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Foreword
How to improve health care for the tribal people? What are the potential innovations and
solutions? Are they evidence-based and effective? Can they be scaled up?
The national workshop on the Best Practices in Tribal Health Care was organized by the
Ministry of Health and Family Welfare, Government of India to provide the inputs to the
Expert Group on Tribal Health for finding answers to the above questions. Twenty three
nationally selected best practices were presented and discussed. This document is a record of
the workshop.
This probably was the first such attempt in India. The Expert Group on Tribal Health is
grateful to the Ministry of Health and Family Welfare, Govt. of India for organising this
workshop, to the National Health System Resource Centre, New Delhi for facilitating the
organisation and to SEARCH (Society for Education, Action and Research in Community
Health), Gadchiroli for hosting the workshop. The 85 best practices nominated, 25 selected
and 23 presented – all deserve thanks.
A special thanks are due to the reporting team of SEARCH – Dr. Priyamadhaba Behera,
Ms. Ruth Tryphosa, Mr. Satish Babu and Mr. Ranjan Pandhare whose painstaking efforts of
recording, transcribing and editing have made this report possible.
The report will be a valuable input to the Expert Group, but will also serve as a unique
document useful to others interested in the health of the tribal people in India.

Gadchiroli
10th January 2016
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Dr. Abhay Bang
MD, MPH, D.Sc. D. Lit
Chairman, Expert Group on Tribal Health
Director, SEARCH

1. Background
Concept
Ministry of Health and Family Welfare, Govt. of India has constituted an Expert
Group on Tribal Health. The Expert Group had decided to organize a national workshop on
„the best practices in tribal health care‟ with the aim to bring together the best practices, share
and examine them to identify the practices which offer the potential for scaling up or the
learnings for the tribal health care policy in India.
The 53 participants were from all over India, selected from the government health
care programs in states, the civil society and the academic/research organizations.
The „Best Practice‟ was meant to demonstrate and effective method/approach or
solution which would become a candidate for scaling up to solve some of the critical
problems in tribal health care. The features essential to be called a best practice were 1) A specific important problem is addressed. The problem may be a disease, a health
indicator (IMR, MMR etc) or a barrier to providing health care in tribal areas (human
resource, outreach, community participation, health education, community based
care, secondary care, transport, acceptance by the tribal people, coverage, monitoring,
financing, etc).
2) A distinct method or a component.
3) Demonstrated feasibility of implementation.
4) Proven impact.
5) Scalability.

The nominations/applications were invited and a selection group selected the appropriate best
practices for the workshop. Invitation letter and Best Practice Nomination Form are attached
in Annexure I & Annexure II respectively.
The workshop was organized by the MOH&FW and hosted by SEARCH, Gadchiroli.
Date: October 11th to 13th, 2015
Location: Shodhagram (SEARCH HQ) Gadchiroli, Maharashtra (200 km from Nagpur)
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2. Objective
This workshop is the beginning of the Expert Group‟s search for solutions. The purpose is to
share, examine and find potential solutions which can be/should be delivered on large scale

3. Selection
Selection committee
1. Dr. Abhay Bang (Chairman)
2. Mr. Manoj Jhalani (MOH&FW, GOI)
3. Dr. Neeru Singh (ICMR)

We received very enthusiastic response with 85 entries. The 5 criteria for selection were

1) A specific important problem is addressed.
2) A distinct method or a component.
3) Demonstrated feasibility of implementation.
4) Proven impact.
5) Scalability.

It was very challenging to select only 25 best practices out of the 85. Selection procedure
had two stage review. National Health Systems Resource Centre (NHSRC) did the initial
screening, and the three member expert group made the final choice. Twenty three best
practices were presented in this workshop. The Expert Group, the Ministry of Health,
NHSRC and Society of Education, Action and Research in Community Health (SEARCH)
have joined hands to make this happen.
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4. Workshop Proceedings

List of participants
(The list of participants is attached in Annexure III)

Programme/Time table
(The detail of program and time table is attached in Annexure IV)

Presentations

S.N.

1

2

3

4

Organization

L V Prasad Eye Institute, Telangana
National Institute for Research in Tribal
Health, Jabalpur
National Institute for Research in Tribal
Health, Jabalpur
MITRA, Christian Hospital, Bissamcuttack,
Odisha

Practice

Eye care
Fluorosis

Malaria Control

Malaria control

5

Jan Swasthya Sahyog, Chhattisgarh

Phulwari - creches for malnutrition

6

Government of Chhattisgarh

Fulwari, Scaling up

7

8

Health Department, Jashpur, Government of
Chhattisgarh
Population Foundation of India, National
Health Mission

Swasthya Lika Jagruti (Health Wednesday)

Community Based Monitoring

9

Nazdeek, Assam

Community reporting of deaths

10

National Health Mission, Palakkad, Kerala

Software-based monitoring Janani – Jatak

11

Karuna Trust, Karnataka

Operationalising PHCs by PPP
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12

Deepak Foundation and Health Department,
Gujarat

CEmONC by PPP

13

Tata Steel

MANSI - HBNC through ASHAs

14

SEWA Rural, Gujarat

ImTecho

15

IKP Centre For Technologies in Public
Health (ICTPH), Tamil Nadu

Bridge Training for AYUSH doctors

16

Jan Swasthya Sahyog, Chhattisgarh

ANN/GNM Training

17

Health Department, Chhattisgarh

HR Outsourcing

18

19

20
21
22
23

Area Networking and Development
Initiatives (ANANDI), Gujarat
Shrimad Rajchandra Hospital, Dharampur,
Gujarat
Health and Family Welfare Department,
Gujarat
Sugha Vazhvu Healthcare, Tamil Nadu
Integrated Tribal Development Agency,
Adilabad
National Health Mission, Tamil Nadu

Women‟s empowerment

Mobile unit

Sickle cell
Enrollment and Rapid Risk Assessment
Increasing Institutional Deliveries
Birth waiting room

Two organizations selected for presentation were absent, namely by Suraksha, Odisha on
„Malaria control‟ and SERP, Andhra Pradesh on „Nutrition for mothers and children‟.

In addition the HBNC model of SEARCH was presented along with demonstration by trained
community health worker.
The workshop proceedings are attached in Annexure V.
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5. Evaluation
Assessment of 23 best practices
All participants of workshop were given chance to evaluate all 23 practices presented in this
workshop through a structured score sheet. The score sheet is attached in Annexure VI.

Analysis of assessment score
For score sheet, the individual presentations were analysed with the score A to D in each of
the 5 domains and presented in tabular form.
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Participants’ score to the presentations
(This does not necessarily mean the final verdict of the workshop)

Sr No.

1

Name
MITRA, Christian Hospital, Bissamcuttack, Odisha (Malaria
Control)

Mean score
(maximum=4)
3.62

2

Karuna Trust, Karnataka (Operationalizing PHCs by PPP)

3.46

3

Jan Swasthya Sahyog, Chhattisgarh (ANN/GNM Training)

3.42

4

Tata Steel (Mansi - HBNC through ASHAs)

3.42

5

6
7
8

9
10
11

12

13

14
15
16
10

National Health Mission, Palakkad, Kerala (Software-based
monitoring Jatak and Janani)
National Institute for Research in Tribal Health, Jabalpur
(Fluorosis)
SEWA Rural, Gujarat (ImTeCHO)
National Institute for Research in Tribal Health, Jabalpur
(Malaria Control)
Deepak Foundation and Health Department, Gujarat
(CEmONC by PPP)
Government of Chhattisgarh (Fulwari - Scaling Up)
Area Networking and Development Initiatives (ANANDI),
Gujarat (Women's empowerment)
Population Foundation of India (Community Based
Monitoring)
Jan Swasthya Sahyog, Chhattisgarh (Phulwari – crèches for
malnutrition)
IKP Centre For Technologies in Public Health (ICTPH),
Tamil Nadu (Bridge Training for AYUSH doctors)
Health Department, Chhattisgarh (HR Outsourcing)
Shrimad Rajchandra Hospital, Dharampur, Gujarat (Mobile
Unit)

3.32

3.31
3.27
3.26

3.25
3.21
3.1

3.08

3.06

3.03
3.01
2.88

17

Nazdeek, Assam (Community reporting of deaths)

2.84

18

L V Prasad Eye Institute, Telangana (Eye Care)

2.8

19

Health and Family Welfare Department, Gujarat (Sickle Cell)

2.76

20

21
22
23

11

Sugha Vazhvu Healthcare, Tamil Nadu (Enrollment and
Rapid Risk Assessment)
Integrated Tribal Development Agency, Adilabad (Increasing
Institutional. Deliveries)
National Health Mission, Tamil Nadu (Birth waiting room)
Health Department, Jashpur, Government of Chhattisgarh
(Swasthya Lika Jagruti - Health Wednesday)

2.76

2.74
2.5
2.37

Feedback on the workshop
All participants provided their feedback about workshop in a structured format. The feedback
form is attached in Annexure VII.
The detail of feedback analysis is presented in the next page.
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Analysis of feedback form of National Workshop on Best Practices in Tribal Health Care (11 th to 13th October 2015)
Total (n=36)
S.
No.

Domain

Percentage (%)

Very
Very
Very
Satisfied Neutral Dissatisfied
Satisfied Neutral Dissatisfied
Satisfied
Dissatisfied Satisfied

Very
Dissatisfied

9

19

7

0

0

25

52.8

19.4

0

0

2

The selection process
The topics of the various
practices presented

15

20

2

0

0

41.7

55.6

5.6

0

0

3

The quality of the best
practices presented

5

24

7

0

0

13.9

66.7

19.4

0

0

4

Your learning on tribal
health care

18

16

1

0

0

50

44.4

2.8

0

0

8

21

6

0

0

22.2

58.3

16.7

0

0

22
30
26
22
155

9
5
8
10
132

1
0
1
1
26

0
0
0
1
1

0
0
0
0
0

61.1
83.3
72.2
61.1
47.8

25
13.9
22.2
27.8
40.7

2.8
0
2.8
2.8
8

0
0
0
2.8
0.3

0
0
0
0
0

1

Did this workshop offer
potential solutions for tribal
health care on scale?
How would you feel about
meeting periodically on the
topic of tribal health?
Environment in Shodhagram
Food
Accommodation
Total

5

6
7
8
9

Thirty six participants provided feedback about workshop. All feedback form are entered in excel sheet along with comments and suggestions. Analysis was
done on the basis of 1-5 score (very satisfied, satisfied, neutral, dissatisfied and very dissatisfied). Nearly half of the participants (47.8%) were very satisfied
and 40.7% participants were satisfied and 8% participants were neutral in the feedback for workshop. Detail results are attached. The comments and
suggestions are summarized in a separate word document.
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Feedback: Comments, suggestions & grievances
General Comments:
1. Very Good Workshop. Everything is good (4 persons)
2. Please open up this forum for more interested individuals and may be, a „learning (hands on)
session‟ on „Evidence-based study‟ on health practices.
3. More case studies exclusively on tribal health should have been invited. Few presentations were
not projecting their exclusive work on tribal health.
4. The simplicity of being and depth of purpose and conviction that I see in the work and existence
these last three days has left a deep impact.

Salient Features
a. Shodhagram
b. Emphasis on post presentation discussions.
c. Emphasis on generating evidence + minimizing duplication. Thinking about the big
picture + thinking about the real impact we intend to create.
d. SEARCH team.
The content conversation + community provided great food for thought professional +
personally.
5. Health system particularly the PHC and District head quarters should be more people centric
rather than PHC and hospital centric. Tribal people still fear to get across health staff.
6. Very good exposure to learn from so many kinds of organizations working at different levels and
ends for same problem.
7. Make it more periodic.
8. It is good to know about other organizations work, especially on different health issues. Along
with the interaction with all the representatives.
9. Learned a lot. Got improved and recharged again. Hope we continue to meet once again.
10. Many best practices presentation are proof of concept state which needs further testing in terms
of outcome assessment to provide evidence based for scale up. Research recommendations
should emerge from the ideas presented that need to be tested on priority base to improved tribal
health.
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11. Fantastic boot camp for ideas! Hopefully many can take back learning and replicate them in their
areas. I for one, are going back energized and enthused and with a (very important) perspective
of where our own work falls in the larger national scheme of things. Fantastic discussions on
what I do believe public health is constantly gapping with.
12. Inspiring environment reenergized to work for tribal health and issues.
13. Selected presentations and giving opportunity to much related ones to give detail presentation on
success stories as well the failures. It is a unique idea of demonstrating best practices to improve
tribal health. This group itself is a community to understand and interact with each other for a
common goal.
14. Express my sincere thanks all committee members on Tribal health Care and especially
chairperson. Dr. A. Bang for organizing this types of workshop. It my very learning atmosphere
for me. Liked the environment and campus very much due its tribal natural touch.
15. This workshop was definitely inspiring on one issue and there was very much superior
discussion along with indicating solution a problems.
16. It is a visionary exercise for extentification of need based comprehensive and innovative solution
for health of tribal people
17. The best practices presented are best practices for the presenter but got an idea that it should be
statistically significant also. Most of the best practice for one area is the best practice for the
issue pertaining to that area and so the solutions an also very specific. The alternatively one
successful as they were made specific for the area. So whenever scaled up the comments and
suggest of the original should be taken.
18. ----- And progress a presentations. Summary of learning‟s and adaptations. Would be good to --- medical institutions on how empathy needs to be build in our curriculum.
19. The objective of workshop/expert committee to understand tribal health status and health care
status. The latter is one at the determinants of first. The best ------ ------ the solutions attempted
and find the way toward in improving tribal health status. The --------- side ----- ---- to be in
minority. The cross-cutting concerns like phone/internet/connectivity may get top priority when
dreamt in tribal health.
20. Excellent learning opportunity
21. The idea of ----- equal time for discussion after presentation was very good. Discussion helped
more in many ----- expert views, -----15

22. These practices are to be documented, printed and widely circulated (not just as a tech. report of
the ministry). Further implementation and ----- of ------ practices are to be taken up by the
ministry/state with ------ -------- may be in bit larger area.
23. A good start. Going forward this effort should be continued suggest sub categories of theme are
made, so that submission of practices can be made under those. Secondly there has to be a
guideline given for an idea/strategy to become part of best/good practices. Kindly a pilot and a
policy, there has to be a phase to debate strategies before scaling up.
24. Very rich discussion re some long standing policy issues. But need much more specific process
oriented information on best practices not clear what makes a best practice.
Other specific suggestion/ grievance for further improvement:
1. Please share the individual comments (video) that could be shared with the actual decision
makers in proper precision.
2. The organizer/host could have informed the participants about non availability of all mobile
network/internet in the venue campus. Otherwise we would have prepared ourself with BSNL
sim etc.
3.

As a society we have come to take certain things for granted. While this unit the best way to be.
This is so. So a disclaimer on non-availability of all phone reception will be helpful

4. I believe connectivity was an issue, but it worked to the advantage as peer interaction was
effective. Else everyone would have been ---- with there ----- and other ----5.
a) Today there appears to be too much expectations of work from the ASHA worker with little
rewards
b) There is a need of entire medical system staff to outreach the tribal people in villager.
c) There is a tremendous needs of collaboration and support to each other between the Govt.
Hospital , NGO and private organizations
d) Education on tribal on Health through commitment, dedication, interest, love and affection
will provide a solution for very good health services and success
6. Scale it to include more participants. Make it issue based for intensive study. Document all
sources and attempt to institutionalize.
7. The workshop venue should be in a more convenient place with respect to the direct connectivity
to trains or Flights since people are coming from all over the country and keeping mind busy
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schedule of every one. This would be very much helpful. Also Air India flights doesn‟t conduct
everywhere and doesn‟t have a good flight frequency. So the reimbursement shouldn‟t have to be
limited to air Indian flights.
8. There should be periodic meeting to share new ideas to asses/ examine outcome of already
presentation ideas. The criteria for scoring may be modified to include more options.
9. Do believe there were lopsided amounts of time/discussion spent on different practices. But
probably due to time management could be improved upon becomes we might be missing one on
discussing/debating important issues of public health, could have been a session for scientific
data collection and presentation.
10. Impact evaluation capacities in partner organizations working in tribal health required.
NHSRC/SEARCH/MoTA/ MoHFW can contribute.
11. Involving community and interacting with them during these meeting will be helpful
12. To prepare actionable perspectives and action plan for tribal health care, regional level
consultation with participation of local NGOs, local tribal leaders etc may be organized.
a) In future, the venue for workshop should be same –Shodhagram if repeated
b) It may be better to involve officials from MOTA
c) While shortlisting innovations, the activities should not have possibility of overlapping with
ongoing NHM activities in tribal health.
13. The best practices of Maharashtra could not find place in this workshop which could have
triggered more discussion.
14. Except “IEC for Malaria” and “Ethics tool of hospital” the demand side practices were not
included or received. Front door management of health facility begins in tribal in comfort zone is
a major factor. I believe. So is true in NCDs.
15. Accommodation for govt. official @ Gadchiroli district HQ was not managed properly.
Government guest house was very dirty without basic facility of tap water, fan, shifting to local
hotel was little better for ----- stay.
16. Groups of tribal people (not NGOs working on them) or source community level groups (like ----) ------ have been involved. Perspectives of tribal people is to be taken into consideration.
17. This kind of workshop to be organized at different place. Also place the field visits to such
organizations to learn more about best practices.
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18. Some strategies selected but they are still too early to find space in good practices. Eg. Shrimad
Rajchandra. This space was good for debating certain strategies even if they are not of the level
of best practice discussion forum. Some evaluation is important for selection in best practice. A
forum or platform should be created for discussion/brainstorming health. Medical
anthropologists should be involved. Tribal should be part of this.
19. Need to relook at some of the criteria for ratting innovations eg. It may be addressing an limp
problem, but is it sufficiently/directly addressing it. Also most practices here have been tried by
multiple agencies. What makes this one a best practice not clear word “best practice needs to be
re-examined.
a) Work with ICMR on generating evidence
b) Training to identify and document processes
c) Consider and take forward some policy debates with evidence generation
d) Need to study and document tribal health practices to learn and build on and also to

identify certain practices that may be causing problems. Reverse / two way knowledge
sharing. Tribal best practices can solve problems of non-tribal.
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6. News reports
The news reports related to “National Workshop on “Best Practices in Tribal Health Care” are
summarized below. The detail of the news reports are attached in Annexure VIII.

Media

Web link

1. inbministry blogspot

http://inbministry.blogspot.in/2015/10/national-workshop-onbest-practices-in.html

2. United News of India (October 15, 2015 )

http://www.uniindia.com/national-workshop-on-best-practices-intribal-health-care-held-in-gadchiroli/india/news/236903.html

3. The Hindu (November 29, 2015)

http://www.thehindu.com/opinion/op-ed/taking-health-care-totribal-heartland/article7927736.ece

4. Times of India (October 10, 2015)

http://timesofindia.indiatimes.com/city/nagpur/Bangs-to-holdnatl-workshop-on-tribal-health-atGadchiroli/articleshow/49294556.cms

5. The Economic Times (October 13, 2015)

http://economictimes.indiatimes.com/industry/healthcare/biotech/
healthcare/indian-council-of-medical-research-dg-calls-for-newresearches-on-tribal-health/articleshow/49335311.cms

6. India Today (October 13, 2015 )

http://indiatoday.intoday.in/story/icmr-dg-calls-for-newresearches-on-tribal-health/1/497373.html

7. The Economic Times (October 13, 2015)

http://health.economictimes.indiatimes.com/news/industry/punjab
-to-spend-more-than-rs-419-crore-to-boost-medicalresearch/49673110

8. Business Standard (October 15, 2015 )

http://www.business-standard.com/article/government-pressrelease/national-workshop-on-best-practices-in-tribal-health-careheld-115101500348_1.html

9. Report Odisha (October 15, 2015 )

http://reportodisha.com/national-workshop-on-tribal-health-careheld/

10. ICMR website
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http://icmr.nic.in/icmrnews/National%20Workshop%20on%20Be

st%20Practices%20in%20Tribal%20Health%20Care.pdf
11. Press Information Bureau Government of http://pib.nic.in/newsite/PrintRelease.aspx?relid=128746
India Ministry of Health and Family
Welfare (October 15, 2015 )
12. Dailyexcelsior (October 16, 2015 )

http://www.dailyexcelsior.com/expert-group-on-tribal-health-tosubmit-report-by-year-end/

13. India Today (October 15, 2015 )

http://indiatoday.intoday.in/story/expert-group-on-tribal-healthto-submit-report-by-year-end/1/499402.html

14. The Economic Times (October 15, 2015 )

http://economictimes.indiatimes.com/articleshow/49380203.cms?
utm_source=contentofinterest&utm_medium=text&utm_campaig
n=cppst
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Annexure I
Invitation letter
Subject: National Workshop on the Best Practices in Tribal Health Care.
Ministry of Health and Family Welfare, Govt. of India has constituted an Expert Group on Tribal
Health. The Ministry will be conducting a national workshop on “the best practices in tribal health care,”
at SEARCH Headquarters, Gadchiroli. The goal is to compile, share, examine and identify the best
practices which offer the potential for scaling up or the learnings for the tribal health care policy in
India.
Hon. Shri J.P. Nadda, Minister of Health and Family Welfare, Govt. of India, will inaugurate the
workshop.
For this cause, we request you to pass this invitation on to the potential grantees that can provide the
example of “best practice” in tribal health care. Out of the many applications, a three membered
committee will select 40 participants to attend the workshop.
Accordingly, please find the attached concept note, detailing the essential features of what a best
practice is, and a Nomination form.
Please note that the deadline for final submission is 15 th September, 2015 and the workshop will be held
from 11 to 13th October, 2015.
Nomination forms should be sent to search.gad@gmail.com. We will be honoured by your
contributions.
Thanks and regards,
Dr. Abhay Bang
Chairman,
Expert Group on Tribal Health,
Ministry of Health and Family Welfare.
Attachments:
1. Concept Note on the Workshop
2. Nomination form
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Annexure II
The nomination/description form

1. Name of the organization : ___________________________________________
2. Head/ contact person : _______________________________________________
3. Address : ________________________________________________________
4. E-mail : ______________________________

Phone : _________________

5. State : ____________________________________________________________
6. Working in tribal population since _____________________________________
7. Which „Best Practice‟ do you wish to share?
__________________________________________________________________
__________________________________________________________________
8. The specific problem addressed by the Best Practice?
__________________________________________________________________
__________________________________________________________________

9. Goal of the Best Practice?
__________________________________________________________________
__________________________________________________________________

10. Content/Process of the Best Practice?
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
11. What is new or different in this practice?
__________________________________________________________________
__________________________________________________________________

12. Tribal Population size?
__________________________________________________________________
22

__________________________________________________________________
__________________________________________________________________

13. Feasibility of delivery and acceptance by tribal people?
__________________________________________________________________
__________________________________________________________________

14. Evidence of the impact?
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
15. Limitations, difficulties?
__________________________________________________________________
__________________________________________________________________
16. How and how much can it be scaled up?
__________________________________________________________________
__________________________________________________________________
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Annexure III
List of participants

National Workshop on Best Practices in Tribal Health Care
Shodhagram, SEARCH, Gadchiroli
11th – 13th October 2015

Sr. No.

Name of Person

Organization / Designation

1.

Dr. Soumya Swaminathan

DG ICMR & Secretary Health Research

2.

Smt. Limatula Yaden

Director, NHM GOI

3.

Dr. Abhay Bang

Committee Chairman & DIRECTOR OF SEARCH

4.

Prof. H. Beck

Committee Member

5.

Dr Neeru Singh

Committee Member

6.

Dr. Yogesh Jain

Committee Member

7.

Dr. A. C. Dhariwal

Committee Member

8.

Dr. H. Sudharshan

Committee Member

9.

Ms. Neidonuo Angami

Committee Member

10.

Dr. Satish Kumar

NHSRC

11.

Dr. Padam Khanna

NHSRC

12.

Mr. Venkatesh Roddwar

NHSRC

13.

Mr. Manoj Kumar

NHSRC

14.

Mr. Arvind Poswal

Ass. Sec MOH, GOI

15.

Ms. Shruti Ojha

Ass. Sec MOH GOI

16.

Mr. R. K. Lakhani

Consultant, MOHFW

17.

Mr. Nikhil Utture

Consultant, MOHFW

18.

Dr. Krushna Vijaykumar

Consultant, MOHFW
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Sirmanwar
19.

Dr. Tapas Chakma

NIRTH, Jabalpur

20.

Dr. K. B. Saha

NIRTH, Jabalpur

21.

Dr. Amol

LV Prasad Eye Institute, Hyderabad

22.

Mr. Bejoy Daniel

Sugha Vazhu Health Care, Tamilnadu

23.

Dr. Akash K. Lal

DF, Vadodara

24.

Mr. Hemant Kispotta

Nazdeek, Assam

25.

Shri Gaurij Hood

Shrimad Rajchandra Hospital, Dharampur

26.

Mr. Bipin Rawat

TSRDS, Jharkhand

27.

Mr. Anup Sarma

Nazdik, Karuna Trust

28.

Mr. R. K. Ananth Krishnan

ITDA, Adilabad

29.

Dr. Prabhakar Reddy

ITDA, Adilabad

30.

Dr. B. V. Babu

ICMR, New Delhi

31.

Dr. Akhilesh Tripathi

Deputy Director, NHM, Chattisgarh

32.

Dr. Satish Tajne

State Programme Manager,NHM, Chattisgarh

33.

Ms.Innaciammal

JSS, Bilaspur

34.

Mr. Anil Barme

JSS, Bilaspur

35.

Dr. Reeta Rasaily

Scientist F ICMR

36.

Dr. Nandini Srivastava

DF, Vadodara

37.

Ms. Aparna Manoharan

ICTPH, Tamil Nadu

38.

Dr. Shrey Desai

SEWA Rural, Gujrat

39.

Ms. Pradeepa Dube

ANANDI, Gujrat

40.

Ms. Hema Priyadarshini

Health and WCD Dept. of Chattisgarh

41.

Ms. Gunjan Veda

Consultant

42.

Ms. Jayeeta Chowdhury

TATA Trusts Mumbai

43.

Dr. Ajay Mishra

Advisory Group on Community Action (AGCA)

44.

Dr. John Cherian Oommen

MITRA, Odisha

45.

Dr. Sreehari M

DPM, NHM, Palakkad, Kerala
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46.

Mr. Santosh Nayak

NHM, Odisha

47.

Dr. Adaif K. Pradhan

SPM, NHM, Odisha

48.

Abhay J. Dixit

NHM, Maharashtra

49.

Anil Naxine

NHM, Maharashtra

50.

Dr. Raju M. Jotkar

NHM, Maharashtra

51.

Mr. Dipesh Dave

MOH; Gujarat

52.

Dr. Dinkar Raval

MOH; Gujarat

53.

Dr. M. Senthilkumar

Deputy Director (Trng); NHM Tamil Nadu
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Annexure IV
Programme Time-Table
Ministry of health and Family Welfare
Government of India
National Workshop on Best Practices in Tribal Health Care
Shodhagram, Gadchiroli
October 11th – 13th, 2015
11th October (Sunday)

Topic

Session Chair

Venue/Person

10.00 – 11.00

Registration

Session 1

Inaugural session

11.00 – 11.15

Welcome and purpose of the workshop

11.15 – 11.30

Self-introduction

Participants

11.30 – 11.50

Inauguration and inaugural speech

Dr. Soumya Swaminathan
(Secretary, Health Research

Mahesh Deshmukh, team
Dr. Abhay Bang,
(Chairman, Expert
Committee on Tribal
Health)

Patanjali Bhavan
Dr. Abhay Bang
Dr. Limatula Yaden,
( Director, NHM Govt. of
India)

and D.G., ICMR)
11.50 – 12.15
Session 2
12.15 – 13.15
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Tea break
Specific health problems
1. L V Prasad Eye Institute, Telangana - Eye care
2. National Institute for Research in Tribal Health,

Dr. Limatula Yaden
(Director, NHM
Govt. of India)

Patanjali Bhavan

Jabalpu - Fluorosis
13.15 – 14.00

Lunch

Session 3
14.00 –15.30

Malaria
3. National Institute for Research in Tribal Health,
Jabalpu – Malaria Control
4. Suraksha (Odisha) – Malaria Control*
5. Health and Family Welfare Department, Gujarat –
Sickle Cell

15.30 – 15.50

Tea break

15.50 – 17.50

Malnutrition
6. Jan Swasthya Sahyog, Chhattisgarh – Phulwari creches for malnutrition
7. Govt. Chhattisgarh – Fulwari Scaling up
8. SERP, (A.P.) – Nutrition for mothers and

children*
9. Health Dept, Jashpur, Govt. Chhattisgarh –

Swasthya Lika Jagruti (Health Wednesday)
17.50 – 20.00

Free time

20.00 – 21.00

Dinner

* These two presentations were absent.
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Dr. A. C.Dhariwal

Patanjali Bhavan

(Director, NVBDCP
Govt. of India)

Dr. Reeta Rasaily
(Mission Director,
Maharashtra

Patanjali Bhavan

12th October (Monday)

Topic

6.30 – 6.45

Tea

6.45 – 7.30

Shrama-yoga (Environmental Service)

7.30-8.30

Breakfast

Session Chair

Venue/Person

Session 4
9.00 – 10.30

Monitoring
10. Population Foundation of India, National Health
Mission
– Community Based Monitoring
11. Nazdeek, Assam – Community reporting of

Dr. Sudarshan
(Karuna Trust)

Patanjali Bhavan

Mrs. Angami
(Member, Expert

Patanjali Bhavan

deaths
12. National Health Mission, Palakkad, Kerala –
Software
based monitoring Jatak and Janani
10.30 – 10.50

Tea-break

10.50 – 11.50

Public Private partnership
13. Karuna Trust, Karnataka – Operationalising
PHCs
14. Deepak Foundation and Health Dept, Gujarat –
CEmONC by PPP

12.00 – 13.30

Shodhagram, SEARCH, and HBNC

13.30 – 14.30

Lunch
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Committee)

SEARCH Team

Session 5

Topic

14.30 – 15.30

HBNC and ASHA
15. Tata Steel – Mansi - HBNC through ASHAs
16. SEWA Rural, Gujarat – ImTeCHO

15.30 – 15.50

Tea break

15.50 – 17.50

Human Resource
17. IKP Centre For Technologies in Public Health
(ICTPH), Tamil Nadu – Bridge Training for
AYUSH
18. Jan Swasthya Sahyog, Chhattisgarh – ANM/GNM
Training
19. Health Dept., Chhattisgarh – HR Outsourcing
20. Area Networking and Development Initiatives
(ANANDI), Gujarat – Women’s empowerment

17.50 – 18.45

Free time

18.45 -19.00

Community Prayer

19.00 – 19.15

NHSRC – Innovation Portal

20.00 – 21.00

Dinner
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Session Chair

Venue/Person

Dr. Neeru Singh
(Director, NIRTH)

Patanjali Bhavan

Prof. H. Beck
(TISS)

Patanjali Bhavan

Pimpal Bhavan

13th October (Tuesday)

Topic

6.30 – 7.00

Tea

8.00 – 8.45

Breakfast

Session Chair

Venue/Person

Session 6
9.00 – 10.30

Other issues
21. Shrimad Rajchandra Hospital, Dharampur,
Gujarat – Mobile unit

Dr. Yogesh Jain
(JSS, Ganiyari)

Patanjali Bhavan

22. MITRA, Christian Hospital, Bissamcuttack –

Malaria Control
23. Sugha Vazhvu Healthcare, Tamil Nadu –
Enrollment and Rapid Risk Assessment
10.30 – 11.00

Tea break

11.00 – 12.00

Maternal Health
24. Integrated Tribal Development Agency,
Adilabad – Increasing Institutional Deliveries
25. National Health Mission , Tamil Nadu – Birth
waiting room

Dr. Satish Kumar

12.00 – 13.00

Conclusions

Dr. Abhay Bang

13.00 – 13.30

Feedback and Travel forms

13.30 – 14.30

Lunch

14.30

Return journey

Patanjali Bhavan

(NHSRC)

Session 7
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Patanjali Bhavan

Annexure V
Workshop Proceedings

Admission
We have attempted to capture the proceedings under three heads – the
presentations (PPT), discussion (Q and A) and the Chairpersons‟ comments. The
PPTs are as provided by the presenters – original or the revised version. The
discussion, unfortunately was incompletely recorded because often the participants
spoke without the mike. Hence, many a question-answers have been left out. The
comments of the session chair person and the Committee Chairperson have been more
or less completely recorded. Moreover, while transcribing, we often experienced
difficulties in deciphering the recorded spoken word. Hence some errors or omissions
might have occurred. If the concerned persons notice such errors/omissions, please
inform us the corrections. We will be more than happy to incorporate such
corrections.
SEARCH team
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Introductory Session
Dr. Abhay Bang
Chairman of the Expert Group on Tribal Health
Friends, welcome to SEARCH. Welcome to Gadchiroli.
Ten crore (hundred million) tribal people live in India, a fact we often are not even
aware of. It is not necessary to tell the group assembled here that tribal people are the worst
affected people – health, development, human rights and politically . It took almost 65 years
after independence for government to appreciate that there may be a need to look at tribal
health as an independent major public health priority. Government of India needs to be
complimented that the Ministry of Health and Family Welfare and the Ministry of Tribal
affairs jointly constituted this expert group on tribal health.
Our planning of rural health care – the NRHM and NHM – it seems has assumed that
tribal people are no different from others. Everything planned for rural India should apply to
the tribal areas albeit with a little different population ratio. All of us who have been working
with tribal people in India know that tribal people are different culturally, tribal people are
different socially and tribal people are different environmentally – their terrain, geography
and climate are different. Tribal people are different economically – their means of
production are different than in the other parts of India. And finally, though only a little bit,
they are different genetically also. The differences are important because they all reflect on
the health status and health care. But in spite of these huge differences some how we missed
viewing health as a product of these differences. We often kept on lamenting that the doctors‟
posts are vacant, nurses posts are vacant, diarrhoea morbidity is high, child mortality is high,
malaria is high, malnutrition is high, but we never thought that we need to look at these as a
special situation which needs a special treatment.
In 2013, these two ministries together constituted this expert group. The TOR of this
expert group – I am summarizing – is to review the present state of tribal health and health
care in the states and the country, and to prepare a road map for the future – a tribal health
plan and a framework of the district health plan for tribal areas ;a plan of tribal health care
which is appropriate to the needs of tribal people, appropriate to the geographical conditions,
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appropriate to the culture, social situation of tribal people; in short, to develop an appropriate
alternative health care plan for tribal population.
This expert group started almost from a scratch. We found that there was practically
no compiled data about the health status of or health care for the tribal people in India. We
were very surprised that the Sample Registration System of India, which monitors a
population of 7.2 million, was unable to tell us what the IMR in tribal areas was. This is just
an example. Various ministries couldn‟t tell how much money is spent on health care in tribal
areas because nobody kept the data. This committee faced enormous challenge of a complete
lack of available data. So it took longer than what we had envisaged. Various subgroups
were constituted – one subgroup on the demographic details, mortality rates and life
expectancy of tribal population is being

coordinated by the International Institute of

Population Sciences; another group on nutrition was coordinated by the scientists from the
NIN, Hyderabad, the subgroup on morbidities and disease pattern in tribal population was
coordinated by the National Institute of Tribal Health Research (ICMR) Jabalpur – Dr.
Neeru Singh chaired that group, the subgroup on Malaria was led by Dr. A.C. Dhariwal –
Chief of the National Vector Born Disease Control Programme, the subgroup on tribal health
culture was led by Prof. Beck. We constituted 3 subgroups on health services in tribal area.
Health services in the tribal areas in the states, in the north east; and one group on the
financial allocation and utilisation for tribal health. NHSRC coordinated these groups. The
last group is on Human Resources: needs and the alternatives for tribal areas of India. Prof
Dileep Mavlankar is chairing this group. Based on the work of these 8 sub groups we now
have a fairly comprehensive picture of what is the health status and the state of health care in
tribal areas. Probably for the first time in the country such situational analysis is now
available at the national level.
With this workshop the expert group‟s work enters the phase II. This phase could be
termed as „the search of solutions‟. The purpose of this workshop on the Best Practices in
Tribal Health is to share, examine and find the potential solutions which can be or should be
delivered on a large scale for tribal people in India.
The picture of tribal health painted in the media and in various health forums is bleak;
everything is bad, as if nothing is happening. We were surprised, pleasantly surprised, when
we received nearly 85 nominations of best practices in tribal health. It gave us hard time to
select 25 best practices from these 85. We used certain selection criteria. A best practice
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should have addressed a specific and important health priority in tribal health, it does not
mean a rare and unique problem, but it must be a problem which causes sufficient amount of
morbidly and mortality or disability to tribal population. The best practice should have a
distinct method or a distinct component to be considered a best practice. It should have
demonstrated the feasibility of implementation in the field and should have produced a
proven impact in the form of reduction in the original problem; and finally, it should be
scalable. The best practice could be in a public sector programme, in a social sector
programme, or in a private sector programme. A three member expert group finally selected
25. We could not resist the temptation to include the 26 th one; so it became 26 best practices.
Your practices are going to provide the expert group and the ministry some of the missing
pieces in the form of the potential solutions. Each of your practice is not going to solve the
complete problem. We don‟t aim, we don‟t dream that the entire problem will be solved in
one go, but your practices when shared, examined, and evaluated here, hopefully many of
these would be found suitable for further scaling up.
The expert group on tribal health, the ministry of health and family welfare, the NHSRC and
SEARCH have joined hands to make this workshop happen. I again welcome all of you here,
in Shodhagram, in Gadchiroli.
Ms. Limatula : NHM Director
Hon. Chief Guest Dr. Soumya and Chairperson Dr. Abhay Bang. On behalf of the
ministry, I would like to welcome all the participants. We did not expect these many and
anyway I must tell that this has been possible only because of the active participation of Dr.
Abhay Bang, in a short while. We could sit together and bring everyone around. So, a big
thank you to Abhay Bang. As all of us are aware that we don‟t have many tribal specific
programme from NHM, specific vertical programmes for any segment of population or even
disease control programmes, we are working towards convergence. The beauty of NRHM is
that it has given so much flexibility. The NRHM has been encouraging states to come up with
specific recommendations to address the regular and local needs. We are also aware of the
interstate, intrastate, intraregional and intra-district relations and the health needs of the areas.
NRHM encourages states to come up with innovations that will solve local issues and then
see if these can be scaled up and replicated in other states as well. Apart from that we are still
learning and in fact this is one of the first such workshop that has been organized, and god
willing, this will continue. Then it will not only facilitate cross learning across states it will
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also give the ministry inputs from expert committee recommendations and I think the future
will be brighter.

The Inauguration speech
Dr. Soumya Swaminathan
Director General, ICMR and Secretary, Health Research
It‟s a great honour and I am privileged to be here today with all of you here and
particularly what is a legendary place now in public health, SEARCH in Gadchiroli. I don‟t
need to tell, but what Dr. Abhay Bang has done is unique and notable. Many people who
have worked in remote and tribal areas were missionaries. He has worked out lot of the key
issues which were studied very systematically and published in journals which are now being
read by people all over the world. This has really helped to change policies not only
nationally but also globally in the way of child health and community, and also women‟s
health issues by Dr. Rani Bang. This actually shows us that not only is this a very simple and
basic setting and surrounding but also comes with commitment to meet that background and
the interest to ask the right questions and to find out the resources to do this type of work. I
think this is very important and needs to be scaled up.
Policies should be based on good research evidence, which perhaps in the past has not
happened. Policies have been made where a group of people or so called experts sitting
around a table and come to some kind of consensus. Policies should be based on evidence
and once the policy is made and implemented there needs to be periodic assessment and
impact assessment. Very often what happens is that we become defensive about both things
and a certain policy implemented becomes counterproductive. While questioning issues there
is always a fear that a programme can be delinked and people will be blamed. I think that
culture has to change. We have to be more open and transparent about why we do things and
how we do things. There should be a firm foundation of these things.
I remember from my own experience very long ago, when HIV testing had not been
introduced in TB Programme. TB Programme itself had been revised and the RNTCP was
young. Programme Managers felt that bringing HIV testing at that stage could actually
deviate both, and stigma would be associated with HIV than TB, and if the word spread
people would stop approaching government programme. So, very quickly we undertook some
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action research in 2 districts, one in Karnataka and one in Tamil Nadu where HIV testing was
offered and we found that HIV testing was very much acceptable, feasible and no negative
impact on TB Programme. In fact many more people were identified with HIV. We found out
that we could reduce morbidity, particularly mortality thus contributing to the starting of TB
treatment and anti TB treatment. That gave us confidence and over the next couple of years
they scaled up the HIV testing quite rapidly all over the country. There are many issues that
confront health policy makers. There are many issues and questions which come up – what
will happen, its adverse effects, cost effectiveness of approach A versus approach B. Cost
becomes a very important consideration.
Part of the research in our country is based out of the apex institutions and research
organizations. Majority of the research output comes out a few a handful of Medical colleges
– apex ones, and ICMR institutes. There is very little public health research being done
especially in medical colleges. Past one and half days I have been touching many of these
institutes and my colleagues here are experienced and many of them are coming from rural
background. I know some of them here are coming from NGOs working in rural areas and
been engaged with them in research, so definitely I think there needs to be much more
collaborations between government and NGOs as well as some private sector partnerships.
In the department of health research and the ICMR we have something called `Tribal
Health Research Forum‟ essentially for ICMR institutes to meet couple of times in a year and
talk about issues and research that are going on in tribal welfare. We have one institute
focused on tribal health but many other institutes around the country who are working in
some aspect or other in tribal health issues. We meet once or twice a year or sometimes even
more, so we want to now expand and include NGOs working on tribal health issues and learn
from each other. We should be able to plan studies together through multicentric network
studies mainly to have common protocols and common measurements, which have been done
collectively from different parts of the country. We can also learn about local issues in
different settings and scale up.
In this context I think it is important to mention the importance of qualitative research
and social behavioural research in tribal areas. They are unique and I think one can
extrapolate within tribal area that a particular strategy would work across country for all
tribals, based on their practices, customs, beliefs, their myths and their health seeking
behaviour which are going to be very different between North-East, central India, southern
37

Nilgiris and the Western Ghats. In this we need to be context specific and flexibility needs to
be given not only to state level but also down to district level. We often don‟t pay heed to this
in our national programmes. We have very fixed regime. Flexibility is necessary in our
national programmes. To scale it up it has to be decentralised to district level and I think then
we will have better outcomes for many of our national programmes viz., malaria control, TB
control, vector borne diseases and so on. The vectors that breed are different in the different
districts so what is true in Kerala is not true in Assam. And, while planning from Delhi we
often are not aware of these conditions and the importance of including anthrolopologists,
sociologists and health economist in the studies. This will add a lot of value and we should
not miss the opportunity. The tribal way of life is changing just like everything else is
changing in India by urbanization, globalization, environmental degradation and ecological
changes. Their livelihood patterns, food habits, their diet, their health seeking behaviour and
everything are changing. We are in a state of transition.
In tribal areas some of their practices are actually not good for health. If you look at
the rates of NCDs which are coming out from some of the surveys in tribal areas, it is quite
frightening. Especially within increase in their secular trend how do we prevent this increase
of NCDs? Otherwise our hospitals are going to be overwhelmed with complication of these
NCDs like CVD, stroke, diabetes. So timely and sustainable primary prevention and
secondary prevention studies need to be carried out on a large level at the field or community
level.
Being the need of the hour, this workshop I hope is going to identify solutions, as Dr.
Abhay mentioned, and list out the problems we have faced. We need to focus on solutions
and put forward the best practices and take some of them to scale up. So the next step I think
is to select some of these programmes on malaria, TB, nutrition now launched by
Government of India. Sickle cell screening programme is not happening in little states and in
tribal populations, at the moment. The initial part would be to train technicians, people who
will conduct this mass screening whether it is in Adivasi schools or it is at community level.
So we are going to have lakhs of people who will know the sickle cell status very soon in the
coming years. What are we offering to these people? Should we test and screen these people
only if we have some solutions? We have found out sickle cell disease may be a symptomatic
case, but what are we going to offer them? We don‟t have a very good answer. I think very
urgently we again need to have few projects looking at solutions and strategies as to what is
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going to be the mechanism by which after scaling up we could offer something to reduce
mortality and morbidity and what type of counselling services are going to be offered.
We provide in Ashram schools, perhaps in PHCs, CHCs which may be easily
available otherwise. I am worried there may a negative incidence like stigma etc. I don‟t
know these are things which may come up. We need to think about that. I was discussing
with team yesterday about Alcohol and Tobacco use which is also very high in many tribal
areas which in turn leads to cancers and risk factors of course like NCDs so those are very
tough things to handle as it implies change in behaviour, especially when they belong to
cultural and social customs. By introducing different kinds of sustainable approach, and may
be communication...people here may be can add some advice on how we can have strategies
to for behaviour change. ICMR and DHR has several schemes for bio medical research
capacity. Enhancement of these schemes are in infancy. They have partnered with
Department of Health Services. There is lot of scope but one of the things we could
encourage is the cross talk between people who are predominantly city based serving in
medical colleges who might have some interest and inclination to do some rural work in
research. We could try to bring those people and work with NGOs for 1-3 years by offering
them sabbatical kind of pay or fellowship. They will bring their skills to the NGO and will
gain experience. Not everybody is interested but I am sure there will people. Similarly, we
could offer training programmes for young staff working in NGOs, to come to ICMR
institutes and then train them in Research and Statistics and so on.
As for tribal youth, a lot of them study up to class 10th and are very literate, but they
don‟t have many opportunities in what I have seen and they have to migrate or they have to
go for manual labour, which they don‟t want to do after studying. Many of them are
frustrated, jobless and so on. Recently I met an old woman in Kollam district of Kerala on the
banks of the Periyar river. I got to learn that the tribals move in and out and live in their
settlements. They are allowed some entry in the forest. She was sitting by the lake to fish
from early morning and didn‟t get a single fish. I met her at 1 pm and she said she was going
back. She said that since last 2 weeks she is coming to this huge Periyar river but didn‟t get
anything. She had to walk back 10 kms to tribal settlements. She has 2 daughters and when
asked she told me that they got educated in tribal schools up to 10 th class but what is the use,
both of them got married now and along with their husbands and they do manual labourer.
She struggled a lot to educate her daughters up to 10th class but it‟s really of no use as they
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are still dependent on labour work. There are opportunities to use these people and there are
many of you also. I can see that here, in a tribal hospital run by tribal people is very
successful, by training lab technicians, para-medical workers. They have immense
intelligence. We have not utilized their services. I am just thinking how can we use them in
research studies? We can empower them and employ them as field research workers and
change them as community health workers. They could collect the research data from the
villages and I am sure that many of them could be trained to operate tablets or mobile phones
and use them in the data collection. One should build their skills and provide vocational
opportunities to these young people. There‟s absolutely no point in educating them up to
Class 10th and abandon them. I think there may be opportunities we need to explore and use
them particularly for teacher training and para-medical training and we will also be able to
partly solve the problem of not having people on to work in tribal areas. I don‟t want to take
much more time but I just want to reiterate the commitment at least from DHR and ICMR. I
hope that the expert committee will come up with best practices for scalability and time line
and we with NHSRC and NHM will work together. DHR objective should be to help
synthesize the things and try to generate evidence where it does not exist and identify the
gaps.
So I thank you very much for the hospitality and I look forward to continue the
collaboration.
Thank you.
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S.N.

Organization

Practice

Page
number

1

L V Prasad Eye Institute, Telangana

Eye care

43

2

National Institute for Research in Tribal
Health, Jabalpur

Fluorosis

58

3

National Institute for Research in Tribal
Health, Jabalpur

Malaria Control

75

4

MITRA, Christian Hospital, Bissamcuttack,
Odisha

Malaria control

89

5

Jan Swasthya Sahyog, Chhattisgarh

Phulwari - creches for
malnutrition

106

6

Government of Chhattisgarh

Fulwari, Scaling up

125

7

Health Department, Jashpur, Government
of Chhattisgarh

Swasthya Lika Jagruti (Health
Wednesday)

140

8

Population Foundation of India, National
Health Mission

Community Based Monitoring

161

9

Nazdeek, Assam

Community reporting of deaths

176

10

National Health Mission, Palakkad, Kerala

Software-based monitoring
Janani - Jatak

186

11

Karuna Trust, Karnataka

Operationalising PHCs by PPP

208

12

Deepak Foundation and Health Department,
Gujarat

CEmONC by PPP

243

13

Tata Steel

MANSI - HBNC through
ASHAs

261

14

SEWA Rural, Gujarat

ImTecho

273

15

IKP Centre For Technologies in Public
Health (ICTPH), Tamil Nadu

Bridge Training for AYUSH
doctors

292

16

Jan Swasthya Sahyog, Chhattisgarh

ANN/GNM Training

303

17

Health Department, Chhattisgarh

HR Outsourcing

317

18

Area Networking and Development
Initiatives (ANANDI), Gujarat

Women‟s empowerment

325

19

Shrimad Rajchandra Hospital, Dharampur,
Gujarat

Mobile unit

337
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20

Health and Family Welfare Department,
Gujarat

Sickle cell

361

21

Sugha Vazhvu Healthcare, Tamil Nadu

Enrollment and Rapid Risk
Assessment

376

22

Integrated Tribal Development Agency,
Adilabad

Increasing Institutional
Deliveries

387

23

National Health Mission, Tamil Nadu

Birth waiting room

405

24

Society for Education Action and Research
in Community Health, Gadchiroli

Home-based Newborn Care

421
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43

44

45

46

47

48

49

50

51

52

53
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Questions and answers
Q: Do you provide any emergency eye care in this model?
A: Because technicians are just one year trained, they refer patients immediately to the
secondary centre and if required the technician also accompanies the patient to the secondary
centre. The secondary centre administrators and doctors are informed over the phone and they
are ready to attend to the patient.
Q: Have you involved children in this project?
A: It is a free walk in centre for everybody; let it be a boy or girl or 100 years man. For study,
we have selected people above 40 years.
Q: In the study population, what proportion of the population is tribal?

A: More than 50% are tribal. Twenty nine thousand five hundred (29,500) are tribal out of
57,800 people.
Q: Dr. Sudarshan: We also learnt something from this vision centres. Now the problem is
who will maintain them and how do you integrate it. Vertical programme is not cost
effective. It has to be integrated into primary health care. Your focus is again only on
spectacles…this is a business model, but I am interested in primary health care. What can
ASHAs and ANMs do? Primary eye care has to be integrated into primary health care.
A: In response to what is said, the spectacles are not only to make money; spectacles also will
restore the vision of those visually impaired. If we see the cost recovery of the entire network
of 124 centres, our cost recovery was 74% so we are at a loss but still we try to do it because
we want to serve the people.
Q: Dr. Sudarshan: Can you share the information on the proportion of referrals turned into
the secondary and tertiary centre?
A: The referral conversion rate is around 40%. If somebody is having conjunctivitis, walks
into our vision centre, vision technicians cannot prescribe and dispense medicines. They refer
him to secondary centre which is in the distance of 40 to 60 kms from the vision centre. So
instead of travelling a distance of 40 to 60 kms, patients go to a pharmacy or to go to a RMP
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in the village or nearby village and they get the medicine. That is why, the referrals
conversion is less than 60%. But, for binding conditions like Cataract and Glaucoma the
referrals conversion is high, because we do ensure that they come to secondary centre.
Q: What is the cost of your spectacles?
A: The minimum frame costs Rs 80 and the lens cost is Rs 40. So, Minimum cost is Rs 120
and maximum cost can go up to Rs 2000 depending quality of frame and power of lens.
Chairpersons’ questions and comments
Ms. Limatula
Thank you for the short presentation. Actually what we saw in the presentation is the
utilization of Human Resource. Because of shortage of HR in tribal areas what most people
do is rush to train some HR. I think that is also a very short way of addressing a problem.
When you train, I think that is more sustainable. Another way as Dr. Sudarshan said that is to
integrate in primary health care and I think that is the approach. My only concern was, I think
the National Blindness Control Programme is reduced only to cataract. I wanted to know why
organizations are not able to leverage NHM for the Blindness Control Programme for other
eye problems beyond cataract.
A: That is why when there is a camp generally people are scared. In vision centre, we also
have the equipments to identify anterior segment abnormalities, diagnose glaucoma etc like
Slit lamp. We also have direct options to see and regulate optical needs. So, ours is quite
comprehensive and appropriate at every level. So the comprehensive care is not focused only
on cataract as such.
Dr. Abhay Bang
Thank you Dr. Amol. I must congratulate you and the LV Prasad Institute for having
tried a new angle. There are several beauties of your model. There is a large coverage. You
have trained XII Std passed. There is no shortage of XII passed youth in India. I don‟t know
why you said that you are finding difficult to get recruits for training but there must be some
other reason. The number of equipments used pose some limitations. Similarly, as Dr.
Sudarshan commented, this model is not part of primary health centre, so there is a limitation.
At the same time one would say that some of the services that primary health care system is
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not able to provide at present, can be supplemented by outside system – that is one potential
solution. So I see several strengths in your model.
I found two major limitations. We did not get an idea (except Ref 4 in your
presentation) that why a camp approach or a mobile eye clinic approach is not more
appropriate to this stationery model. You are largely providing refractive error correction,
which is not an emergency. If any population gets services once in 3 months or once in 6
months that should suffice for refractive error correction. So, why should you invest in one
stationery approach which merely covers 20,000 population. Will it not be more convenient
for the old people in the villages that this service periodically comes to their own village? I
am not convinced, that based on your data, stationery model for refractive corrections is
better model than camp approach or a mobile approach.
Secondly, we are not looking only for patient treatment; we are looking for the impact
on the problem at the population level. You showed us patient related data from the vision
centre, but the impact data from the whole district. We would have loved to see the impact in
these villages of vision centre. You say that you have treated 26,000 patients which means
almost half of the population catered by the vision centre. There remains a question about the
impact at the population level because of mixing the two levels of data – coverage data from
the centre but the impact data from the district.
There are several strengths as mentioned. It will be wonderful to see how this model
would work in primary health centre. I will repeat that not every solution has to be at the
primary health centre system; there could be primary solutions outside the primary centres.
We also look forward at some stage to see the data of impact and how this model could
function in a primary health centre.
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Questions and answers
Q: Question not clearly recorded
A: Sir, it is something which is difficult to reply why they have said that. They are public
health engineering people. Later on it was found that they have not tested the water. Let me
tell you, it has gone to the high court under public interest litigation and they have accepted
and given in writing that they have not tested for fluoride, assumed that area is free of
fluoride.
Q: Dr. Satish: What about the use of domestic filters in fluorosis? How we can set up water
testing in National programme?
A: Domestic filter, extensively used in Rajasthan, has to be recharged in every 3 months
which is a major limitation of this. It produces huge amount of sludge which is full of sodium
chloride where do we throw it? If we throw it in the soil, that soil is gone. We cannot grow
anything in that soil and moreover if it leaches to water. There is a huge draw back.
Q: Dr. Sudarshan: Thank you for the presentation, I was also involved in the 2 districts.
There is a wonderful programme. There are kits used by gram panchayat and VHSCs to test
for fluoride. I am doing that in 2 districts - early diagnosis, alternate sources of water,
mapping. There is pressure on the panchayat raj system to provide alternative sources now.
You, yourself want to do the intervention. If I were you, I would have brought the
Government into real action, after finding out the important lacunae in the health system and
the rural panchayat raj system. PHE does all the chemical testing but never shared with the
health department and the health department does all the bacteriological contamination
studies but never looks at chemical contamination. These systems convergence are meant to
happen at every PHC level. Now we know, because we have a map of all the testing done and
are a part of the district. Convergence between the 2 departments is crucial. Moreover, you
yourself are doing the intervention and then scaling up will be an issue.
A: Thank you, sir. I did not do the interventions. They were done by the different NGOs. I
was only a technical expert there and giving the training on water. What you said is
absolutely correct, sir, and it is felt. There is no coordination between 2 departments. In
Mandala, I got excellent cooperation because of public interest litigation only.
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Chairpersons’ questions and comments
Ms. Limatula
What about your Gujarat experience?
A: That‟s what I said, that this was scaled up by the Indian Foundation, in Jhabua. It is still
working. They are at technically different levels. Traditionally, I did not modify or change
anything from what traditional tribals are doing. NGOs did various modification of leaves at
ANAND, Gujarat, after transporting leaves from Jhabua during monsoon. They powdered it
which can then be used as a vegetable or a ladoo or as a different regime.
Dr Abhay Bang
My feeling is that this is a beautiful investigative story which could go into the
medical curriculum for young doctors. My hearty congratulations!
I have 3 observations. One, we did not get any data on how prevalent is flurosis in the tribal
population. One would have loved to know how large this problem is for the tribals in
Madhya Pradesh as a whole or the country as a whole – is it a priority, or is it only a local
issue. Although this is an important problem, like leprosy, TB etc, it may be a general
problem which affects tribal people as well. One would need some evidence as to how
widespread is this in tribal people.
Secondly, you used two packages of intervention to give recommendations to the
M.P. Government; and then there is this Cassia tora. The main value addition you have made
in scientific knowledge is the Cassia tora. It is a wonderful analysis that you have made.
Those of you who have not seen this plant, if you walk outside the gate of Shodhagram, on
the either side of the road you will see ample of Cassia Tora plants. In this area it is called
Tarota. Tapas has proposed us a logic for its application to solve a problem. Tapas, instead of
mixing the results in this way, to me it seems that Cassia tora is more at the pilot stage and
needs good field trial. How much of a value addition Cassia tora makes to the management
of flurosis at the population level? You may have already done that and in a short time could
not have presented. We would like to know, subsequently, later on. It‟s a beautiful approach
but it lacks evidence on how much value addition was made by the Cassia tora. I am happy
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that the M.P. Government or UNICEF are promoting it. It should continue further with an
evidence based approach which will be worthwhile.
One more apprehension – there is a tendency to believe that Indian traditions and
Indian plants have solutions to everything. One has to be very specific. It‟s Cassia tora on
flurosis. Generalising that all Indian plants are of great medicinal values might be
unscientific. Be careful.
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Questions and answers
Q: Dr. Sudarshan: I am not clear, when you said that the programme was a state malaria
programme and you were part of that, and your contribution was IEC. Even bed nets were a
part of that programme. Your intervention is an IEC component which you brought from
West Bengal and did a good job, and the outcomes is because of the IEC. If you make a
conscious effort to make the district health system provide the services in that district, in
order to improve there should be some indicators. I would like to know if you got those
indicators to consciously measure the efforts of the health system.
A: Sir, the entire thing is done by the state government, only and we were acting as
facilitators. Also, the long lasting bed nets were distributed because of the data that was
provided by Rajsekhar. The earlier drug was replaced because of the systematic data provided
by us. Our limitation is that we cannot not change the state government. If they are willing
we can provide. Unfortunately they were not able to provide the long lasting bed nets to
another district and we could not get the results. That is intensive IEC, funded by others. So
we have our limitation and we accept that but this is the model we proposed that it is working
in that area.
A: Dr. Saha: Actually, the IEC part which was done in collaboration with banglanatak.com, a
Kolkata based NGO who helped us in designing the tools for communication, for which we
were not expert. Jointly we designed what was needed and generated everything from the
local area. We did not import anything from outside so even the pamphlets and slogans are
generated within the community. So we developed a strategy and they helped in designing
based on our strategy.
Q: Dr. Sudarshan: Did you involve Village Health and Sanitation Committee (VHSNC)
there?
A: No, we had our own local youth who were involved.
Chairpersons’ questions and comments
Dr. Abhay Bang
We must congratulate you and your team and the health system for wonderful
approach and the research. I wish this is done everywhere. It would probably provide some
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significant solution to malaria problem. What did you do additionally? One is the use of
LLIN. Several areas have used LLIN and still results are not as wonderful as you have. You
have solid evidence of the impact. I find that you have 2 inputs in addition to LLIN and RDK
etc. One is the demand generation which you have outsourced. I don‟t know how but you
have managed to mobilize the health system, something which everybody knows is extremely
difficult. What did you do that the same health system in Dindori district started delivering,
which otherwise it fails to deliver? That needs to be elaborated. In a way that is also
outsourced because you are not a part of the district system. So both demand generation is
outsourced, and facilitating the health system is also outsourced. Does it gives us a message
that for anything good to happen in tribal areas you need to bring in other agencies apart from
the health department? So without bringing outside agencies the health department by itself
probably would not have done it. What did you do? Please share the magic.
A: Sir, I think I did not come across clearly. bangalanatak.com, spent only 84 days in the
field. Persuasion of the school children and for them to tell their parents about the do‟s and
don‟ts about malaria. After the initiation they left and were not persistently present there.
Afterwards the whole thing was done by Dr. Saha of the NIRTH. It was after one year that I
personally went there and my role was mostly that of a facilitator. We constantly asked them,
not only at the level of MO but also at the level of Joint Director about the intensity of
malaria. I was simply showing the data about malaria incidence and when high infant
mortality rate, and that worked very well.
And unfortunately in the other villages also I was showing data but somehow instead
the effect was not long lasting. We could not introduce LLIN there.
Dr Abhay Bang
I don‟t think there is anything wrong in outsourcing a specialized role. If the local
health system does not have that capacity, taking help from another agency whether it is from
Calcutta or elsewhere is not wrong. I don‟t think it undermines the success of this project. It
only tells us the conditionality. For good health education, IEC and demand generation, you
need special inputs more than what is available currently with the District Health System.
That one input was provided whether for the 84 days or more. The point is that it is important
and necessary for making the malaria control programme successful that the demand is
generated.
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Secondly, why is it not happening today in every district? Obviously, your
institution‟s involvement was a critical addition. You and Dr. Saha facilitated the state and
district departments to focus on malaria and got it done. Left to themselves what will happen?
So, I see three new inputs in your practice.
(i) Technical inputs in the form of LLIN, ACT, RDK etc.
(ii) Intensive demand generation with the help of a competent agency and sustained by your
team.
(iii) External facilitator, a technical managerial team, the NIRTH which successfully
mobilized the health system. These three ingredients are necessary for making this approach a
success.
A: Sir, technical mobilization is very much essential. Besides whatever is mentioned in IRS,
ACT, etc there has to be regular monitoring. You are also showing regular feedback that
there is a decline from this year; that was another obligation. Sir, in this IEC for the first time
we mobilized the students and we tried that they should be the agents of change. When they
go back home after being trained by us and NGO our message will be disseminated to their
parents.
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Questions and answers
Q: Dr. Neeru Singh: Do you have data on fluviatilis species? Fuviatilis is a very efficient
vector. Mostly, fluviatilis is an outdoor vector. It is responsible for outdoor transmission. So,
the methods that work beautifully with the A. culicifacies may not work with fluviatilis.
A: Research centre, ICMR which is in Kolhapur has primary data. We don‟t have access to
primary data.
Chairpersons’ questions and comments
Dr. Abhay Bang
I can imagine that the area must be very difficult where the under-five mortality rate,
as you report, is 285/1000 live birth. Exceptionally bad area to have such a high under five
mortality rate, and I can well imagine that malaria would probably be one of the most
important cause of death in that area. I will not go into technicality of the intervention, but the
intervention appears to be quite comprehensive. It has worked well with the people and the
effect, we were told, is very profound.
We did not have the opportunity to understand or he did not have the opportunity to
explain in details about their measurement system. If the service intervention was provided to
children then how those children were selected, etc. These are all more details which need to
be understood. So, I think this project, is worth taking seriously and to be studied more
seriously. About scalability, you are attempting even scalability through various NGOs and
as you mentioned, I hope Orissa government is also taking it and scaling it up on higher level.
And, so, several of the process details and several of the measurement details, too warrant
much detailed description and examination.
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Questions and answers
Q: From our observation. Rajiv Gandhi National Crèche Scheme does not work in 50%
cases. Can we integrate these services into ICDS services? Shifting the target age may also be
crucial as we all are aware about importance of 0-3 years.
A: Yes. There are hardly any children who go to Anganwadis who are less than 3 years of
age. And usually by three years you have lost the game.
Q: Dr. Satish: Community based volunteering for care. Can it done for other areas?
A: This is a primary need for working parents. They have to earn their livelihood, they have
to be away, leave the child where they can get food and need a safe and secure place.
The second thing what we require is an intersectional coordination if it is possible. The ladies
can come from villages. The food can be gotten from the woman child department. And a
safe place could be provided by the panchayat. This is possible technically, all under the
aegis, or say coordinated by the Ministry of Tribal affairs, but provided by these three
departments. Or it should be a stand-alone project, as a commitment towards all tribal
children.
Chairpersons’ questions and comments
Dr. Abhay Bang
The importance of the “under 3 year old” has been emphasized for almost more than a
decade. This practice has very correctly identified a crucial group and tried to address it by
way of an intensive intervention. Very encouraging to see the results. However, to me the talk
of scaling this up is a little premature. I have only broadly understood the process. There are
several questions.
One question is about the supplementation of 900 cal/day/child. This is as you said
75% of the total calorie requirement of a child. Child is spending 16 hours at home and 8
hours in the crèche. I was surprised that mothers are saying that child is eating more at home
after eating 900 calories. How can the child eat more at home? But, are you really aiming to
supplement 900 calories a day?
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What about the breast feeding for those 8 hours? There are now large number of
studies coming up regarding maternal deprivation – we should say parental deprivation in the
younger child has serious psychological, social and intellectual consequences. So when a
child is deprived of its mother or family member‟s contact for those 8 hours, what will be its
consequences?
I have three other major concerns.
One is, that your outcome data is before- after. Without a control group, we do not
know what is happening in the entire population. It is claimed at the national level, that
during the same period malnutrition is reducing. PDS scheme in Chhattisgarh is claimed to be
very active. So, there have been multiple interventions occurring. As a scientist I would really
ask for a controlled trial.
Secondly, always look for a population based data. The effect on malnutrition that
you showed, is it about the entire child population in that area, where your Phulwaris are
working, or is it only in the children who are attending Phulwaris? If it is only for children
attending Phulwaris, the impact is good and the team should be congratulated, but that
doesn‟t necessarily answer the question of malnutrition in the tribal population as a whole.
Data on those who received the service is not enough, we need a denominator based,
population based data as to what happened to the nutritional status on the whole child
population in these villages to draw a conclusion.
The third question is about the cost. I think for any large scale government
programme this might be considered a prohibitive cost. It is nearly, Rs 28 per day per child
including the salary etc. It would be good to have a comparison with the ICDS. How much of
food are you providing and its cost. However, I feel if you need 6-8 workers per village of
1,000 population, the scaling up cost is going to become a major hindrance.
There are several objectives of your practice, what about them? What is the effect on
child‟s education? Are the elder children getting free from being tied down due to younger
siblings care? Increase in parental income? It will be useful to know the multiple outcomes of
this practice, as originally aimed, apart from the nutritional data that you‟ve mentioned.
These under 3 children as we all know often fall sick. When they fall sick, they are
irritable, difficult to handle. They will have diarrhoea, fever or vomiting. So, how much can a
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woman hired by the programme take care of a sick child and how much can parents feel
confident in sending or depositing their sick children with a third party?
I was wondering about the Ashramshala‟s tribal children, above the 6 years of age.
The experience in Maharashtra is that the children are treated miserably. When some other
agency takes charge of tribal children, the food and healthcare are terrible. In just one
Gadchiroli district, in the last 5 years, 33 tribal children have died in Ashramshalas. In the
age group their mortality rates are expected to be very low.
One outcome that you showed is definitely the health outcome – malnutrition status.
But, all the activities you described don‟t belong to the health department. They are from the
ICDS, Women and Child department‟s or some other department‟s domain. Thus there is a
health outcome but the activity is not related to the health department. So which department
will own it, is the question you have legitimately raised. Which department will spend the
money?
The Phulwari is a sensitive and delicate programme. Less than 3 year old child being
taken care of by hired workers. Here the beauty is that she‟s coming from the same village so
it is more likely that there will be a community acquaintance, but that could also create other
problems of enmity, caste or village groupings.
I think, this is a potential intervention and the age group is very crucial, very rightly
identified, that‟s where the intervention should be. But, is crèche the only or the best concept?
Who will run this with the same degree of sensitivity and commitment and care? Are we sure
of the population based impact on the nutritional status of this intervention? Is this a cost
effective intervention?

124

125

126

127

128

129

130

131

132

133

134

135

Chairpersons’ questions and comments
Dr. Yogesh
Community participation in an NGO setting is a difficult task. There are models of
success but when you look at community participation through Government system, it is a
very difficult task. It‟s a holy grail of so many things. You are describing it as success here.
Can you show some more data about the involvement of panchayat & VHSCs - how many
VHSCs, panchayat raj, grampanchayat you might have approached to involve in this
programme, how many consented etc.?
A: We do agree that it is somehow successful. When the task was given to me, I too was
doubtful in the beginning of the programme on community based approach, but SHRC helped
us in doing so. Mitanis have helped us in sorting out these issues, we have trained mitanis in
community mobilization and through that mitani structure we are able to conceptualize and
implement in a government setting. So we needed a very committed team at the district level
and during implementation at grassroot level. As for scalability, we will need to identify such
NGOs which are doing this work and can collaborate with them.
Dr. Yogesh
How is your experience about the volunteerism at the grassroot level? Our experience
is not so good.
A: Once we started paying, they agreed. We are giving them incentive.
Dr.Yogesh
Are they Anganwadi workers?
A: No, they are not Anganwadi workers. We have a parallel, well established anganwadi
structure. But, additionally to look after the less than 3 year old children in anganwadi would
incur the cost of HR, recruitment, infrastructure etc. which is much more than what we are
spending on nutrition.
Dr. Abhay Bang
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Everyone agrees that child malnutrition is a very serious issue in tribal population. 0
to 3 year is a very crucial age and you have very correctly hit this target group. These are
innovative methods of how to reach out and provide those children with necessary nutrition.
Now, my concerns.
I still find that the evidence is selective. We all have a tendency to pick up the success
part, but that doesn‟t give us the entire picture. How many villages? How many under 3
children were there in the selected population? How many fulwaris have been opened? How
many children attended those fulwaris? How many children were left out? What is the change
in nutritional status in the whole under three population, a question I have also asked the JSS?
Is the change in nutrition that you are reporting for the entire population or only for those
attending the fulwaris?
Any public health intervention has to always focus on what is our denominator. We
all have a tendency only to talk about the numerator. So, please tell us your denominator –
your population based denominators, and out of that how many received the care? What is the
impact on the total population denominator? Looking at the quality of evidence, my
apprehension is that currently the evidence is weak. I am only talking about the evidence
right in front of us. Is it completely convincing? I say it looks hopeful. It may open a new, a
possible approach. However, probably the same people who have done the study need to
present more complete data or if they have not collected, may design and collect it.
My second concern is cost. I was just calculating the cost based on what both of you
(you and the JSS) mentioned. By using your approach, you said, Rs 30 crore budgeted for
6000 fulwaris. To extrapolate, at the all India level, we shall need about Rs 3500 crore to
provide fulwaris to all tribal hamlets and villages using your approach. Using the JSS
approach, where they are employing women and paying them money, we shall need about Rs
6000 crore.
There seems to be a debate about whether to pay or not to pay and whether can the
communities manage such initiative collectively. In the tribal societies, when they build their
houses, what do they do? Until very recently the whole village would unite and construct a
house for the new family. When they go for rice transplantation, until recently the practice
was I will come to your field and help you and you come to my field and help me. Mutual
help or exchange of labour or barter of labour is very common in tribal society. Looking after
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children by sharing the responsibility by way of a rotational approach could work only in a
tribal society. Who should handle this work? Are these women doing it voluntarily? The
issues are valid which need to be further explored.
Under the PESA Act, tribal hamlet gramsabhas have several social sector
responsibilities. So, instead of some department doing it, can a tribal hamlet gramsabha do it?
They have a tradition of doing this. If they find it acceptable they will do it. If they don‟t do
it, it would mean that probably this approach does not work on a voluntary basis. The issue
probably is best suited for an organization platform such as the SHGs or the tribal
gramsabhas.
I will show you how sometimes data becomes questionable. You said the LBW
proportion reduced from 27% to 14%. What does it mean? WHO statistics for India (2015)
says that 13% babies in India are born preterm, and I presume that most of the preterm babies
are underweight. If your low birth weight has come down to 14% it means actually only
preterm babies are underweight and the IUGR has completely disappeared. It is impossible.
So we need to examine all these data much more vigorously. The processes need to be
standardized and tested. Since we are looking for a scalable intervention, please examine the
evidence and imagine what will happen if this approach is magnified a thousand times?
Another issue is should mother be paid to take care of her own children? Partly this is
an ideology issue. Various political ideologies answer this differently. In socialism it is
assumed that every child is a social responsibility and so it is partly the government‟s
responsibility to sponsor it. In Scandinavian countries, the mothers might be paid to take care
of their own children. This kind of debate has been going on – should the mothers be paid up
or should the village women be paid for taking care of their children, or should the mother be
given maternity leave to take care of her own child. I don‟t think we can resolve these here.
Let me propose an alternative. I have not tried it. Somebody can try. Can we have a
model where mothers can stay at home, because baby needs mother‟s stimulation, care,
warmth and love. A child who does not receive maternal contact will psychologically become
handicapped. So mother has to stay but she has to earn money as well. If we give mother a
work like spinning on charakha women can work from home, earn money and at the same
time take care of her baby. So instead of externalizing child care to either hired service or to
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shared services, can we really provide opportunities for mothers where economically they
will be productive at home and can still take care of their children?
A: By a participant: It is already happening in Bastar. Bastar is in NRHM intensive resource
block where all the women have been mobilized to government centre. In every village all the
women are members of the SHG group and they are part of the village organization. Now,
UNICEF is trying an approach income based on combating malnutrition programme.
Dr. Abhay Bang
It is a SHG. What I am proposing is home based ability for a mother that she should
take care of her child. Yogesh said one year but I say 2 years because children are of a
vulnerable and very sensitive age. Child needs mother‟s contact and mother‟s protection and
attention. We do have potential solutions in both these ideas. Congratulations and thank you
very much.
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Questions and answers
Q: Who will be looking at the data part, did you give anyone the responsibility? Also, are
you developing your own application?
A: It will be the PHC‟s responsibility for data collection, this data collection will have
information like height, weight etc.
Q: Dr. Abhay Bang: What is the proposed Best Practice in this?
A: Best Practice is building a culture like every, Wednesday morning let‟s go to a hospital.
The best part is the mobilization. This Wednesday culture is the best practice just like VHND
on every Tuesday, Health awareness on every Wednesday, because it enables to give focus
and attention to the actual group who needs their attention as simple as that.
Q: Why did you adopt separate mechanism to find out the SAM? That gives contrasting
figures.
A: What I am saying is that not all children are brought, so whoever the Anganwadi workers
suspect as

malnourished are brought and the medical officer categorises them. The

categorization of the suspected malnourished children is not done by the anganwadi but it is
done by the medical officer.
Chairpersons’ questions and comments
Dr. Abhay Bang
I have got a few comments on this best practice. One, I am equally confused as Tapas
Chakma, about the data given by them, because I don‟t know your population denominator.
How many under 5 are there in your district, how many of them were malnourished, how
many are engaged in the Wednesday clinic?
A: Out of the 20,000 children in the area, 7095 of them are identified as severe underweight
by the ICDS and out of them 900 children are visiting the Wednesday clinic.
Dr. Abhay Bang
So approximately 10%...so the coverage of every week is 10%.
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We also did not get the good impact data, some of the data was from the NRC. Again,
I am repeatedly reiterating that the data on the treated patients alone is very fallacious. All
physicians like to quote it. All programme people like to quote it. But, that does not tell you
the entire story. The hidden iceberg is those who never come to you. We are talking about
policies and programme for the entire tribal population. We are not talking about the patients
who visit our facilities. We should always insist upon impact data at the population level,
district level or whatever level. One would like to know from you, in addition to the success
rate in NRC, what is the impact on the children in a district, or block you covered.
Next question is, is this strategy child centred or doctor centred? Should we be asking
thousands of such children to be brought miles away to a PHC where the doctor may or may
not be present? And then again go to the referral centre to NRC? I think this arrangement is
not really keeping a malnourished child at the centre. This is more like keeping the
convenience of the supplier at the centre, a doctor in this case. We all know that in the tribal
areas there are no proper transportation facilities; mother has to go for a full day‟s labour, etc.
Can we use information technology tools so that child does not have to physically go to the
health centre? Can doctor have telemedicine kind of view on the mobile phones? These trips
to medical centres or doctors can be reduced and will save lot of time and suffering for the
children.
From all the three presentations that we heard on the malnutrition, each of these seem
to be saying that ICDS is not useful. In the ICDS model the anganwadi worker the supervisor
and the PHC MO are supposed to detect a child with malnutrition in the village. We have
made a new best practice which works the other way round, where doctor will not go to the
children but the children will come to the doctor. But, what about the ICDS, which is our
main programme? I read in the newspaper that India is spending Rs 30,000 crore on ICDS
and mid-day meal programme. So if we leave the main programme which we have and we do
additional interventions there is a risk of duplication and in paradigm the ICDS remain
uncorrected.
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Questions and answers
Q: Are you able to make village health plan in those VHSNC? If yes, are you able to
integrate this in district health plan?
A: Dr. Sudarshan on behalf of the presenter: I think community processors are done
irrationally overnight without thinking their capacities. In one year you can‟t show results. It
may be in 10 years if the VHSCs really take more responsibilities in planning, action and
monitoring, but it is worth investing on that and there are no shortcuts. We have done village
health plans, for every village, simple plans and again these are not micro plans. I don‟t want
people to do detailed micro-plans as they are not experts. This is our village and we will plan
for our village. We are responsible for our health. They prioritize their problems and use
them and at the end of the day or 2 they will come up with the village health plan. They
prioritize their investment and

what they will do with the Rs. 10,000, what are their

priorities, what action they can do as individuals and family members and as a community
and all these will be added in that plan. So, village health plan will ultimately lead to the
district health plan. Along with NHRC we are planning in 3 districts to show bottom up
planning , need-based plus all other micro-planning at various levels etc., that‟s not been
done as you‟ve said.
Q: What will happen when NGO will be withdrawn after 5 year? What about sustainability?
A: Dr. Sudarshan on behalf of the presenter: The whole implementation of this community
planning and community action, for health. I feel „planning‟ is the right word, as I don‟t want
to use the word monitoring, because that is planning too. It is also action, because we don‟t
want just policies.
Action and monitoring the services are now 2 methodologies in Maharashtra. The NGO
which is very active took the whole responsibility and other states NGOs did not. But, in
Karnataka the NGOs were in the pilot phase and later on it was implemented by state itself,
and the state took over. We had a proactive Health Secretary where he said that on pilot let‟s
do the TOT for the entire state and he made a circular. Of course he diluted the whole
process. We have learnt lessons from that, when we scale up so fast. The model is not just for
the NGOs. The agency also agrees in principle. It‟s a state implementation. Meghalaya for
example is doing excellent and in Nagaland, the community processors are very good but
they may not be following the same community action.
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Q: What are the factors and technicalities which could make it work in certain places?
A: Dr. Sudarshan on behalf of the presenter: That‟s why the NGOs are working. The fund
flow is important. For example, in Karnataka we got Rs 8 crores. The mission director got
changed, the principal secretary got changed and their priorities are now different and the Rs
8 crores are lying unutilized for the last 6 months. Privatization is an important component
and thanks to the NRHM in every meeting the secretary, joint secretary and everyone is
talking about it, so they are forced to include it in the PIP plan and in the PIP approvals. You
can see this initiative and that this is approved. All the initiatives are happening by the state.
Programme itself has to be watched by the state and we don‟t want to push it through NGOs
alone. Although Maharashtra state model is different. We can‟t get NGOs everywhere in the
state and secondly it may not accept those NGOs. So, state ownership is very important,
institutional memory of privatization and principal secretary and mission director changes
also very important and we are looking at those factors also.
Community action for health is such an important topic and such a wide spread impact of so
many things. The health system its worth working for 2 to 5 to 10 years to see the results. We
also work with PHCs in our area, and frankly we are not very successful honestly what we
are seeing from our experience and what we are hearing is 2 things. Firstly, whole
intervention still needs more formative work and more understanding about the best practices
of the community action for health. I think we have not yet found the right combinations of
various things in this intervention. To make it work in an area it may take few years.
Secondly, more in terms of the impact assessment, it needs more robust in design,
measurement and supplementation.
The focus should be on VHSNs as they are very weak all over the country and they need to
strengthen. For example, in Himachal Pradesh, which also has tribal districts, from 2011, the
mission director was very much interested in getting the process. He took up a village case
and brought the villagers into the system so. The whole process went from village to district
etc. and all of it went into the state plan. It was a year long process, which actually went
through the system. Himachal has very few NGOs which are working with the system, so
they are also part of the system and most of the villages are in the system. That happened and
the PIP came for the Central Government‟s Approval, and routine money was approved, and
that disheartened the whole system of spirit. We are talking of the disheartening of the NGOs
who are partners who work at down-level. Even that which was initiated may not have been
173

totally invited by the system and again the process has started. I think we need to reflect on
this and how we could integrate NGOs in the system.
Chairpersons’ questions and comments
Dr. Abhay Bang
What you are trying to address is a huge problem of democracy. Becoming responsive
to the people‟s needs and desires is a crucial issue. It is largely political issue. Though that
should not deter us it is a crucial but a very ambitious issue. Actually you are dealing with the
issue of transfer of power. Today the state machinery has the power to plan and manage
health care. You are trying to bring it to the people‟s level. I much appreciate what Dr.
Sudarshan initially stated about the need to add planning and action. Only monitoring without
involvement of people in the process of planning and action is inadequate. So, monitoring
may become a sterile process at the mercy of the officers.
I requested you to revisit the problem statement because if the problem statement is
vague and descriptive, the outcome also will be vague and descriptive, it will be difficult to
evaluate. I wish you would make the problem statement little more specific and more
concrete. Break down the big problem in to small doable, measurable, narrow problem
statements. From this you can identify the crucial indicators, action and outcome. It‟s a very
ambitious project and I am worried by its sweep.
For outcome evaluation, in how many villages have you tracked the health care by
way of community based monitoring? I am sure you can‟t do that in the all villages of your
states but only in some villages. Please, give us the complete picture with appropriate flow
diagram. Please give us the data on a few doable and measurable outcomes.
Secondly, who will measure the results? The health department data suffers from the
problem of under-reporting of failures. The same person provides the service and the same
person also reports the outcome. It‟s a natural human tendency to hide the failure. Whoever
measures the outcome, if possible, should be independent.
My expectation is that this approach of community monitoring might work better in
tribal areas, because the size of the tribal villages is small. They have a tradition for a
community meeting for any issue and take a decision. Under the PESA the tribal Gramsabhas
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have power to control all social sector and health programmes. It will be a different
experience and also different processes, worth describing and knowing.
How to translate the community needs from the village to the district and the state
level is a missing link. Those who create district, state, or the national plan may or may not
heed all those voices coming from the community. Communities are very wise in expressing
their priorities and these priorities are often very crucial which we missed in our target setting
in our national programme.
Demand generation is very useful. Immunization will definitely increase if the people are
involved in the immunization planning. Grievance redressal also may be very useful.
Many of your processes have potential for the use of Information Technology in the
collection of data on the need, grievance redressal, community monitoring etc.
Dr. Sudarshan
Taking it positively, the indicators need not be an outcome if you have empowered
the villages and we have made the state own this programme. If today Gilani comes and
attends all these meetings, asking how this kind of privatization programme is going on at
Central Government level, I feel that it is a success for this whole initiative. The PHC
Medical Officers were threatened by the community people in the beginning, but now own it
up. There are many successes, we don‟t put it in the reductionist researchers‟ point of view,
and we know the results but need to work on it.
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Questions and answers
Q: Dr. Satish: Why are the district level officers not able to see this?
A: Jo humari jagah hai chote se gaav mein. Waha bhi hospital hai. Waha bhi hum gaye the,
aur saamne doctors the. Waha jo medical ka condition hai, bahut buri tarah se rakha hai aise
dekha gaya. Matlab charo oar itna ganda tha. Kuch bhi safai ka kaam nai hota hai. Iska koi
benefits nai milta hai, koi kits nahi milte hai, HIV kits nai hai. Har cheez mein problems hai.
Bahut saari kami hai. Toh jaake hum log jab baat kiye, “Un logo se safai humko available
nai hone ke vajah se sab ko available facility nai de pata hu,” aise bol rahe the.
Q: Dr. Sanjay: You are working there for how many years? You are taking foreign funding
and blaming Government system. How is the Government‟s reaction there?
A: We are working for last 2 years. Itna Government ka support nai hai. Aur ek cheez ye hai
ki logo mein…ki log bahar nikal ke nai aa rahe hai…nikal aana pasand nai karte hai. Jo
marginalised female hai, unke liye bahar nikal aana bahut mushkil hota hai. Matlab darte
bhi hai. Aake apni problem ko bataye ya apne job ki appati hai jatye – wo nai karte.
Q: (Question recorded unclearly)
A: We have Government Hospitals in very bad condition there. 50% of our PHC and CHCs
are in very bad conditions.
Chairperson questions and comments
Dr. Abhay Bang
Ek sawal mai jankari ke liye poochna chahata hu. Hum neurology mein jo padhte hai,
ek afferent loop hota hai. Jaankari end organ se upar jaati hai. Ye jo aapka jaankari bhejhna
hai SMS dwara wah afferent loop hai…sensory loop hai. Baad mein woh gray matter mein
process hona padta hai aur baad mein acion ka motor loop hota hai. Toh aapka mainly
information gathering wala arm hai. Uske liye technology ki power bahut achhi istmaal ki
hai.
Lekin kyunki yahan kafi Governement Officers hai States se, aisi jab shikayat, ya
information, kahi koi gap reh gayi service mein, wo information agar logon se ya NGO se ati
hai toh what happens in the Government Head Quarter?
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Questions and answers
Q: What is the cost of developing software?
A: Software has already been developed. It is not the first time in the Attappadi and
Palankad. It is used in Maharashtra, Nasik, some areas of Jharkhand and Tripura. However,
we need to have some sort of customisation at different levels, like who needs to send the
information, who all should get it back etc.
Q: Dr. Sudarshan: You said, these outcomes are not due to software but because of
improving of the health system. Your title should also say it. If we glorify these tools
everyone thinks that it‟s the tools that brought the result, but, for us the improvement of
health system due to this is also very important. Secondly, Kerala is known for
decentralization but you are again depending on ANMs. The health department is
implementing it, though convergence is good to a certain extent, but there are limitations. The
VHCs are not involved; the panchayats were not involved; they didn‟t take the responsibility;
why is it so?
A: With regard to the panchayat, all the three are tribal panchayat. We tried a lot to empower
the panchayat and the members but since were unable to convince them. They were not even
accepting the SAM children in that area because to them all the children looked similar. We
had community forms for feedback and data. For data we technology workers who would
send the information back to the community. The tribal community was also getting the
information, and not just the health department. SHGs are formed in Errnakulam. So, these
SHGs are working on the SAM children.
Chairpersons’ questions and comments
Dr. Abhay Bang
Congratulations for a very innovative people-centric programme.
Next, this and the earlier examples of Nazdeek and the community based monitoring
that we heard, these demonstrate the potential of the powerful combination when people and
technology join hands and we see transfer of power or empowerment
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To me it‟s a black box as to what happens in that government office. Information
comes but unless somebody acts on that information, that information alone is of no use.
Now, if there is one good sensitized government officer something is going to happen. It‟s a
good pilot project. Though, right now I am not commenting on your outcome figures because
your absolute numbers are very small. Like, 12 deaths becoming 8 deaths, I don‟t know how
much significance to give to that. But, what happens in the black box of that government
system? How do they process information and translate it into effective corrective action that
might be the bottle-neck. People will not lag behind in adopting technology. Even in tribal
villages now youth and women are using mobile phones for technology. Technology is not
the bottle neck; people are not bottle neck; if at all there will be a bottle neck it will be us, the
decision makers. So, probably, for whoever works in this field, the next challenge will be
how to sensitize those decision makers who do not take any corrective actions. Does
somebody monitor them? And what incentives to correct – positive incentives, negative
incentives? That might be the another crucial factor in making all this possible.
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Questions and answers
Q: Are we trying to say that by introducing privatization, we are setting an example that the
government is not able to handle? And, by private I mean non-profit.
A: Dr. Sudarshan: Our motto is to reach the unreached. The challenge is to see if the
government is able to manage. Let‟s be clear that 50% of the PHCs are doing very well and
we have solid foundation of comprehensive community health care. Government of India has
accepted Alma Ata Declaration. We are implementing that programme. North East is difficult
where they are, but in Karnataka, Tamil Nadu and Gujarat it‟s fairly good now. PHCs are
functioning well. So the areas where the government is unable to function due to various
reasons, we build partnerships with them and help them to build up public health system.
We have not taken over a PHC. It has happened in Manipur PHCs, that whenever the
government says we are ready to take over, we hand them over. It has happened in 3 to 4
PHCs but majority in MOU have asked us to continue. Also, I would like to say that there are
good people in the government, when we talked about Arshad. The chief minister said that
we could continue and today, we established the brand of Karuna Trust. We have not paid a
single paise bribe and we get the government grants. Overall Karuna Trust receives 75%
funds from the government and partly from other programmes also included in it. It‟s 90% in
the PHCs and we have not paid a single paise bribe. We take the health infrastructure i.e.
land, building and equipment, and the human resources are given a choice to continue in this
one deputation and if they are not willing to continue with us, they are sent or transferred to
the vacant positions and we again recruit the staff.
One more point I would like to add here is that, in Arunachal Pradesh, district level review
meeting was organized in our PHC. All the district officials, doctors and all the para-medical
staff came to review with CMHO and they reviewed the entire district‟s performance. They
prepared the District Performance Report. So, it‟s learning for them also, as we have made
some innovations, in their PHC.
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Questions and answers
Q: Dr. Yogesh: In how many CHCs of entire Gujarat do you have emergencies being done?
In how many FRUs of Gujarat would you have emergencies and everything done?
A: Around 69 out of 100. What we have done is we have reinvented the process. We had
earlier designated 61 centres as FRU, now we are in the process of revaluing the entire FRU
process. And, we have mapped the FRU, within the 50kms or 60kms of travel distance,
looking at the conditions and 1 hour travelling. Now we have come down to 101 FRUs. And
there, we have started up the place. Plus, we have got a society called Gujarat Social
Development Society. All this receives the CSR of the other public sector units of Gujarat
government. And, there we have flexibility of paying high salary market rate to gynaecologist
and paediatrician. And you will be surprised that we have 7-8 gynaecologist and paediatrician
for tribal areas where they are being paid, 1.2-1.5 lakhs. We placed gynaecologist,
paediatrician, and anaesthetist. In the last 5 months there the delivery rate has gone from 40
to 100.
Chairpersons’ questions and comments
Dr. Abhay Bang
We just now heard two successful examples of Public Private Partnership. I have had
the misfortune of being a partner, 30 years ago, of probably the first Public Private
Partnership model in the health sector in India, which miserably failed. In 1986, we started
with the Government of Maharashtra, a PPP partnership in Gadchiroli. Didn‟t work.
However, we now have better processes and better understanding. SEWA Rural and Karuna
Trust are two successful examples. Especially what they did in North East is simply amazing.
Regarding this practice of Deepak Foundation and Gujarat Government – there are
several reasons maybe that some of these partnerships, though they are still very few, are
successful.
One, what was the political and administrative support mechanism? Without that
nothing would happen. I do not know how each one of you managed.

258

Secondly, there has to be a clear cut policy, between the state and the NGO or
whosoever is the other partner. There has to be a principle of parity. Otherwise the power is
very unequally distributed, between the state and the partner.
Third, it is the leadership on both sides – their personalities, their values, and their
principles enormously matter. That‟s why such examples still remain rare examples. Both the
leaders, from Government side and from civil society side, should be really sincere, mature
and oriented towards certain values. That‟s very essential.
Fourth, there should be a very clear cut understanding of goal. Both of them should
share the same goals. If there is a hidden agenda then there are going to be serious problems
and often there are hidden agendas.
Then obviously, in the successes of all these projects there might have been a lot of
processes which they didn‟t have time to describe in great details. But, it is those processes,
and the values and principles behind those, succeed. It‟s not an easy model. It‟s not such a
quick shot, ki ek antibiotic de diya aur pneumonia thik ho gaya. It‟s a complex difficult
model, especially this is value and process oriented model that must be paid attention to.
Monitoring, management and finances can be difficult. I was part of some committee of
Government of India. They were shaping policy on NGOs. Government was not able to get
medical officers in PHC, so they said that, those PHCs where we don‟t get medical officers
the NGO should take it up. But, our PHC medical officer would get Rs 40,000 salary. NGO
PHC medical officer will get just Rs 25,000. So, it‟s a funny that when it comes out to giving
the role to NGOs the financial norms change. Financial parity is essential.
Now, I have two questions or doubts about this model. It seems what we are seeing
are the examples that either institutionally or functionally, Government system seems to be
inadequate in delivering the services in some settings, and so, they are outsourcing the work.
But in this PPP model where are the “people”? This is partnership usually between the
Government and NGO. Usually people are not represented in this. Can we add the 4 th P in
this? “PPPP” model. Public People Private Partnership. We talk of community based
monitoring. We would be probably in the best position, to involve people in this partnership.
All the benefits that we saw of community based monitoring, knowing the need, the demand
generation, all those should be brought into this by bringing in the People in the partnership.
Secondly, this model is especially tried in tribal areas. It is a good example that things can
happen and can be made to work. But, usually tribal people are powerless, in the current
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administrative political structure. Opportunistic individuals or organisations grab such
institutions. This happened in Maharashtra in the case of the educational institutions and the
Ashramshalas. Many of these NGOs are not NGOs like Karuna Trust, or SEWA Rural or
Deepak Foundation. So these kind of NGOs can hijack the whole institution, Government
budget and agenda, and can lead to a miserable situation. And, the people will have no
opportunity to defend themselves, because politically they don‟t stand anywhere.
Next question, this model again will be very easily applicable to the CSR. And, the
coming years there will be partnerships between Government and the Corporate sector, but
will the goals match? Will there be community accountability? So, with the CSR money, I
am sure the corporate sector will join the PPP model. Maybe even with good intention, but
some of them may have hidden agenda as well. So, we need to take care that there is a clarity
in values, goal and accountability. There is definitely potential to this model. But then it also
depends on, as I said, Leadership, the principles and values and the processes.
Dr. Yogesh
In Chhattisgarh there have been 2 unsuccessful PPP attempts. One was outsourcing of
laboratories, of all the PHCs, CHCs and district hospitals. They would in fact request for
proposals and send to everyone. One was able to prevent that from happening, because it was
done on a very unfair contract basis. And the other was running Mobile Medical Units in
South Chattisgarh, which also failed miserably.
Can we develop better guidelines for PPP? What are the things that should not happen
when PPP is planned? If such a document is also prepared we would know what is the wrong
and the right thing to do, and that would make it strong.
Dr. Abhay Bang
The 3 NGOs who did it successfully, together if they can join hands and prepare one
such draft document it will be very useful because you have done something which has
succeeded. You also know what the pitfalls are.
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Questions and answers
Q: Dr. Rita: Who did the supervision part of it?
A: This is the project management tree. Right down you will see the Zonal Coordinator.
Those all were a part of our project team.
Q: Did you try to involve ANM?
A: Yes, our committee meetings, cluster meetings and the review meetings on project
monitoring and supervision on a daily basis and on a weekly basis, would take place in the
ground between ANMs and the Anganwadi sewikas. During surveys we did cross check
between the sewikas‟ data and the ANM data as well.
A: Dr. Abhay Bang: In the ASHA programme, the ASHAs are to be supervised by the ASHA
facilitator. Unfortunately, in Jharkhand, the decision to appoint ASHA facilitators and in turn
their appointment was delayed. So, when MANSI project started they had to introduce their
own field supervisors, called the MNHM. Later on, as a part of the NRHM, “sahiya-saathin”,
as they called the ASHA facilitators, were introduced. Then they became the supervisors of
ASHAs.
Q: ASHAs and Sahiya‟s are the same?
A: Yes.
Q: The incentives were paid by the Government?
A: Yes.
Q: For all the activities?
A: Yes.
Chairpersons’ questions and comments
Dr. Abhay Bang
TSRDS has not paid a single paisa incentive money to ASHA. Actually, Sahiya
started getting HBNC incentive from NRHM quite late, maybe in 2014. So, initial 3 years
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they provided HBNCC service without getting any money. I would give, for this good
coordination with the Government, credit partly to the TSRDS senior officers who had really
mastered that art of relationship in a very sound way without any financial transaction or
bribes. They had developed very good relationships with the leadership both at the district
level and state level. Secondly, the NRHM Director, Aradhna Patnaik, a very dynamic young
woman, came all the way here, saw the original SEARCH model and was absolutely
convinced that she wanted to do this in Jharkhand. She gave them all possible support. With
the Mission Director‟s support, the message gradually goes to the district also. I would give
credit to these two, the State level leadership and the district level TSRDS leadership.
The Government already had the ASHA programme going on, and the MANSI
project came in as a supplement. But the system needed additional supplements in the form of
man power, technical support and some financial support; not directly to sahiya but in other
forms. While replicating, obviously this additional support should be minimized. So it‟s a
management challenge. Next challenge is obviously how to further do it on a larger scale.
MANSI was not conceived and implemented as a field trial. For any government
department to have unserved control area would have been difficult, ethically and politically.
So MANSI was a before-after study. It is a limitation for assessing the true effect of the
interventions. But, one strength is that all the data on the NMR and IMR are of the entire
area. And, it is not one time fluke. We can see that throughout the 4 years an uneven but
continuous decline in the rates. Over the period of 4 years their NMR and IMR have declined
annually by nearly 6 points. MANSI is a good example of when a government agency, a
technical agency and a corporate agency collaborate. The Government has large outreach and
expanse reaching out practically to every village which no one has. The corporate sector has
local commitments, financial strength and management structure. The strength of these two
may be complementary as we see in this project. However, keep in mind the other things
which ought to match for a successful partnership – the values, goals, culture and the
leadership.
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Questions and answers
Q: For the randomised control trial what‟s the primary outcome?
A: So, what is that one indicator which shows effect throughout the continuum of care –
prenatal, intra-natal, and post-natal. So, studying literature we found something called as CCI
– “Composite Coverage Index” – which is now used by 15-20 people. It gives a component
indicator which looks into antenatal, intranatal period, 1 indicator in postnatal and few
indicators in the 2 years of age or 5 years of age. These are vaccination rates, home based
visitations, birth attendants, coverage, and so forth. They actually also add family planning
into it, which is not spoken here. So, we consulted certain experts – the Biostatistician head,
Dr. Pandey from AIIMS. We devised composite coverage index and got a modified ASHA
centric composite coverage index. And we have validated that this is a SEWA Rural
production totally. But, this is the primary indicator which is an index throughout the
continuum of care. So, that is our primary indicator. One more primary indicator is the
proportion of newborns visited at least 2 times at home, within 1 st week of delivery. So, these
are the two primary indicators.
Q: Why didn‟t you take IMR as primary outcome?
A: Looking at our data and at the situation in Gujarat, we thought that if we want to make
„mortality‟ in samples-wise it would be just huge and will not be manageable by us.
Q: Dr. Abhay Bang: Haven‟t you scaled it up to 22 PHCs?
A: At that level it was not coming out to be effective although we are measuring mortality.
There are very good chances that there will be definite improvement but the power may or
may not show the significance. This is again done more in the spirit of the implementation of
research.
Q: Although the ultimate will be to reduce the IMR, it might take some time, I think two
years, is a short time. So, you might not achieve IMR reduction in that time but the coverage
would be good.
Q: What happens when ASHA sends information? What about training of ASHA for
technology and how do you address the attrition of ASHA? How do you ensure the services
delivered, rather than collecting information?
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A: Medical Officer is supposed to do three things as soon as he/she gets a message:
Number 1 – contact the ANM and ASHA of that area, and tell them something serious is
going on, and to do something if the medical officer cannot visit himself or herself
Number 2 – follow-up on that.
Number 3 – when the medical officer visits the next time, he/she has the list of all the high
risk cases now in the mobile phone. So, rather than just doing blinded visits, just maybe focus
on the high risk cases.
Number 4 – which is happening quite well actually. Monthly the medical officer gets
information on the web interface, looks at the list and questions ANMs and ASHAs about the
patients. And, once the action taken is completed there is a feature on web interface to be
checked out.
Now, we have instances where the medical officer falsify the task and say the task is
completed. We do not go after that, because as we‟ve said our role is very well defined. We
hope to take this up to a scale where SEWA Rural does not have any presence. But, there are
certain limitations. The second thing is, ASHA‟s role is just to report and then the medical
officer has to go into the village and do one more autopsy. When the medical officer gets into
the web interface and there is a drop down, where he has to select one or more causes of
death and then enter it. So, the cause of death is not ASHA‟s job. Cause of death assignment
is medical officer‟s job. So, even though the Government may or may not inform us we get to
know that there is something going on. We call up the particular ASHA and investigate. If
she says she‟s no more working. We contact the PHC medical officer. If a new ASHA is
recruited we again have to give that person training. So, that is how we manage the attrition
part.
With regard to training, I don‟t know if we have found the best practice many of the ASHAs
have been trained for PHC. The quality of training is a big concern. So, we do give them a
three day quick refresher training, which does not substitute the original training, with the
limited resources and the scope and nature of the work. We give a four day training for the
mobile. But, what is important is that we do look at the outcome of training. So, at the end of
mentoring period (1 month) we call them, we get the ASHAs back and along with
government stuff we take their exam – repetition exam. We assess certain important things
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like measuring weight, taking temperature etc. We cannot do justice for everything but
important 5-6 points are checked and the certification will be accordingly provided.
As for how can we ensure that the service is being provided and even when data entry is not
done. We do many things for that. During training, we emphasize that the purpose of this
project is to provide service and not data entry. Mobile phone actually helps to do your job
better. We make them realize it. ASHAs do understand at the end of seven days, that this
does help me to provide services. Secondly, the ASHAs have to take a photograph of the
„Mamta card‟ or the „MCH card‟ from the mother, to ensure that she did visit the mother.
Thirdly, what we do is that technology helps you to count the duration of the visit. So, the
detailed time between entering the form, exiting it and sending via GPRS, by the AHA, is
recorded. We analyse if justice has been given, because it should at least it take 10-15 mins.
Number four, the best thing is GPRS. But, is it best for us to make ASHA accountable and
not make other people accountable? I don‟t know. We can debate about it, but our heart said
that is getting too far and too much. So, even though technological answer is GPRS, because
of ideological regions we have covered it.
Chairperson’s questions and comments
Dr. Neeru Singh
I just have one question. Do you think this kind of project is possible to adopt in a
very primitive kind of situation, say in a tribal area of Jharkhand or a tribal area of
Chhattisgarh?
A: That answer will be given only when it happens. We will not only look at acceptability or
feasibility of health workers but also the beneficiaries who are the tribal wheel.
Dr. Abhay Bang
If we take an overview in the field of tribal health our search is for
1. How to provide services to tribal areas
2. How to empower the people
3. How to reduce the health problems, let‟s say infant mortality
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In some practices presented here, like Home Based Newborn Care, these three questions
are addressed, the ASHA is empowered to perform certain tasks that earlier were considered
to be the domain of neonatologists or paediatrician. Similarly, in this project, the ImTecho,
we saw how technology can further empower ASHA and the primary healthcare system, and
make things happen which otherwise probably wouldn‟t have happened. Thus, the use of
community health worker, use of technology for empowering the worker, (we saw earlier in
the example from Kerala, how technology can be used in reporting of mother and child.)
Then we also heard from Assam from Nazdeek, how community based reporting can reduce
the violation or adverse events. There‟s a continuity in all these presentations.
One of the key questions in tribal healthcare is how we provide care in the remote,
inaccessible tribal village. That‟s a human resource question. Probably ASHA emerges as a
very potential and powerful answer. But the barrier is…our mental barrier, “How can ASHA
do all those difficult tasks?” We are getting evidence here. ASHA can do all those things,
which we thought earlier that only doctors can do. The experts sitting in Delhi haven‟t yet let
ASHA do what she can competently do. Asphyxia management, Sepsis management,
Injection gentamycin, “No” they say. 1 crore log har roz apne aapko insulin injection lagate
hai. Ordinary, untrained people. Woh safely hota hai. Lekin hum ASHA ko nahi lagane denge.
So, these are all our mental barriers which probably we carry from the past; from our
professional backgrounds. Doctors are the ultimate gods but gods don‟t want to get to tribal
areas. What do you do? So, ASHA offers an enormous hope. Enable ASHA by way of
training, by way of management support, by way of technological support – all these are
potential answers to the original question, „How to reach out to tribal areas?‟
I feel very encouraged today that many of the presentations from morning till now have
added very significant pieces of evidence to our search, of „How can services be provided in
the tribal areas?‟ „How can people and community health worker be empowered to perform
complex task?‟ „How can management be performed in a better fashion?‟ This session and
the earlier sessions, attempted answers to the questions which the expert group on tribal
health, and all of us as a community, are trying to search for. We are receiving some glimpses
of the answers. Thank you very much and all the best.
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Questions and answers
Q: Do people avail services of the AYUSH doctors who have been trained in few skills?
Does it create an inferior category of doctors?
A: Input by Dr. Abhay Bang: Look the choice in a tribal area is not between a PHC with
MBBS doctor versus a PHC with AYUSH doctor; but it is between a vacant PHC versus a
PHC with AYUSH doctor. The choice of AYUSH versus MBBS is only on paper. Now
second question is, even nurses are not allowed to practice, so there is a need to change the
current rules and law in every situation. It‟s not only in relation to AYUSH that you need to
change. Change will be required for any policy where you want to engage a non MBBS
person who performs certain functions. Third question is – are they inferior? There was a
study published, by Dr. Krishna from the PHFI, in which they compared, an MBBS doctor,
an AYUSH doctor and some trained health-workers on common type of illnesses. Who
followed the guidelines and the protocol? Trained health workers performed the best. Now,
will you call it inferior? We are not interested in their ability to diagnose the rare illnesses
found in the Harrison‟s textbook. Tribal people need care for the common health problems as
the first priority. The choice is between – no treatment, versus traditional tribal healer, versus
a bridge trained AYUSH practitioner. That will be the choice in reality.
Now, to whom will the tribal patients go? We do not know. But they may not even go to an
MBBS doctor. I don‟t think tribal people will care so much for an MBBS degree. They will
certainly care for the availability, sensitivity, cultural friendliness, and the quality of
treatment. Engaging and training non-MBBS is not necessarily inferior for managing the
common conditions if a protocol or the treatment guidelines are taught to them plus if there is
a monitoring.
Q: What about training BDS doctor in place AYUSH practioner?
A: There is the same problem in getting BDS trained doctors as with MBBS physicians. The
other alternative is we did think about a nurse practitioner model but we came up with the
same set of limitations. Ultimately, we want to create a more comprehensive system. The
reason we chose AYUSH was because, surprisingly if you look at their training they have the
same length of training as an MBBS doctor physician. A lot of them during their internships
do go to allopathic centres to practice, because they want to learn. And, incidentally they‟re
all taught a bit of allopathy in their curriculum.
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Q: When you are developing this training curriculum have you incorporated their practices
which are good and will be useful for comprehensive primary care? Have you given a
thought? And, second thing is they were saying 7 lakh AYUSH doctors are available, MBBS
doctors are not available. Imagine, after 5 or 10 years, if the MBBS doctors are available and
the Government makes schemes so that they come to the area, what about those AYUSH
doctors? Have you given it a thought? Basically, we need doctors for 25,000 PHCs; every
year nearly same number of doctors are coming out. Someday private market will be
saturated and they may come to practice in tribal PHCs. What will you do then?
A: Input by Dr. Abhay Bang: There are several gaps in healthcare system including the lack
of job satisfaction, availability of drugs, why doctors do not want to go there etc. These need
to improve as well. Just changing a person‟s degree is not going to help by itself. Both things
will have to happen simultaneously. The experience in Maharashtra is that MBBS doctors do
not prefer to go to the PHCs and Government is able to find AYUSH doctor to be sent to
PHCs in tribal area. It speaks something about market forces and choices. Then, yes,
Ayurvedic doctors and maybe just because of the force of the market are willing to go. But
then, if suppose Government decides that yes, we will give them bridge training and post
them there, there could be some bond arrangement. Like, they have to work for at least 5
years, and then they will be free ready to go elsewhere. Something, which is suitable to both
the sides – that may work.
Q: Input by Dr. Padam: In am going to talk little different. I met some MBBS doctors who
are posted in the tribal area of Bastar, and they shared their difficulty to handle most of the
critical cases because the tribals say, “If you are a doctor, I want you to treat my person and
my person should come back healthy. If something happens to my person you‟re nowhere.”
So, there‟s a threat! So, these doctors said, that yeah they do go, they do take care of patiets
but with a caution. So, that‟s also a condition. I am posing certain conditions in front of you.
Second condition, is there were a bunch of AYUSH doctors who were managing PHCs, who
were managing deliveries, who were literally running the PHCs and all kind of case works,
and interestingly they were administering only AYUSH medicines. They asked us, “Aap
humein training kyu nai dete ho? Aap humko baaki skills ke training kyu nai dete ho?” If we
are managing and there is no MBBS doctor available to do the PHC work and all that, why
are they paid less? We are asked to work extra hours, we are asked to take a look at the case
reports and not paid. Why? Why are we not being treated on par? Third is, we are discussing
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a lot of about AYUSH and AYUSH capacities, now we have to keep in mind how to combat
the form of scientificity of each pathy. Unless and until there is an education programme to
understand the other pathys, it is not right to comment on them.
Q: Why do AYUSH practitioners need to be bridge-trained? Why can‟t the AYUSH doctors
practice AYUSH system?
Chairpersons’ questions and comments
Dr. Abhay Bang
There is an organisation in Jharkhand, which has continuously advocated for allowing
the tribal traditional medicine in Jharkhand, to become a part of primary health care. And,
their argument is AYUSH OPDs in Jharkhand are not utilized by tribals, because for tribal
people AYUSH is as foreign or alien. I am not supporting them, but my point is, that in tribal
areas it‟s not necessary that they would accept AYUSH, because even AYUSH would be
something new or alien for them.
Prof. Beck
Dr. Abhay is saying, a tribal population relying on the traditional healers is very much
prevalent, for reasons of poverty. And these people are always available at your door step for
no charge of any kind. So, the doubt and fear of approaching to the medical centres is still a
fear that needs has to be broken. So, I think I would appreciate an organisation training the
people who will be available to attend at least some of the basic requirements.
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Questions and answers
Q: In Gujarat, ANM are there but they are not going where they were supposed to, they are
not doing what they are supposed to. Also, implementation is more of a problem rather than
shortage of ANM.
A: ANM is not needed in Chhattisgarh also, with the exception for the tribal girls who have
the advantage of reservation. Otherwise, ANM post is saturated. As, this school is only for
tribal girls, it will go on. Otherwise there is no option for ANMs in private sector. As Nursing
Council says this is not nursing at all. This is only for NGO and government sector.
A: Input by Dr. Yogesh: I think this model has an advantage. Tribal affairs ministry should be
encouraged and allow groups that are working in health in tribal areas to start nursing
schools. They should relax the essential criteria of at least 12 th standard pass. So that
selections could be done and so that we have nurses, in both, hospitals and the community.
GNM for hospitals and ANMs for community.
Chairpersons’ questions and comments
Prof. Beck
Over the time we have been portraying that people are not available. Doctors are not
willing to go. So, new option that remains for immediate availability of manpower is the
tribal themselves.
Dr. Abhay Bang
First, we must congratulate the JSS, for the kind of situation that they are working in
and that they have been able to start and run this kind of ANM/GNM training school. And,
one would agree that this kind of well trained nursing career is very much needed in tribal
areas.
Now, though I love this idea that tribal should be selected and trained to serve in tribal
areas but what I do not know is if it will really happen? Dr. Sanga here is from Jharkhand.
During my visit to Madhya Pradesh and Jharkhand with Dr. Neeru Singh, a medical officer
was accompanying us. During our travel I asked both of them, “If we give tribal boys or girls
training as doctors will that solve the problem of lack of doctors,” and both of them said, “Is
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there a guarantee?” And their comment matches my experience. Whatever little that I have
seen, the very process of medical education is extremely detribalising. It builds a culture; it
builds different aspirations of going away from the tribal area. Not that all tribal doctors go
away from tribal areas. Do we have any mechanism to ensure that they will go in to work in
the tribal area? Or will there be an issue of human rights – why should only a tribal doctor go
to tribal areas? Does it solve the problem?
So, Yogesh, it will be very interesting to look at your experience and from elsewhere
that when tribals are trained as doctors or as nurses, what is their propensity to go and work
in the tribal areas ?
So, I would request that you should go further. Just opening an ANM training school
in tribal area doesn‟t guarantee several things that we were discussing. So, there must be
several elements in your programme – qualitative elements, which would encourage those
nurses to work better in tribal areas. Otherwise, usually most of the ANM training schools are
really training the tribal youth to go to the urban area for jobs. That‟s how their orientation is.
So, do emphasise on those other aspects so that ultimately they do end up in tribal area.
Input Dr. John Oomman: Our School of nursing started in ‟78 – ANM training – and GNM
training in ‟96. We take girls only from Orissa for Orissa. I find most people trained by us
want to stay in the state. They want to work with Government in their own districts. Only
when they don‟t get that option they go with the other options. Like you said, all education
can alienate you from your roots, school as well. Second point is, there is no guarantee that a
tribal schooled will stay in a tribal area. If you try to force that, it is like clipping wings to
ensure they can‟t move. I would argue that all training should aim for situational excellence –
this is the best we can do in the space – and social relevance, and balance between those two.
So, that you are trying to bring in the ethos, „come back and serve your own people‟ but they
should have the potential to work in an ICU of Delhi as well.
While there is no guarantee that everybody stays back, if you take 10 people from 10
communities train them all equally, who is more likely to serve in a tribal area? It will be the
tribal person. There is no guarantee that the tribal people will come back; there is no
guarantee that anybody will come back, but there is a possibility and probability. It has to be
in comparison to somebody from another community who has the right to go back.
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The last point, this is related to the previous discussion – (I‟m so sorry I nearly joined
at the end of the road) – the discussion being AYUSH being the answer to the gap in
healthcare of the country, I‟d suggest that nurses could be that key. Nurses are trained in the
allopathic system. Doctors have very little understanding of what nurses are about or nursing
curriculum. By and large, most doctors probably think that nurses are supposed to come
behind them and wash their hands for them. The general nursing curriculum is not very
different from the MBBS curriculum. There are many subjects in general nursing curriculum
that don‟t exist in MBBS curriculum. They have ethics, communication, they have research,
they have pedagogy and health economics, in their curriculum. And, therefore, I suggest that
that is a root fitting in as the healthcare divide. The problem is that we all have a caste system
in healthcare if you‟re a doctor, AYUSH, A, B, C, D, E, F, G – you‟re OK; you‟re a nurse,
you belong to a different category. That‟s where the problem lies. They probably can help us
with rural healthcare. And, honestly there is a huge quality problem in nursing training, right
now. So, if they are trained well and when experienced they have your option of being our
answer to actual healthcare issues where MBBS don‟t go.
We are trying to come up with an idea of “Advance Training in Nursing” which is
suggested to the Indian Nursing Council. This, combined with the previous discussion is
really an option if we are chasing down for Primary Healthcare Centre.
Input Dr. Neeru Singh: What is the objective of providing this nursing training to tribal
girls? Ultimately, they are human beings and it is their right, whether they want to serve in a
tribal area or not, just like any other human being. So, it is actually a very good view. For
empowering the tribal girls let them decide where they want to leave or stay to serve their
own community or something different.
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Questions and answers
Q: How the HR agencies are able to do something which the government can‟t?
A: By eliminating reservation. In Government, you have to put up an advertisement with
reservation.
Q: By Dr. Abhay Bang Iske kuch advantage to saaf dikhai dete hai, lekin kitne der ke liye
pata nahi, kyuki abhi bahut taaza taaza anubhav ho raha hai. Lamba arse ke liye woh log
tikenge-nahi tikenge abhi batana mushkil hai. Lekin mujhe ek sawaal pareshan kar raha hai.
Aap Government ke bheetar do varna vyavastha create kar rahe hai. Ek hain,permanent
Government employee, kya woh waise hi rahenge? Aur ye contractual vyavastha. Sawal ye
lagega ki jo permanent wale hai, unka kya?
NRHM mein aur is mein farak ye hai, ki NRHM mein kam se kam Government contract karti
thi, ab toh contract karne ki agency bhi outsource kar di. Is mein gambhir issue hai equality
ka, parity ka…aur aapka management ka tatva kya hai. kyuki agar is argument ko aage le
jaenge toh koi kal aapko puchega ki IAS ko kab outsource karne wale hai?
A: Aapne jo baat ki hai, uske bare mein ullekh kiya tha, ki us pure darmyaan mein chappan
log jo hai us mein se 20 log chod ke gaye hai. 20 log jo chodke gaye hai woh under pressure
the, ya unko woh jaga jam nahi rahi thi, aur chattis log aise hai ki unko better opportunity
mili thi. Usko dekhte hue lagta hai ki aise scheme ki sustainability rahegi aur service rahega.
Raha sawal manage karneka, toh manage toh karna padega kyuki ye humare liye behat naya
hai toh us mein lagatar lage hue hai aur koi rasta zaroor niklega.
Q: Dr. Padam: Mere dimag mein thoda alag question hai. Ek question hai jo appke paas 16
doctor hi aaye abhi tak, wohi 16 continue kar rahe hai, ya koi bhi 16 continue kar rahe hai?
A: Nai nai. 16 continue kar rahe hai. Mai unhi ka figure de raha hu.
Q: Dr. Padam: Isiliye kyuki doctor ke saat patient ka ek rishta banta hai aur usi centre mein
log jaate hai jaha pe unko vishwaas hota hai. Agar doctor change ho jaye toh nai jaenge.
Apne ghar se 10 km ho, toh bhi jaane ko tayar honge. Dekho continuity of the same doctor ye
bahut zaroori baat hai.
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Q: Dr. Abhay Bang: Akhilesh ji. Aapka impression kya hai – waha ke services mein koi
improvement hui hai kya?
A: Haan. Mai kuch centres visit karke aaya hu. Humare social services mein jo state officer
hai wo bhi gaye the. Everybody has said, ki improvement is there. Ab uski study jo hai…apne
services ka data nikal ke rakhenge woh. Pehla toh ye hai ki OPD and IPD load kitna badha
hai, aur dussra ki delivery kitni thi – ye humara prime focus hai – aur delivery service mein
kitna farak padha hai inke employment ke baad se.
Chairpersons’ questions and comments
Dr. Abhay Bang
Akhilesh ji, aapke samarthan mein mai aur kuch sabot juthane wala hu. Aur, mai fir
se keh du mere lihaaz mein toh aapaki practice bahut bahut taaji cheej hai. Thoda bahut
samay parakhna padega. Toh koi bhi nishkarsh nikalna bahut premature hoga. Lekin ye sirf
health service centres ka nahi hai, Maharashta mein ek Gaikwaad naam ke aadmi hain.
Unhone ek agency kholi yeh kehke ki, “Hum service denge. Housekeeping wala jitna role hai
hum karenge,” kyuki sabhi companies mein aaj kal saaf safai karne ke liye kisike paas fursat
hai. Unka kaam badhte badhte, aaj Rashtrapati Bhavan aur Parliament ka bhi pura saaf-safai
unko outsource kar diya gaya hai. Toh ye toh sarkar ki philosophy dikh rahi hai. Woh sahi ya
galat hai iski charcha mai abhi nahi karna chahuga. Uspar kafi vyacharik bhumika ke
anusar tay hoga ki aap kya bhumika lete hai. Toh aur koi chalae, hum sirf contractual
relationship rakhenge.
Human service programme mein ye kitna lagu pad sakta hai, nahi pad sakta hai?
Human service programme ko sirf salary ke roop mein standardise nahi kar sakte. Uska
behaviour, uski quality of diagnosis kaisi hai, kaise assess karenge? Toh, kaafi problems toh
is mein ayenge. Lekin, fir bhi ek interesting prayog hai, aur aaj ke sarkar ki jo bhi 20-25
saalo se chalti ideology hai, uske anusar kar rahe hai. Isiliye aap koi zamane ki baat ke
khilaaf nai baat kar rahe hai. Toh, fir bhi iska fayada tribal logo ko kitna milta hai, kya
aadivasi ilaako ki health service isse sudhari jaayegi? Agar sudharti hai toh ye case zyada
strong hoti hai. Agar nahi hoti hai, toh fir toh dono oar se gaye. Toh isiliye isko aur bhi
thoda…kaafi bareekhi se parakhna chahiye, ki iska parinaam kya aata hai. Lekin ye bada
interesting prayog hai . Double edged sword hai, ye mujhe zaaroor chinta hai. Lekin har
prayog mein double edged risk toh hoti hi hai.
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Questions and answers
Q: Dr. Abhay Bang: Ek jagrut mahila sangathan ki iske liye zaroorat hai. Aise jagrut mahila
sangathan ko kaha kaha mauka mil sakta hai…toh shayad jaha jaha SHG group ki
sangathan hai waha shayad ye mauka mil sakta hai.
A: Ye jo sangathan bana hai woh pehele SHG group tha lekin SHG group cluster labour ka
hota hai. Us mein se kuch leaders tayar bhi hai kyuki ANANDI ka jo kaam hai is area mein
wo 20 saal se chal raha hai. Aur sangathan ka 18 saal ho gaya hai. Toh in leaders ko tayar
karne mein pura 9 saal gaya hai.
Chairpersons’ questions and comments
Prof. Beck
Jaise jaise duniya badal rahi hai, gaon mein industries aa rahe hai aur jo tribal
communities mein samudaaein thi woh ghatt rahi hai. Nahi toh naturally, unke beech mein jo
unity hai woh ek dusre ke saat rah kar bhi takat ka anubhav karte hai.
Fir bhi autron ko kaafi neeche dekhte hai. Par asliyat mein dekha jaye toh pariwar ko
sambhalna hota hai, bachha ko badhana, jadatar mahilao ko karna padta hai. Toh aap log jo
kaam kar rahe hai, unko summon karke, unke systemic process implications dekhke,
awareness badhane ki koshish kar rai hai woh bahut hi mahatwapurn hai. Kyuki jab unmein
woh dhyaan aa jaegi woh khudhki rakhsha kar paenge. Toh bahut hi important hai ye. Thank
you so much.
Dr. Abhay Bang
Mai is practice ki khas takat jo dekhta hu woh ye hai ki adivasi jaise marginalised
community hai, political voice unko nahi hai, aur un mein aurto ko aur bhi nahi hai. Toh
aurto ko swastha sewaein thik se mile iske liye is mein voice milta hai. Ek oar toh gyaan bhi
milta hai aur dusri oar voice bhi milta hai. Action ke liye guidance bhi milta hai. Toh tribal
community ki aurto ko political voice mil pana health ke liye aur healthcare ke liye, ye mujhe
uski khas takat lagi. Aapne jo uske parinam batae woh parniam ko toh mai abhi pura nahi
assess kar paya hu, lekin aapki process mujhe bahut akarshik lagi. Thank you very much.

336

337

338

339

340

341

342

343

344

345

346

347

348

349

350

351

352

353

354

355

356

357

358

Questions and answers
Q: What is the number of villages that you cover once a month and the distance from your
hospital? And another questions is, you said there‟s a doctor, is there a scope of counsellor
there?
A: We are covering 45 villages .We are running two outreach centres. The radius which we
are covering is around 60kms. So our farthest centre is 60 km from our tertiary. There is no
counsellor. Basically we have trained our Medical Officer and our dispenser. They also give
health messages.
Q: You are saying that you are providing comprehensive primary care. Are you performing
any basic diagnostic test taking into consideration that NCD is a problem. Secondly, what is
the cost per patient?
A: Doctor has to monitor blood pressure of each and every patient. So at least once if the
patient comes blood pressure gets checked. We also have glucometer with the doctors to
screen for diabetes. We have got the primary drugs for diabetes and hypertension also. For
the second question, the overall cost including the inpatient comes up to roughly Rs 100-150
per patient. Patients are given free of cost treatment and medication in the hospital.
Chairpersons’ questions and comments
Dr. Abhay Bang
Religiously or spiritually motivated charitable organizations like this can provide
secondary and tertiary care well which government often finds difficult. So, maybe that
vacuum can be partly filled by collaboration between government and these charitable
organizations who are able to mobilize high quality specialist care by voluntary motivated
doctors. Congratulations for doing that!
It looks to me like the apex care without the base. You have a 10 bedded NICU, as
you have shown. What is the newborn care in the villages? In the absence of new born care in
the village to build 10 bedded NICU is apex without base. As much as possible the care must
be moved towards the community.
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MMU is an excellent idea to provide outreach. NRHM has already done it. At one
time it was 400 MMUs and now it is 1400 MMUs. Of course several of the operations of
MMUs can be continued to be improved and some of the lessons might be there in your
model.
Next, what is your outcome? Providing comprehensive primary care with primary,
secondary, tertiary and rehabilitation is a broad vision. But within that probably one needs to
define the outcome otherwise number of patients becomes the goal which should not be the
goal. So I share your joy that large number of patients are coming to your hospital but that
cannot be the impact that you‟re working for. So, that‟s a good service data but find out what
is the expected outcome that you‟re working for. What is the expected impact. You need to
monitor where do you want to reach and not how much diesel did you consume.
A: Actually the presentation is in the form of a story. We first started with a hospital, then
there was a need of a camp, then there was a need of an outreach, then because we had to
refer the neonates to Varsad we now have an NICU.
Dr. Abhay Bang
That‟s very fine. But, tertiary care without primary care, that‟s the problem I can
notice in the model. Not only in your hospital health care model but also in the rehabilitation
model. But, that‟s not the model of healthcare that we would like to have. Apex without base.
And so I would like to suggest that you need to reexamine. What you‟re doing is very useful
but what you‟re missing out is also very vital.
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Questions and answers
Q: Dr.Yogesh: What is the budget allotted for Sickle Cell Programme?
A: We are supported by NHM. We are getting Rs 9 crores from state but there is no
limitation to budget. It is not a constraint for this project.
Q: Dr. Sudarshan: You have suggested that it can be integrated with the RBSY in tribal
areas, if I understand correctly this is a state wide programme which screens the entire
community. It is for 2 purposes (1) for medical relief from sickle cell disease and (2) prevent
sickle cell from happening. For medical relief I would have been relieved if you had shown
data about number of deaths or about complications of sickle cell that you see along the
trends for the next few years but you have talked about your screening percentage. You
haven‟t shown here how many of them use Hydroxyurea. Screening to reduce the occurring
of sickle cell disease, your data should show the prevalence of sickle cell.
A: What I would like to mention here is that it was initially a modest programme by the NGO
to screen and to create awareness on sickle cell anaemia among the tribal people, by the
medical fraternity and to sensitize the government. So initially we scaled up and the first
target we had was to screen the entire population. It is early to say how much we have
succeeded in preventing sickle cell because we are still learning from other partners and still
setting up for the first time to complete tribal screening by 2015.
Q: Dr. Sudarshan It is really exciting that a government agency could take it up. Yours is a
model for the best practice for the state and other states should copy from this. Karnataka is
struggling.
There are certain screenings you have done well and management is also important. But you
are jumping into pre natal diagnosis be very cautious its double edged weapon. With five
places involved what is the cost for prenatal diagnosis and why should you do this? People
are surviving in spite of any intervention for 50 years. I don‟t know if it‟s ethical at this stage
to jump into prenatal diagnosis. Maybe private sector is pushing into all this so that they can
use ultrasound as a weapon and that comes with complications. I would cautiously say that
invest more on the treatment of the patient than on prenatal diagnosis.
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A: Dr.John Oomman I want to say that if this entire screening programme is a huge project, a
huge amount of money will be invested. Our objective is to prevent incidence of sickle cell
disease for future generations. For example In Italy it took 10 years to break out one percent
prevalence of sickle cell disease. If we are doing the screening what is the purpose of doing
this on such a large scale, and that if we are not even following it up with IEC programme.
Another problem is that if you do marriage counselling, I would like to know if you have not
studied social stigmatization. There is human discrimination among the girls who carry this
and they are not getting married. Be very cautious about your purpose of such a huge
screening, at such huge amount of investment. This has to be followed by IEC.
A: IEC is the second most important thing we are looking into for patients with sickle cell
disease.
Q: Dr. Sudarshan: I think screening is not needed because we cannot do genetic counselling
and prevent it. Sickle cell disease is in itself a problem; we don‟t need cards for the sickle cell
and marriage counselling. For the last 35 years I am doing this and we have not succeeded
and it‟s impossible. So, what I would suggest is that if screening is needed to detect sickle
cell disease, give them Folic Acid and manage the sickle cell crisis if you want to manage
that disease.
Chairpersons’ questions and comments
Dr. Abhay Bang
I began our research work in Gadchiroli 30 years ago with the problem of sickle cell
disease. After conducting a district sample survey and assessing the prevalence of sickle cell
trait to be 15%, when the government didn‟t do anything we went back to the tribal leaders.
They cockily looked at us and asked, “Who told you that this is our problem? It‟s your
problem. You came, asked for the blood and we gave. Beyond that we don‟t have anything to
do with this.” The story raises a question for us, the scientists, interventionists, public health
activists, is this a real priority? Do we have the data? We have data about prevalence. Sickle
cell was first detected in Nagpur, in 1950, and ever since large amount of surveys have been
conducted only to find about the prevalence. The questions that need answers are what is the
morbidity load, the mortality load, the reduced life expectancy due to sickle cell in India, the
disability, daily wage loss, the productivity loss etc. At least I am not aware of any data
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portraying these. And, we have suddenly jumped on to a National Intervention Programme. I
am a student of this for the past 30 years. It‟s a very evidence-less policy.
You screen everybody. My first question is why do you screen everybody when
actually the only time you can do a preventive intervention is either before or immediately
after marriage? For the others, you can treat only if they have symptoms. If you are to
include marriage counselling then I will say screen only below 25 years, forget the older
adults. As of now, you are not even carrying out marriage counselling. Why you are then
screening? Those who are symptomatic should get the care. Several of the persons with the SS show no symptoms. I have seen a 65 year old person from Gond tribe. He happened to be
in our random sample and was found to be an S-S. We repeated the tests thrice because we
couldn‟t believe that a 65 year old was surviving without a single symptom of sickle cell.
Point here is, that probably many of them are asymptomatic or mild symptomatic. So, it is
those with severe symptoms that definitely deserve treatment. Why do you have to screen
everybody?
What is needed is to sensitise medical care centres, the PHCs and CHCs, for whoever
came with symptoms suggestive of the sickle do the test. So we need to increase the index of
the suspicion and diagnostic facilities at the PHCs, all public health care facilities or even
private facility. Investigate those who go repeatedly to health care facility, instead of starting
from the whole population denominator, since you‟re anyway going to do provide care only
to the symptomatic. I really don‟t understand the strategy of the whole programme for doing
mass screening first, as we don‟t have any quantitative evidence of the disease burden,
mortality burden, cost burden etc.
Next, is this the priority of the tribal people? Prevalence as 13%, or 20% or 30% does
not mean it‟s a public health priority as it has to cause severe morbidity, mortality, disability
or something, but we don‟t have the data, and you have made it a priority. Actually, there is a
wonderful opportunity now as you have 29,000 cases detected. If you spend all your money
in a cohort study you will get an answer for the first time in India on the Indian sickle disease.
How much life expectancy has been reduced by this disease? There could be severe
manifestations in a subgroup, and mild or no manifestations in the other sub-group. Actually,
the programme might be needed only to address the severe clinical manifestations. To me, the
whole strategy needs to be thought about again.
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Secondly, I do not know if we have really assessed - has the marriage counselling
prevented the inter-marriages among the carriers? I don‟t know if anyone in India has
studied, whether health counselling has prevented marriages. Several of you say that it does
not work. It needs more evidence.
Also, what is the cost effectiveness? The cost spent to detect one Sickle cell case?
Otherwise, you will be creating stigma, diverting money, time and resource from more
priority problems like TB, iron deficiency anaemia etc. The iron deficiency anaemia
prevalence is much more than this. You have forgotten it. You run to address the problem
having only 0.3% prevalence. This is a classic example of how programmes and policies are
made without evidence. Sorry to have to be so severely critical. I have personally blundered
30 years ago. You are repeating it.
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Questions and answers
Q: Are e-prescriptions legal?
A: No it‟s not legal. Tele-prescriptions in India are not legal yet, either.
Q: Are you doing biometrics for the enrolled patients?
A: No, we can‟t do the biometrics.
Chairpersons’ questions and comments
Dr. Abhay Bang:
Question can be asked as to why this best practice was invited into the workshop,
when the area of operation is not tribal and some of you might also feel that the problems
they have been working on are not the priority problems of the tribal‟s yet. Actually, 2
practices of this organisation were selected and the main reason being, though their area is
not tribal, the problems and approaches used are very relevant to tribal populations. This
organisation is one of the first few that started working on chronic non-communicable
diseases, and that is why it is selected as a best practice. The work is being done in the state
and in an area where the other problems are relatively over and these problems emerge as
priority. If you look at the National Nutrition Monitoring Bureau, a report on Tribal Health,
from 9 states was studied and they found that 24% of tribal adults have hypertension.
Hypertension and diabetes is gradually increasing. Tobacco and alcohol are great problems of
tribal people. Non-communicable diseases are already knocking on their doors as well. So,
health care community which works on the health problems of the tribal people must take
into consideration these problems.
They have made wonderful use of technology and creatively. We need to start
building models today, so that tomorrow when connectivity is available it can be used. They
have used pre-payment model which might not be applicable in tribal areas. The question will
be raised whether it is fair to ask for pre-payment in tribal population. So some of the aspects
of their model are very relevant to the situation of Tamil Nadu where they operate. But the
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problems on which they are working, their approach, the risk detection, the use of IT and the
use of manpower etc are the aspects in their approach relevant to us.
At this moment it will be too premature to conclude. I am just quoting their own
write-up. Sugha Vazhvu NCD project has been launched recently and overall impact has not
been claimed to be recorded. They are very forthright about it. So far only a total of 388
adults have enrolled for the package, out of which 151 have renewed and currently 84
patients have active subscriptions. So it is too early. This approach is being piloted and tested.
We wish them well so that this may help other people to think creatively and take some of the
elements of their approach.
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Questions and answers
Q: Dr. Tapas Chakma: I have serious doubt about the evidences that you have shown. The
ultimate goal is whether it is reducing the MMR and the IMR. Data is very poor. How far are
your calculations of IMR or MMR based on your hospital deliveries, justifiable? You have to
change the indicators. Secondly, as for the geographical area which you have shown, this
practice can work only where the vehicle can reach. What about the areas which are
inaccessible, where the vehicle cannot reach, like the tribals living in the hill top? How far
could you expect a full term mother to walk down? What will be the time taken by the
vehicle to reach a particular place? What about those inaccessible areas?
A: Agreed sir. Fortunately, Adilabad has a good coverage of roads. Ninety percent of the
villages have good road communication. We do go to the point till where road is available.
Family members bring the cases to that point, say 1-1.5 km.
Q: Dr. Tapas Chakma: What is the coverage with the telephone?
A: It‟s the same with telephone as well. 90% of the area has connectivity. This will work
only in areas with connectivity.
Q: By Dr. Rita: There is serious doubt in terms of scalability – like setting up a separate
system for this and another call centre, the cost of running etc. As it is, under the programme
conditions I think we envisage that the ASHAs are meant to be there with the guidelines on
how to identify pregnant woman, to identify high risk cases, to inform ANM and then the
service flows from that point onwards. I don‟t see much of benefit in the outcome.
A: We are creating 2 call centres. There is a real time information being disseminated. For
example an ASHA can call on behalf of the pregnant women, as well.
Q: Dr. Rita: I know but then with regard to man power you will need somebody 24*7.
A: We pay Rs 7,500 to each operator. Three operators will come up to Rs 22,500.
Q: Input by Dr. John C. Oomman People want quality of care; people want respect; people
want to know that they are not looked down on when they come to a labour room. Labour
rooms can be very inviting. So, I have a suggestion - the headquarter Ashram, council for
headquarter ashram, every healthcare facility catering to tribal health, should have one
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woman from that community who‟s available to actually bridge that cultural gap. I think it‟s a
supplier side issue. It‟s not a demand side issue.
Chairperson questions and comments
Dr. Satish
Fantastic! You‟re providing ambulance services and addressing type 2 delays, which
occurs while transporting the patient from home to hospital. But, also the service provider
delay (hospital delay) needs to be taken care as well.
My second concern is, that you are only contacting women only two weeks prior to
her delivery. So, it‟s good to be focused in an intervention but let us have a little broader
perspective. Some of them can be detected in their earliest stage of pregnancy. Also ensure
that all of them can take care. Observation is that 15% of the pregnancies will land up with
complication and will need specialist intervention. But, the only problem is, how are we
going to detect these complications before hand? Let‟s have them in a physical setting where
we are in a better position and have better availability with emergencies. Having said that, I
also fully agree with the observation that hospitals are not in a position to cater with increased
number of institutional deliveries.
Dr. Abhay Bang
I‟ll not get into what I‟ve already spoken about. My reservations are about promoting
institutional delivery. But, keeping those aside, you have made a very interesting effort to
bridge the gap and improve the institutional delivery. I have 2 comments.
One, you should restate your goal, because your goal of reducing IMR less than 10
and your strategy of 100% institutional delivery don‟t necessarily match. IMR will not get
less than 10 merely by 100% institutional delivery. Even 110% institution delivery will not
reduce IMR to less than 10. So, you probably need to remove that mismatch between your
goal and your strategy.
Second, did you try to ask and understand what are the issues of the proportion of
women delivering at home and not going for institutional delivery?
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A: Sir, they have economic reasons. For every 35-40 km we have a PHC. Even in tribal areas
each PHC has doctors, 3 staff nurses, all necessary equipments, baby warmers and
everything. The supply side is good.
Dr. Abhay Bang
If that is so, it is great that you‟re asking them first, “Why don‟t you come?” That has
to be the starting point before offering any solution. Otherwise, we solve our problems not
their problems, because we don‟t know their problems. And the kind of barriers that you
mentioned, some of your strategy and solution do remove those barriers. Quality of care at
the institution is an issue. Being sensitive to the women especially tribal women is an issue.
These are all supply side issue. For example (from another field), right to education. Now we
have made it compulsory for every child to go for 8 years of schooling. What sort of
education are we offering there? It‟s our moral and political responsibility that what we offer
in those schools has to be of good quality and has to be relevant to the child‟s need. Similarly,
on healthcare side, if we promote certain things like the institutional delivery or 48 hours stay
post-delivery in the institution then the quality has to be much better.
Dr. Chakma has rightly said, that your data is all numerator based data and you need
population based data, so your aims will be better valid.
In spite of all those efforts of institution delivery, maybe 5 to 10 to 15 % of deliveries
would still continue to occur in the community. So, at least have a component of empowering
the community and the whoever conducts deliveries in the community, whether it is dai or an
older women, or even the woman herself (in some of the Gond communities in Gadchiroli,
the woman conducts her own delivery). So, give at least a few hours of information and
knowledge on basic things . So, don‟t completely forget empowering community with
knowledge and skills, and transfer an entire onus as well as power only to the institution.
Accept this that few women will always deliver at home. Also, add a component, especially
now with ASHA and with ANMs, something can always be provided within a community.
So, a very good effort and, with your data becoming more population based, we will
have even more solid evidence as to its impact on the NMR and IMR. The MMR is going to
be difficult, because MMR will need huge population.
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Questions and answers
Q: Dr Abhay Bang: How many birth waiting rooms are there?
A: 17
Q: Dr Abhay Bang: In order to know the utilization rate, can you give the bed occupancy
rate?
A: Around 50%.
Q: What about the manpower to this Birth Waiting Room. What is the recurring cost per
user?
A: Three support staffs are provided to the Birth Waiting Room and they are provided with
honorarium of Rs 500 per month and some of them who have completed 7 years are getting
Rs 1500 as honorarium. Incentives provided are Rs 80 for the mother and Rs 80 for the
attendant who is allowed to stay for 10 days along with the mother.
Q: Is it supported by the Tamil Nadu Government?
A: No, it is supported by National Health Mission, Directorate of Public Health, Delhi.
Q: The community Health Nurse whom you have mentioned, is she from the community?
What is the reimbursement process to pay her honorarium?
A: She is the extension of the government worker actually. She works in the PHC, and
extends her services on honorarium basis apart from her regular salary.
Q: In Gujarat, we have mamatha blocks, having the same concept. In spite of our best efforts,
people were reluctant to come. Do you put any additional effort to make them come to Birth
Waiting Room?
A: Lot of efforts are being put into bringing them. Mainly, IEC is used to create awareness.
Chairpersons’ questions and comments
Dr. Abhay Bang
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Thanks Dr. Senthil Kumar for this presentation. Few decades ago, we used to say,
what Kerala does today, India will do tomorrow, but now gradually we have to include „What
Tamil Nadu does today, India will do it tomorrow.‟ So I will be a little critical about your
approach. My first question is, which Dr. Chakma has very directly asked, “Will they come?”
and what if “They don‟t come?” As you state the problem, in the Janani Suraksha Yojana for
institutional delivery is they could come only for 6 hours, but will they come for 8 to 15 days
with a attendant? In a tribal society where delivery is a part of the natural life, the big
question remains, “Will they come?”
We have some evidence on “Do they come?” I have your data; each centre is being
used by 45 women per year in 17 centres, amounting to total 3,400 women delivering. Each
centre has got 6 rooms, so each room is used on an average by 7 and half women in the whole
year. Do they come? I would say based on your room occupancy that it‟s very low. Seven
women occupying a room in the whole year is giving one room per women for 50 days. That
is very low occupancy.
What is the cost? Again, your recurring cost would work out to be Rs. 1.8 lakhs per
centre. It comes to be, your recurring cost is Rs. 4,000 per woman to stay there. In addition to
that a woman with an attendant bears their own cost, which is not included here. So, the
question arising here is why medical-ise the delivery to such an extreme high degree? I was
wondering, who asked for the list of fancy gadgets that are kept in your Birth Waiting Room?
Tribals? Are we chasing false goals?
My last argument is the link between the problem of home delivery and maternal
mortality. What is your intended impact? Home delivery is merely a surrogate problem of
maternal mortality. The link between the place of delivery and maternal mortality is poor.
The evidence that the institutional delivery alone reduces maternal mortality is poor. The
access to emergency obstetric care reduces maternal mortality and not the institutional
delivery per se. Institutional delivery is a different matter and access to emergency obstetric
care is a different matter. So, why are we making so much effort for pushing every woman to
institutional delivery when its link with reducing MMR is not very much clearly established?
Our goal should be to reduce MMR. Home delivery or institutional delivery has a remote link
with that, but we have gradually replaced maternal mortality with the institutional delivery as
our goal which might be a false goal.
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Are we following and chasing some wrong goal which has displaced some valid
needs of the tribal people and the rural people and introduced some professional goal in its
place? This is for you to think.
The national policies will remain as they are but I will, of course, examine your
programme on the basis of evidence. It will be great if you go to your 8,00,000 tribals and the
17 centres, and calculate how much MMR came down because of Institutional Delivery. So,
show us the hard evidence that it reduced maternal mortality.
Further, what is the cost effectiveness? With the same amount of money you might be
able to save many tribal lives. Just make Anti Snake Venom available.
For the sake of the tribals of Tamil Nadu, please ask them if they want to spend 8 to
15 days there? I have found only one place and that is Ladakh, where I was told that women
will go to Leh for delivery a 10 to 15 days earlier, because, it is impossible to travel in
Ladakh. Access to EOMC is difficult in Ladakh and Leh is the only place. A sizable
proportion of the women go to Leh and stay with their relatives. That‟s very exceptional.
Whereas I am not sure if the tribal women from other tribal villages would like to go to the
waiting room for a long period of time, to avoid that 0.5% risk of MMR.
I am not very sure whether this will be a good approach, trying to move tribal women
out of their natural situation. Probably, train ANMs to conduct normal delivery, then you will
need very small proportion of deliveries to occur in the institutions. I am sorry that I was
really critical but I find that it‟s difficult to reduce the problem of maternal mortality. Home
delivery is not a problem. Maternal mortality is definitely a problem. Does your practice
solve maternal mortality? So please examine that. We don‟t have the evidence and you have
the opportunity of collecting the evidence, because you have 8,00,000 tribal people in Tamil
Nadu. Please collect the evidence.
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Annexure VI
Assessment form with score sheet
Dear participant,
Your assessment of the best practices presented in this workshop will be an important
input to the Expert Group on Tribal Health. Please give score to each practice on the sheet
attached.
The criteria
1) The problem addressed is an important health priority for tribal health.
[To assess the importance of the problem, Ask your self –


Is the problem of high frequency – incidence or prevalence or uncommon ?



Does the problem cause severe loss – mortality, morbidity, disability, cost ?]

2) The practice presented will be acceptable to the tribal people.
[Assuming that IEC will be conducted]
3) The practice is feasible to deliver on scale (a district) in a tribal area.
[Either by government, or private or social sector]
4) The practice is backed by good evidence of sufficient reduction (impact) in the
problem at the population level [not merely in the treated patients]
5) It will be cost-effective or financially feasible approach to reduce the problem.
[consider the cost of delivering this approach to a block or district or state, and the
number of lives or suffering saved.]

The score is to be given on each criteria on the following scale
A

=

Strongly agree

B

=

Mildly agree

C

=

Mildly disagree

D

=

Strongly disagree
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Score sheet
S.N.

Organization

Practice

Criteria (Write A or B or C or D for each

Comment

of the five criteria)

s

1

1
2

National Institute for Research in
Tribal Health, Jabalpur

Eye care
Fluorosis

3

National Institute for Research in
Tribal Health, Jabalpur

Malaria Control

4

MITRA, Christian Hospital
Bissamcuttack, Odisha (Malaria
Control)

Malaria control

5

Jan Swasthya Sahyog, Chhattisgarh

Phulwari - creches for
malnutrition

6

Government of Chhattisgarh

Fulwari, Scaling up

Health Department, Jashpur,

Swasthya Lika Jagruti (Health

Government of Chhattisgarh

Wednesday)

8

Population Foundation of India

Community Based Monitoring

9

Nazdeek, Assam

Community reporting of deaths

10

National Health Mission, Palakkad,
Kerala

Software-based monitoring
Jatak and Janani

11

Karuna Trust, Karnataka

Operationalising PHCs by PPP

12

Deepak Foundation and Health
Department, Gujarat

CEmONC by PPP

13

Tata Steel

Mansi - HBNC through

7
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L V Prasad Eye Institute, Telangana

2

3

4

5

ASHAs
14

SEWA Rural, Gujarat

ImTeCHO

15

IKP Centre For Technologies in
Public Health (ICTPH), Tamil Nadu

Bridge Training for AYUSH
doctors

16

Jan Swasthya Sahyog, Chhattisgarh

ANN/GNM Training

17

Health Department, Chhattisgarh

HR Outsourcing

18

Area Networking and Development
Initiatives (ANANDI), Gujarat

Women‟s empowerment

19

Dharampur, Gujarat

Mobile unit

20

Health and Family Welfare
Department, Gujarat

Sickle cell

21

Sugha Vazhvu Healthcare, Tamil
Nadu

Enrollment and Rapid Risk
Assessment

22

Integrated Tribal Development
Agency, Adilabad

Increasing Institutional.
Deliveries

23

National Health Mission, Tamil Nadu Birth waiting room

Additional
comments on
any practice (give
the serial number,
and comment.)
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Shrimad Rajchandra Hospital,

Annexure VII
Feedback form
Mark 

S.

Domain

No.
1

The selection process

2

The topics of the various practices presented

3

The quality of the best practices presented

4

Your learning on tribal health care

5

Did this workshop offer potential solutions for
tribal health care on scale?

6

How would you feel about meeting
periodically on the topic of tribal health?

7

Environment in Shodha-gram

8

Food

9

Accommodation
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Very satisfied

Satisfied

Neutral

Dissatisfied

Very dissatisfied

10. General comments
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
_____________

11. Other specific suggestion/ grievance for further improvement
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
____________________________________________________________________

Name

Thank you for your participation.
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Signature

Annexure VIII
News Reports
1. inbministry blogspot

National Workshop on Best Practices in Tribal Health Care Held
A three-day National Workshop on Best Practices in Tribal Health Care was organized by the
Ministry of Health and Family Welfare recently in at Shodhagram, Gadchiroli, a tribal district
of Maharashtra. The workshop held to identify possible solutions to address the healthcare
needs of India‟s 100 million tribal population was inaugurated by the Dr. Soumya
Swaminathan, Secretary, Department of Health Research and Director General, Indian
Council for Medical Research (ICMR).
In her inaugural address Dr. Swaminathan noted, “This workshop marks an important step
towards integrating evidence from the field into policy making for tribal healthcare. It also
presents a unique opportunity for government departments, ICMR and voluntary agencies to
share experiences and learn from each other.”
The workshop saw over 50 representatives from 23 organizations in academia, government
and civil society present programs that they have been running to address problems ranging
from malaria and maternal mortality to fluorosis and human resource constraints. Selected
entries included a web-based application developed by SEWA Rural, PPP model run by the
Karuna Trust in Arunachal Pradesh, Malaria control strategy by MITRA in Orissa, Phulwaris
for children by the Jan Swasthya Sahyog in Bilaspur, human resources outsourcing by the
Government of Chhatisgarh and a weed that can assist in fluorosis management by the
National Institute for Research in Tribal Health, Jabalpur. SEARCH demonstrated the Homebased Newborn Care approach including a live demonstration of how ordinary village
women, trained as health workers, save newborn lives. This model has been adopted by the
National Health Mission and scaled up nationally through nearly 9 lakh ASHAs.
The practices were selected from the 85 entries received by the Expert Group on Tribal
Health. “These practices represent not just potential solutions for the health related problems
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that plague tribal communities, they also offer a ray of hope in an area that is normally seen
as dark and dismal. They show us that work is being done to make healthcare accessible to
tribal communities,” Dr. Abhay Bang, Chairperson of the Expert Group, noted in his
concluding remarks.
The Expert Group on Tribal Health was constituted jointly by the Ministry of Health and
Family Welfare (MoHFW) and the Ministry of Tribal Affairs (MOTA) in October 2013 to
review the existing situation of health in tribal areas, suggest interventions, formulate
strategic guidelines for states and develop a national framework to improve healthcare
services among the tribal population. It includes representatives from the central government,
various state governments, research organizations and the civil society. The Expert Group has
conducted visits to various states to review the existing situation and has, for the first time,
compiled health data for tribal people at the national level. It is expected to complete its
report and recommendations by the end of this year.
The workshop was hosted by the Society for Education, Action and Research in Community
Health (SEARCH).
Website: http://inbministry.blogspot.in/2015/10/national-workshop-on-best-practices-in.html
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2. United News of India

United News of India
Oct 15 2015 4:03PM
National workshop on best practices in tribal health care held in Gadchiroli
New Delhi, Oct 15 (UNI) More than 50 representatives from 24 organisations attended a
three-day national workshop on 'Best Practices in Tribal Health Care' where programmes to
address problems relating to tribals ranging from malaria to maternal mortality and fluorosis
were presented.
A web-based application developed by SEWA Rural, PPP model run by the Karuna Trust in
Arunachal Pradesh, malaria control strategy by MITRA in Odisha, Phulwaris for children by
the Jan Swasthya Sahyog in Bilaspur, human resources outsourcing by the Chhattisgarh
government and a weed that can assist in fluorosis management by the National Institute for
Research in Tribal Health, Jabalpur were among the selected entries at the workshop.
The workshop was organised by the Health and Family Welfare Ministry recently in at
Shodhagram, Gadchiroli, a tribal district of Maharashtra.
Website: http://www.uniindia.com/national-workshop-on-best-practices-in-tribal-health-careheld-in-gadchiroli/india/news/236903.html
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3. The Hindu

Updated: November 29, 2015 03:45 IST

Taking health care to tribal heartland
New Delhi travelled to tribal heartland. The expert group offers hope; an opportunity to
ensure that the tribals have a say in policies that are framed for them.
Earlier this month, a motley group of 50 academicians, government officials and activists
gathered at Shodhagram village in Maharashtra‟s Gadchiroli district.
This is an area known for malaria, malnutrition and Maoists, not necessarily in that order.
Everyone left technology behind (mobile phones and gadgets) to ensure that there were no
distractions to the flow of conversation over three uninterrupted days. It was to talk about an
„x‟ number of India‟s 100 million tribal population.
The Health Ministry had decided to hold the workshop on “Best Practices in Tribal Health”
in tribal heartland; on a campus surrounded by lush forests and designed as a Gond village.
Instead of tribals going to New Delhi, New Delhi had come to the tribals.
What led to this meeting was another first: the government‟s recognition of the differential
and unique health needs of tribal communities. In October 2013, the Ministry of Health and
Family Welfare and the Ministry of Tribal Affairs‟s expert group was to frame a national
policy on tribal health, given the unique sociocultural realities of these communities.
Its chairperson, Dr. Abhay Bang, who along with his wife, Dr. Rani Bang, has, for almost
three decades, led community based action and research for and on the health of India‟s
neonates and tribal people.
Seeking scaleable solutions
As a result, we now have access to multidimensional, national level data; data that has not
only been missing from our statistical databases but also from our consciousness. The results
will be presented along with the group‟s report at the end of this year.
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The three days were fruitful. The group identified 26 areas that have the potential to break
some of the biggest barriers to tribal health. Some are malaria, malnutrition, maternal and
child mortality and fluorosis.
“In 1995, the district collector of Mandla contacted the National Institute for Research in
Tribal Health (NIRTH) at Jabalpur. In Tilaipani village, all the children had knock-knees
and severe pain. They had fluorosis,” said Dr. Tapas Chakma, senior scientist with NIRTH.
His team then focused on a commonly grown weed, rich in calcium, iron and vitamin C that
could help mitigate fluorosis.
Dr. Sudarshan from the Karuna Trust showed how publicprivate partnerships with northeast
Indian governments have taken health to the hinterlands. The Chhattisgarh government
highlighted its outsourcing human resource recruitment, while doctors from Jan Swasthya
Sahyog, Bilaspur, pushed for community run crèches to fight malnutrition. Village women
trained by the Society For Education, Action and Research in Community Health
demonstrated how they treated sepsis and used ambubags to save newborn children.
Policy priorities
Each of the practices offered a ray of hope for a population that has long been relegated to the
peripheries of India‟s development story.
Now some key policy issues that could determine the state of tribal health in India. For
instance, is outsourcing the answer to providing quality care in tribal areas? Is volunteerism
in health services sustainable? Can Ayurveda, Yoga, Naturopathy, Unani, Siddha and
Homoepathy doctors or nurses fulfill the human resource gap created by lack of doctors in
tribal areas? Most importantly, what are the priorities for tribal health and who determines
them?
Dr. Soumya Swaminathan, Director General of the Indian Council of Medical Research
(ICMR) called for greater collaboration between academia, civil society and government to
conduct multicentric evidence studies. “It is important to include anthropologists, sociologists
and economists in health research,” she said, while asking for a sharing of ideas and evidence
in tackling the sickle cell disease.
Sickle cell disease is an inherited condition where the hemoglobin in red blood cells is
abnormal and may block the passage of oxygen, resulting in severe pain and gradual damage
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to vital organs. It can only be prevented, not cured. According to ICMR, the sickle cell gene
is widely prevalent among some tribal groups, with a prevalence rate of 140
per cent.
“We have launched a screening programme in 18 States. This will enable us to know the
problem. But what of the solution? At the end of the programme, lakhs of people would know
that they carry the disease or the gene for it,” she said.
“What recourse will we offer them?” Dr. Swaminathan asked. She laid stress on the need for
projects that reduce morbidity and mortality among sickle cell carriers.
Evidence from Gujarat, which initiated sickle cell screening in 2006, shows that premarital
counseling to prevent transmission does not work. It also presents itself as an ethical
conundrum. The State needs to ensure that carriers, particularly girls, do not face
discrimination.
Perhaps the Bangs‟s experience of sickle cell testing best frames the policy question. “When
we started work in Gadchiroli in 1986, we detected sickle cell disease and tried to discuss the
way forward with the tribals. They laughed and said, “Who told you this is our problem?” For
them, malaria and child mortality are much bigger issues as most sickle carriers lead normal
lives.”
So, who determined that sickle cell screening is a priority in tribal health? Did someone study
the impact of sickle cell on the life and productivity of tribals?
This takes us back to the main question. Do our policies address the priorities of tribals or do
they set priorities for them? Unfortunately, it has been the latter. But this time New Delhi
travelled to tribal heartland. The expert group offers hope; an opportunity to ensure that the
tribals have a say in policies that are framed for them.
Will we let it move forward? Only time will tell.
(Gunjan Veda is a former policymaker and coauthor of Beautiful Country: Stories from
Another India.)
Website:

http://www.thehindu.com/opinion/op-ed/taking-health-care-to-tribal-

heartland/article7927736.ece
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4. The Times of India

Nagpur TNN | Oct 10, 2015, 03.34AM IST
Bangs to hold nat’l workshop on tribal health at Gadchiroli
NAGPUR: Around 100 million tribal people in India are easy targets of diseases and death as
poverty keeps them lagging in critical public health indicators. Bearing this in mind, Union
ministry of health and family welfare is conducting a national workshop on 'The Best
Practices in Tribal Health Care' from October 11 to 13 to be hosted by SEARCH, Gadchiroli.
With the aim to reviewing the present health and health care situation and to suggest
alternatives for redesigning health care in tribal areas and preparing the tribal health care
plan, the ministry had constituted an expert committee on tribal health under Dr Abhay Bang
of SEARCH, Gadchiroli.
The committee has, for the first time, compiled data on the birth and death rates, main
diseases and the barriers to health care in tribal areas at the national level. The committee
visited several states to observe the situation and discuss problems with the representatives of
tribal people, civil society and the government officers.
In the next phase, the expert committee is exploring potential solutions. For that purpose 25
best practices have been selected from organizations working with tribals, academics and
research organizations, civil society, government health programmes in states, and various
innovations and schemes for tribal health. These practices will be presented, analysed,
evaluated and selected for recommending on national scale.
Dr Soumya Swaminathan, secretary (health research) and director general of Indian Council
of Medical Research, will be inaugurating the workshop on Sunday at Shodhagram,
headquarter of SEARCH in Gadchiroli.
Website:

http://timesofindia.indiatimes.com/city/nagpur/Bangs-to-hold-natl-workshop-on-

tribal-health-at-Gadchiroli/articleshow/49294556.cms
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5. The Economic Times

Healthcare By PTI | 13 Oct, 2015, 01.45PM IST
Indian Council of Medical Research DG calls for new researches on tribal health
GADCHIROLI: Indian Council of Medical Research (ICMR) Director General Dr Soumya
Swaminathan has expressed the need for conducting new researches on tribal health.
"There is a need for coming together of institutes like ICMR, other government agencies and
voluntary organisations working in the field of tribal health and learning the experiences from
each other," Swaminathan said after inaugurating a national workshop on 'The Best Practices
in Tribal Health Care' at SEARCH NGO's premises here recently.
The living standard of the tribals is changing fast, and hence non-communicable diseases are
also increasing among them, she noted.
A research programme will be taken up by the research wing of the government to chalk out
programmes and policies for tribal health, said Swaminathan, who is also the Secretary,
Department of Health Research (Ministry of Health & Family Welfare).
This is the first national workshop on tribal health in the last 60 years of Independence and
organised in the tribal district, she stated.
National Rural Health Mission (NRHM) Director Limatula Yaden and Dr Abhay Bang,
Chairman of the government's expert group on tribal health, were present on the occasion.
Doctors and health researchers from different parts of the country participated in the threeday workshop which is concluding today.
Website: http://economictimes.indiatimes.com/industry/healthcare/biotech/healthcare/indiancouncil-of-medical-research-dg-calls-for-new-researches-on-tribalhealth/articleshow/49335311.cms
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6. India Today

PTI October 13, 2015 | UPDATED 14:25 IST
ICMR DG calls for new researches on tribal health
Gadchiroli, Oct 13 (PTI) Indian Council of Medical Research (ICMR) Director General Dr
Soumya Swaminathan has expressed the need for conducting new researches on tribal health.
"There is a need for coming together of institutes like ICMR, other government agencies and
voluntary organisations working in the field of tribal health and learning the experiences from
each other," Swaminathan said after inaugurating a national workshop on The Best Practices
in Tribal Health Care at SEARCH NGOs premises here recently.
The living standard of the tribals is changing fast, and hence non-communicable diseases are
also increasing among them, she noted.
A research programme will be taken up by the research wing of the government to chalk out
programmes and policies for tribal health, said Swaminathan, who is also the Secretary,
Department of Health Research (Ministry of Health & Family Welfare).
This is the first national workshop on tribal health in the last 60 years of Independence and
organised in the tribal district, she stated.
National Rural Health Mission (NRHM) Director Limatula Yaden and Dr Abhay Bang,
Chairman of the governments expert group on tribal health, were present on the occasion.
Doctors and health researchers from different parts of the country participated in the threeday workshop which is concluding today. PTI COR GK RCJ BAS
Website:

http://indiatoday.intoday.in/story/icmr-dg-calls-for-new-researches-on-tribal-

health/1/497373.html
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7. ICMR DG calls for new researches on tribal health

PTI | 13 October 2015, 3:49 PM IST
Indian Council of Medical Research (ICMR) Director General Dr Soumya Swaminathan
has expressed the need for conducting new researches on tribal health.
Gadchiroli, Oct 13: Indian Council of Medical Research (ICMR) Director General Dr
Soumya Swaminathan has expressed the need for conducting new researches on tribal health.
"There is a need for coming together of institutes like ICMR, other government agencies and
voluntary organisations working in the field of tribal health and learning the experiences from
each other," Swaminathan said after inaugurating a national workshop on 'The Best Practices
in Tribal Health Care' at SEARCH NGO's premises here recently.
The living standard of the tribals is changing fast, and hence non-communicable diseases are
also increasing among them, she noted.
A research programme will be taken up by the research wing of the government to chalk out
programmes and policies for tribal health, said Swaminathan, who is also the Secretary,
Department of Health Research (Ministry of Health & Family Welfare).
This is the first national workshop on tribal health in the last 60 years of Independence and
organised in the tribal district, she stated.
National Rural Health Mission (NRHM) Director Limatula Yaden and Dr Abhay Bang,
Chairman of the government's expert group on tribal health, were present on the occasion.
Doctors and health researchers from different parts of the country participated in the threeday workshop which is concluding today. COR GK RCJ
Website:

http://health.economictimes.indiatimes.com/news/industry/punjab-to-spend-more-

than-rs-419-crore-to-boost-medical-research/49673110
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8. Business Standard

Delhi October 15, 2015
National Workshop on Best Practices in Tribal Health Care Held
A three-day National Workshop on Best Practices in Tribal Health Care was organized by the
Ministry of Health and Family Welfare recently in at Shodhagram, Gadchiroli, a tribal district
of Maharashtra. The workshop held to identify possible solutions to address the healthcare
needs of Indias 100 million tribal population was inaugurated by the Dr. Soumya
Swaminathan, Secretary, Department of Health Research and Director General, Indian
Council for Medical Research (ICMR).
In her inaugural address Dr. Swaminathan noted, This workshop marks an important step
towards integrating evidence from the field into policy making for tribal healthcare. It also
presents a unique opportunity for government departments, ICMR and voluntary agencies to
share experiences and learn from each other.
The workshop saw over 50 representatives from 24 organizations in academia, government
and civil society present programs that they have been running to address problems ranging
from malaria and maternal mortality to fluorosis and human resource constraints. Selected
entries included a web-based application developed by SEWA Rural, PPP model run by the
Karuna Trust in Arunachal Pradesh, Malaria control strategy by MITRA in Orissa, Phulwaris
for children by the Jan Swasthya Sahyog in Bilaspur, human resources outsourcing by the
Government of Chhatisgarh and a weed that can assist in fluorosis management by the
National Institute for Research in Tribal Health, Jabalpur. SEARCH demonstrated the Homebased Newborn Care approach including a live demonstration of how ordinary village
women, trained as health workers, save newborn lives. This model has been adopted by the
National Health Mission and scaled up nationally through nearly 9 lakh ASHAs.
The practices were selected from the 85 entries received by the Expert Group on Tribal
Health. These practices represent not just potential solutions for the health related problems
that plague tribal communities, they also offer a ray of hope in an area that is normally seen
as dark and dismal. They show us that work is being done to make healthcare accessible to
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tribal communities, Dr. Abhay Bang, Chairperson of the Expert Group, noted in his
concluding remarks.
The Expert Group on Tribal Health was constituted jointly by the Ministry of Health and
Family Welfare (MoHFW) and the Ministry of Tribal Affairs (MOTA) in October 2013 to
review the existing situation of health in tribal areas, suggest interventions, formulate
strategic guidelines for states and develop a national framework to improve healthcare
services among the tribal population. It includes representatives from the central government,
various state governments, research organizations and the civil society. The Expert Group has
conducted visits to various states to review the existing situation and has, for the first time,
compiled health data for tribal people at the national level. It is expected to complete its
report and recommendations by the end of this year.
The workshop was hosted by the Society for Education, Action and Research in Community
Health (SEARCH).
Website:

http://www.business-standard.com/article/government-press-release/national-

workshop-on-best-practices-in-tribal-health-care-held-115101500348_1.html
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9. Report Odisha

National Workshop on Tribal Health Care held
Mumbai, Oct 15: A three-day National Workshop on Best Practices in Tribal Health Care
was organized by the Ministry of Health and Family Welfare recently in at Shodhagram,
Gadchiroli, a tribal district of Maharashtra.
The workshop was held to identify possible solutions to address the healthcare needs of
India‟s 100 million tribal population was inaugurated by Soumya Swaminathan, Secretary,
Department of Health Research and Director General, Indian Council for Medical Research
(ICMR).
In her inaugural address Swaminathan noted, “This workshop marks an important step
towards integrating evidence from the field into policy making for tribal healthcare. It also
presents a unique opportunity for government departments, ICMR and voluntary agencies to
share experiences and learn from each other.”
Over 50 representatives from 24 organizations in academia, government and civil society
participated in the programme to discuss the issues ranging from malaria and maternal
mortality to fluorosis and human resource constraints.
The workshop was hosted by the Society for Education, Action and Research in Community
Health (SEARCH).
Website: http://reportodisha.com/national-workshop-on-tribal-health-care-held/
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10. On ICMR website:
National Workshop on Best Practices in Tribal Health Care sponsored by Ministry of Health
& Family Welfare, Govt. of India was held at Society for Education, Action and Research in
Community Health (SEARCH), Shodhagram, Gadchiroli, Maharashtra from 11th – 13th Oct.
2015. Dr. Soumya Swaminathan, Secretary, Department of Health Research & DirectorGeneral, ICMR, Chief Guest, inaugurated the programme. The workshop was organized by
Dr. Abhay Bang, Director, SEARCH and Chairperson, Expert Committee on Tribal Health.
Twenty Six best nominations for best practices by various Academic, Governmental
institutions and NGOs for improving tribal health were selected for its presentation in the
workshop. Scientists from ICMR, Hqrs who were present on the occasion includes Dr. Reeta
Rasaily, Scientist „E‟ – RHN Division, Dr. Bontha Veerraju Babu, Scientist 'F' – HSR
Division. A team of Scientists from NIRTH, Jabalpur including Dr. Neeru Singh, Director,
Dr. Tapas Chakma, Scientist „F‟ and Dr. K.B. Saha, Scientist „E‟ presented their studies on
best practices. The meeting ended with a positive note.

Website:http://icmr.nic.in/icmrnews/National%20Workshop%20on%20Best%20Practices%2
0in%20Tribal%20Health%20Care.pdf

449

450

11. Press Information Bureau Government of India Ministry of Health and Family
Welfare

15-October-2015 10:42 IST
National Workshop on Best Practices in Tribal Health Care Held
A three-day National Workshop on Best Practices in Tribal Health Care was organized by the
Ministry of Health and Family Welfare recently in at Shodhagram, Gadchiroli, a tribal district
of Maharashtra. The workshop held to identify possible solutions to address the healthcare
needs of India‟s 100 million tribal population was inaugurated by the Dr. Soumya
Swaminathan, Secretary, Department of Health Research and Director General, Indian
Council for Medical Research (ICMR).
In her inaugural address Dr. Swaminathan noted, “This workshop marks an important step
towards integrating evidence from the field into policy making for tribal healthcare. It also
presents a unique opportunity for government departments, ICMR and voluntary agencies to
share experiences and learn from each other.”
The workshop saw over 50 representatives from 24 organizations in academia, government
and civil society present programs that they have been running to address problems ranging
from malaria and maternal mortality to fluorosis and human resource constraints. Selected
entries included a web-based application developed by SEWA Rural, PPP model run by the
Karuna Trust in Arunachal Pradesh, Malaria control strategy by MITRA in Orissa, Phulwaris
for children by the Jan Swasthya Sahyog in Bilaspur, human resources outsourcing by the
Government of Chhatisgarh and a weed that can assist in fluorosis management by the
National Institute for Research in Tribal Health, Jabalpur. SEARCH demonstrated the Homebased Newborn Care approach including a live demonstration of how ordinary village
women, trained as health workers, save newborn lives. This model has been adopted by the
National Health Mission and scaled up nationally through nearly 9 lakh ASHAs.
The practices were selected from the 85 entries received by the Expert Group on Tribal
Health. “These practices represent not just potential solutions for the health related problems
that plague tribal communities, they also offer a ray of hope in an area that is normally seen
as dark and dismal. They show us that work is being done to make healthcare accessible to

451

tribal communities,” Dr. Abhay Bang, Chairperson of the Expert Group, noted in his
concluding remarks.
The Expert Group on Tribal Health was constituted jointly by the Ministry of Health and
Family Welfare (MoHFW) and the Ministry of Tribal Affairs (MOTA) in October 2013 to
review the existing situation of health in tribal areas, suggest interventions, formulate
strategic guidelines for states and develop a national framework to improve healthcare
services among the tribal population. It includes representatives from the central government,
various state governments, research organizations and the civil society. The Expert Group has
conducted visits to various states to review the existing situation and has, for the first time,
compiled health data for tribal people at the national level. It is expected to complete its
report and recommendations by the end of this year.
The workshop was hosted by the Society for Education, Action and Research in Community
Health (SEARCH).
Website:
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http://pib.nic.in/newsite/PrintRelease.aspx?relid=128746

12. Daily Excelsior

Posted on 16/10/2015 by Dailyexcelsior
Expert group on tribal health to submit report by year end
NEW DELHI, Oct 15: An expert group constituted to review health situation and formulate
guidelines to improve services among tribal population has compiled health data at the
national level and is expected to submit its report by this year end, the Government said
today.
The expert group on tribal health was constituted jointly by the Health Ministry and Tribal
Affairs Ministry in 2013 to review the existing health situation in tribal areas, suggest
interventions, formulate strategic guidelines for states and develop a national framework to
improve healthcare services among the tribal population.
“The expert group has conducted visits to various states to review the existing situation and
has for the first time, compiled health data for tribal people at the national level. It is expected
to complete its report and recommendations by the end of this year,” a Union Health Ministry
statement said.
The group includes representatives from the Central Government, State Governments,
research organizations and the civil society.
The statement said that the Ministry also organised a three-day national workshop on best
practices in tribal health care at Shodhagram, Gadchiroli, a tribal district of Maharashtra
recently to identify possible solutions to address the healthcare needs of India‟s 100 million
tribal population.
The workshop saw over 50 representatives from 24 organizations present programmes that
they have been running to address problems ranging from malaria and maternal mortality to
fluorosis and human resource constraints.
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Selected entries included a web-based application developed by SEWA Rural, PPP model run
by the Karuna Trust in Arunachal Pradesh, malaria control strategy by MITRA in Orissa,
Phulwaris for children by the Jan Swasthya Sahyog in Bilaspur and others.
The practices were selected from the 85 entries received by the expert group on tribal health.
“These practices represent not just potential solutions for the health related problems that
plague tribal communities they also offer a ray of hope in an area that is normally seen as
dark and dismal.
“They show us that work is being done to make healthcare accessible to tribal communities,”
said Abhay Bang, Expert Group Chairperson.
During the workshop, Society for Education, Action and Research in Community Health
(SEARCH) also demonstrated the home-based newborn care approach including a live
demonstration of how ordinary village women trained as health workers can save newborn
lives.
This model has been adopted by the National Health Mission (NHM) and scaled up
nationally through nearly 9 lakh ASHAs.
Earlier the workshop was inaugurated by the Soumya Swaminathan, Director General, Indian
Council for Medical Research (ICMR).
“This workshop marks an important step towards integrating evidence from the field into
policy making for tribal healthcare.
“It also presents a unique opportunity for government departments, ICMR and voluntary
agencies to share experiences and learn from each other,” he said. (PTI)
Website:
year-end/

454

http://www.dailyexcelsior.com/expert-group-on-tribal-health-to-submit-report-by-

13. India Today

PTI October 15, 2015 | UPDATED 15:20 IST

Expert group on tribal health to submit report by year end
New Delhi, Oct 15 (PTI) An expert group constituted to review health situation and
formulate guidelines to improve services among tribal population has compiled health data at
the national level and is expected to submit its report by this year end, the government said
today.
The expert group on tribal health was constituted jointly by the Health Ministry and Tribal
Affairs Ministry in 2013 to review the existing health situation in tribal areas, suggest
interventions, formulate strategic guidelines for states and develop a national framework to
improve healthcare services among the tribal population.
"The expert group has conducted visits to various states to review the existing situation and
has for the first time, compiled health data for tribal people at the national level. It is expected
to complete its report and recommendations by the end of this year," a Union Health Ministry
statement said.
The group includes representatives from the central government, state governments, research
organizations and the civil society.
The statement said that the Ministry also organised a three-day national workshop on best
practices in tribal health care at Shodhagram, Gadchiroli, a tribal district of Maharashtra
recently to identify possible solutions to address the healthcare needs of Indias 100 million
tribal population.
The workshop saw over 50 representatives from 24 organizations present programmes that
they have been running to address problems ranging from malaria and maternal mortality to
fluorosis and human resource constraints.
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Selected entries included a web-based application developed by SEWA Rural, PPP model run
by the Karuna Trust in Arunachal Pradesh, malaria control strategy by MITRA in Orissa,
Phulwaris for children by the Jan Swasthya Sahyog in Bilaspur and others.
The practices were selected from the 85 entries received by the expert group on tribal health.
"These practices represent not just potential solutions for the health related problems that
plague tribal communities they also offer a ray of hope in an area that is normally seen as
dark and dismal.
"They show us that work is being done to make healthcare accessible to tribal communities,"
said Abhay Bang, Expert Group Chairperson.
Website: http://indiatoday.intoday.in/story/expert-group-on-tribal-health-to-submit-report-byyear-end/1/499402.html
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14. The Economic Times

By PTI | 15 Oct, 2015, 03.25PM IST
Expert group on tribal health to submit report by year end
NEW DELHI: An expert group constituted to review health situation and formulate
guidelines to improve services among tribal population has compiled health data at the
national level and is expected to submit its report by this year end, the government said
today.
The expert group on tribal health was constituted jointly by the Health Ministry and Tribal
Affairs Ministry in 2013 to review the existing health situation in tribal areas, suggest
interventions, formulate strategic guidelines for states and develop a national framework to
improve healthcare services among the tribal population.
"The expert group has conducted visits to various states to review the existing situation and
has for the first time, compiled health data for tribal people at the national level. It is expected
to complete its report and recommendations by the end of this year," a Union Health Ministry
statement said.
The group includes representatives from the central government, state governments, research
organizations and the civil society.
The statement said that the Ministry also organised a three-day national workshop on best
practices in tribal health care at Shodhagram, Gadchiroli, a tribal district of Maharashtra
recently to identify possible solutions to address the healthcare needs of India's 100 million
tribal population.
The workshop saw over 50 representatives from 24 organizations present programmes that
they have been running to address problems ranging from malaria and maternal mortality to
fluorosis and human resource constraints.

457

Selected entries included a web-based application developed by SEWA Rural, PPP model run
by the Karuna Trust in Arunachal Pradesh, malaria control strategy by MITRA in Orissa,
Phulwaris for children by the Jan Swasthya Sahyog in Bilaspur and others.
The practices were selected from the 85 entries received by the expert group on tribal health.
"These practices represent not just potential solutions for the health related problems that
plague tribal communities they also offer a ray of hope in an area that is normally seen as
dark and dismal.
"They show us that work is being done to make healthcare accessible to tribal communities,"
said Abhay Bang, Expert Group Chairperson.
Website:
http://economictimes.indiatimes.com/articleshow/49380203.cms?utm_source=contentofintere
st&utm_medium=text&utm_campaign=cppst
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