs are accessible, available and multi-
sectoral

2. Assess if OSCs are compliant with the implementation guidelines for OSCs issued by the
Ministry

3. Assess the capacity of in providing integrated services through multi-sectoral linkages and
referral pathways for services that a survivor might require

4. Understand the knowledge and attitudes of key service providers (Center Administrator, Case
Worker and Counsellors) at the OSCs

5. Identify gaps and challenges in service provision from the perspective of service providers
and service recipients

6. Todocument best practices followed by OSCs for providing integrated services to survivors

2.2 Assessment methodology

2.2.1 Framework and Tools for the Assessment

UNFPA designed a detailed conceptual framework (Annex 1) and developed a set of tools (Annex 2) to
undertake the assessment in consultation with MWCD. The framework and tools were informed by a
close study of the following resources:

e One Stop Centre Scheme Implementation Guidelines, 2017; and Mission Shakti
Guidelines, 2022 (Ministry of Women and Child Development)

e Gender-Based Violence Quality Assurance Tool (Jhpiego, PEFAR, CDC, WHO, 2018)

e Interagency Gender-Based Violence Case Management Guidelines (Gender-Based Violence
Information Management System (GBVIMS) Steering Committee, 2017)

The framework identified the following areas of enquiry:
1. Accessibility and availability of services

Facility readiness and infrastructure

Survivor-centred care and communication

Quality case management

Referral system and follow-up of survivors

Training and quality improvement

Availability of guidelines, protocols, tools

VAWG Data management and Information systems

9. Survivor feedback

10. Reflections from Staff

11. Attitude assessment

12. Knowledge assessment

© N VAW

The framework, mapped with the key objectives, is illustrated in Figure 2.2.1.
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Figure 2.2.1: Mapping the Framework for the assessment of OSCs

Objectives 1 and 2
Objective 3

e Accessibility and
availability of services e Referral system and
e  Facility readiness and follow-up of survivors

infrastructure
e  Survivor-centred care Objective 4
and communication

e Quality case

management e Attitude assessment
e Training and quality e Knowledge assessment
improvement

e Availability of guidelines, | Objective 5 |
protocols, tools

e  VAWG Data management
& Information systems e  Survivor feedback
e  Staff Reflections

~

Objective 6

e Document best practices
across OSCs

Guided by the framework, a mixed methodology incorporating desk review, structured/semi-structured
interactions, review of data management within facilities, and facility observation was adopted. An
overview of methods is as follows:

Desk Review included an examination of secondary literature on the functioning of OSCs, and laws,
policies, guidelines, and protocols relevant to the functioning of OSCs.

Structured/Semi-Structured interactions were done with relevant stakeholders, such as the State OSC
focal points, OSC centre administrators (CA), case workers, counsellors, para-legal staff, paramedical
staff, police personnel, and survivors.

Knowledge and attitudes were assessed quantitatively using a self-assessment questionnaire. The
questionnaire was posed to key OSC personnel (CA, Case Worker, and Counsellor) using
structured/semi-structured interactions.

A facility observation checklist was used to assess if OSCs had been set up as per the MWCD guidelines
and provide the mandated services with the necessary infrastructure. Researchers filled out the
observation checklist on Google Forms.
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In the initial phase, the tools were tried and tested in four States: Bihar, Madhya Pradesh, Odisha, and
Rajasthan, through a UNFPA commissioned assessment focused on OSCs and health facilities. Based on
the learning from the four-State assessment, the tools were further refined and finalized.

The following tools were developed for the assessment:

1. Structured/semi-structured questionnaire for State Department of WCD/Social Welfare

2. Three structured/semi-structured questionnaires for OSC staff (1. Centre Administrator, 2. Case
Worker and 3. Counsellor)

3. Structured/semi-structured questionnaire for three identified stakeholders: police, para-medical,
and para-legal personnel attached to each OSC

4. Structured/semi-structured questionnaire for OSC service recipients/survivors

Self-assessment tool: Knowledge

6. Self-assessment tool: Attitudes

u

Table 2.2.1 Areas of enquiry mapped to particulars of data collected for each area of enquiry and the
data collection methods

Signage outside OSCs
Facility Availability and display of Information, .
Readiness and Education, and Communication (IEC) material FEC”:I)'/ ?ssessment
Infrastructure Availability of infrastructure checklis

Availability of OSC personnel

Availability and
accessibility of
services at OSCs

Location of the OSCs and its accessibility

Availability of services in OSCs

Structured/Semi-
structured interactions

o Centre Administrator
o Survivors

Survivor centred
care

Compliance with the informed consent process

Compliance  with
mechanism

mandatory  reporting

Communication with survivors

Provision to deal with child survivors

Privacy and confidentiality of survivors

Provision of mental health and psycho-social
support

Best practices followed by OSCs

Structured/Semi-
structured interactions

o Centre Administrator
o Caseworker

o Counsellor

Client Intake

Assessment of the situation

Assessment of needs

Structured/Semi-
structured interactions
o Centre Administrator

Quality Caset Case closure o Caseworker
managemen Coordination within OSCs o Counsellor
Management of OSCs for quality improvement o State focal point
Review and reporting
Best practices followed by OSCs
Data Data storage and processing Structured(Seml— )
structured interactions
management

and information
system

Analysis of VAWG response data

Best practices followed by OSCs

o Centre Administrator
o Caseworker
o State focal point

Availability and adherence to guidelines

Structured/Semi-
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Availability of
guidelines,
protocols, and
tools

Availability and adherence to protocols

Availability of tools (formats/templates)

structured interactions

o Centre Administrator
o Caseworker

o Counsellor

Desk review of policies,
guidelines, and protocols

Mode, duration, and content of training

Structured/Semi-
structured interactions
Centre Administrator

Referral system
and follow-up of

Referral to health facility

Referral to police

Referral to legal counsel

Follow-up with survivors

Training and o
ualit ? o Caseworker
iqmpro)\//ement o Counsellor
: o Police personnel
Best practices followed by OSCs e
Availability of referral services Structured/Semi-

structured interactions

o Centre Administrator
Caseworker
Counsellor

o O O O

survivors - .
Feedback during referral Police personnel
Best practices followed by OSCs Health facilitator
Self-filled form
Awareness . . . o .
AW ' ; Awareness of service providers regarding GBV (quantitative questions)
ssessmen o Centre Administrator
Caseworker
Knowledge . . . °
Assessment Knowledge of service providers regarding GBV o Counsellor

Reflection from
staff

Experience of working with OSCs

Challenges faced in the current role

Suggestions for improvement

Structured/Semi-
structured interactions
Centre Administrator
Caseworker
Counsellor

Police facilitator
Health facilitator

O 0O O O O

Client Feedback

Experience in accessing services in OSCs

Challenges faced in accessing services, if any

Recommendations for improvement

Structured/Semi-
structured interactions
o Survivors

2.2.2 Ethical Clearance for undertaking the assessment

The Institutional Review Board (IRB) of Devsol Research Consultant Private Ltd (Development Solutions)
reviewed the study protocol and the data collection tools and provided ethical approval to conduct this
assessment.

2.2.3 Sample and Sampling Plan
The assessment was conducted in 16 States and two UTs across the country. A funnel approach was
used to select the States for the assessment to ensure balanced regional representation.

2.4.1. Selection of the States and Districts
Six zones of India were demarcated, namely, North, East, North-East, West, South, and Central zones. In
each zone two States were randomly selected. Additionally, two UTs were purposely chosen. Within each
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State and UT, three districts were selected purposively. One was the State capital, the second was the
district adjoining the State capital, and the third was a remote district. This criterion was adopted to
assess the impact of extraneous factors (viz.,, development situation, overall district infrastructure) on
the availability and accessibility of VAWG services in OSCs. The States and districts were finalized in
consultation with the Ministry and subsequent discussion with State focal points.

The assessment was undertaken in the following 16 States and two UTs (including the four States where
the tools were tried and tested)

Bihar
Jharkhand
Odisha
West Bengal

1 East

Assam

2 North-East
Nagaland

Gujarat
3 West Maharashtra

Rajasthan
Delhi (UT)

Haryana

4 North
Jammu and Kashmir (UT)

Punjab

Tamil Nadu
5 South

Kerala
Chhattisgarh

6 Central Madhya Pradesh
Uttar Pradesh

*Grey cells indicate the States where the tools were tested as part of
UNFPA's assessment of OSCs and health facilities.
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Figure 2.4.1: Geographical coverage of the assessment

*Light blue shade indicates the States where the tools were tested as bart of UNFPA's assessment of OSCs
and health facilities.

24.2. List of selected OSCs
The following OSCs were finalized within each State and UT in consultation with the Ministry and State
departments, following the broad criteria for district selection mentioned previously.

Table 2.4.2 —List of OSCs included in the Assessment

e

Bihar Vaishali* Muzaffarpur Katihar
Jharkhand Ranchi Khunti Deoghar

1 = Odisha Bhubaneshwar Puri Raygada
West Bengal Howrah* iOUth 24 Darjeeling

arganas

Assam **Guwahati A, B | Darrang Majuli

2 North-East -
Nagaland Kohima Phek Mon
Gujarat Gandhinagar Ahmedabad Amreli

3 West Maharashtra Mumbai Palghar Nandurbar
Rajasthan Jaipur Dausa Jodhpur
Delhi South-East Delhi | East Delhi North Delhi
Haryana Panchkula* Gurugram Nuh

4 North
JammLf & Srinagar Baramulla Kishtwar
Kashmir
Punjab Mohali* Tarn Taran Fazilka
Tamil Nadu **Chennai A, B Vellore Ramanathapuram

5 South
Kerala Trivandrum Kollam Idduki
Chhattisgarh Raipur Mahasamund Sukma

6 Central
Madhya Pradesh | Bhopal Chhatarpur Raisen
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Uttar Pradesh Lucknow Barabanki Kaushmabi
. 16 States;
Total Six zones Two UTs 56 OSCs

**In these districts, two OSCs each were covered.

*In Bihar and West Bengal, Vaishali and Howrah OSCs were respectively selected instead of Patna and Kolkata OSCs, as
the latter OSCs (based in the respective capital cities) were not functional during the assessment period. In Punjab and
Haryana, since the capital (Chandigarh) is shared between both states, and because of its status as a UT, an alternate
OSC was selected in each state in consultation with the state authorities.

*** Grey shade indicates the States where the tools were tested as part of UNFPA’s assessment of OSCs and health
facilities.

In Guwahati and Chennai, two OSCs per district were assessed, whereas in other districts, only one OSC
per district was assessed. In total 56 OSCs were assessed, including the OSCs where the tools were

tested.

2.4.4 Data Analysis

The interview data was entered into pre-coded Excel sheets, and the answers to the open-ended
questions were transcribed and translated. The data was analysed based on the areas of enquiry and
the tools. The data from the attitude assessment was analysed using descriptive statistics’, and the

knowledge assessment was analysed using content analysis.?

The subsequent section provides the results and findings from this assessment, emphasising key insights
and observations derived from the data. The concluding section shares key recommendations that

emerge from the assessment.

" Descriptive statistics refers to the process of summarising numerical and categorical data in a concise and informative manner.
8 Content analysis is a method used to systematically analyses textual data by categorising and coding the content to identify

patterns, themes, or meanings
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Section 3: Results and Findings

The results and findings are divided into three parts. The first part describes the details of the
respondents—the categories and number interviewed. The second part highlights the findings of the
assessment primarily focusing on OSCs' infrastructure, systems, and processes. The third part explores
the knowledge, attitudes, and reflections of OSC personnel and survivors.

Part |

3.1. Respondent Profile

A total of 256 interactions were done with a range of respondent groups considered as critical actors
for VAWG response through OSCs. The list of the respondents and the interactions proposed and
undertaken are given below.’

4
[

’@K State/UT focal point 184 17

Q Centre Administrator 568 54
@ Case Worker 56¢ 44

f)i Counsellor 56P 28

57 Paramedical 56t 21

g Police Personnel 44E 16

&E Para Legal™ 44E 26
,ﬂ) Survivors 44F 37

Total 374 243

A. Interactions were conducted in the 16 States and two UTs with the designated focal point for OSCs
to assess the initiatives undertaken by the States in managing OSCs and understand the challenges,
if any. Due to pre-committed engagements, the Odisha State focal point was not available for
interactions during the assessment period in the State.

%In the initial phase, during the testing of tools in four States (Bihar, Madhya Pradesh, Odisha and Rajasthan), the interactions
were restricted to the State focal points, the Centre Administrator, the Case Worker, the Counsellor and the Paramedical staff.
Based on the experience and feedback from staff, the circle of respondents was increased when the Assessment was expanded to
more States, to include the Police Personnel, the Paral legal staff, and survivors.

1 Of the paralegal workers interviewed, one from Assam and the other from Uttar Pradesh, were from the DLSA and supported
as paralegal workers. In Assam, one empaneled lawyer also functioned as a paralegal. In Chhattisgarh, one Protection Officer was
supported as a paralegal. In Haryana, in Nuh, and Panchkula, the paralegal functioned as acting CAs. The rest were engaged as
paralegals in OSCs.
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B.

54 Centre Administrators (CAs) were interviewed across the 16 States and two UTs. The CAs in
Kohima (Nagaland) and Mon (Nagaland) were on extended leave and, hence, unavailable for
interaction. Of all the CAs interviewed, 7 were Acting CAs, who were managing the CA post along
with their other designated position in the OSC.

A total of 44 caseworkers were interviewed. The positions for caseworkers were vacant in Majuli
(Assam), Vaishali (Bihar), Katihar (Bihar), Nuh (Haryana), Panchkula (Haryana), Gurugram (Haryana),
Mohali (Punjab), Mumbai (Maharashtra), and Barabanki (Uttar Pradesh). For the remaining four OSCs
the case workers were either not available for the interaction or were discharging responsibilities as
action CA (such as in Trivandrum, Kerala), and were interviewed for that role.

Across the 56 OSCs, interactions were undertaken with 28 counsellors. The counsellor position was
vacant in all three districts of Assam and Punjab that were assessed. The position of counsellor was
vacant in Kohima (Nagaland), Ahmedabad (Gujarat), Amreli (Gujarat), Panchkula (Haryana),
Gurugram (Haryana), Palghar (Maharashtra), Nandurbar (Maharashtra), Barabanaki (Uttar Pradesh),
Ranchi (Jharkhand), Khunti (Jharkhand), and Baramulla (Jammu & Kashmir). Apart from these, the
counsellor in South-East Delhi refused consent for the interaction. The counsellor in Kaushmabi
(Uttar Pradesh) had been on leave for the past year; the counsellor in North Delhi was only available
during the night shift. The counsellors in Ramanathapuram, Mahasumund, and Idduki were acting
CAs and were interviewed for that role.

Tamil Nadu was the only State where counsellors were available in all the assessed districts.

16 police personnel,’ 21 paramedical officers and 26 para-legal officers were interviewed across
the 56 OSCs.

37 survivors were covered across 44 OSCs. Survivors were not interviewed in Guwahati A (Assam),
Majuli (Assam), Kohima (Nagaland), Mon (Nagaland), Trivandrum (Kerala), Barabanki (Uttar
Pradesh), and North Delhi (Delhi). In these OSCs, the survivors could not be interviewed either due
to a refusal by the CA or because the survivors stayed far away, and it was difficult for them to come
to the OSC.

54 CAs were interviewed, out of whom seven were acting CAs

44 caseworkers were interviewed; Nine positions for caseworkers were vacant across 44 districts
28 counsellors were interviewed.

16 police officers, 16 paramedics, and 26 para legal staff were interviewed

37 survivors across 44 districts were interviewed

" While placing PFOs within OSCs is not mandatory, it is considered a good practice and is currently being implemented by 18

0OSCs
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This section outlines the findings from the assessment related to service accessibility and availability,
infrastructure, facility readiness, processes, and systems.

3.2. Accessibility and Availability of Services

3.2.1 Location of the OSCs
As per the government mandate, OSCs should be in a hospital/medical facility or within two kilometres
(km) of the hospital/medical facility.

Figure 3.2.1 Location of OSCs (N=56)

JU— . s OSC in govt/semi-govt

building
I 2 ® OsSCin arented building
4 33 7 .\ ‘.\
/15
== A —

"‘ ] ;.\ Hospital/Medical Facility | 2km ! >2km !

e 89% of the OSCs (N=56) complied with government guidelines on location, in or within two
kilometres of a health facility. Of them, two were in rented buildings. These were in Baramulla
(Jammu & Kashmir) and Majuli (Assam). Baramulla OSC personnel mentioned that they have not
been able to pay rent for a period of six months prior to the survey and were staying there only on
goodwill basis.

e 6 OSCs were located more than 2 km from a medical facility/hospital. These were in Idukki (Kerala),
South-East Delhi (Delhi), Jodhpur (Rajasthan), Dausa (Rajasthan), Kaithar (Bihar), and Darrang
(Assam).

3.2.2. Accessibility by public transport
The CAs' were asked if their OSCs were easily accessible by public transport. The breakdown of their
responses is as follows.

Figure 3.2.2. Accessibility of OSCs by public transport (N=56)

2|n Kohima and Mon, where the CAs were not available, the answers to these questions were obtained from the case worker and
counsellor respectively.
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Easily Accessible Moderately Accessible Difficult to Access
40 12 4

e CAsin 93% of the OSCs surveyed believed their OSCs were easily or moderately accessible through
public transport.

e The four OSCs mentioned as difficult to access were located four to five km away from public
transport or in areas with challenging terrain, limiting access.

e The Nandurbar (Maharashtra) CA highlighted that distance poses a severe challenge for survivors,
as autorickshaw drivers often charge high prices, particularly for women who may not have the
means to afford it. Consequently, these women were forced to walk long distances.

3.2.3. Accessibility for persons with disability
The CAs were asked if, in their view, the OSCs were accessible for persons with disability.

e 52% of the CAs (N=56) reported that their OSC was disability-friendly (Figure 4.4). This included
options such as transport facilities that support persons with disabilities (PWD); ramp; grab rails;
signages. Rest of the facilities reported lack of accessibility options from a disability inclusion
perspective, noting absence of ramps, wheelchairs and grabrails.

e CAs were also asked to rate accessibility from a disability inclusion perspective on a three-point
scale (easily accessible; moderately accessible; difficult to access). 55% of the OSCs said that their
OSCs were difficult to access for persons with disabilities.

Figure 3.2.3 Accessibility for persons with disability (N=56)

Easily Accessible Moderately Accessible Difficult to Access
9 16 31

e The OSCs that rated themselves as easily or moderately accessible were considered so because of
their location on the ground floor or because they were equipped with a ramp. However, in addition
to availability of options, the functionality also needs to be considered. For instance, in one of the
OSCs, while there were ramps available, the passage had been blocked and was not of the right
gradient to enable wheelchair users to access the ramp with ease.

e In most OSCs, it was mentioned that they had not dealt with survivors with disability so far. If
necessary, infrastructure provisions were made, they could support survivors with disability in the
future.

3.2.4. Availability of a dedicated transport facility
51 OSCs reported that they do not have provisions for dedicated transport attached to the OSC.

Figure 3.2.4 Availability of dedicated transport facility (N=56)

,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,

e Over 90% of CAs reported not having a dedicated transport facility.
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e In the four OSCs with dedicated vehicles, these were either arranged through CSR (Corporate Social
Responsibility) initiatives, as was the case in Lucknow (Uttar Pradesh) and Nuh (Haryana), or received
from the State government, such as in Ranchi (Jharkhand).

e  While most of the OSCs did not have a transport facility at the time of the assessment, they
mentioned that they had received communication from their respective States in this regard and
expected to receive it by mid-year. '3

3.2.5. How many days per week is the OSC open
52 (N=56) CAs responded that the OSCs were open all seven days of the week.

Figure 3.2.5. OSCs functioning on number of days per week (N=56)
Mon | Tue | Wed | Thu Fri Sat Sun

e Three OSCs were operational on six days, except for Sunday, but mentioned being available for
emergency services. These were Howrah (West Bengal), Darjeeling (West Bengal), and Phek
(Nagaland).

e The Palghar (Maharashtra) OSC did not function on Saturdays and Sundays. It was open only until
7 PM, on weekdays. Though the OSCs in Bihar mentioned that they were functional 24/7, it was not
demonstrated through physical verification during the assessment. In Katihar, the security guard
had not been appointed. The OSC staff mentioned that it was difficult to keep the OSC open beyond
5 PM.

3.2.6. Number of cases registered at the OSC

The data on the number of cases registered in the four months preceding the survey was used to
determine the average monthly caseload. The categorisation of OSCs based on the monthly average is
depicted below.

Figure 3.2.6. Average monthly cases of OSCs (N=56)

Less than 1 4
1t0 10 20

10 to 20 7

20 to 30 3
30to 40 10
40to 50 5
More than 50 7

13 |n January 2024, the Ministry issued a communication to all States, stating that the Ministry will provide
dedicated transport for the OSCs (annually INR 4,50,000/-) to strengthen the OSC’s response in rescue and
emergency contexts, and to improve the OSCs capacity for inter-sectoral coordination. It also authorized States
to utilize the existing available amount under the recurring head for this purpose, with immediate effect.
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e 43% (N=56) of OSCs, on average, provided services to ten or less than ten survivors every month.
Among them, four OSCs—Khunti (Jharkhand), Kohima (Nagaland), Katihar (Bihar)'4, and Mon
(Nagaland) had one or no survivors in a month. The feasibility of increased outreach and
awareness efforts for the OSCs with low footfall could be considered.

e 39% of the assessed OSCs on average, provided services for 30 or more survivors in a month. Of
them, 7 OSCs had, on average, more than 50 survivors in a month.

Chennai B (Tamil Nadu) and Lucknow (Uttar Pradesh) OSCs had the highest monthly average of
caseload, with 157 and 108 survivors registered per month respectively.

3.2.7. Types of cases reqgistered at the OSC

Figure 3.2.7 Types of cases at the OSCs (N=56)

YES NO

Domestic violence 95% 4%

Rape and sexual assault 79% 19%

(J .? Child sexual abuse 63% 36%

|

Elderly abuse 55% 43%
Maintenance 57% 41%

Others 66% 18%

e Cases of domestic violence were most common at OSCs (reported by 95% of the OSCs). Sexual
assault cases were mentioned in about 80% of OSCs, and child sexual abuse in about 63% of
the OSCs. Elderly abuse cases were reported by over 55% of the OSCs.

e The ‘other’ cases included child marriage, elopement, cyber-crime, adultery, dowry, property-
related disputes, emotional abuse, infidelity, and cheating.

3.2.8. What services are available at the OSCs

Figure 3.2.8. Availability of services at OSCs (N=56)
‘ 57% (32 out of 56) of OSCs had all six services available ‘

Emergency Services &
Rescue Response

Psycho-social
Counselling

™ In Katihar, during the assessment, the staff mentioned an average of about 12 or more cases per month. However, the
register was found to be blank, and with the staff availability, it appeared that the OSC was not functional on many days.
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e 57% (N=56) of OSCs provided all six essential services: rescue support, medical assistance, lodging
FIR, psycho-social counselling, legal counselling, and temporary shelter.

e Of the rest, 17 OSCs did not provide emergency support and rescue services. This was mainly due
to the lack of a dedicated transport facility. The rest, even though they did not have vehicles,
provided emergency response either through the support of the police or by arranging vehicles
from some other source.

For example, South-East Delhi OSC is in the District Magistrate’s (DM) office. It borrows vehicles
from the DM office to provide rescue service, whereas Gurugram OSC mentioned that they get
support from the police.

e 14 of 56 OSCs did not have a legal focal point. The counsellor provided legal counselling. In two
facilities, no legal counselling was provided.

Good Practice 1- Transport support: Lucknow (Uttar Pradesh) and Nuh (Haryana) had
equipped their OSCs with a dedicated transport facility through public-private partnerships. This
approach can be explored in addition to the transport support provided by the Ministry, for
meeting the needs of the OSCs that can enable the centres to increase their accessibility and
outreach.

Good Practice 2- Transport support: Some of the OSCs such as the South-East Delhi OSC or
the Gurgaon OSC ensure emergency support and rescue services by tying up with the DM's
office, and police, in the absence of a dedicated transport facility attached to the OSC. Such
strategies may be used to expand the options for vehicle support, even when dedicated

Key Takeaways on Accessibility and Availability of Services:

e A majority of the OSCs (Over 85%) complied with the Government Guidelines regarding location (in
or within two kilometres of a hospital/medical facility).

e 93% of CAs identified their OSCs as accessible to survivors; however, only 50% reported the OSCs
to be accessible to persons with disabilities. For the six OSCs that were located beyond two
kilometres of a hospital/medical facility, accessibility, especially for survivors with disability was a
challenge. Vehicle support for such OSCs, and for OSCs located in hard-to-reach locations,
must be prioritized to enable improved access to services for survivors.

e On average, 43% of OSCs provided services to ten or less than ten survivors each month. 39% of
OSCs provided services to 30 or more survivors each month. Chennai B (Tamil Nadu) and Lucknow
(Uttar Pradesh) OSCs had the highest monthly average of caseload, with 157 and 108 survivors
registered per month respectively.

e 57% of OSCs provided all six services. Staff believed that to ensure strengthened emergency rescue
and support, there was a need for dedicated vehicular support. Only four OSCs had a dedicated
vehicle. The Government order for transport support to OSCs must be rolled out on a priority
basis through State initiative.

e For OSCs in hard-to-reach areas where the availability of public transport may be limited, the
transport allowance may be enhanced (calibrated with the locally available rates for hiring of
vehicles).

e Given that most OSCs reported domestic violence (reported by 95% OSCs), sexual assault (reported
by 80% OSCs), child sexual abuse (reported by 63% OSCs and elderly abuse (reported by 55% OSCs)
among the most common types of cases that OSCs are currently dealing with, capacity building
of staff on addressing these issues, and improved understanding of OSC staff on the laws
related to such specific cases is an urgent requirement.
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3.3. Facility Readiness and Infrastructure

3.3.1 Availability of dedicated space

All the OSCs had dedicated space. Palghar (Maharashtra) OSC was the only centre that did not have a
dedicated space and personnel. It was operating out of the district social welfare department and had
four protection officers acting as CAs who divided cases amongst themselves. While it has a separate
waiting space, with adequate benches/chairs, for survivors visiting the OSC, there is no provision of a
separate room for counselling survivors where audio/visual privacy can be ensured.

Figure 3.3.1 Dedicated space for the OSC (N=56)

Dedicated space for
0sC

100% (56)

3.3.2 Average number of rooms allocated to OSCs
On average, five rooms were allocated/ earmarked to an OSC.

Figure 3.3.2 Number of rooms earmarked for OSC (N=56"")

Number of rooms earmarked for OSC
Average number of rooms 5
Minimum number of rooms in any facility 1
(] .? Maximum number of rooms in any facility 10
ol
Standard deviation for number of rooms 2

*No response from one OSC
Vellore (Tamil Nadu) OSC reported having 10 rooms.

3.3.3 Availability of separate waiting space

80% OSCs had a separate waiting space for survivors.

Figure 3.3.3 Separate waiting space for survivors at the OSC (N=56)

> One OSC did not respond
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Wiaiting space for clients/
survivors

o ®

80% (45) |  20% (11)

3.3.4 Availability of seating arrangements

82% OSCs had adequate benches and chairs for survivors/ survivors, either in the waiting or common
areas.

Figure 3.3.4 Adequate benches or chairs — independently or in the common area, for waiting (N=56°)

Adequate number of chairs
or benches in the OSC

° ©

82% (46) = 16% (9)

*No response from one OSC

3.3.5 Availability of rooms for counselling

88% of OSCs had a dedicated counselling room, ensuring the privacy of the survivor.
Figure 3.3.5 Separate room available for counselling survivors that ensures privacy (N=56)

Counselling rooms with
adequate privacy

88% (49)

3.3.6 _Availability of Basic Amenities as per the OSC quidelines
Figure 3.3.6 Availability of basic amenities in OSC (N=56)

'® No response from one OSC
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YES NO
i Availability of safe and clean drinking water 55 1
y— Availability of toilets 50 6
B Availability of toilets accessible for persons with disability 1 55
'/i\' Availability of temporary shelter services 54 2
ala
fant Availability of 5 beds in the shelter 39 17
'ﬂ, Availability of kits for survivors in shelter 40 16

All OSCs, except for one, had safe and clean drinking water'. In North Delhi OSC, the CA personally
procured filter water as clean water was unavailable.

Six OSCs reported that they did not have dedicated toilets; some of them such as the OSCs in
Howrah and Darjeeling (West Bengal) shared toilets with the emergency ward, and survivors and
OSC personnel complained of Urinary Tract Infections.

Of the 56 OSCs covered in the assessment, only one in Gandhinagar (Gujarat) had accessible
toilets for persons with disability, including the provision of handrails.

Temporary shelter was not available in two of the 56 OSCs. These OSCs were Palghar'® (Maharashtra)
and Vaishali'® (Bihar).

Nearly 70% of the OSCs (N=56) had five beds as mandated by the government guidelines. Whereas
the other 17 had fewer beds than mandated, in most cases two to three.

16 OSCs did not have the kit provided to survivors with personal hygiene materials such as
shampoo, comb, brush, toothpaste, sanitary pad, diaper, hair oil, and others.

Only 34% of the 44 OSCs reported having temporary shelter facilities available for survivors with
disability.

3.3.7. Availability of Display boards

Figure 3.3.6. Availability and condition of display boards in the OSC (N=56)

7 Clean and safe drinking water at OSCs was defined as the availability of filtered or distilled water

'8 In Palghar, the OSC has an arrangement with another shelter home for VAWG survivors, where a few beds are reserved for OSC
clients.

9 In Vaishali, since it was in a temporary two-room building, they had an arrangement with another shelter home for survivors.
In Katihar, the OSC staff reported the availability of temporary shelter. However, the OSC did not have a security guard, and the
CA did not stay at the OSC. As mentioned, the OSC was invariably closed at 5 PM.
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YES NO

¥ Display board outside the OSC facility 42 14

Oisplay board withinthe OSC facilty Cow o
0SCsthat had display boards both insice and outside the facilty " 5
Oiloyboad sinlocal lnguoge 48
Disply board mentions he serices provided byosC | 43 5
 Disploy board mentions deys and hours when OSC s cpen a _

___________________________________________________________________________________________________________________________________________

Most of the OSCs had at least one display board, either outside or inside the OSC. Only two OSCs
did not have display boards. These were Barabanki (Uttar Pradesh) and Palghar (Maharashtra).

The majority of the display boards were in the local language. In six OSCs, Ranchi (Jharkhand),
Deoghar (Jharkhand), Srinagar (Jammu & Kashmir), and Baramulla (Jammu & Kashmir) the
information displayed were not in the local language.

76% of the display boards mentioned the services provided by the OSCs, but only 55% specified the
days and hours of operation.

Availability and Display of Information Education Communication (IEC)

3.3.7 Availability and Display of Information Education Communication (IEC) Material

Figure 3.3.8 Availability and display of IEC material (N=56)
YES NO/ No

response

OSC has visible IEC materials on GBV 38 18
"IEC material displayed in prominent location Uy e
|IEC material is in local language 33 23|
' IEC material is available in multiple formats (with disability inclusion e
i lens)

' Availability of IEC materials on GBV laws, policies and guidelines | - 2 34
Availability of referral/ resource directory s 8

*2 non response; ** 6 non response

68% of OSCs (38 out of 56) had visible IEC material on VAWG.

Of the OSCs that had displayed the IEC material, 97% (N=38) had displayed it prominently. Nearly
the same proportion had IEC materials in the local language.

None of the OSCs (N=56) had IEC material available in multiple formats with a disability inclusion

lens.

Only 1 OSC had television displaying information on gender-based violence, and this was in
Lucknow (Uttar Pradesh)

Only 40% of OSCs (N=56) had IEC material on VAWG laws, policies, and guidelines

68% of OSCs (N=56) had a physical copy of the referral/resource directory. Others were relying on
their personal phones to store numbers of referral resources.
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OSC Personnel

3.3.8. Personnel at the OSCs
The table below details the number of CAs, caseworkers, and counsellors posted in the OSCs across the
16 States and two UTs.

Centre

Al (€ Caseworker Counsellor

Staff Positions ——

No. Sanctioned by guideline per OSC One Two? One
Region | State e, eff O5its Nos. available NOS.' Nos:.
assessed available available
Bihar 3 3 1 2
Jharkhand 3 3 34 1
East -
Odisha 3 3 7 3
W. Bengal 3 2 5 0
North- | Assam 4 4 6 0
East Nagaland 3 1 1 1
Gujarat 3 3 5 1
West Maharashtra 3 3 32 25
Rajasthan 3 3 424 4%
Delhi 3 3 3 3
Haryana 3 1 426 1
North
Jammu & 3 3 3 2
Kashmir
Punjab 3 2 427
Kerala 3 1 5
South )
Tamil Nadu 4 3 1428 4

20 The OSC Guidelines do not specify the number of case workers to be deputed in each centre; however it mentions that case
workers are to work in shifts to provide 24 hour service at the OSC. For the purposes of the assessment, therefore a minimum of
2 case workers per OSC was estimated

2! No caseworker posted in Deogarh OSC; two caseworkers posted in Khunti, and one in Ranchi.

22 No caseworker posted in Palghar OSC, even though it reports an average monthly caseload of 32 clients

2 No counsellor posted in Palghar and Nandurbar OSCs. Mumbai OSC had two counsellors.

% Three caseworkers posted in Dausa; one in Jaipur; and none in Jodhpur, even though it had an average monthly caseload of
30 clients

%5 The OSC at Dausa had two counsellors

26 No caseworker posted in Nuh, even though it had an average monthly caseload of 49 clients. Gurgaon and Panchkula had
two caseworkers each.

2" No caseworker in Mohali, even though it had an average monthly caseload of 23 clients

28 Six caseworkers were posted in Chennai A (average monthly caseload of 99 clients), three in Chennai 2 (average monthly
caseload of 157 clients) and four in Vellore (average monthly caseload of 46 clients). Ramanathapuram had one caseworker
(average monthly caseload of 39 clients).
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Chhattisgarh 3 2 11 3

Central | Madhya Pradesh 3 5% 7 5
Uttar Pradesh 3 2 430 2

Total 56 47 GO 37

Vacancy Rate 16% 13% 34%

There were 47 CAs for 56 sanctioned posts across 56 OSCs. 90 case workers were available/ posted for
an estimated 112 sanctioned posts; and 37 counsellors were available for 56 sanctioned posts. Ten OSCs
had no CAs; six had no caseworkers and 19 had no counsellors.

It is worth noting that remote districts in each state mostly reported unavailability of designated staff.

3.3.9. Job description and role clarity
Staff were asked if they had a job description and if they were aware about their roles.

Figure 3.2.12 Personnel at the OSC had a job description (N=56)

Job description

v

Yes

Q

No

20% (11)

75% (42) |

*No response from two OSCs

e In75% of OSCs (N=56) CAs, counsellors, and case workers reported having a job description.
e In 84% of OSCs, three key personnel (CAs, counsellors, and case workers) and the rest of the staff
reported that they were aware about their roles.

3.3.10. Training of staff
Staff were asked if they had received any training for their specific roles.
o  68% of OSCs reported that all staff members had been trained for their respective roles.

Figure 3.2.13 All the staff members trained for their role at the OSC (N=56°")

Staff members trained

O ®

Yes No

68% (38) 29% (16)

*No response from three OSCs

29 Bhopal OSC, managed by an NGO, had three CAs, 3 caseworkers, and 3 counsellors
30 No caseworker in Barabanki.
3" No response from three OSCs in Bihar
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Good Practice on IEC: Three of the 18 States and UTs (Tamil Nadu, Kerala, and Gujarat) where the
assessment was done had ensured availability of IEC material in each of the three assessed
districts; this reflected a consistent system-wide approach to communication about OSC services.
The example from these states on advocacy and communication can be replicated across other
states.

Good Practice on Staffing: Lucknow (Uttar Pradesh) was the only OSC across the 56 OSCs that
had all the three referral personnel (for police, medical and legal support) available at the OSCs.
This made a positive difference in the ability of survivors to access referral services, as compared
to OSCs that didn't have the referral personnel available at the centres. It is worth noting that
Lucknow reported a high caseload (averaging over 100 per month), among all the OSCs that
were assessed.

Key Takeaways

While 77% of the OSCs displayed a board that mentioned the services provided, only 38% provided
the details of the hours of operation of the OSC. The standardization of display boards across
the OSCs should be considered- this was under consideration at the time of submission of the
Assessment Report.

66% of the OSCs had IEC materials, and nearly all displayed them prominently. The IEC materials
primarily focused on issues of VAWG. Most of the OSCs did not have IEC on laws, policies and
guidelines to address VAWG; and none of the OSCs had IEC materials that included a disability
perspective. Standardization of IEC materials with a specific focus on laws, policies, guidelines
for addressing VAWG and ensuring that the IEC is disability-friendly should be considered.
At present the funds for IEC are largely concentrated at the state level. Funding and flexibility
should be provided to districts to take decisions related to IEC materials and outreach
activities based on their local contexts and needs, with larger guidance on standardization
shared by the state.

All except one OSC had clean drinking water. Nearly 90% (N=56) had toilets. Except for two OSCs,
all others had temporary shelter as per the mandate. Kits for survivors were not available in 16
OSCs. The availability and standardization of kits for temporary shelters across OSCs should
be considered.

Only 34% of the temporary shelters were disability inclusive. Disability inclusiveness needs to be
universalized across all OSCs.

In terms of availability of personnel, the position of centre administrators had a vacancy rate of 16%;
for case workers the vacancy rate was13%; and for counsellors, the vacancy rate was 34%. Ten OSCs
had no CAs; six had no caseworkers and 19 had no counsellors. Remote districts in each state mostly
reported unavailability of designated staff. Prioritizing the availability of staff in remote
locations, and flexible arrangements that enable staff from well-equipped centres to extend
case-management support through video-conferencing to centres that are unable to fill their
posts can be considered.

84% of staff in OSCs were aware of their role, and 68% had been trained to perform their roles at
the OSC.
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3.4. Survivor Centred Care
This subsection delves into various aspects of survivor-centred care and whether OSCs adopted this
approach while providing service to the survivors.

3.4.1 Obtaining Informed Consent

Figure 3.4.1 Is informed consent obtained from the survivor at different stages of consultation? (N=56)

Taking informed consent at different stages of survivor-centred

care
Not aware E Yes E No
2% (1) i 96% (54) | 2% (1)

e Most of the centres reported that they record informed consent at different stages of consultation.

e The informed consent process varied and was not standardized. 28% of OSCs reported taking
written consent at all points, while 34% took verbal consent.

e Strengthened consent processes, with emphasis on written consent at all stages (to the extent
possible), are recommended.

3.4.2 Informed consent in specific cases
OSCs were also asked about consent in specific situations, such as joint sessions, counselling minors, or
survivors with disabilities.

Figure 3.4.2 Informed consent in case of minors, persons with disability, and joint sessions (N=56)

———————————————————————————————————————————————————————————————————————————————————————————————————————————————————————————————————————————

YES NO
<« ) Informed consent from survivor in case of a joint session 54 2
pr— N
= i Availability of support systems to seek consent from persons with 2 41
‘ i disability . ; .
Informed consent incase of minors 51 ; 5

e Two OSCs reported no consent was sought for joint counselling, as the survivors requested this, and
hence, the involvement of the family and their views became essential for resolution.

e 77% of the OSC (N=53) did not have any mechanisms to obtain consent from survivors with
disabilities. If consent had to be obtained, the OSCs rely on the support of NGOs (Non-
Governmental Organisations).

e Most OSCs had a system for seeking informed consent from minors.

3.4.3 Mandatory Reporting
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Figure 3.4.3 Mandatory police involvement and reporting (N=56)

Mandatory reporting to

police
Yes No
79% (44) 13% (7)

e 70% of OSCs (N=56) reported that if police involvement was required, the survivor (or guardian, in
the case of minors) was informed about the processes, rights, and possible outcomes.

3.4.4 Communicating with Survivors

CAs were asked to name some of the principles of survivor-centred communication. In their response,
CAs mentioned: active listening (85% OSCs), empathy (86% OSCs), reassurance (84% OSCs), not using
demeaning and judgemental language, and providing additional educational materials. Specifically, for
children, the techniques included ensuring a safe space, assuring the child so s/he does not feel guilty,
not rushing the child, and using other resources to help the child tell her/his story. In the case of
children, 73% of OSCs reported allowing the guardian to be present during service provision.

Figure 3.4.4 Principles and techniques of communication and counselling (N=44)
Principles and techniques of communicating and counselling

survivors
Active listening ! Empathy ! Reassurance
86% (38) 5 86% (38) 5 84% (37)

Figure 3.4.5 Allow minor to be accompanied by someone (N=44%)

Allow minor to be with

someone?
Yes No
73% (41) | 5% (3)

*Responses from other 12
facilities not available

All caseworkers in Chhattisgarh had learned sign language to communicate with survivors with disability.
Although not formally trained, they could easily communicate with people with hearing and speech
disabilities.

32 Data not available for assessment of 12 facilities done earlier in UNFPA's four State health -OSC coordination study
3 Data not available for assessment of 12 facilities done earlier in UNFPA's four State health -OSC coordination study
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3.4.5 Privacy during counselling

Figure 3.4.5 Privacy during counselling (N=56)
Privacy is maintained during counseling

CAs mentioned lack of space as the primary challenge in maintaining privacy during counselling.
Some OSCs (such as Howrah {West Bengal}, Mohali {Punjab}, and Raipur {Chhattisgarh}) had only
one room, which was divided into multiple cubicles, allowing voices to carry from one cubicle to
another, thereby compromising privacy during counselling sessions.

During service provision, 70% of OSCs reported that the survivor and multiple OSC personnel were
present. 55% of OSCs reported partners/ family members, along with counsellors, being present,
and in 66% of OSCs, police and those involved with legal processes and documentation were
present.

_ Figure 3.4.6 Who all are present during service provision (N=56)

Who is present during service provision YES
osCpersomel 0%
Su rvri;;rm(;nly 77777777777777 66%
Counsellor + victim 29%
Family/partner with counsel 55%
Polce + documentation and legal -

All OSCs reported that information regarding the survivor and her experience of VAWG was
shared with multiple OSC personnel, police and those involved with legal processes and the
families.

3.4.6 Mental Health and Psycho-Social Support
Given the intersectionality of VAWG and mental health, the assessment also explored how OSCs
provide mental health support, both short and long-term, to survivors.
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Figure 3.4.7 Overview of mental and psycho-social support at OSCs

Total Counsellors surveyed as part of the assessment- e Among the 18 counsellors surveyed, 45% held
L a degree in Psychology, while the remaining
had either a master’s degree in Social Work or
Sociology.
Yes No e Atotal of three psycho-social counsellors had
9 9 a PhD in Psychology.

Counsellors with a degree in Psychology

Highest level of qualification in Psychology

Bachelors - 1

Masters - 3

Diploma - 2
PhD - 3

Masters in Social Work - 5

3.4.7 Tool for identifying signs and symptoms of mental distress

Figure 3.4.8 Tools to identify signs and symptoms of mental distress (N=44%4)
oo

e
e
: Yes 3 No 3
3 41

e Only three OSCs, reported using specific tools for identifying signs and symptoms of mental distress.
Trivandrum (Kerala) and Chennai A (Tamil Nadu) mentioned using Beck's Depression Inventory to
measure the mental distress of survivors. They noted that it is not used in all cases but only when
someone shows visible signs and symptoms. It is important to note that Trivandrum and Chennai A
had designated psycho-social counsellors. The OSC in Howrah (West Bengal) mentioned identifying
triggers using projective assessments, such as showing pictures and videos.

e CAsfrom OSCs in four States did not respond on how they identify symptoms of depression, anxiety,
or other mental health concerns among survivors. In the rest of the OSCs, CAs and counsellors
reported using the following methods: observing body language, looking at symptoms of
depression, anxiety and self-harm, and talking to the survivors.

The OSC personnel also reported counselling partners and family members of the survivors to enable
them to support the survivors. 100% of OSCs counselled family members, and 95% counselled
partners?>.

Figure 3.4.9 Counselling of family members and partners of survivors (N=56)

. Counsel partner
Counsel family

v O ®

Yes Yes No

100% (56) 95% (53) 4% (2)

34 Data not available for assessment of 12 facilities done earlier in the four states where the tools were being tested.
35 In the case of partners, there was no response from one OSC
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3.4.8 Cases referred for specialized mental health services

Figure 3.4.10 Case referred for specialized, long-term mental health services between May and July 2024
(N=44%)

.é. Referred survivor for long term mental health support
== _infast3monthsz

Yes No Not answered
43% (19) 50% (22) 7% (3)

*Questions covered in phase 2 of data collection. 3 CAs did ﬁot answer

*Data not available from other assessment
Half the OSCs had not referred any case for long-term mental health support between May and July
2024. Of those who referred cases, the majority were sent to the psychiatric departments of
government hospitals and specialized mental health institutions, such as IHBAS (Institute of Human
Behaviour and Allied Sciences), RIMS (Rajendra Institute for Medical Sciences, Ranchi), and
Emergency Care and Recovery Centres under NHM (Chennai. Additionally, few cases were referred to
shelter homes, and individual clinical psychologists.

Two OSCs mentioned referring cases to clinical psychologists: Srinagar and Lucknow. Lucknow CA
mentioned that referrals were made to clinical psychologists for short-term mental health support, such
as stress and anxiety. For more severe issues, cases were referred to the psychiatric department.

Good practice- Communicating with survivors: Caseworkers in Chhattisgarh had on their own
initiative learned sign language to communicate with survivors with hearing and speech disability.
Although not formally trained, they reported that they were able to confidently communicate with
people with hearing and speech disabilities.

Good practice- Mental health and psychosocial support: OSCs in Trivandrum (Kerala), Chennai

A (Tamil Nadu) OSCs, and Howrah (West Bengal) have adopted specific tools (including Beck's
Depression Inventory and projective assessments using pictures and videos) for identifying signs
and symptoms of mental distress.

The Lucknow OSC has adopted a protocol for referring survivors who are assessed to require short-
term mental health support, to clinical psychologists. Survivors who need long-term support, are
referred to the psychiatric department

36 Data not available for assessment of 12 facilities done earlier in UNFPA's four State health -OSC coordination study
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Key Takeaways

The process for seeking informed consent varied across OSCs and was not standardized. 28% of
OSCs reported taking written consent at all points, while 34% took verbal consent. Strengthened
consent processes, with emphasis on written consent at all stages (to the extent possible),
with common standardized templates that cover the essential elements of providing
informed consent by the survivor, are recommended.

Maintaining privacy and confidentiality emerged as a major challenge for most OSCS. Lack of
space for conducting individual counselling, simultaneous involvement of multiple OSC staff
during case-management (with information about the survivor and her experience of VAWG shared
among multiple staff), and involvement of family members during counselling, were some of the
typical features of counselling services provided at OSCs. Establishing standardized protocols
for case-management including counselling of survivors, with due attention to privacy and
confidentiality should be prioritized.

Only three OSCs used tools to assess mental distress, indicating this not being a widespread
practice. Methods to assess symptoms of mental distress included observation of body language
and conversations. There is a need for establishing protocols and ensuring capacity building
of OSC personnel on providing mental health and psychosocial support, beginning with
identifying signs and symptoms of mental distress among survivors, so that the survivor is
provided immediate and/or more specialized mental health services as required.

3.5 Quality Case Management

This sub-section discusses how VAWG cases were registered and managed at the OSCs.

3.5.1 Client Intake and Need Assessment

Over 90% of the OSCs had mechanisms for registering survivors. However, the mechanisms varied
across OSCs. Some used a physical register, others had a registration form that was later filed, and
some used Excel spreadsheets.

43% of the OSCs (N=44) send text messages to notify the district's PO/DPO/CDPO/SHO/SP/CMO
on registering a survivor. Those who followed this practice reported that this enabled improved
coordination for response to VAWG within the district administration.

Most OSCs also followed processes for assessing the survivor's situation and needs by recording
case histories and assessing immediate safety needs.
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Figure 3.5.1 The registration process and need assessment (N=56%)

YES NO
| Mechanism for registering survivor as a client 53 3
Generation of UID for registered clients 39 17
e ° | Once registered, as required, is a text message sent to notify 19 25
ﬁ ! PO/DPO/CDPO/SHO/DM/SP/Dy.SP/CMO of the district/area*
I Recording expectations of survivors in their own word 45 1
Cathering basic information (name, age, marital status) about 55 1
| survivors : ‘ ‘
Documenting case histories 54 2
| Assessing immediate safety needs of survivor* 43 1

*Total Number of OSCs covered - 44

The process of recording information was explained to the survivors in 79% of OSCs (N=56).

Figure 3.5.2 Process of recording of information explained to the survivor (N=563)

Process of recording of

information
Yes ‘ No
79% (44) 5% (3)

Figure 3.5.3 Assessment of immediate needs and information provision to the survivor (N=56)

Assessment of immediate needs & information provision
Assessment of
immediate health
need

Information provided
on preventive
medication

Information provided
on possible health
consequences

89% (50) 55% (31) 61% (34)

e In 89% of OSCs (N=56), it was reported that immediate health needs, including the mental health
needs of the survivor, were assessed. However, fewer OSCs reported that information on possible
health consequences and information on preventive medication was shared with the survivors.

¢ Documentation on case action planning and reporting back on the action taken was not adequately
demonstrated across any of the OSCs.

3.5.2 Case closure

37 For the questions with asterics, Data not available for assessment of 12 facilities done earlier in UNFPA's four State health -
OSC coordination study
38 No response from 9 OSCs
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The processes for case closure varied across States and districts. Broadly, the process included seeking
verbal consent for case closure where possible, and recording in the OSC registers followed by update
on the Mission Shakti Dashboard.

The assessment revealed the need for standardization of the processes and templates for case
documentation for each survivor, beginning with consent to initiate case management, to needs
assessment, case action planning and report on implementation, and case closure.

3.5.3 The Centre Administrators were asked how coordination was undertaken among OSC staff
members and with designated points of referral to ensure availability of all services for survivors.

18 OSCs reported that all staff were responsible for coordination.?® This points to the need for
delineating the roles and responsibilities of different staff members clearly.

3.5.4 Monitoring quality of services in OSCs

Box 3.5.4: Tools for Monitoring Quality of Services in

The Centre Administrators were asked about 0SCs

how they monitored the quality of services in
their OSCs, and if they used any of the tools
indicated in Box 3.5.4

Supervision of staff
Review of case files:
o Check if consent forms are filled
o Check if assessment documentation has a
written description of the VAWG incident
Check if referrals have been documented
Check if follow-up action is documented
Check if there is documentation of case closure
Seek client feedback

Staff supervision and client feedback during
case closure were cited as the most common
tools used for monitoring quality of services in
OSCs. Very few CAs mentioned review of any
of the case files as a means for quality
monitoring.

3.5.5 Mechanism for taking client feedback

Figure 3.5.4 Mechanism for taking survivor
feedback (N=56%9)

Is there a mechanism for taking feedback from the survivor?*

e 55% of OSCs (N=51) had mechanisms for getting survivor feedback. OSCs used multiple ways to
collect survivor feedback, guided by individual choice. Some OSCs filled out detailed feedback
forms, while others provided options like suggestion boxes or feedback boxes; still others collected
feedback verbally.

3.5.6 Mechanism for Self-Care

39 This included all OSCs in Assam (4), Delhi (3) and Haryana (3); and Mahasamund (Chhattisgarh), Ahmedabad (Gujarat),
Kishtwar (J&K), Mumbai (Maharashtra) and Chennai A (Tamil Nadu)

“0This question was not initially included in the tool when it was tested in the four states; based on consultations with staff, the
question was included when the tool was finalized
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Given that OSC personnel provide post-violence care, they were likely to experience secondary trauma. Therefore,
the assessment also explored if there were opportunities or systems for self-care for OSC personnel.

Figure 3.5.5. A self-care mechanism for OSC personnel (N=444")

Mechanism to support and promote self-care for providers who experience
secondary trauma as a result of providing post-violence care*

e Half of the OSCs that mentioned having a mechanism included strategies such as arranging yoga
sessions for personnel, celebrating birthdays, going out for lunch or dinner, eating lunch together,
and taking periodic leaves.

e The remaining half, who currently do not have a mechanism, believed it to be crucial. The
respondents mentioned that given the daily involvement in sensitive issues, having some ways to
enable self-care would help them refresh and return to work with the same enthusiasm.

e Staff mentioned the strong need for measures that support work-life balance, to be able to function
effectively; for instance lack of paid leave, and the pressure to constantly be available in centres for
personnel, where lack of staff was a challenge.

3.5.7 Establishment of Managing Committee

The Ministry Guidelines for implementation of OSCs mandates the constitution of an inter-departmental
management committee at the district level chaired by the District Collector/District Magistrate to
oversee the management and reporting of the OSCs.

Figure 3.5.6 Number of OSCs having a management committee (N=44%)

&4
KAt
(]

Management
Committee

________________________

*Data not ble from other 1t
o 23% of the OSCs (N=44) did not have a management committee or had an inactive committee,
as it had not met for a year.
e Among the 44 OSCs surveyed:
o 5% of the committees met episodically.
o 5% met once or twice a year
o 45% met monthly or quarterly

41 This question was not initially included in the tool when it was tested in the four states; based on consultations with staff, the
question was included when the tool was finalized
42 Data not available for assessment of 12 facilities done earlier for testing the tools
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Good Practice- Quality VAWG Case Management: The OSCs in Kerala, have applied some
protocols to enable quality VAWG case management; on average, each client is offered a
specific schedule for approximately five OSC visits. More meetings may be scheduled
depending on the case. This establishes an initial routine for women survivors who may need
multiple sessions for enabling appropriate needs assessment and case action. The scheduled
in-person sessions are then succeeded by follow-up phone calls to continue to monitor the

Good Practice- Seeking Client Feedback: The Nandurbar (Maharashtra) CA had developed a
detailed feedback form that used a five-point Likert scale for feedback on various aspects,
including medical aid, police assistance, counselling, the condition of temporary shelter, food

provided at the OSC, cleanliness, the condition of toilets, safety, items provided at the OSC, and
the frequency of follow-ups. The form was available in the local language, and all survivors were
requested to fill it out at the time of case closure.

Good Practice- Management Committee: The Barabanki OSC (Uttar Pradesh) OSCs has an
active Management Committee that is able to coordinate across departments and district level
entities to address any gaps and challenges in the functioning of OSCs. For instance, when the
OSC encountered a funding delay, resulting in a lack of resources to provide food for survivors
in the short-term shelter at the OSC, the management committee immediately flagged the issue
for the attention of the District Magistrate (DM), and acted swiftly to resolve this situation. The
DM used their network to collaborate with an NGO, which provided food to the OSC for three
months.

Key Takeaways

e Most OSCs (>90%) had a registration mechanism for survivors; however, the mechanisms varied
across OSCs. Some used a physical register, others had a registration form that was later filed, and
some used Excel spreadsheets. A standardized process for client registration needs to be
ensured for all OSCs so that all essential information about survivors is duly documented
and saved while ensuring due attention to privacy and confidentiality.

e Many OSCs (43%) informed the district's PO/DPO/CDPO/SHO/SP/CMO on registering a survivor.
The opinion on the effectiveness of immediate notification upon registration of survivors, was
divided. While some OSCs reported that immediate intimation about client registration
improved coordination, others were of the view that the updates could be shared on a weekly
basis to efficiently manage the relay of communication within the network, especially in OSCs
with a high caseload.

e Most OSCs (89%) conducted an immediate health needs assessment. However fewer OSCs reported
that they provide information on the possible health consequences (such as unintended
pregnancies, or possibly sexually transmitted infections) and on possible measures to avoid
unwanted and/or unintended consequences. Training and skill-building of OSC staff on
communicating about the health consequences of VAWG is important, for them to be able to
ensure that the required information is relayed to the clients.
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e Documentation on case action planning and reporting back on the action taken was not adequately
demonstrated across any of the OSCs. Furthermore, feedback collection methods varied across
OSCs, with some centres using detailed forms while others employed suggestion boxes or informal
methods. Standardized systems, processes, for case-action planning and reporting, and
feedback from clients, needs to be designed and implemented.

e Staff supervision and client feedback during case closure were cited as the most common tools
used for monitoring quality of services in OSCs. Very few CAs mentioned review of any of the
case files as a means for quality monitoring. Capacity building of CAs to provide supportive
supervision and monitoring of OSCs through various mechanisms including review of case files
can be undertaken.

e Overall, the assessment revealed the need for standardization of all the processes for case
management and templates for individual case documentation, beginning with consent to
initiate case management, conducting needs assessment, undertaking case action planning
and report on action taken, referrals and follow-up, case closure, and feedback seeking from
clients.

e Half of the OSCs had self-care mechanisms for their personnel, such as yoga sessions or social
gatherings, while the other half recognized the need for such practices. The feasibility of self-care
mechanisms to be adopted across OSCs should be considered. Furthermore, measures that
support work-life balance (prioritize reduction of vacancies, ensure staffing commensurate
to caseload over and above the sanctioned positions, provide paid leave, enable fair work
distribution) must be instated to enable staff to function effectively.

e 0OSC, with an active management committee were generally more effective in addressing

administrative issues and challenges. Since OSCs may face administrative challenges
periodically, it is crucial to ensure that management committees remain active and engaged.
Strengthening efforts to maintain active management committees across OSCs could enhance
their ability to address and resolve issues promptly.

3.6 Referral Systems and Follow-up of Survivors

3.6.1 Referral to health facility/Police/Legal

Figure 3.6.1. Referral service to health facility/Police/Medical (N=44%)

® & 49
Health Police Legal
Have a focal point of contact 20 14 37 7 35 9
Explain su r'\jwor what they may expect from 39 5 a2 2 a2 2
referred service i i
& | &
i)
Inform survivors that they can be 43 1 37 7
accompanied to the Hospital/Police i

e 68% of OSCs had a health focal point, 85% had a police focal point, and 80% had a legal focal point
(N=44). The resident medical officer, on-duty officer, or the superintendent/constable of nearby
police stations were the personnel identified as the focal points in a number of OSCs.

43 Data not available for assessment of 12 facilities done earlier for testing the tools
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Most CAs reported informing the survivors about what to expect from referred services. Almost all
OSCs informed survivors that they could be accompanied to medical facilities or hospitals. Most
indicated that a team member stayed with the survivor throughout their visit.

Few OSCs, especially those located in remote regions, shared that they had never referred any cases
for legal services and were not able to provide guidance on what to expect from such services.
Similarly, few others stated that they do not inform survivors that they can be accompanied to the
police station due to the lengthy police procedures and the limited personnel available.

3.6.2. Challenges with referral services

Below are the challenges faced during the referral process shared by OSC personnel (Centre
Administrator, caseworkers, and counsellors) and referral service facilitators (police facilitation officers,
paramedical staff, and para-legals). The challenges are categorized by service type:

Figure 3.6.2 Challenges with referral services highlighted by OSC personnel and referral facilitators

Judgmental and Insensitive Non-recognition of work

Unavailability of Personnel yaresponsive

2 Charging money . . E
E Non-sharing of information TI m e CO n S u m | n g :
E Cllents nOt prlorltlzed Clients requiring special needs :
E Denial of case registration LOgiStica| coordination E

Medical:

One of the primary challenges was long waiting hours. OSC personnel reported that despite being
based in hospitals or medical facilities, they had to go through the entire OPD procedure, often
taking one to two hours.

Another issue was the delay in obtaining medical reports necessary to initiate police procedures.
Hospitals sometimes delay the release of these reports, further delaying services for survivors.

Police:

Several coordination challenges on police referrals were reported. OSC personnel found the police
to be often unresponsive, requiring multiple follow-ups even to register a case.

'Victim-blaming' was stated to be a common phenomenon encountered by OSCs and survivors in
their interactions with police that made it difficult for OSCs to refer survivors to the police.
Additionally, there was a lack of clarity regarding the types of cases that should be referred by the
OSC by the police. OSC personnel shared that the police often referred cases of women in distress,
not necessarily involving VAWG, to OSCs, such as women experiencing mental health challenges, as
well as women convicts

Legal:

A significant issue with legal services was the backlog of cases. In many OSCs, para-legal visits only
once or twice a week, causing delays, especially in centres that have high caseload and receive
multiple survivors daily.

Additionally, some OSCs reported instances where para-legal asked survivors for money, though
such issues were swiftly addressed when reported to the District Legal Services Authority (DLSA)
secretary.

3.6.3 Mechanism for follow-ups
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Figure 3.6.3 Frequency of follow-ups (N=56)

. . | - - - - |

21% 4% 1% 64%
12) @) () (36)

e All 56 OSCs conducted follow-ups with survivors after their first visit. However, the frequency of
these follow-ups varied by district. It varied from a week, fortnight, month, and case to case.

e The follow-up mechanisms lacked standardisation. Some OSCs followed up by phone, others asked
survivors to visit the OSC, and some even conducted home visits.

Good Practice - Referrals and Linkages: While most OSCs shared that the majority of clients they
receive are referred to them primarily by the police or health facility, the OSCs in Kerala
(particularly Kollam and Trivandrum) shared that most of the clients come to them, either directly
or through Panchayats and other local bodies, and through frontline workers (Anganwadi workers
and ASHAs). This reflects the close coordination that the OSC has established with community-
based organizations through awareness generation and a concerted focus on IEC. In the sessions,
the two OSCs shared that they share information about the functioning of OSCs, legal provisions
for survivors of VAWG, and the contact numbers for the OSC.

Good Practice - Referrals and Linkages: The Idukki OSC (Kerala) ensured linkage for those survivors
who may need financial assistance (such as survivors with injuries including burn survivors) to the
State level Aswasanidhi scheme under the Women and Child Development Department that enabled
interim financial relief for survivors of VAWG.

Key Takeaways

e 70% and above of OSCs had designated focal points for health, police, and legal services.

e Challenges in medical referrals included long waiting hours and delays in obtaining medical reports,
which impacted the timely provision of services.

e Coordination issues with the police included unresponsiveness, victim-blaming, and confusion over
case types suitable for OSC referral.

e Legal service challenges involved case backlogs and infrequent visits by para-legal, leading to delays
and frustration among survivors.

e Multi-sectoral training can help address the challenges with referrals and linkages. The
medical, police, and legal teams need to be oriented alongside OSCs, on their specific roles
in ensuring an effective response for VAWG survivors.

e Additionally, the District Administration also needs to be actively engaged through the
Management Committee to ensure effective coordination between OSCs and all allied
sectors; the first step in this direction is for the Management Committee to ensure through
its periodic reviews and visits that designated focal points within each sector have been
identified, and are working in tandem with the OSC staff.

e Follow-up practices varied across OSCs, with differing frequencies and methods, including phone
calls, in-person visits, and home visits. Home visits by personnel, in instances of VAWG can be a
potential risk factor, if it exposes the survivor to additional risk of VAWG. OSC staff must be trained
on adopting appropriate follow-up practices that uphold the principles of privacy,
confidentiality and safety for the survivor. Furthermore, some level of standardisation of
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follow-up process by OSCs may be considered to provide a tried and tested combination of
options that OSC staff can rely on, for conducting follow-up with survivors.

3.7 Training for Quality Case Management
This sub-section delves into the planning and execution of capacity-building plans for OSC personnel.

3.7.1 State Capacity Building Plan

Figure 3.7.1. State level capacity building plan for OSCs (N=14)

,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,

e Most States had a capacity-building plan, primarily developed in collaboration with the National
Institute of Public Cooperation and Child Development (NIPCCD) and the National Institute of
Mental Health and Neuroscience (NIHMANS).

e Most of these trainings were conducted online, which was highlighted as a concern. State focal
points and OSC personnel believed that OSC personnel would learn more effectively if these
trainings were conducted in person. This is because, during virtual training, personnel often have to
manage OSCs while participating in the sessions, hindering their learning.

3.7.2. Training for OSC personnel

Figure 3.7.2 Training for OSC personnel on different aspects
(N for CA = 42, N for caseworker=35, N for Counsellor=17)

Centre Administrator Case Worker Counsellors
Yes No Yes No Yes No
Tralnmg on their role as CA/Caseworker/counsellor 30 12 19 16 12 5
Training on responding to survivors 30 12 21 14 1 6
““'i'—r'.‘.aining on responding to survivors with disability 4 38 5 30 1 16
Training on communicating with survivors 29 13 16 19 10 7
Training on communicating with minors 1 41 1 34 3 14

e A majority of the CAs and counsellors (over 70%) reported that they had received training on their
specific roles and on responding to VAWG survivors, through workshops organized both at the
National level and in States. However only 54% case workers reported that they had received
training on their roles. When asked how they learned their role, they mentioned shadowing and
observing seniors in the OSCs.

e Very few OSC personnel (10 out of 93) reported that they had received training on responding to
survivors with disability. Similarly, the number of personnel who had received training on
communicating with minors was miniscule.

Good Practice- State Level Training: The Uttar Pradesh State focal point shared that they have
collaborated with the CSO Association for Advocacy and Legal Initiative Trust (AALI) to organize in-

person training for all 75 CAs across Uttar Pradesh. This training was intended to be a week-long
residential program in three to four phases.

Key Takeaways
e Training for CAs has been regularized, through National and State efforts, and nearly all OSCs
have a trained CA. The focus of the training programmes must now be expanded to include the
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other staff, especially case workers who have a critical role to play in engaging extensively with
survivors.

e As part of the induction and refresher training, in-person workshops need to be prioritized, as
online workshops do not always enable full participation from staff members due to other
demands on their time, when they are operating out of the OSCs.

e State Departments of Women and Child Development may consider identifying local expertise
for conducting training on gender, and on case management to support capacity building of all
personnel in OSCs. This will ensure that the staff are exposed to more expansive
comprehension, and improved skill sets for navigating issues of gender dynamics and
intersectionality (gender and disability, caste, religion) that VAWG responders have to deal
with.

o The training programme for OSC personnel must also be expanded to include focal points from
the allied sectors (district administration, health, police, legal services) to enable improved

3.8 Guidelines and SOPs
This section looks into the availability of guidelines and SOPs in the OSCs.

3.8.1 Availability of guidelines and SOP

Figure 4.45. Availability of guidelines (N=44%) Figure 4.45(a). Availability of SOP (N=56)
YES """"" NO |
Di Availability of Guidelines for OSC* 43 1

*Data not available from other assessment

e With one exception, all OSCs had the latest updated guidelines available in their OSCs. Most of
them had kept a hard copy of the same. Though available, all OSC personnel were not fully familiar
with the guidelines; only CAs demonstrated fair knowledge about the guidelines.

e Fewer OSCs had a copy of the detailed reference material on SOP for OSCs compared to the
guidelines.

e OSC staff were also asked if they had developed specific protocols for different aspects of case
management for their centre.

Key Takeaways

e 43 of 44 OSCs had the OSC guidelines, and most had SOPs. Staff can be encouraged to
familiarize themselves with the guidelines and SOPs through integration in induction
training; and through virtual certification programmes that need to be cleared every year.

3.9. Data Management and Information System

3.9.1. Provision of recording data about VAWG cases

Figure 3.9.1. OSCs that had forms/formats to collect information about VAWG survivors (N=>56).

4 For the first question, data not available for assessment of 12 facilities done earlier in UNFPA's four State health -OSC
coordination study
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i 56/56 Had specific formats/forms to collect i
i information about VAWG !

e All OSCs collected or collated information on survivors. The methods, however, varied. Some OSCs
used Excel spreadsheets, while others employed case registers, case forms, or a combination of
these methods.

3.9.2 Updating data on the government portal

Figure 3.9.2. Number of OSCs that updated data on the Mission Shakti portal (N=56)

oo
L g
Data
Updating on
portal
Yes No
37 19

e 64% (N=56) of the OSCs were updating data related to VAWG on the Mission Shakti portal. The rest
were unable to do so for reasons ranging from lack of computer, internet connectivity, IT personnel,
or training.

Key Takeaways

e 100% of OSCs (all 56) had formats to collect information on VAWG cases; however, the
data recording processes lacked standardization, with methods varying across OSCs.

e 64% of OSCs (N=56) were updating the data on the Mission Shakti portal. The standardization of
case documentation, recording, and formalized information-sharing protocols (shelter,
police, health) could be considered, along with ensuring that the data is uploaded on the
Mission Shakti Portal.

o 22% of 44 OSCs lacked a managing committee, and of those with committees, some were inactive
or met infrequently.
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Partll

3.10. 45

Knowledge Assessment

All (100%) CAs from 56 OSCs reported that informed consent was necessary to provide VAWG response
services. OSC personnel (CA, counsellor, and case worker) responded in writing to eleven questions on
GBV to assess their knowledge. The graphic below presents the most frequently mentioned responses

to the questions.

Figure 3.10.1. Responses to questions on knowledge of GBV (N=44)

40% -Confidentiality & Privacy

33%- Create comforting environment ——

Trust and respect of
survivor

29%- Actively Listening
25% - Rapport building |

22%- Verbal and non-verbal cues——

58% - Mental Harm/Psychological Issues —
32%- Physical Health Injury —

16%- Self Harm/Suicide Consequences of IPV

38% - Affect on family relations——

26%- Low self-esteem ™

49% - Medical Need —7
39% - Social Support/Safety Assessment ——
32% - Referral Required —
63% - Mental Harm/Psychological Issues —
51%- Physical Health Conditions ~—

15%- Self Harm/Suicide
22% - Fear/Societal Humiliation—

Consequences of
Sexual Violence

54% - Socio-cultural norms ——

45%- Financial Constraint ~—

26%- Family Pressure

28% - Concerned for child/children——

21%- Lack of support systems ™

Need Assessment

— Sexual Violence /Harassment - 54%
~ Mental/Psychological Violence -39%

Types of Cases — Physical Violence - 64%
—— Domestic Violence - 46%

— Economic/Socio-economic Violence - 32%

— Socio-cultural norms/gender inequality-71%
— Poverty-29%

Conflict at home- 17%

Causes of GBV
— Lack of formal education- 29%

—— Drug abuse/alcoholism- 16%

[ Client is satisfied -43%
Follow up done -26%
L (Case has been resolved -31%

Knowledge

Case closure
Assessment

— Confidentiality/privacy/Trust- 45%
— Non-judgemental Attitude- 20%

Guiding Principles .
0? GRY P Ensuring safety- 18%
__ Educate and empower - 18%
— Social Stigma/Pressure- 65%
— Family pressure - 35%
S”W"_’°r mt — lackof support from authorities - 27%
reporting GBY
__ Fear of defamation/shame- 30%
Reasons for Women
Not Leaving Abusive  Financial dependence- 20%
Relationships

*Percentage may not add up to 100 as each respondent gave multiple responses

e The responses mentioned various forms of GBV, including emotional violence, trafficking, child
marriage, crimes against the transgender community, female foeticide, and cybercrime. Physical
violence, followed by sexual violence against women, was mentioned the most.

e While social norms and gender inequality appear as the predominant causes mentioned, most of
the responses highlighted the immediate causes, such as poverty, conflict, alcoholism, drug abuse,
and extramarital affairs, as primary drivers of GBV.

4 The knowledge and attitude were not assessed in the other assessment by UNFPA in four States to assess the response of

OSCs and the health system to GBV.
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The responses highlighted the mental and psychological impact of the violence, both IPV and sexual
violence, followed by the physiological impacts.

Financial dependence and fear of societal judgement were seen as important barriers which
prevented women from leaving abusive relationships. These barriers also had an impact on
reporting VAWG. Additionally, a lack of support from the police and legal system was highlighted
as a critical obstacle.

Ensuring confidentiality, privacy, and trust were seen as guiding principles for addressing VAWG.
However, a nonjudgmental attitude was perhaps not seen as an important guiding principle. This
aspect could be considered in the capacity development programs.

Key Takeaways

Centre Administrators and Counsellors displayed better knowledge levels, compared to the
case workers. This can also be attributed to the fact that the education background of
counsellors was mostly aligned to the demands of the role. This also points to the need for
strengthening capacity building initiatives for case workers, who are not exposed to as
many training opportunities as centre administrators.

Gap areas in knowledge are largely related to their core functions, including
undertaking needs assessment of survivors, limits to confidentiality, criteria for closing
cases.

3.11. Attitude Assessment

Using a four-point Likert scale to assess their attitudes, OSC personnel (CA, caseworker, and counsellor)
were requested to indicate if they agreed or disagreed with ten Statements on violence against women
and girls. The four-point Likert scales were — strongly agree’, ‘agree,” ‘disagree,” and 'strongly disagree.’
The average of their scores on each Statement is given below.

Figure 3.11.1 Average score of respondents on attitude assessment (N=96)

1 2 3 4
Strongly Strongly
Agree Agree Disagree Disagree
Sometimes a woman/girl may provoke violence with the way she 33
behaves or dresses P
If a survivor can’t answer the questions asked during an interview, 3.2
they are making up the incident ’
A husband may sometimes be justified in beating his wife 3.6
Domestic violence or Intimate partner violence is a family matter
and should be handled within the family P4
It is my job as a caseworker to determine whether a survivor is 25
telling the truth ]
There are certain conditions in which VAWG is justified 3.2
Not all instances of VAWG deserve the same level of attention

Strongly Disagree Strongly Agree

Survivors of VAWG have the right to get help for what has happened 3.7

Acts of violence are always the fault of the perpetrator 2.4

i

?act\'ons are best for her/him

g 3%.4

53|Page



While the overall responses highlight an understanding and helpful attitude to VAWG survivors, a few
indicated a judgmental attitude. The feasibility of addressing these through targeted capacity-
building programs could be considered.

47% (N=96) of the respondents disagreed (strongly disagree and disagree) with the statement that
VAWG is always the perpetrator’s fault. In other words, many of the respondents do believe that
women could also be the reason for the violence.

56% (N=96) believed it was their job to determine the veracity of details shared by a survivor. They
believed that they should determine the truth because, in their view, survivors were often
economical with the truth, sometimes under pressure from the police and at other times due to
family pressure.

The counsellor from Lucknow (Uttar Pradesh) was the only respondent out of 96 who achieved a perfect

score on all Statements in the attitude assessment.

Key Takeaways

The assessment revealed that OSC personnel had an overall understanding of VAWG, identifying
various forms, causes, and consequences. However, their knowledge of appropriate response
mechanisms, such as counselling, and the need to ensure privacy and confidentiality to
address VAWG needs to be improved.

There are gaps in attitudes, with some personnel believing that women could trigger violence too,
and they needed to verify facts, as survivors could be economical with the truth. The attitudinal
change of personnel in these aspects could be considered.

3.12. Survivor Feedback

Thirty-seven? survivors were interviewed to understand their experience at the OSCs.

3.12.1 Referral to OSC

Figure 3.12.1. Referral of survivors through different sources (N=37)

! Friends, Family & |

Neighbours
""""""""""" 40.5% (15) ey
Police A L Awareness
‘ v . Programs
16.22 % (6)  +------ . P
8.11% (3)
””””””””””” i 0SC
pooeees »._ %71 Others (hospitals, '
Lawyers ' | FCC, NGO, former |
o demmmeoee- ' client)
5.41% (2) ) Pl
181 helpline 9 (24.3)
5.41% (2)

46 For the reasons mentioned above, only 37 out of the planned 44 interactions with the survivors were done.
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e About 40% (N=37) said they were referred to the OSC by their friends, neighbours, and family. The
police had referred 16%.

e The rest mentioned various sources, including political leaders, lawyers, NGOs, Family Counselling
Centres, and Anganwadi workers.

e Only a small proportion of survivors mentioned accessing OSCs based on awareness campaigns.
While many OSCs had mentioned the helpline as a source, only a small proportion mentioned it
as the medium for referral. The feasibility of improving referrals through the helpline and
awareness campaigns could be considered.

3.12.2 Accessibility of OSC

Figure 3.12.2 Survivors' ease of accessing the OSC (N=37)

Was OSC easy to Was OS.C al\n{ays?open
find?* during visits?
Yes No Yes
81% (30) 16 % (6) 100% (37)

*1 respondent did not answer

e The majority of respondents found the OSC easy to locate. Those who found it difficult attributed
their challenge to the lack of signage, which caused them to check with multiple people to find the
OsC.

e All survivors indicated that the OSC was always open during their visits and that they met the same
staff each time.

3.12.3 Travel to the OSC

Figure 3.12.13 Affordable travel to the OSC (N=37)

Bear cost of travel

° ©

51.35% (19) | 29.72% (11)

*1 respondent did not answer

e 51% of respondents (N=37) reported that they had to pay for travel to the OSC out of their pocket
and found it affordable. 30% of respondents said they did not have to pay out of pocket for travel
to the OSC.

e In locations like Panchkula and Chennai, respondents reported that policemen assisted them and
dropped them off at the OSC. Some respondents who paid for travel costs used Uber or Rapido
rides, personal vehicles, public buses, and other modes of transport.

¢ Improving or facilitating travel support for survivors could be considered.

3.12.4 Information on services available at the OSC
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Figure 3.12.14 Information on services available at the OSC (N=37%)

Did you receive
information about services
available at the OSC?

O ®

Yes No

68% (25) 30% (11)

*1 respondent did not respond.

67% (N=36) of the respondents received information about the services available at the OSC, while
30% did not receive any information.
Support to enable better information on services and support could be considered.

3.12.15 Facility readiness and infrastructure

Figure 3.12.15. Adequate benches/ chairs in the waiting space (N=37)

Adequate benches or
chairs?

97% (36) 3% (1)

In nearly all centres, an adequate number of benches/ chairs in the waiting area were reported, with
97% of respondents (N=37) confirming this. However, a respondent from one center in the
Kaushambi district of Uttar Pradesh reported inadequate benches and chairs.

Figure 3.12.16 Was privacy (audio/visual) ensured during OSC consultations? (N=37%)

Audio/visual privacy

ensured?
Yes No
84% (31) 14% (5)

*1 respondent did not respond.

84% of respondents (N=37) reported that audio/visual privacy was maintained during the
consultations at the OSC.

47 One respondent did not answer
48 One respondent did not answer
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Figure 3.12.17. Cleanliness at the OSC (N=37)

Waiting Room

Corridor o ® Reception
Yes No
o ® 921% (34) 3% (1) o ®

Yes No Yes No
89% (33) | 5% (2) ________..___. ' 81% (30) 5% (2)
i Cleanliness
{ in the OSC
______ ~. center _ -~
Toilet ""--—I—f—f -=-7 Shelter
; ;

o ® Counselling room o ®
Yes No Yes No
81% (30) 5% () o 78% (29) 3% (1)

Yes I
95% (35)

e 78% or more respondents (N=37) reported all areas of the OSC to be clean.
e The shelter was reported to be the least clean (by 78% of respondents). 95% of the respondents
reported that the counselling room was clean.

3.12.16 Experience with OSC staff and personnel

Figure 3.12.18. Received by the same staff member who assisted in accessing the services at the OSC
(N=37%)

Reeived by staff

Y€

91% (34) 3% (1)

*2 respondent did not answer

e 91% of respondents were received and greeted by staff who assisted them in accessing services.

In specific cases, such as in Khunti, Jharkhand, the respondent said that she was escorted by police
personnel from the OSC to the police station. Another OSC staff member then accompanied her home.

4 Two respondents did not answer
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Figure 3.12.19. Experience of survivors with the OSC personnel (N=37)

Was the language

Was the staff helpful? understandable?

°© ¢©

Yes
97% (36) 97% (36) | 3% (1)

*1 respondent did not answer

e Almost all survivors felt that the OSC staff was helpful, and the language was understandable.

Figure 3.12.20 Experience of any discrimination at the OSC (N=37°%)

Faced discrimination

v @

13% (5) 83% (31)

e 13%, or five respondents from Lucknow, Kaushambi, Palghar, Idukki, and Khunti reported to have
experienced discrimination. 83% faced no discrimination at the OSC.
e Enhanced training of OSC staff on discrimination and provision of services in a non-discriminatory

manner could be considered.

Figure 3.12.21 Was privacy and confidentiality maintained by OSC stdff in the provision of services

Privacy and confidentiality
ensured?

Yes No

97% (36) = 3% (1)

(N;37)

e 97% of respondents (N=37) reported that the OSC staff maintained privacy and confidentiality when
providing services. The one respondent who reported otherwise was from Gurgaon, Haryana.

0 respondent did not answer
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Figure 3.12.22. Autonomy to choose from options (N=37)

Autonomy to choose
various options wrt to the
problem?

9O ®

Yes No

81% (30) = 19% (7)

While 81% (N=37) indicated they were provided options to address their issue, 19% said they were

informed of only one option.
The feasibility of ensuring survivors' autonomy to choose the options across all 0SCs could

be considered through capacity development.

Figure 3.12.23. Referral to other support services

.-:-. Was the referral to other support services smooth?
-

Not referred to any Yes No
referral services

35% (13) 57% (21) 3% (1)

*2 respondents did not answer

59% of the respondents (N=37) said they were referred for other support services, such as shelter,
medical, police, and legal aid. Of them, only one survivor reported dissatisfaction with the referral
service provided by the OSC. She was referred to a long-term shelter, which she described as being
inappropriate for her needs. She felt that the shelter was designed for individuals with mental
disabilities, and as a result, she considered leaving the facility.

35% of survivors were not referred to any additional services, receiving only psycho-social
counselling from the OSC personnel.

Figure 3.12.24 Support from the OSC staff in accessing the referred services (N=37)

Received support from OSC staff in accessing
the referred services

O ®

Yes No

54% (20) 8% (3)

*14 respondents did not answer

54% of respondents (N=37) reported to have received support from the OSC staff in accessing the
referred services. 38% of respondents (14 of 37) did not answer, while 8% indicated that they did
not receive any support.

Among those who reported receiving support from the OSC, 60% indicated they were accompanied
by OSC personnel to access the referred services, 40% noted that the OSC made a phone call on
their behalf, 30% received the contact number and address of the referred service from the OSC,
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and 15% mentioned other forms of support, such as the involvement of a DSCA lawyer.
e A greater focus on strengthening referral support could be considered.

3.12.17. Follow-up and case closure

Figure 3.12.25. Follow-up for survivors after the first visit (N=37)

Was follow-up fixed after
the first visit?

9 ¢

75% (28) 5% (2)

7 respondentsl did not answer
e 19% of respondents did not answer this question.
e Among those who answered, 93% (N=30) reported being contacted for a follow-up after their initial

visit. One survivor noted that her case was resolved during a single counselling session, which
resulted in no further follow-up calls being made.

Figure 3.12.26 Development of a safety plan by the OSC staff (N=37)

Helped developing a safety
plan

O ®

Yes No

67% (25) 24% (9)

*3 respondents did not answer

e 67% of the respondents said that the OSC staff developed a safety plan for them, while 24%
reported that they did not get support in framing a safety plan for the future.

e The safety plans included calling a counsellor if the incident happens again, provision of shelter,
referral to the police, and general suggestions on safety by the case worker.

Figure 3.12.27 Satisfaction with Case Closure

Satisfaction with the case closure

Ongoing Yes No

35% (6) 57% (27) 3% (1)

*3 respondents did not answer

e 57% (N=34) were satisfied with the closure process. Only one survivor expressed dissatisfaction with
the case closure. She was brought to the OSC by her husband and felt that the OSC favoured him

over her. At the end of the counselling process, she was asked to sign a document stating that she
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would not play video games (which were causing issues within the family). She found this practice
to be humiliating.

3.12.18. Scoring overall experience at OSC
Survivors were asked to indicate their overall experience at the OSC by choosing one of the following
options: Unsatisfactory, needs improvement, satisfactory/meets expectation, and exceeds
expectations. Their responses are given below.

Figure 3.12.28. The overall experience of survivors at the OSC

The overall experience at the OSC?*

Needs Exceeds

Unsatisfactory Improvement Satisfactory Expectations

35% (13) 62% (23)

*1 respondent did not answer

e 62% (N=36) said that the OSC services exceeded their expectations, and 13% found it satisfactory.

3.12.19. Suggestions from survivors

Figure 3.12.29. Suggestions from survivors for improvement

Promotion and Awareness Generation

Infrastructure Accessibility
Promoting Financial independence FBCIllt\/ Improvement

e Most survivors reported being satisfied with the services and had no suggestions for improvement.

e However, when probed, a common suggestion was to improve infrastructure, specifically
mentioning the need for larger spaces. This was followed by a desire for more proactive staff and
quicker case resolution.

e Some survivors also mentioned the need for facility improvements, such as access to clean drinking
water and better food options.

e Another suggestion was to provide financial support to survivors, particularly those economically
disadvantaged, as this would empower them to take a stand for themselves.

e Additionally, increasing promotion and awareness about OSCs was suggested as a key strategy to
improve outreach and visibility. Some survivors mentioned that they were unaware of the OSC
before arriving and felt that earlier knowledge of the services would have benefited them and other
women in similar situations.

“There should be more publicity and more awareness about the OSC and its services, as many people do
not know about the OSCs. It should be promoted in public places.”
Survivor, Delhi

Key Takeaways

e The assessment showed that 40% of survivors were referred to OSCs by friends, family, or the police,
with a small proportion coming through awareness programs. The feasibility of strengthening the
outreach initiatives could be considered.

e Most survivors found the OSC easy to locate and were satisfied with their overall experience.

e Suggestions from survivors included improving infrastructure, offering financial support, and
increasing promotion and awareness of OSC services.
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3.13. Overall reflection of the OSC personnel
The reflections of the OSC personnel based on their work experience are outlined. The size of the words
in the word clouds depicted below indicates how often specific words were mentioned when asked

about their reflections.

3.13.1 Strength of the OSCs

Figure 3.13.1. Strengths of OSC mentioned by the personnel

Counselling service

Coordination with stakeholders Services

Supportive and Dedicated Personnel
Facilities provided at OSC Teamwork and Unlty

e Supportive and dedicated personnel were mentioned as a great strength of the OSC, followed by
teamwork and unity. The personnel's hard work, coordination, and commitment to their jobs were
seen as critical factors in the effectiveness of OSCs.

e They mentioned their proactive approach to addressing the needs of the survivors by going beyond
basic services by offering job referrals, installing gym facilities, preparing after-care plans, and
arranging survivor training programs. They said that these efforts demonstrate their dedication to
comprehensive care.

e Coordination with other stakeholders and facilities at the OSC was mentioned as a strength.

The Lucknow OSC arranged training programs for survivors after their cases were closed. These
programs provided skill development courses aimed at fostering financial independence. The OSC went
further by collaborating with NGOs to ensure that products made by the survivors, such as jute bags
and mugs, were successfully sold.

“We are proud of ourselves for being able to take this work forward. Despite having little to no
resources, we try in every way.”

Centre Administrator, OSC

3.13.2 Challenges with the OSC

Figure 3.13.2. Challenges in their role as CA/caseworkers/counsellors

Unpreparedness to deal with N Job Insecurity
clients requiring special needs ~ Non-recognition of work

' Lack of Personnel  Lack of Vehicle
? Personnel’s safety lrregUIar Salary

Aggressive non-applicants

Infrastructure Leaves Accessibility

Lack of coordination from police, legal, medical

Unprepared Facility |- ragular Trainings
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Funding: A majority of the OSCs reported delays (ranging from three months up to a year) in
receiving funds from the Centre; this had implications for the OSCs’ ability to pay salaries, rent for
premises, and manage the daily functioning of the centres that also housed survivors. Staff shared
challenges related to having to cover expenses from their pocket, especially when salaries had not
been paid for extended periods.

Currently fund disbursals are made on a six-monthly basis, with the release of the second tranche
tied to the utilization certification of the previous tranche. This often leads to significant delays in
the payment of the second tranche, impacting the day-to-day operation of the OSC (inability to
ensure regular maintenance and upkeep, pay recurring bills etc.) as well as payment of salaries.
Staff also shared that the funds received are tied to specific expenditure heads and there is limited
flexibility in utilizing them to respond to sudden, non-recurring needs (eg. repair of motor, invertor
etc. at the OSC). No petty cash/maintenance fund is available for CAs to access funds to respond
to situations requiring immediate action (it was shared that these expenses are often borne out-
of-pocket by OSC staff members)

Third party contract: States had a combination of direct (through the State Department) and
indirect (through a third-party agency) for OSC management. In instances where a third-party
agency was involved, staff shared that they received lower salary than those who had direct
contract arrangements.

Another challenge related to third-party contracts was the issue of annual contracting, and the
related uncertainties for staff members. Consequently, this had implications for staff turnover,
motivation, and absence of any long-term training plan, or career progression for staff members.

Salary: The most frequently mentioned challenge, highlighted by 85% of respondents, was the issue
of irregular salaries. OSC personnel reported not receiving their salaries for six months or more.
Additionally, many CAs expressed concerns that their salaries were not commensurate with the
effort and time required by the job, especially given the expectation that they are available 24/7.
Staff also expressed the need for regular increments in salary to keep up with the increasing cost of
living (this was shared by State officials as well, to encourage staff retention).

Job insecurity: Contractual nature of employment was highlighted as a significant issue, affecting
the employee's motivation. Personnel also expressed concerns over the lack of leave entitlements,
especially paid maternity leave. Given that most OSC staff are women, and the centres must operate
24/7, they mentioned that obtaining leave was particularly challenging.

Persisting vacancies and impact on existing staff: Another concern was the lack of sufficient
personnel in OSCs, resulting in increased work pressure on existing staff members. Respondents
shared that they found it difficult to provide services 24x7 with limited staff.

Training: Irregular and primarily online training was also highlighted as a challenge. Some OSCs
lacked routine on-the-job training focused on skill development. Moreover, specialised training on
disability awareness and assistive technologies was often not provided. The challenge of dealing
with aggressive survivors was also mentioned. OSC personnel, who had not received adequate
training for such situations, struggled to manage these cases. This not only disrupted the overall
environment of the OSC but also affected other survivors.

Transport: Another significant challenge was the lack of a dedicated vehicle for the OSCs. As
previously noted, most OSCs did not have a designated vehicle, leading to various operational
challenges. These included delays in providing referral services and emergency rescues and
difficulties in conducting home visits. Maintaining privacy for survivors in public transport (including
taxis) was also a challenge. This also raised concerns about the safety of OSC personnel, particularly
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when they were required to carry out rescue operations late at night, potentially putting them in
vulnerable situations. It is noteworthy that to address this challenge, the Ministry issued
communication to all States in January 2024, stating that dedicated transport for OSCs (annually
INR 4,50,000/-) will be provided to strengthen the OSC's response in rescue and emergency
contexts, and to improve the OSCs capacity for inter-sectoral coordination. It also authorized States
to utilize the existing available amount under the recurring head for this purpose, with immediate
effect.

Ensuring accessibility for persons with disabilities: OSC shared that it was difficult to construct
ramps for persons with disabilities in rented premises. As previously noted, many OSCs are not fully
accessible for persons with disabilities. This is a critical factor that constrains the ability of the OSCs
to make necessary accommodations.

Key Takeaways

The OSC personnel highlighted their commitment, teamwork, and coordination with
stakeholders as key strengths, enabling them to provide comprehensive care and proactive
support, such as job referrals and skill development programs for survivors.

However, significant challenges were identified in relation to funding and management of the
OSC scheme; personnel management; and infrastructure. These include delays in funding,
challenges associated with third party contracting, absence of a petty cash/maintenance
fund, irregular salaries, job insecurity (due to contractual employment), persisting vacancies
and impact on existing staff. The irregular and low salaries on account of contractual
appointments by third-party employers were mentioned in many OSCs and were particularly
challenging for staff members in situations where they had to cover day-to-day expenditures for
the OSC from their own pocket, in the absence of timely fund disbursals from the Centre. This, in
addition to the lack of paid holidays and work pressure, was a challenge for many personnel
engaged in the OSCs.

Additionally, the lack of routine, on-the-job training, especially in handling aggressive survivors
and disability awareness, was noted as an area needing improvement.

Most OSCs lacked dedicated vehicles, leading to delays in rescues and referrals

OSCs operating out of rented premises cited that as a reason for their inability to construct ramps
to ensure access for persons with disabilities.
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Section 4: Recommendations

Based on the results and findings

improvement of the OSCs.

shared above, these are the recommendations for the strategic

Figure 4.1. Recommendations for improving OSCs
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Personnel

Many of the posts, especially of counsellors, were vacant in many assessed OSCs. The vacancies
increase the workload of existing staff, making it difficult to ensure that OSCs are open 24/7 and
provide all services mandated by the OSCs. The Ministry and the State Department could prioritize
recruiting and posting staff in OSCs. Staff availability could be regularly monitored through a
dashboard by the ministry to ensure that vacancies are filled as quickly as they arise.

Establishing a uniform shift system across all States to ensure consistency and fairness could be
considered. Transitioning to a standard 8-hour shift model could help improve staff well-being and
operational efficiency. Provide flexibility where necessary to accommodate local needs while
maintaining a core standard.

Ensuring competitive and standardized salaries for personnel across all OSCs and periodic reviews
to adjust for inflation need to be considered. Twelve out of 14 States reported irregular salaries as
a significant challenge, with delays exceeding six months. It was also mentioned that the variation
in salaries and the irregular payment were due to third-party agencies that engage OSC personnel.
The ministry could review and address this aspect.

Accessibility and Availability of Services

Outlying clearly the role of the OSCs in providing support to survivors with physical and intellectual
disabilities in the SOP should be considered. The capacities of OSCs to be strengthened to respond
to the needs of survivors with disability through training and linkages.

The assessment found that while States were in the process of providing dedicated vehicles for
OSCs, most centres have not yet received them. Since the lack of transportation has emerged as a
challenge, expediting the provision of vehicles to all OSCs would be very helpful. This will enable
timely responses to emergencies, improve outreach capabilities, and ensure survivors can safely
transport to and from the centres. The need for transport emerged as a concern from the survivors
as well.
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Facility Readiness and Infrastructure

While nearly all OSCs had display boards, the standardization of the boards, indicating clearly the
services and the hours of operation, would be helpful.

The feasibility of ensuring that all OSCs display IEC materials, apart from providing the contact
details of referral linkages in health, police, and legal services, could be considered.

The signage and the IEC materials should be disability-friendly.

While nearly all OSCs had kits to be provided for survivors in temporary shelters, ensuring that they
are standardized and their availability is monitored will help. In addition, ensuring adequate beds
will help. There is also a need to ensure that the access to the temporary shelters is disability-
friendly.

Survivor Centred Care

More than half of the OSCs did not notify district officials about survivor registrations as specified
in the OSC guidelines (Section 7- requiring immediate notification through text once a case is
registered). The reasons for this were related to high caseloads in some cases, and hesitation
around sending frequent texts to district officials. With the shift towards online reporting through
the Mission Shakti Dashboard, this requirement may be revisited. OSCs may be allowed to decide
on the frequency and the manner (through texts messages, emails, or in-person meetings) in
which they would like to keep the district officials updated on the cases managed by each OSC.
Greater training on immediate needs assessment of survivors could be considered.

Strengthened consent processes, emphasizing written consent at all stages (to the extent possible),
are recommended. Clear guidelines on consent processes at every stage of counselling and referral
processes will help.

A uniform system for generating UIDs for each survivor, delinked from their personal identifiers,
could be implemented to streamline follow-up processes and ensure consistent tracking across
OSCs.

There is a need for capacity building and support on this so OSC personnel can identify signs and
symptoms of mental distress and manage and/or refer accordingly.

Quality Case Management

Standardized process for case closure and documentation will help.

The feedback mechanisms vary across OSCs, ranging from phone conversations to written letters at
the end of the process. Often, they are not documented as well. Ensuring a feedback and monitoring
format will help improve the services based on emerging needs.

Introducing mandatory self-care sessions and peer-support networks and ensuring personnel have
access to psychological support and tools for managing stress will help. Collaborating with
organizations that provide tele-counselling for staff could be considered. The organization could
also ensure secondary trauma relief support for OSC personnel.

Referral Systems and follow-up of survivors

OSCs had personnel such as paralegals and paramedics to facilitate institutional linkages. Where
unavailable, the appointment of these personnel needs to be expedited.

In addition, designated focal points were to be identified in the police, medical, and legal
institutions. Many OSCs were unable to identify them.

The lack of OSC personnel and the inability to identify the focal points in the referral department
challenged referral linkages. After the OSC personnel are engaged and the focal points are
identified, they should be oriented on the OSC's role in enabling the linkages.

Establishing a routine of quarterly meetings between CA, DSP, and all Sls in the jurisdiction to review
the status of ongoing cases, address challenges in police-OSC coordination, and ensure that police
responses in time could be considered or integrated as a part of the quarterly review by the District
Task Force.

Encourage OSCs to establish a referral system and link it with the District Health Programme of the
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National Mental Health Programme should be considered. Ensuring OSCs have short- and long-
term mental health support referrals will help.

e Follow-up practices varied across OSCs, with differing frequencies and methods, including phone
calls, in-person visits, and home visits. The standardization of the follow-up of survivors by the
OSCs could be considered

Training and Quality Improvement

e While some States and OSCs have a capacity development plan, most do not. In some States,
agencies undertake ad hoc training. The ministry could develop a training module as a guide for all
States to ensure uniformity in capacity development on key aspects of service provision.

e Staff could be oriented when they join, and periodic training could be provided to refresh their
knowledge. Training on attitudes towards survivors (including tendency to factually verify survivors
accounts), sensitivity to the survivor's circumstances, trauma-informed care, could be considered.

e Ensuring that guidelines and SOPs are available at all OSCs and regularly updated, with training
provided on their application. As suggested above, routine capacity-building sessions on SOPs and
guidelines could be a part of the capacity development process

VAWG Data Management and Information System

e The standardization of case documentation and recording and formalized information-sharing
protocols (shelter, police, health) could be considered, along with ensuring that the data is uploaded
on the Mission Shakti Portal.

e The Ministry could consider reinforcing the mandate that management committees in all OSCs are
established and actively functional. Regular audits could be conducted to ensure that these
committees meet periodically to discuss case management, resource allocation, and coordination
with the police.

e Implementing a transparent system where minutes of the management meetings are uploaded and
accessible for monitoring and evaluation purposes will help to understand the robustness of the
management committee.

This assessment underscores the critical role of OSCs in addressing VAWG and providing integrated support services
to survivors. The findings and recommendations offer an opportunity to incrementally strengthen the OSC ecosystem
through evidence-informed policy measures, operational improvements, capacity building, and resource optimization.
Insights from the assessment can be effectively applied to ensure that OSCs fulfill their vital contribution towards
advancing the safety, dignity, and empowerment of all women and girls.
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