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A two-day national consultation was organized on ñImproving Health in Indiaò, on the 1
st
 and 

2
nd

 of August 2009 at The Catholic Health Association of India, Training Centre, Medchal, 

Hyderabad. A total number of 492 participants attended this meet representing Grass root level, 

District level, State level, various NGOô s and faith based organizations. The first day of the 

national consultation began with the dedication of the new building at 7 am. Mr. Mateen 

welcomed the members for the inauguration of the new building at the CHAI Training Centre. 

He stated that it was a long time vision of Rev. Dr. Sebastian Ousepparampil to have an 

auditorium and a nursing college. It was through his constant and tireless efforts that his dream 

has become a reality. The choir sang ñCome, Holy Spiritò, followed by a reading from the Letter 

of St. Paul to Colossians chapter 3 versus 12-17. The new auditorium was blessed by Rev. Dr. 

Sebastian and Rev. Dr. Chandy and it was inaugurated by Mr. Vijay Yellandi, Secretary General 

SHARE USA. 

 

 

 

The Eucharistic celebration began at 7.15am and the main celebrant was Rev. Dr. Sebastian 

Ousepparampil. Rev. Dr. Chandy in his message spoke on healing and referred to healing in 

different religions. He mentioned that healing is linked to developmental activities of the Church. 

 

 



Inaugural Session 

 

 Mr. Mateen introduced the meeting and mentioned that its focus was on community health and 

social action, group discussions and would finally submit a 

memorandum to the government on the second day. He 

invited the dignitaries on the dais. As the pray asathoma 

sathagaya thamasoma jyothirgamaya was sung the lamp was 

lighted by Dr. Rajanikanth Arole, Prof. Mutarkar, Dr. Vijay 

Yellandy, Secretary General SHARE USA, Rev. Dr. 

Sebastian Ousepparampil, Director ï General, CHAI and Rev. Dr. Chandy, Associate Director, 

CHAI.   

 

Rev. Dr. Sebastian Ousepparampil, Director-General CHAI, welcomed the guests with his warm 

and friendly introduction to the audience. Dr Rajanikanth Arole, Director, Institute of Training 

and Research in Community Health and Population, Jamkhed, Prof. R K Mutatkar, President, 

Maharashtra Association of Anthropological Sciences and Hon. Professor of Anthropology, 

School of Health Sciences, University of Pune. Mr. Vijay Yellandy, Mrs. Srilatha Sivalenka, 

Scientific Affairs Specialist, Centers for Disease Control and Prevention (CDC) Global AIDS 

program.  

          

 

 

 

 



 

Rev. Dr. Sebastian Ousepparampil, Director-General, CHAI, gave a brief on óImproving Health 

in Indiaô a joint effort of Bill and Melinda Gates 

Foundation and the Catholic Health Association 

of India. This project is for a period of two years 

and this national consultation culminates the 

first year of implementation. The goal of the 

project is to facilitate sharing of ideas, vision, 

experiences and processes to influence health 

policy in favor of the poor and marginalized 

with the objectives to organize follow up cum 

preparatory workshops in four different levels from Grass root to National level in various states 

of the country in two years. The programmes implemented at various levels - grass root - 

panchayat level, district level, state level and national level ï submission of the memorandum ï 

national level and CHAI follow up for policy change. The strategy at Level I was to conduct 110 

follow up workshops covering 550 villages and 5500 grass root level participants from CHAI 

institutions in continuation with the previous Health Assembly. Grass root workshops were 

organized at CHAI Regional Unitôs (11) by 55 MI in 275 Villages for a population of 2750. The 

same procedure is followed by all the other Regional units and thus covers a total population of 

5500 in 2 years. 

 

The grass root level workshop forms a core group in each village, which consists of 2 Gram 

Panchayat (GP) members along with community representation of 4:4 male and female ratio. 

This forms an association namely Health Action Forum (HAF). HAF will be the grass root level 

entry point for CHAI and JSA for future interventions.  

 

Level 2 ï To conduct 22 workshops covering 220 participants from 110 MIôs. MIôs will make 

sure the representation of PRI members from the HAF in the Member Institution level workshop.  

Representation from 55 village delegates in a year (out of which 40 percent will be PRI leaders 

from the grass root level); District level JSA members and Panchayat Samithi/Zilla Parishad PRI 



members; different level of discussions will be held based on the grass root level health issues, 

problems and possible solutions. 

 

Level 3 ï To conduct 2 workshops for 44 participants from 11 regional Units. Workshop is 

conducted at CHAI level for the state level JSA conveners, regional unit representatives, health 

professionals and representatives from State Health Commission. Various issues evolved in the 

previous workshops are discussed and future strategies are decided.  

  

Level 4 - Regional Unit Level ï To organize National level workshop of Peopleôs Health 

Assembly for the representatives (400 x 2 years) from all first three levels. The participants for 

the national consultation will be from the grass root level, Member Institution Level (district 

level), Regional Unit Level (state level), representatives from other NGOs, FBOôs CBOôs 

working in the health sector, JSA members, other peopleôs right groups and national level health 

policy developers will participate in the National Level Meet. This will be a two day workshop 

in which various stages of discussions, seminars, and debate will be conducted  

 

The project implementation included planning meetings, meeting with other NGOs, IEC 

materials in vernacular languages, grass root level workshops, MI level workshops, monitoring 

visits, evaluation meetings at GR and MI level, publications in Health Action and Newsletter 

printing and circulation. 

 

Subjects dealt at grassroots level workshops were Primary Health Care and Health Systems, role 

of Panchayat Raj institutions, control of Communicable Diseases, Drinking Water, Sanitation, 

Environment & Health, Community Health Insurance, Indigenous Medicine and Folk healing 

traditions,  Policy level interventions for Right to Health and Health Care and Child Health and 



Malnutrition. The methods adopted were group discussions, identifying core problems, 

suggestions and future strategies, puppetry, street plays, health rally, IEC distribution and 

submission of Memorandum 

 

Core problems identified were lack of a grievance redressal system at the panchayat level is a big 

handicap. The monitoring system of programmes and schemes in all sectors is very ineffective; 

Lack of motivation among people to get involved in common issues. They donôt own or claim 

ownership of the projects and programmes intended to address them; Government workers, 

especially ASHA workers, are not regular in their service. Frequent transfer of government 

health staff; inability to diagnose diseases early due to lack of multi ï disciplinary medical 

expertise and laboratory facilities and insufficient quantities of general medicines. 

 

Strategies used were - JSA Movement spread all over India, regularizing the meeting of 

Community-Based Organizations such as Self- Help Groups, Village Gram Sabha and discuss 

health-related problems of the community; forming and strengthening of Health Action Forum in 

each targeted Villages; collectively going to the government offices to make a combined 

application for  the deformities  and organizing health rallies in the respective areas  with  

slogans demanding their health rights and filling the gaps in the health care system; funds 

earmarked for the welfare and development schemes of a village should be put in the hands of 

the óempoweredô committees of the people, to be planned for their own development and welfare 

programmes and activities; scaling up the capacities of the existing CBOs of all categories and 

strengthening them through apex federations of peopleôs alliances for advocacy and policy 

lobbying; form and strengthen CBOs and empower people to raise their collective voices 

beginning from the village level to the apex federation levels; organize Lok Adalat-kind of 

public grievance cells or committees and empower them with sufficient authority, in all the 

grampanchayaths so that any instance of corruption, mismanagement, inefficient functioning, 

and others can be checked at the village level.   

 



The Chief Guest Dr Rajanikanth Arole, Director, Institute of Training and Research in 

Community Health and Population, 

Jamkhed spoke on social justice and how 

it can be translated into reality. In his 

introduction, he emphasized how the focus 

of Catholic Churches has changed from 

charity to health based intervention. He 

appreciated the health aspect incorporated 

in the name of CHAI (The Catholic Health 

Association of India), with the change in the vision after 60 years. Catholic association now 

focuses on the Justice and right of the people.  

In his explanation on the word of Justice, he provided the example of Indian society, where large 

numbers of people are socially and economically marginalized due to a handful of powerful 

individuals. Which discriminated a large population of the nation away from the basic rights like 

food, employment, education and health .A structured poverty is enforced on Indian society for 

more than 500 years. Before we empower the community, it is necessary to change the mind set 

of the people who act as the creator of the society and industry. The transformation will only take 

place through organizing people. But the main focus of the marginalized poverty-stricken 

population has always been feeding the hungry stomach and generating income. To address the 

community we should be clear about, who is the community and whom do we target? Mostly our 

focus target should be the poor, marginalized, vulnerable women, tribal, schedule caste and 

others. Before organizing, the basic needs like food, shelter, education and health of the 

community should be addressed. Now-a-days information is considered as power. Knowledge 

about simple skills on various live saving methods (oral dehydration solution, immunization) 

will make the community stand together for which sources like newspapers, internet, and media 

can be used. We, the community mobilizers should take initiatives in filling the gaps between the 

marginalized and the large pool of resources available at different branches of service provision 

after that, people will themselves come together to take up the ownership. There are examples of 

small initiatives like contributing Rs. 5/- in self help groups in Warangal to larger collection of 

capital worth 3 crore in Muslim womenôs group of Nellore where after addressing the financial 

empowerment they were able to prioritize health needs . He also emphasized that it is never 



difficult to make the community focus on economic sustainability through saving money rather 

helping them gather information on agriculture, government schemes, income generation skills 

which will enable them to tackle the social issues through out their life.  Andhra Pradesh is 

currently facing the social-health issues like sex determination, abortion, removing uterus, 

gender discrimination, family planning etc. He again stressed on improving skills and confidence 

which will enable them to start organizing.  

To identify the problems and issues prevailing at the community level, participatory rural 

appraisal (PRA) method is highly useful in which steps assessing, analyzing and taking action 

are considered essential for making positive changes in the community. Nationalized issues can 

only be solved if addressed at the micro level for example at the village and community. 

Empowerment only comes to the community when they start taking the ownership. He 

concluded saying that for enabling the community to take ownership, we have to act as enablers 

for the transformation only then dream of ñHealth for allò in India will become a reality. 

Dr. Mutatkar, President, Maharashtra Association 

of Anthropological Sciences provided information 

about the health care delivery in India. He 

reminded the audience that there has been two 

groups of individuals since the ancient period, one 

who provide services for example local healers, 

and others who receive services as beneficiaries. 

But now a dayôs focus has been towards 

addressing the right to food, health and education 

which is also United Nations mandate. As per President, Dr Sekhawat, family below poverty line 

(BPL) when suffers with illness losses all itôs savings and becomes bankrupt in no time. It 

creates a vicious cycle in which the interest to live life fades away. He has provided an excellent 

example of Emperor Akbar and Birbal. When Akbar asked Birbal ñCan you tell me which is the 

profession which is the biggest group of populationò?. ñHakimò came the answer. To prove this, 

Birbal asked Akbar to pretend that he was sick. After hearing the news that their Emperor was 

sick, many people across the country visited him and adviced about how he can take care of his 

health. After everybody left Birbal said to Akbar, ñDid you see that everybody in your empire 



has the capacity to give advice on how to take care of oneôs healthò? This small story proves that 

everybody knows little or more regarding health and how to take care of it. But in our medical 

colleges it is not the health which is taught but the diseases which takes the major focus. 

Dr. Vijay Yellandy, Secretary General SHARE USA 

has also participated in the national meet as chief 

guest. He shared his own experience of becoming a 

health worker and the satisfaction he gets in serving 

the marginalized and poor people. He also 

encouraged the audience to take Rev. Dr. Sebastian as 

a role model who through his own initiatives has been 

able to address different health needs of the people.  

Rev. Dr. Chandy proposed the vote of thanks. He expressed his gratitude to all delegates for 

participating in this national meet. He has taken the audience through the long journey of 

CHAIôs success for realizing the dream of creating a national level training institution. He 

appreciated Rev. Dr Sebastian Ousepparampilôs vision to take CHAI to new heights. 

After tea, the plenary session had four speakers. Dr.Rajanikanth Arole Director, Institute of 

Training and Research in Community 

Health and Population, Jamkhed spoke on 

the ñPrimary Health Care in India 

Todayò. He stated that we talk for 

decentralization however, the dais at the 

villages are not allowed to perform 

deliveries. He emphasized that a home 

delivery promotes social support but as 

there is an incentive of Rs.1400/- an 

expectant mother opts for institutional 

delivery.  Most of the staff at the sub-centre has no experience and about 50% of them cannot 

even conduct a delivery, whereas the dais are very experienced. There are other issues such as 

the caste system, non-availability of the health personnel at the sub centres, charges for other 



facilities and only about 10 percent of the sub-centres are completely functional. There is a 

proposal to train the homeopathic doctors in anesthesia or pediatrics.  

He mentioned the three milestones in improving PHC 

¶ Bhore Committee 

¶ Almata Declaration - Second milestone in Primary Health Care approach was Alma Ata 

Declaration. Practically all heads of the Governments met at Alma Ata in then Soviet 

Union in 1978 and produced a document ñAlma Ata Declarationò.  

¶ The third milestone to promote primary health approach is National Rural Health Mission 

2005 ï 2012.  

Increasing the number of staff under the Indian Public Health Standards at each district in the 

programme called Rogi Kalyani Samitni. The programme has a budget of 4 lakhs per annum to 

enhance the health facilities in the hospital.  However, most of the times the funds are misused 

and thus it becomes the responsibility of the NGOs to provide care, look at enabling, role of 

advocacy, training and helping people. The right to information would stop corruption. Health is 

life and anything related to human welfare is health.   

National Rural Health Mission has a rural employment act where people are given jobs for 100 

days. If there is no job than an amount of Rs.100/ is given on a daily basis.  Poverty is often 

called the root cause of ill health thus it becomes important to teach people what their rights are, 

the political will to make the policies work. PHC is the right of the people ï make sure that the 

right is available to them.   

Dr. Mutatkar, President, Maharashtra Association of Anthropological Sciences, spoke on 

ñImpact of Corruption on Health Careò. He stated 

that corruption was considered to be a deviant 

behaviour until recently. However, it is now being 

considered as normal, thus the problem is how to 

deal with it. The talk generally is about ill-health 

and not health. The doctors are taught about how to 

identify illness and treat it. The doctors survive 

because we fall sick. Quoting Dr. J.P.Narayana he 



said that any industry is focused on profit making and the same applies to pharmacy. Unless you 

fall sick, the doctors and pharmacist do not survive. Earlier if someone joined the medical 

services, he would be asked what he would do for a living. The diais do not have a fee or bargain 

when given something. Now consuming a lot of medicine causes illness. Medicine, which 

becomes a source of illness. 

The whole health matter becomes a money matter. Diagnosis such as knee pain now has 

treatment such as knee replacement. Commenting on the medical colleges recognition he said 

that recently the chairperson for the medical council was arrested because he was having that 

huge amounts of money. The politicians are very powerful by way of giving seat charges such as 

capitation of rupees 40 lakhs and the MD charges are one crore.  

Villages have herbalists and there are more that 600 trees in the forest which they prescribe. 

They are aware about what to eat and what not to be eaten and their combinations. These people 

are now not allowed to enter the forest by the forest department which was started by the British 

government. The adivasi used to protect the forest. About 20 percent of the medicines are  now 

spurious. The General Practitioners in the Mumbai market are treating with these spurious 

medications. Finding an answer to this situation, is at three levels :  

Panchayat - village level, group gram panchayat. 

Taluk level ï panchayat 

District level ï zilla parishad.  

 

Looking at our system of panchayat which is at the village level and has a group gram panchayat 

where three or four villages are formed as a panchayat. There were three amendments which 

focused on - no development can happen without the gram panchayatôs permission. Everybody 

knows about health so, it becomes important to teach people at home how to give medicine. 

Our kitchen is our home dispensary. Live 52 is an ayurvedic drug. Our home remedies 

strengthen our immunity, neem flowers are added in the rasam, and others such as adulsa. He 

stated that the President of Argentina did not allow the pharmaceutical to conduct any research 

unless done in America. India has many systems of medicines such as British ï allopathy, Tamil 

Nadu ï Siddha and others.  He concluded saying that every system has some good points and we 

need to take in the good ones.  

 



Some of the members had questions such as what are the solutions, where we can start, for which 

Prof. Mutarkar replied that every citizen has voted and thus demand the rights. We also have 

others such as right to information and right to health. We could form groups and raise these 

issues. Another question was for medical studies the students pay huge amounts as donation and 

the passed out students charge exorbitant fee. Prof. Mutarkar responded that there is no 

dedication seen. He quoted an example regarding NGOs ï a project was sanctioned by the 

government of Maharastra and the employees did not even take a cup of tea as bribe to give the 

project. The last question was regarding the recognition of the alternate systems of medicines. 

Prof. Mutarkar said that it has to come from the grass root level. The NGOs have to show the 

way and know that a NGO cannot run the government.  

 

After lunch Ms. Mukti Bosco, Co-Founder and Secretary-General, Healing Fields Foundation, 

Hyderabad presented on ñRole of Community Health 

Insurance in improving Access to Health.ò She 

asked the participants what is insurance and how 

many of you have insurance? Next she asked how 

many of you have health insurance. About 13 

members said they had health insurance. Then she 

asked if health insurance is necessary and the group 

responded that when people fall ill they can use it and 

get a repayment. The next question was how many hospitals have the facility of health insurance 

and accept it. She went on to explain that health insurance is a risk mitigation strategy. It is not 

thrift, not a loan or even a saving. It works on the basis of pooling peoples resources to pay for 

the insurance that is 99 percent people support one person. The premium is paid in promise that 

if you need you might use it. It is like a security net and quoted the example of a trapeze artist. 

This security net protects the entire community.  

 

The government set up Insurance Regulating Development Authority (IRDA). The IRDA 

defines:  



ü General Micro Insurance product means: Any health insurance contract, any contract 

belongings, such as hut, livestock, tools or instruments or any personal accident contract, 

either individual or group basis. 

 

ü Life Micro Insurance Product  means: Any term insurance contract with or without 

return of premium, any endowment insurance contract, with or without an accident rider, 

with an individual or group basis. 

 

ü Family means:  A unit comprising husband, wife, dependent parents and a maximum of 

three children. 

 

Factors influencing Community Health Insurance in India are IRDA regulations for the 

mandatory social obligation clause for the private insurance companies; Non profits - 

CBOôs/NGOôs wanting to increase the access to quality healthcare; Lack of proper functioning 

of government healthcare providers; Increased use of paid services through private providers; 

Use of debt as a health financing mechanism is expensive; government policies in terms of 

NRHM and government initiated and supported programmes; To increase cash flow to health 

providers who otherwise will have to provide subsidized or free care and community wanting to 

risk mitigation strategies. 

 

CHI Models observed in India are of three types. The first one is considered the basic model 

which is further divided into three types such as provider based which is decreasing, mutual 

where when a community is hit by a common illness for example the Prem Tribal Community in 

Orissa and linked. The second is the main benefit includes hospitalization services where the 

OPD services are not included and lastly the most used private sector providers. 

 

Ms. Mukti Bosco further explained that members range from 5,000 to 50,000 members, whereas 

today Micro Insurance programmes linked to MFIôs have much more. The coverage range from 

5000 to 30,000 and some can go up to 100,000. The enrollment is on a voluntary basis or loan or 

savings linked and government programmes is based on the BPL cards. They have very 

inadequate data in terms of financing, diseases and health outcomes. 



 

She went on to explain about Community Health Insurance that it is not for profit or gain and 

focused on the informal sector or the unorganized group. It is group insurance where community 

is involved and the programmes go beyond just insurance as financing tool and include quality 

healthcare access and yet remained focused on the end client. CHI should look at creating a 

social impact and sustainable change in the health seeking behaviour of the community. 

 

The important factors are: creating awareness about Insurance and specifically health Insurance. 

Introduce Insurance through already organized groups as there is trust and group dynamics in 

place and not only about Health Insurance but also about how to use the scheme is equally 

important. Awareness creation is crucial and beneficial in the long run. There is a need to have a 

long term perspective rather than a short term experiment.  The commitment from the head of the 

organization and the team is very vital to take this forward. Understanding the community health 

needs and the common diseases is another important factor as it would impact on the product that 

can be chosen and effectively utilized. Another important factor is the development of the 

product. The product has to end user friendly as the client may or may be able to understand the 

technical language or how to use. Documentation plays a key role as questions related to 

reimbursements to the client, make claims, settlement of the hospital bills etc. selection of the 

hospital is a important factor too as they need to maintain standards and the CHI process needs to 

access documents in the hospital. The important person in the whole process is the end user and 

the product should be so developed as what would actually bring a change in the health seeking 

behaviour without mitigating the risk of the poor.  

 

The members had questions such as whether the CHI is for the rural or urban community, what 

are the packages recommended, what are the insurances at the national level and are there any 

packages that can cover patient in the community? The response was that the CHI is for the 

urban, rural and also for the health provider, as the country is wide and the needs are different 

there needs to products that meet the specific needs of that community, example Andhra Pradesh 

has Arogya Sri, Rajasthan has RJSY, Jeevan Raksha for rickshaw pullers etc. no insurance 

covers the OPD services. She concluded saying that NGOs and CBOs need to focus on what we 

want. Insurance is provided by the private practitioners, missionary, trust hospitals.   



Ms. Srilatha Shivalenka, Scientific Affires Specialist, CDC, Global AIDS Programme, 

Hyderabad spoke on ñRight to Information Act and Health for Allò. She emphasized that right 

to information act and health for all is the key. Civil 

society and media has a major role in improving the 

governance through the right to information act. 

Right to health is the key now. Government of India 

has given us this new instrument which will act as the 

key to our heath. In 2005, a new act known as the 

RTI was enacted. It basically gives us the right to 

know what is happening inside the government 

machinery. We can have assess to the different data 

generated in the system It also enable us to know why certain things are going wrong in one 

activity.   

Who has the right? All citizens of India have the right. Every Indian citizen can assess 

information through this act. It basically included the right to inspect works, documents and 

records, take notes, extracts of certified copies of documents or records. Obtain information in 

the form of printout, xerox. For example in our district we want to know what kind of health 

benefits are provided to the HIV positive widows, or why one individual have not received a 

particular benefit , though he/she is quite eligible for it . It has two set of people. Set of people 

who gives the information and those who receive the information. Public information officer is 

the key officer of one department designated for this assignment of addressing the queries of the 

information seekers. Community based organizations, media organization, social activities and 

citizens of a country have the right to ask for the information. 

Why to information act  - We need to know about the information, because we are giving tax to 

the country so that improvement can be carried out in the organization. It is the most powerful 

act which enables the citizens to check on the functioning of the public establishment, increasing 

the transparency and accountability. It also has the ability to curb the corruption.  

The main use of the RTI is to reduce the vulnerability. Genital mutilation of women in Africa is 

one example of vulnerability the women face. This kind of human rights violations results in ill 

health .It can be reduced through reducing the vulnerability to ill health through human rights, 



and promotion of human rights through health development. Maternal mortality in India is too 

high. The woman should have the right to know about the three delays she needs to make for 

example delaying in making the decision to seek help, delay in arriving at health facility, delay in 

receiving adequate treatment. 

RTI: How to implement - There should be demand to use the Act. It now our responsibility to 

make the use of this act. The RTI websites has not been updated for a long time for last 2 years, 

which says how government is also not having much interest in enforcing it. 

Who has the rule making right? Role of the central and state government ïRTI. It included 

developing the educational programmes, encourage public authorities to participate, promote 

timely dissemination of accurate information to the public, train officers and develop training 

materials, compile and disseminate a user-guide for the public in the respective languages, 

publish names, addresses, contact details of PIOS and other information such as notices 

regarding fees to be paid.  

How to get all the information:   Procedure is different from state to state (J&K is exception). 

Public Information person is the key person. An application worth Rs 10 is filled according to 

the information required. The filled application should be submitted to the PIO.  There is a time 

period of 30 days provided to the PIO to provide the information.  Asst. IO is given 45 days 

provide the information. Cost of information per page is Rs. 2. 

To take this act forward two organizations are important, civil  society organizations, creating 

demand for it. Civil society organizations are the institutions which can popularize this act. There 

was one organization in Rajasthan which show cases which used the RTI to get all the 

information of government infrastructural development projects, and found out that a large 

amount of money. 

Social Audits enables the civil society organizations to look in to the real functioning of any 

government programmes like ICDS, mid day meal, employment guaranty scheme and find out 

the real investment done and benefits received by the community .  



How to communicate to the community? Answer is the media which passes the information to 

the people, generate debate, NDTV has a nationwide partnership to popularize the RTI, Indian 

express which is called ñExpress initiativesò. www.thehoot.org is the website which enables the 

educated and intellectual people to generate discussion in RTI. Media has a lot of responsibility 

towards generalizing the RTI because citizens of vulnerable, poor, marginalized population 

require using this act efficiently for receiving the larger benefits. 

She concluded that through this act we can use all the government programmes, projects, 

schemes, funds available, incidence and prevalence of diseases, basic health data, special 

measures adopted in disasters (during Tsunami Srilanka has provided excellent information 

system through which people are able to know what is the amount of relief services provided), 

epidemics etc.  

The tea was followed by group discussions. The methodology used was that the participants 

were divided into four groups based on the regions and each group were given a question, based 

on which discussions within the group happened and the major points/conclusions that emerged 

from the discussions were shared during the presentation time. Each group had a reporter and 

presenter. 

http://www.thehoot.org/


Group ï I  comprising of members from CHAAP region focused on Primary Health Care/Public 

Health and the question was - Are you able to access health services at government health 

facilities? If no, state the reasons why they are not accessible. Also suggest steps for improving 

accessibility and quality of services at government health facilities. 

The major points / conclusions that emerged were: The health services at government health 

facilities are not accessible because of lack of health professionals, dedicated services, 

transportation, awareness among the people, medicines are not available and other investigations 

they have to seek outside, patients who go to PHC have no courage to question the professionals, 

paying bribe to get the services done eg: delivery cases, medical professionals are not available 

at the PHC/ CHC level, frequent visits to ART centers in order to get investigations/CD4 

test/ART medicines. PHC / CHCôs are not conducting positive deliveries and are referring them 

to private hospitals. District hospitals refuse positive patients for surgeries. Political influences 

and casteism play important role in denial of justice to the common man.  

Some of the suggestions are that the staff should be within the campus on duty hours. If they are 

going they have to inform the authorities. The government has to make the rule. Communication 

should be improved. After referring the people must have proper follow up. In the gram 

Panchayat Doctor should be available. Proper home visits. The government has to check with 

staff what is happening regarding services. Village health committee should supervise the 

Anganavadi workers. Demand health as a human right at Local /District/ State Level and inform 

fraud happening in all these level. 

 

Group-II  comprising of members from the regions of CHAKA, CHAKE, and CHAT        

focused on Corruption and the question was - What are the various forms of corruption observed/ 

seen in health services delivery? Suggest steps to overcome corruption. 

The major points / conclusions that emerged were: People get very cheap medicines from the 

government hospitals, no beds are available for poor patients unless they bribe from the 

employee from the top position to bottom, accident cases are neglected and not attended 

immediately, postmortem of the dead bodies are being done if bribe is paid. Taking lakhs of 

rupees bribe for medical seats for government medical colleges. 



What are the steps to over come corruption? We have to give awareness to the people not to pay 

bribe for government health services, we the NGOs and CHAI members should not give any 

bribe to any department, see that more health facility such as pathology, scan, etc are made 

available in the government health services. 

Group-III  comprising of members from the regions of CHABIJ, OCHA, WBCHA and NECHA          

focused on Insurance and the question was - What are the possible strategies/ways for providing 

insurance coverage to poor households both in rural and urban areas? 

The major points / conclusions that emerged were: Awareness and motivation to people, we get 

ourselves informed about different ways of insurance; Data collection from village; we need 

proper infrastructure (hospital, dispensary) if we can start with the insurance which is absent in 

our areas; People of Orissa and Jharkhand are cheated by the insurance companies and were not 

provided the promised service; With out connecting with  insurance companies we can help the 

people in the villages and cities by motivation and participation in decision making so that rules 

and regulations can be made practically; we have some centers which are implementing 

ñPeopleôs health Insuranceò and running satisfactorily - Holy Cross Hospital Bellatnar and Holy 

Family Hospital, Kodarma.    

Group-IV  comprising of members from the regions of CHAMP, CHAW and RUPCHA          

focused on Government and Private Health Facilities and the question was - What difference do 

you find between government health facilities and private health facilities? List the advantages 

and disadvantages of both. 

The major points / conclusions that emerged were: 

Government  and Private Health Facilities 

Public  /Govt Hospital  Private 

Free of  cost   On payment 

Lot of paper works and formalities Less paper  work 

Monitored by  Govt.  Monitored by management 

Less Expensive  Highly  expensive 



Easily accessibility and affordability  Inaccessibility and unaffordable. 

Govt. facilities availed for the people  Government facilities are not provided at 

Private Hospital 

Responsible for their activities No responsibility.  

Only poor people visit. For rich people. 

Less  manpower commitment Sufficient manpower with commitment 

No updating knowledge/Training Update their knowledge as per requirement 

ADVANTAGES AND DISADVANTAGES  

Latest equipments are not available Available 

No Cleanliness and hygiene Fully cleaned 

Doctors are not available  Available at all the times 

Medicines are available but not provided Available 

Govt.  health scheme are provided No Govt. health schemes are provided 

Killer disease treatment are on free of cost No free treatment 

MLC  cases are attended No MLC cases are attended. 

Doctors are interested in Private practices  No such situation 

 

From 8.30 pm to 9.30 pm the Cultural Programme was presented by the  Loyola Academy 



 



Day 2 - Date : 2
nd

 August 2009 

The second dayôs programme started with the Eucharistic celebrations from 6:30 am to 7:30 am. 

Af ter the breakfast the session started at 9:10. Rev. Dr. Sebastian Ouseparamppil presented on 

ñHealth Care Situations in Indiaò. He 

discussed on world health scenario, ratio 

of death. 1.1 million children die each year 

from vaccine-preventable diseases such as 

measles, neonatal tetanus, pertussis 

He quoted Dr. Rajanikanth Aroleôs 

statement ñ70 percent to 80 percent  health 

can be taken care by health care workers 

and bridge the gap between the people and 

health care and provide short cut methods 

to those in critical need.ò   He also said 

that money spent on the rich is more than what is spent on the poor. 10 percent of the middle 

class people sell their lands to meet their health care needs. Price for specialty hospitals and 

corporate sectors are high. Private sector spends lot of money for specialty hospitals. In health 

care setting of today he discussed that government has village level, PHCôs, CHCôs, Taluk levels 

and district hospitals. We have 22600 PHCôs in our country and one big question is how do they 

really work? Health is a State responsibility. The State Government makes rules, regulations and 

laws pertaining to health. Discussing the present health care system he mentioned that the central 

government provides funds for the implementation of certain programmes of national importance 

such as NACP, NBCP, RNTCP, NMEP, NLEP, RCH, ICDS etc. and the state government 

spends 80 percent of the money on running the various hospitals. The private sector consists of 

over 1 million doctors comprising of small clinics to 5 star hospitals, voluntary sector and 

missionary hospitals.  

He also discussed on composition of India health Work Force and stated that Public Health 

Systems are unable to reach the requirement of the general population, disease situation, 

government financing ï We have money but we are far inadequate to reach the health care 

systems. He mentioned a startling ground reality that about 75 percent of health infrastructure, 



medical manpower and other important health resources are concentrated in the urban areas 

where only 27 percent of the population lives. The government financing the broad break-up of 

national health expenditure is: primary sector - 50.2 per cent; secondary sector- 17.9 per cent; 

tertiary sector - 19.4 per cent; social health insurance - 4.3 per cent; administrative - 6.5 per cent; 

and training and research - 1.4 per cent (2001-02). He shared facts regarding the public sector 

providing health care: 18 per cent of the out-patient care; 45 per cent of the in-patient care; 34 

per cent of the institutional deliveries; 51 per cent ante-natal care (3 visits) and percentage 

immunization (BCG, OPT, polio and measles) at 73 per cent, 64 per cent, 70 per cent and 56 per 

cent, respectively. In aggregate (covering all types of healthcare services), the public sector 

provides about 35 per cent of the services utilized in the health system. He also gave reasons for 

the failure - ICSSR ICMR Report 1981.  

The Private Sector Healthcare provides about 82 per cent of the out-patient care and 55 per cent 

of the in-patient care in the country. It has been estimated that the private sector has 85 per cent 

of the graduate doctors in the country, 58 per cent of the hospitals and 29 per cent of the beds in 

the hospital and shared reasons for it failure. He discussed the public health challenges and 

presented on ñOur Participation, Our Challenges and Responsesò ï  

Á Public-private partnership 

Á Collaboration with Government and multi-lateral agencies  in addressing HIV/AIDS, TB 

and Child Health through: The PHC Enhancement Project with APSACS; Capacity-

building of Nurses from 24hrs PHCs and Private Hospitals on HIV/AIDS; Strengthening 

the response to TB in 7 states together with USAID and GFATM; Improving the child 

health services in Andhra Pradesh and Uttar Pradesh in collaboration with UNICEF ; 

Active implementers of Community Health and responding to Communicable Diseases 

through our Member Institutions 

Á Advocacy is at the core of our activities - Improving Health in India (IHI) works across 

the states in improving government health services by capacitating people from grass 

roots level to national level. 



Dr. B N Sharath, Medical Consultant, WHO/RNTCP, Technical Assistance Project, Hyderabad, 

AP,  presented on ñCommunicable Diseases and Role of Governmentò. He focused on principles 

of communicable diseases, health transition in 

India, emerging and re-emerging diseases, current 

disease reporting system in India ï IDSP, how 

successful has government been in dealing with 

communicable diseases with TB and HIV as an 

example and challenges and likely solutions.  The 

changing nature of our interactions with each 

other and with our environment alters the 

dynamics of disease epidemiology and exposes us 

to new threats. Overcrowded, ever growing urban areas, environmental changes, pollution, 

climate change, uncontrolled urbanisation and many other factors such as international travel and 

commerce, human demographics and behaviour, technology and industry, economic 

development and changes in land use microbial adaptation and selection. Infectious Diseases: A 

World in Transition and mentioned the infections that have gone up such as AIDS, Avian 

Influenza, Ebola, Marburg, Cholera, Rift Valley Fever, Typhoid, Tuberculosis, Leptospirosis, 

Malaria, Chikungunya,  Dengue, JE and Antimicrobial resistance.  He spoke on the emerging 

Zoonoses which are ever increasing and the ccurrent estimates are 1,415 microbes are infectious 

for human. Of these, 868 (61 percent) considered zoonotic and 70 percent of newly recognized 

pathogens are zoonoses. He gave the changing scenario of Communicable Diseases in India. 

Diseases that are increasing: HIV and AIDS, Dengue, TB-HIV co-infection, Japanese 

Encephalitis, Leptospirosis, Anti-microbial resistant infections and the Current Disease 

Reporting System in India and their strengths and weakness. 

 

Dr. Sharath spoke on Integrated Disease Surveillance Project (IDSP), convergence with NRHM, 

convergence with other programmes such as NACO, RNTCP and NPSP. He also discussed in 

detail about the general approach of government to Communicable Diseases. He gave a detailed 

presentation on Revised National TB Control Programme and HIV-associated TB disease in 

India. Discussing the impact of RNTCP he mentioned that the cure rate more than doubled 

compared with earlier NTP, 85 percent global target consistently achieved 2003 onwards. In the 



year 2008, the NSP CDR is 72 percent and NSP treatment success rate is 86 percent. Case 

fatality reduced from 29 percent to 4 percent in NSP cases, and deaths due to TB from 500,000 

to <370,000 a year. Over 10 million patients initiated on DOTS, and over 1.8 million additional 

lives saved. Quality assured diagnostic facilities are available through more than 12,000 sputum 

microscopy laboratories in the health system across the country. Mentioning the challenges he 

said they were getting private sector to agree to be supervised and quality assured by 

Government staff, ensuring quality of care in different health sectors, involvement of large 

providers in other Government sectors and the Corporate sector, heterogeneous and unorganized 

Private/NGO providers, reluctance of Private and NGO sectors to sign formal agreements with 

government, referral for treatment mechanisms in bigger hospitals  and availability of manpower 

for supervision of all sectors.  

 

After tea the members had group discussions. The participants will be divided into 4 groups and 

each group will be given question, based/using which discussions within the group have to be 

undertaken; and the major points/conclusions that emerge from the discussion need to shared 

during the presentation time. Thus each group will require a reporter and presenter. 

 

Group ï I  comprising of members from CHAAP region focused on health scenario in India and 

the question was - What are the major health problems commonly observed in the communities? 

List strategies for their prevention. 

The major points / conclusions that emerged were: Water born diseases Such as Diarrhea  and  

vomiting, Dysentery, Cholera, Jaundice, Flurosis, Typhoid; Air bone diseases -Chicken pox, TB, 

mumps and measles ,common cold, influenza ,flue, Bronchitis, Asthma; vector infections ï 

Filaria, malaria, dengue, fever, rabies, snake bit and bird flu; sexually transmitted infections ï 

HIV/AIDS, syphilis, gonorrhea, Hbs-AG and candidacies; directly spread infections -Skin 

diseases-,fungal  infections, dermatitis, scabis, ring worm infect ions; life style diseases- B.P., 

Diabetes, cholesterol, malnutrition, mental depression, cancer, Heart diseases,  

Prevention ï improve the Hygiene and Sanitation, make the people to use the toilets and prevent 

open deification, demand for toilets from the govt. Clean and green program by the people and 

massive health awareness in the villages. 



Group-II  comprising of members from the regions of CHAKA, CHAKE, and CHAT focused on 

health scenario in India and the question was list the various non-Communicable Diseases 

observed in communities. List the various services available for their prevention and treatment. 

Suggest methods to improve prevention and treatment services. 

The major points / conclusions that emerged were: 

Non Communicable diseases- Cancer, Heart diseases, Blood pressure,  arthritis, ulcer, bronchitis, 

psoriasis, tumors, anemia, leukemia, thyroid, psychiatric illness, Prevention ï Diabetics Balanced 

diet, hydrotherapy, vegetarian food, exercise, better stress cooping strategies and yoga. 

Treatment ï Diabetics - According to the type and severity of the diabetics insulin injection and 

tablets along with the diet control, intake of food every 2 hours, reducing weight, herbal 

treatment, avoid alcohol, regular check up, ASM and regular check up. Prevention -Heart 

Diseases - yoga Meditation, relaxation, let go off stress, vegetarianism and avoid fatty food 

intake. Treatment Heart diseases - Once diagnosed what ever system of medicines should be 

continued according to the advices by doctor, salt free diet, fat free diet, lotus plants  - as a whole 

powder, no rigorous exercise, any happy/sad news should not be directly told to patients, ASM, 

no shifting patients immediately while having an attack and no massage. Prevention ï 

Hypertension ï relaxation, eat less salty food, fat free diet, laughing therapy and yoga. Treatment 

ïHypertension- Mint leaves -10 plus jeera 2 pinches boiled with 1 glass of water make into half 

glass and take in the morning empty stomach, if allopathic medicines are on diuretics should be 

taken, ASM, no long travel, ECG regular check ups and salt free diet. Prevention ï Piles includes 

more roughage, green leafy food intake, avoid constipation, avoid hot food, avoid acid food, 

avoid alcohol/ smoking and avoid controlling natural instincts. Treatment  -Piles - Cooked yum 

should be taken twice a week, green leafy vegetables, ASM, fruits intake, pineapple and papaya 

intake, hydrotherapy, Pilex tablets ïHimalaya product, follow doctors advice in any system of 

medicine, avoid constipation/alcohol. Prevention ï anemia - avoid fat food, eat pulses and green 

leafy vegetables, raw fruits, eat more calcium and iron food, such as fish and liver. Treatment ï 

anemia - Iron and folic acid tablets or injection according to the need, all the food items as we 

have said previously and in severe cases blood transfusion. 

Group-II I  comprising of members from the regions of  CHABIJ, OCHA, WBCHA and NECHA                                

focused on Communicable Diseases with the question on what are the gaps in implementation of 



various Communicable Diseases prevention and control programmes? How can these gaps be 

overcome?  

 

Name Gaps Overcome 

Diarrhea Sanitation, lack of awareness, malnutrition, 

lack of safe drinking water, Take medicine 

from untrained doctors, Taking for  ordinary 

sickness, Do not take med., Superstitious 

practices, distance of PHC, lack of proper 

facility in the hospitals, Improper disposal of 

stool, unhygienic handling of cloths, mothers 

do not feed the child  or give water & food, 

1. provided safe drinking water 

2. washing hands after handling 

fecaeses 

3. All mothers will  be taught 

about treatment and prevention 

on Diarrhea  

4. Take the patients at in the 

proper time  

 

Malaria 1. People donôt  bother about the cleanliness 

2. Not using mosquito net due to lack of 

1. Cleanliness complain in groups 

2. Awareness on Cleanliness 



space and air in the house 

3. Environmental sanitation 

4. Lack of development 

5. Lack of electricity 

6. Superstition 

7. Lack of faith Govt. people 

8. Lack of hygienic  

3. Speak positively about Govt. 

facilities 

4. Healthy safe houses 

5. Awareness on herbal medicine 

6. Use mosquito net 

7. Awareness  

T.B. 

 

 

 

1. Poverty and hard working  

2. Crowed living 

3. Social stigma 

4. Long duration of treatment leads to more de 

fauter 

5. Improper disposal of sputum 

6. Delaying in diagnosis 

7. DOT does not reach to every body 

8. s 

1. working on preventing  on T.B. 

2. Patients with 2 week s of cough 

should inform PHC 

3. Better Diagnose the T.B. with 

sputum and X-Ray 

 

Group-IV  comprising of members from the regions of CHAMP, CHAW and RUPCHA                    

focused on Communicable Diseases with the question are you able to use the services provided 

as part of various Communicable Diseases prevention and control programmes? If no, please list 

the reasons for the same. Also suggest methods to overcome the shortcomings. 

The major points / conclusions that emerged were: 

Positive - Lot of health schemes/services are provided for the people. 

Negative - Lot of paper formalities, the institutions are afraid to get involve in Govt programme. 

Corruption in govt. Systems. Lack of awareness among the public. Population coverage is 

another hurdle for institutions to take up the Govt. Programme. This entire communicable 

disease eradication programme is for short period and people donôt get proper treatment. Lack of 

initiation from government staff. 



Suggestions - Bring awareness among the people. Counselling of people is required. Person can 

be appointed for laisoning purpose in each institution. Empowering the people in connection 

with government programme. Become member in different committees in Dist / Block level. 

Improve the documents part. 

After lunch Rev.Dr.Chandy, Associate Director 

CHAI, presented on ñEnvironment Management 

for Improving Health in India with Special 

Reference to Waste Management and Nutrition 

Managementò. He said that the two Pillars of 

Health are sanitation and nutrition. India is very 

poor in both these aspects. India is an open toilet 

and a dumping ground, everywhere we can find 

human and animal faeces and can find waste 

scattered and decaying. The sanitation ï decaying of 

bio-degradable wastes pollutes air and water, breed many types of Viruses, Bacteria, Protozoa 

and Fungi causing many deadly diseases.  

There are 24 known diseases caused by viruses growing in poor sanitation & on decaying things 

such as influenza, chickenpox, measles, polio, mumps, smallpox, yellow fever, dengue, hepatitis, 

gastroenteritis etc. There are 44 known diseases caused by bacteria growing in poor sanitation 

and decaying materials. Throat infection, diphtheria, pneumonia, whooping cough, meningitis, 

botulism, food poisoning, typhoid, salmonellosis, cholera, anthrax, tetanus, gangrene, plague, 

conjunctivitis, leprosy, eye infection etc. There are nine known diseases caused by protozoa 

growing in poor sanitation & decaying materials. Amoebiosis, meningo-encephalitis, kalaïazar, 

malaria, pneumonia, babesiosis affecting red blood cells, giardiasis affecting intestine etc. There 

are fourteen known diseases caused by fungi growing in poor sanitation & on decaying 

materials. They cause lungs, spinal cord, intestine, vagina, skin, mouth, various types of skin 

diseases on various parts of body like ears etc. He spoke on the silo method of anaerobic 

recycling of bio-degradables (smarb) and on the management non-degradables.  

Speaking on nutrition he said that it is equally or more important for health. Ninety percent of the 

sickness in India is due to mal or under nutrition. The costs of food items have gone so much that 



people in India cannot afford to have balanced diet. Most of them just have some energy food 

only: they have not enough or nil protein, vitamin and mineral foods in their diet. Speaking on 

nutrition and nutrition deficiencies he said that vegetables are medicines and discussed nutrition 

recommended by Indian Council Medical Research (ICMR). He also mentioned that mostly 

people go by likes and dislikes in food consumption. The rich are over eating and poor under 

eating; both land up in the same hospital; both are under and mal-nourished. Culture of too much 

of fast food, soft and hot drinks and non-veg. the solution is a rational approach to intake of food 

items.  

Mentioning that plants are medicinal he gave solutions to poor nutrition such as change of food 

habit: Those who eat mainly for taste waste their life and those who eat for nutrients will nourish 

their Life. Include all the three types of vegetables and all edible medicinal plants and non-

conventional edible plants. He recommended buying ALL food items is beyond the means of 

many; most of the food stuffs are adulterated and contaminated by pesticides. Using decomposed 

waste grow as much and as many vegetables as possible. They can be grown in pots, beds on 

small spaces around house, on the edge of balconies and terraces. Terrace gardening need not be 

only a star hotel or elite culture. Even the poorest can grow enough vegetables needed by 

spending 15-30 minutes a day.  

He concluded saying that people should manage their own wastes using the ñSilo Method of 

Anaerobic Recycling of Bio-Degradableò. Thus control all the infectious diseases and hosts that 

spread them. Ensure availability all nutrients especially all the vitamins and minerals.  Wherever 

possible grow oneôs food as much as possible using organic manure from SMARB: At least few 

vegetables and papaya. Make strong the two pillars of good health and sanitation by Silo Method 

of Anaerobic Recycling of Bio-degradable and nutrition- Ensure three types vegetables and other 

edible medicinal plants. 



Health Rally 

 

The health rally was organized from Sai Ashram to the Training Centre at Mechal. Mr.Sebastian 

Kunneth read the memorandum and handed it over to Rev. Dr. Sebastian Ousepparampil and he 

would hand it over to the government both at the State and National level.  

  

After receiving the memorandum Rev. Dr. Sebastain spoke ñpress is a tab when in creative 

mood, they can impact the world. Meeting to empower people at the grass root level. The Almata 

declared peopleôs health in peopleôs hand; we have traveled a long way. The year 2000 came and 

has gone. Globalization, urbanization has made health a distant dream. Almataôs declaring has 

failed.  They came from different countries ï came, heard and went. They made no commitment. 

We are different because we understand our challenges. This memorandum is a not made today, 

we have thought abut it, deliberated about it and it is our hope. In fact that we did not think that 

we will give it to the Health Minister and get it over. We want to give it to all the states. Your 

inspiration, support is included. We will follow it up and see that the step we have taken is 

effective, the dream we will realize ï affordable, accessible health care is a right and we will 



work towards it. May the God whom we believe and the God whom we hold in our heart may 

sustain our effortò. 

The two day meeting was concluded by the vote of thanks proposed by Rev.Fr.Mathew 

Mammala. He said ñgratitude, a memory of our heartsò. He thanks all the resource persons, 

Loyola academy, Mudfort volunteers, Snehakiran facilities and St. Johnôs sisters and all the 

participants and the staff. 

 

 

 


