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MESSAGE

Accomplishing some of the important elements of the vision of
transforming Karnataka into a vibrant knowledge society was quite
challenging. Our journey began in 2008 with comprehending the
knowledge requirements of the choosen twelve sectors and focus areas.
In the last four and half years, our Commission has made
89 recommendations, undertaken 11 projects, commissioned 10 research
studies, conducted about 1000 meetings, initiated 3 flagship programs
and reached approximately 30000 stakeholders.
This report gives a glimpse of the work of the Aayoga during its four and
half year term. The vast and vibrant stakeholders made significant
contribution in realizing our vision. The participation and involvement of
the Departments in implementing the recommendations helped Aayoga
in the pursuit of its mission.
I thank Honourable Chief Minister, former Chief Ministers, Honourable
Ministers, Chief Secretary, Principal Secretaries and Secretaries of various
Departments of Government of Karnataka for their kind support, trust
and acceptance of Aayoga and recognition of its work. The journey of the
Aayoga has been the journey of the people of Karnataka towards building
a knowledge society. I acknowledge with gratitude the contribution and
efforts of members, experts, stakeholders and the team at Aayoga.

Dr. K. Kasturirangan
Chairman
Karnataka Jnana Aayoga
(Karnataka Knowledge Commission)
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PREFACE
To evaluate the specific issues of Public Health and make recommendations for
strengthening the areas of Public Health, Karnataka Jnana Aayoga constituted Mission
Group on Public Health.
The report evaluated the current status and made recommendations in the areas of
medicine, urban health, plural public health, public health capacity health building and
community based management of chronic illness. The group has proposed Public Health
Charter for Karnataka comprising of few suggestive initiatives to strengthen the existing
system. The report also emphasized on Universal access to free medicines and evolved a
new integrative concept of bringing both AYUSH and Public Health Professionals. The group
has touched the rarest areas of public health proposed critical recommendations to
enhance the public health system to handle the emerging new health problems and
challenges.
I would like to acknowledge the efforts of the Dept. of Health and Family Welfare Services
and its associated wings for helping us immensely in this endeavour. I sincerely thank the
Chairman, Co-Chairman, Members and all others who are involved in the preparation of the
report of Mission Group on Public Health. I would also like to extend my thanks to Dr.
Sriprakash, Vice-Chancellor, Rajiv Gandhi University of Health Sciences and his staff. I would
also like to acknowledge the efforts of Ms. Jayashri and Dr. Yuvaraj for rending research
support. I also thank the administrative staff of KJA for their support.

January 2013

Prof. M. K. Sridhar
Member Secretary & Executive Director
Karnataka Jnana Aayoga
Government of Karnataka
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FOREWORD
The Mission Group on Public Health of the Karnataka Jnana Aayoga (Karnataka Knowledge
Commission) was entrusted with the task of making a situational analysis of public health
challenges and systems in Karnataka and suggest appropriate recommendations for action.
The Mission Group undertook the task by evolving a Public Health Charter. The Charter
envisioned Public Health Policy which encompass many aspects which impact the well being
of the people of Karnataka. The Charter also recognizes that ‘Public Health’ is not just a set
of medical interventions at a community level but has a larger connotation of action that
addresses the mental, environmental, nutritional, social and cultural determinants of
health. The Charter also focused on capacity building, governance, inter-sectoral action,
pluralism and integration, communitization and alert awareness of emerging health
challenges.
For arriving at such a strong and viable Public Health Policy within the framework of the
Charter, the Mission Group held several consultative meetings with experts across all
disciplines and sectors in health through a stakeholder’s consultation that included Primary
health care workers, urban and rural health NGOs, civil society organizations working on
rational drug policy, violence against women, child and maternal malnutrition and public
health experts and consultants who have participated in in-depth deliberations and gave
their suggestions. These deliberations resulted in some key initiatives and a consensus
outlined in this report. These key initiatives include free and universal access to medicines;
development of urban primary health policy; promoting medical pluralism in public health;
strengthening public health human resource development and addressing the emerging
challenge of chronic diseases through a community oriented approach.
The major concern of the Group was the increasing challenge of multi-sectoral action and
convergence of the State’s efforts to provide food, water, sanitation and initiatives for
development of women and children so that public health gets a real boost in the State. The
development of a strong and responsive public health system is thus an urgent policy
imperative if Karnataka has to move towards the emerging goal of Universal Health
Coverage within the vision of Health for All. We hope the Charter and suggested action
thrusts will facilitate the journey of the State towards these goals.

Dr. Ravi Narayan

Smt. Sita Lakshmi Chinnappa

Chairman, MGPH

Co-Chairman, MGPH
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INTRODUCTION

A

Task Force on Health and Family Welfare of the Government of Karnataka was setup in
1999 to strengthen public health and primary health care in Karnataka. The final report
in 2001 which was entitled “Towards Equity, Quality and Integrity in Health” laid out a

road map for the development of public health and primary health care for Karnataka
through a Vision 2020 document, a integrated State Health Policy and a set of major
recommendations under 22 sections covering the whole range of health and health care
services in the State. The State Policy, which was subsequently passed by the State cabinet
in 2003, was deeply influenced by a public health system development agenda which
included the following:
•

Increasing people’s access to health care

•

Comprehensive integrated approach responsive to health needs of community
and defined socio-epidemiologically

•

Strengthening of public health systems using primary health care approach,
with emphasis on community participation and inter-sectoral co-ordination

•

Enhancing financial and human resources in health sector

•

Human Resource Development

•

Health Promotion and Empowerment
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•

Involvement of AYUSH and traditional health practices in contributing to health
goal

•

Decentralization of planning and governance through Panchayat Raj System

•

Partnership with voluntary and private health sectors maintaining acceptable
professional and ethical standards

•

A value based health system development which includes equity, gender
sensitivity, accountability, transparency, fairness, self reliance, humaneness,
respect for local health knowledge and culture and participatory democratic
functioning.

At the end of a very intensive interactive and participatory process which included 59
sittings and stakeholders consultations, the Taskforce identified the strengths and
achievements of the health system in Karnataka but also listed out a series of issues of
significant concern which included the following:
•

Corruption

•

Neglect of public health

•

Distortions in primary health care

•

Lack of focus on equity

•

Gap between implementation of planning and practice

•

The decline in ethics in the health care profession

•

The neglect in human resource development

•

A gap between needs and culture of people and the personal aspirations of the
work ethics of the health care professional

•

The isolationist and compartmentalized attitude of the government with a lack
of partnership with other sectors

•

Ignorance of political economy of health

•

Rapid erosion of Local Health Traditions (LHTs)

•

Need to counter the growing apathy in the system

The Task force did not only stop at problem/situation analysis but also suggested agenda for
action as an urgent imperative. While commenting on the continuing neglect on public
health in the State after many decades of initial growth and development, the Taskforce
recommended 6 important areas crucial to public health development which included:
•

Inter-sectoral action on Nutrition, water supply, sanitation, housing, literacy
and poverty alleviation

•

Robust health information system

•

Emphasis on preventive, promotive and rehabilitative care
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•

Health promotion and health empowerment

•

Rational drug management policies

•

HRD for public health including public health cadre and public health
orientation and skill development for all health care professionals including
community supported local health practitioners and knowledgeable women

In March 2012, the reconstituted Karnataka Jnana Aayoga (Karnataka Knowledge
Commission) constituted a Mission Group on Public Health (MGPH) to make a situation
analysis of public health challenges and systems in Karnataka and to provide appropriate
recommendations.
The MGPH decided not to reinvent the wheel but to use the frame work and
significant perspective and recommendations of the Taskforce as its guide. More than a
decade had passed since the taskforce was formed and it was necessary to assess the
commitment and the movement of the State towards a meaningful public health system.
The MGPH thus not only built on the wisdom of the previous Committee but used it as an
opportunity to outline with clarity and focus the key components of the public health
system of the State and evolve a workable action plan around key thrust areas.
The MGPH deliberations from April to August, 2012 have resulted in three definitive sets
of recommendations:
1. A State Public Health Charter (SPHC) to set the framework for policy action
2. Key public health policy and system development initiatives in the context of
the emerging challenge for universalizing health care
 Universal Access to Free Medicines in Karnataka
 An Urban Primary Health policy
 Promoting Integrated, Community based management of chronic care
 Promoting a Plural Public Health System through an AYUSH convergence
Mission and LHTs
 Strengthening State Public Health Cadre and capacity building
3. Some additional general and specific recommendations to strengthen the
public health system in the State
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A STATE PUBLIC HEALTH CHARTER
he Karnataka State Task Force on Health and Family Welfare considered the following

T

definition by the Association of Epidemiologists as the frame work for public health
system development.

“Public Health is one of the efforts organised by society to protect, promote and restore
people’s health. It is the combination of services, skills and beliefs that are directed to the
maintenance and improvement of the health of all people through collective or social
actions. The programs, services and institutions involved emphasize the prevention of
disease and the health needs of the population on the whole. Public Health activities
change with changing technology and social values, but the goals remain the same; to
reduce the amount of disease, premature death and discomfort of diseases in the
population”.
The Task Force also emphasized the following principles when considering Public Health
System development in the State. These included:
1. State’s primary responsibility for Health and Health Care
2. Recognizing the political economy of public health system development and
the challenge of access and universality
3. The challenge of Inter-sectoral action including safe water supply, sanitation
and nutrition
4. The Primary Health Care approach to infectious disease and noncommunicable disease control
5. The focus on Equity and Social Justice in health and health care
6. The convergence of AYUSH, LHTs and the Public Health System
The Mission Group on Public Health endorsed the above definition and principles
and held many deliberations to evolve the following Public Health Charter:

The Public Health Charter for Karnataka
Building on the historic Public Health consciousness in the State which has been neglected
and distorted in recent years, the State has to evolve policies and programs based on
recommendations of the taskforce to cover the following challenges and system
development issues outlined in this Public Health Charter.
Through the Public Health Charter, the Karnataka State will continue to develop a
comprehensive, integrated Public Health System that will be committed to the following
values: Equity, Quality and Integrity emphasized by the earlier Taskforce and
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Communitization, Pluralism, Gender Sensitivity and Accountability added by the current
Mission Group.
The existing system will be further strengthened by initiatives in the following six
dimensions:

1. Public Health – Capacity building
• The State will evolve and establish a Public Health Cadre to strengthen the
capacity of the health system particularly focusing on the district and beyond.
• The state will develop a HRD unit in Health Department which will rationalize
the functions, salaries, promotions and transfers and also focus on capacity
development and continuing education of all cadres.
• The State will promote a School of Public Health to strengthen public health
capacity and skills at all levels from district level health administrators to
ANM’s and ASHA’s. This will enhance the development of evidence based
policies, strengthen institutional capacities and human resources, promote
health promotion, public health regulations and research towards the goal for
Health for All.

2. Public Health – Governance
•

The State will evolve mechanisms of Accountability and Transparency in all its
public health programs and campaigns.

•

The State will enhance governance and supervision of peripheral Public Health
care systems with a special focus on decentralization and partnership with
Panchayat Raj Institutions.

•

The State will promote community participation in all its programs and also
enhance the role of community in monitoring and providing feedback through
the Communitization process now evolved by the National Rural Health
Mission.

•

To enhance outreach and access, within the public health system the State in
partnership with NGOs and private sector will promote values of equity,
social justice and strengthen the government’s role towards ‘Health for All’
without compromising the constitutional mandate and taking care to prevent
market distortions of such partnerships. To enhance outreach and access,
within the public health system the State in partnership with private sector
agencies.
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3. Public Health – Inter-sectoral action
• Nutrition: The State will tackle the increasing malnutrition challenges using intersectoral and multi-disciplinary approaches that address the problem from grass
root level upwards by strengthening the public distribution systems and food
security, food and agricultural policy, Anganawadi and school feeding programs,
individual and community nutrition education and health promotion campaigns.
• Safe water supply: The State will promoting safe water supply and mechanisms to
apply standards for water quality at all levels using appropriate technology to
enhance access and purification of water, while preventing commercialization and
commodification of water.
• Sanitation Campaigns:
 The State will support the recently announced Total Sanitation Abhiyan and
enhance promotion of sanitation with the focus on schools, meeting halls, bus
stands and public places even as individual house and communities are
encouraged to adapt sanitation systems.
 While promoting sanitation, the State will also take steps to:
 Abolish manual scavenging
 Strengthen measures to enhance the Health of Pourakarmikas
 Nirmala

4. Public Health-Response to some current health system challenges
•

•

•

The State will enhance access to Free Medicines for Primary Health Care
throughout the State by adopting an essential medicines list, rationalizing
logistics of medicine warehousing and distribution mechanisms, promoting
rational medicine prescribing and policy initiatives and tackling some of the
obstacles to universalizing access to medicines.
The State will evolve an urban primary health charter that will focus on multisectoral services integrated through a primary health care approach focusing
on women and children’s health, violence against women. The Charter should
include access to basic health services, mental health and other emerging
urban health challenges.
The State will adopt the newly announced national program for noncommunicable diseases and enhance the primary health care approach to
chronic diseases with focus on management and re-orientation of personnel,
providing support and upgrading services, improving HMIS, building new
partnerships and strengthening operational research.

l6l

•

The State will enhance healthy life style promotion as part of the youth
oriented policies of the State while simultaneously linking it to health
promotion and education against substance abuse.

5. Public Health – Promoting pluralism and Integration
•

The State will evolve Accreditation and Certification System for local Health
Practitioners and Knowledgeable Women involving Universities such as
IGNOU to support Traditional /Community Knowledge Systems.

•

The State will promote Public Health Orientation and Training for all AYUSH
Health Personnel starting with Government sector and later offering it to
private registered medical practitioners as well as including community
supported LH practitioners on voluntary basis.

•

The State will strengthen Swasthya Vritta Programme presently being
experimented in five districts and enlarge this program to cover the whole
State gradually. It will also draw upon the health promoting traditions of other
system as well.

•

The State will strengthen Yoga awareness and skills through Health
Promotion in School and college curriculum.

•

The State will strengthen community health and knowledge practices related
to food and dietary practices using traditional knowledge and practices for
promoting healthy nutritional status.

•

The State will strengthen documentation of clinical outcomes in AYUSH sector
including LHTs at all levels by introducing a standardized system.

6. Public health – Strengthening HMIS and Knowledge translation
•

The State will further strengthen the Health Information system by providing
universal access to available information to all categories of users by removing
the present imbalance between providers and users.

•

The State will adopt and enhance e-governance within public health system at
all levels.

•

The State in collaboration of the Health Department and the evolving State GIS
platform will enhance the development of an effective health GIS.

In conclusion, through the adoption of this six point, Public Health Charter, committed to
the above values, the State will enhance the capacity of the Public Health System to handle
the emerging health problems and challenges; enhance the commitment to human resource
development; enhance accountability, decentralised government, communitization and
strengthen the ability of the existing system to deal with the new emerging challenges.
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UNIVERSAL ACCESS TO FREE MEDICINES

A

ccording to the evidence available from NSSO 2004, only about 16.5% of the population
in Karnataka receives free or partly free medicines in the outpatient care of public
health facilities. In view of this scenario, people are exposed to open market leading to

severe financial burden on households resulting in impoverishment and catastrophic
spending. Over 40 million households were impoverished due to households’ OOP
(Out-Of-Pocket) spending during 2004-05 and nearly 13.68% of India’s population is
reported to be suffering from catastrophic expenditure on medical care during 2009-05.

Barriers to Access to Medicines in Karnataka
Several impediments to access to medicines are identified in the
Indian context which is true in the case of Karnataka as well.
Underinvestment in Government health facilities is the primary
cause of neglect and acts as a major barrier to access to
medicines.
While underinvestment is a major impediment,
inefficient utilization and inequitable distribution of funds could
also hinder access to essential medicines. A reliable and an
efficient medicines procurement and distribution system is the
key to make essential medicines available to people at all time
without incurring cost burden in the public health facilities.
Production and supply of inessential, hazardous, and
banned/spurious medicines is a significant issue which requires
immediate regulation both at the Central and State Government
level. Besides, irrational use of medicines – prescription,
dispensing and use of medicines – is also a cause for concern.
The

Mission

Group

has

proposed

following

recommendations with regard to Universal access to Medicines
along with the implementation mechanisms:
1. Scale Up Government Expenditure on Drugs:
The Karnataka Government needs to scale up public spending on
drugs from the current 6-7% to at least 15% of overall
government expenditure on health care in the State. This would
substantially increase the availability of free essential medicines
and likely to avoid chronic scarcity in public health facilities.
While doing so, efforts must be made to equitably distribute
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The per capita
public spending on
health in Karnataka
in the year 2009-10
stood at around
INR 490 as against
the neighbouring
Tamil Nadu and
Kerala which spent
about INR 600 and
INR 577
respectively. With
over INR 140 crores
spent on medicines
and supplies during
2010-11,
Karnataka’s per
capita Government
expenditure on
drugs is
significantly lower
at INR 25 as
against Tamil Nadu
and Kerala’s per
capita spending of
roughly INR 65 and
INR 72 respectively.

funds, which are required to reduce the current inter-district inequity, facility level
inequities and allocate funds according to essential needs of people, with emphasis on state
level EML. Funds should be based on disease burden, pattern and nature of illness. Special
attention is required for underprivileged areas of State facing specific health challenges.
Adequate funds must be placed at primary and secondary care level to cover all essential
medicines (including 8143 sub-centres, 2193 PHCs, 324 CHCs, 30 district hospitals) while
allowing tertiary level facilities to substitute to the extent of 10% to procure medicines
other than the state EML. This is required to cover other essential medicines which are not
part of EML. A minimum annual allocation of INR 1 lakh for sub-centers (including ASHA
drug kits), INR 2 lakhs for each PHCs, INR 5 lakhs per CHCs, INR 40 lakhs for each district
hospitals and finally INR one crore for each teaching hospital would be required. If resources
are a constraint in the current fiscal scenario at the state level, the additional funding could
come from a similar initiative that the Central Government is rolling out in October, 2012.
Three fourths of the additional funding could be expected to be contributed by the Central
Government, which would leave the state to only contribute marginally for this initiative to
kick-start.

2. Reconfigure Medicine Procurement and Supply Chain Systems:
 For an efficient and reliable medicine supply systems, we recommend a
‘centralised procurement and decentralised distribution model’. At the state
level, a centralised procurement agency (Karnataka State Drugs Logistics and
Warehousing Society-KSDL&WS) which is in place would procure medicines,
vaccines and other supplies for the entire State. A centralised procurement
agency has the typical advantage of maximizing economies of scale and power
to procure EML and generic drugs that are of high quality and procured at rock
bottom prices.
 KSDL&WS would follow an open and transparent two-bid system – a technical
bid and a price bid. A price bid of competitors would be considered only if the
companies qualify on technical grounds, including GMP certification from
companies for supply of quality products. In order to ensure quality of
medicines supplied, a mandatory physical inspection of manufacturing units for
capacity and quality of producers is required immediately after short-listing of
companies on technical qualifications.
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 A Transparency in Tender Act and Rules need to be put in place in order to
ensure that all transactions and activities between drug suppliers and
procuring agencies are made public. Companies found wanting on any quality
parameters would be blacklisted and would be barred from applying for
tenders in the next three successive years. All blacklisted companies by other
states procurement agencies also need to be kept out of the bidding process.
 Sample testing of drugs during pre-supply and post-supply must be conducted
by accredited drug testing laboratories in order to ensure that the medicines
supplied are efficacious and safe. Test results of samples must be posted in the
website of KSDL&WS and updated without delays.
 While competitive bidding would keep medicine prices down, the other way to
ensure competitive prices is to reserve 10% of all medicines procured from
central/state level drug PSUs. Not only competitive prices would be ensured,
but financial sustainability of PSUs could be made possible. However, the PSUs
that are willing to supply must meet all the technical qualifications that are
applicable to other private companies.
 Each public health facilities must possess e-passbook showing current stock
position that would facilitate uninterrupted supply of medicines from district
warehouses. While annual allocation of medicines in e-passbook must be
entered at the beginning of the financial year, the same would be deducted
when stocks are drawn down every time. In the eventuality of a public health
facility exhausting the stocks, additional budget allocation could be made
based on the expected volume of visits for the remaining part of the year. A
minimum of three months stocks of essential medicines at each facility must be
guaranteed failing which immediate order must be placed to avoid chronic
shortages.
 Establish at least one warehouse in each district which must be electronically
linked to the KSDL&WS office and the public health facilities. Although
currently 14 such warehouses exists in Karnataka (with each warehouses
serving two districts), there is an urgent need to expedite the process of
establishing another 16 warehouses at the earliest.
 A strong HMIS (Health Management Information System) must be put in place
quickly which would serve as a medium for monitoring several
activities/indicators including drugs quality, stock positions, prompt payments,
etc.
 To achieve the above through KSDL&WS, it is mandatory to make it an
autonomous body and register it as a company. This will give it the much
needed flexibility to operate, so that it can address the problem of scarcity of
medicines.
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 KSDL&WS urgently needs an web portal page with user friendly facilities so
that in addition to improving transparency it should be able to take inputs from
the end-user regarding scarcity of medicines in the public outlets throughout
the State. In addition, end-user should be able to report scarcity of medicines
even with his/her mobile even from a remote place of the state.

3. Promote Rational Use of Medicines:
 All procurement of medicines must be based on Essential Medicine List (EML)
which needs to be updated every two-three years to take into account the
changing epidemiological conditions and new innovative medicines that are
considered essential by WHO or other regulated markets. The State
Government must also bring out a separate AYUSH essential medicine list and
allocate at least 10-15% of all government medicine expenditure to procuring
AYUSH drugs. This is expected to considerably facilitate 208 AYUSH hospitals
and 699 dispensaries to dispense medicines in the State.
 Follow Standard Treatment Guidelines (STGs) in all public health facilities.
Unnecessary antibiotics usage, unnecessary injections use, etc. could be
substantially reduced if STGs are followed. This would not only help the
Government to reduce costs considerably but would help patients to adhere to
standard treatments leading to improved health outcomes. The available STGs
need to be modified according to the present situation of the State.
 Allocate a minimum of at least 1% of Government medicine budget on public
education. This is required in order to educate public on rational use of
medicine, availability of essential generic medicines free in public health
facilities, and for other IEC/BCC (Information, Education, Communication /
Behavior Change Communication) activities.

4. Improve the Functioning of State Medicine Regulatory System:
The current medicine regulatory systems both at the central and state levels are pathetic
and the enforcement is sloppy. Medicine manufacturing, wholesale and retail level supply of
medicines and their quality – efficacy and safety – have enormous implications for people’s
health. Medicine manufacturers often have the tendency to bypass all regulatory system to
manufacture and sell banned/bannable, hazardous medicines, poor quality medicines,
inessential Fixed Dose Combinations (FDCs), etc. The state medicine regulatory authorities
have a critical role to play to set right this tendency. Substantial investment
is needed by the State Government to invest heavily in infrastructure and infuse adequate
skilled workforce into the regulatory system. The state medicine regulatory authorities also
need to coordinate with Central Drug Standard Control Organisation (CDSCO) in taking up
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this task with utmost sincerity. The Government urgently needs to regain this lost
opportunity to put a stringent regulation in place.
5. Strengthen State Level Capacity-Building Efforts:
 The underlying reforms outlined above require a strong and a committed
workforce that is adequately resourced and technically skilled. We therefore
suggest that the Government of Karnataka allocates a minimum of 2% of the
overall medicine budget for capacity building efforts.

The recent evidence
brought out by the
59th Parliamentary
Standing Committee
on Health and Family
Welfare on the
functioning of CDSCO
shows the toxic nexus
between regulatory
authorities, medicine
manufacturing and
medical professionals.

 At the level of state procurement agency
(KSDL&WS), there is a need to strengthen the
management expertise with specialization in supply chain
management system. This is critical in order to efficiently
manage bidding system, constant interaction with
medicine manufacturing companies, liaising with quality
assurance institutions and experts, putting in place a
prompt payment system.
 A skilled workforce would be required to
manage the HMIS, especially at the state procurement
agency level, all district warehouses, and large public

health facilities. This is critical for a hassle free movement
of medicines for avoidance of shortages. Therefore, skill
development of warehouse & public health facility
managers, accountants, pharmacists would be required and needs constant up
gradation.

 Regular workshops and continuing medical education is conducted for all types
of health workforce in order to not only use but advocate the need for
sensitizing the use and adherence of EML, medicine formulary, STGs.
6. Build a Strong Monitoring and Evaluation System:
 A strict monitoring of the procurement process is required to ensure that only
generic name medicines are procured and strict adherence to ethical
promotion of medicines.
 We recommend a random, an independent and continuous prescription audit
of public health facilities for prescription and dispensing practices of physicians
and pharmacists.
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 A large, independent and a random sample survey of facilities once a year
would be required to examine the availability and stock-out position of
essential medicines besides pursing a prescription audit. The survey would also
capture other process and outcome indicators that relate to procurement
practices and supply chain aspects of medicine delivery system in the State.
This is critical in order to identify implementation challenges and barriers that
are likely to be faced in rolling out this new reform initiative.

External vigilance is required to ensure that the health care
system does not get medicalized that the doctor-drug producer
axis does not exploit the people and that the ‘abundance’ of
drugs does not become a vested interest in ill health
Source: Health for All-An alternative strategy-ICSSR/ICMR, 1981
1

This section has been adapted from a comprehensive note by Dr. Gopal Dabade, Mr. Anup Akkihal and
Dr. Sakthivel Selvaraj
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EVOLVING AN URBAN PRIMARY HEALTH POLICY
he wellness of a City depends on the wellness of the

T

citizens. Health-wise, the urban poor are worse off than
their middle-and high-income counterparts; they also

appear to be worse off than their rural counterparts. Every
year, Indian slums bear witness to how preventable illnesses
cause thousands of deaths and millions of hours of forfeited
productivity. The Government is cognizant of the country’s
urban healthcare challenges, but has thus far found it difficult
to adequately serve the space.
Rapid urbanization and the significant growth of urban
poor population in absolute numbers have made new demands
on

the

available

infrastructure

and

service

delivery

Nearly one-third of
India’s urban citizens
live in crowded
informal settlements
or slum
communities.
UN-HABITAT has
estimated that by the
year 2020, India’s
total slum
population will cross
200 million people.

mechanisms. The urban poor are a mix of people living in
slums and the homeless. Urban poverty is characterized by food insecurity, varied morbidity
pattern, poor access to drinking water and sanitation, high costs of living and job insecurity.
Historically, Indian policy has been rural-centric based on the urban-rural ratio of
earlier decades; this has changed significantly in recent years. Though it is an imperfect
system, the Government has made considerable investment into a dedicated rural
healthcare structure. But now, the country’s healthcare challenge has substantially grown to
include the needs of urban healthcare.

Because of shifting demographics caused by

continuously increasing rural-to-urban migration, there needs to be a change in the Indian
government’s lack of focus on urban health.

High out-of-pocket
health-related
expenditures are a
key reason why
many Indians fall
further into poverty
every year.

Though public healthcare services do exist in major cities,
exploding urban populations mean that there are not enough
primary healthcare facilities to cater to the public, nor have
existing facilities been properly maintained. Health delivery for
the urban poor is made even more difficult by their vulnerable
status in cities. Most urban poor residents then are forced to
consider private healthcare options, which are prohibitively
and, at times, dangerously expensive.
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Women’s Health and Urban Primary Health care
Poor Women’s health needs
are inadequately addressed by
present health care system in
the urban slums, coupled with
the structural poverty, poor
nutrition and unequal access to
food,

water

and

sanitary

facilities. Due to lack of access
to Primary Health Care and the
price-rise of the medicines,
poor women tend to neglect
their health and most of the
women living in slums belong
to the Scheduled Caste and
Minorities.

• Nearly 30,000 urban children die annually due to
diahorreal de-hydrates.
• 6,000 Urban children become blind every year due
to Vitamin ‘A’ deficiency.
• 29% of infant death and 22% child death in urban
areas occur with recourse to any professional
medical attention less than half of the slums have
no medical care.
• Lack of adequate supply of drinking water, lack of
individual Toilets, absence of under-ground
drainage and sanitation are an essential health
measures.
• Maternal Mortality rates in rural areas are among

the world’s highest.

Women’s Health is harmed by lack of access to and poor quality of reproductive
services. The recently released State Economic survey report of 2012 reveals that poverty in
Karnataka continues to be the highest among the southern states. Access to health care is a
major disadvantage for the women living with HIV/AIDS and the women disability require
special attention.
Health Experts and Activists in Karnataka are expressing the need of the hour is to
establish urban primary health care programmes addressing the complexity of
challenges, which the poor and the women face in urban slum areas.

According to information obtained under RTI, more than 21 lakh
children in the State are mildly malnourished and 12 lakh moderately
malnourished. More than 70,000 suffer severe malnutrition in Karnataka.
Even if one goes by the official data, the rate of deaths is quite alarming:
almost two-three deaths per day due to child malnutrition. NFHS study
reveals that more than half of women in Karnataka (52 percent) have
anaemia, including 63 percent of pregnant women with mild anaemia.
Malnourished women give birth to malnourished children perpetuating the
cycle.
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The persistence of the lower health status of poorer women and particularly women
of the scheduled caste communities is due to subjugation, marginalization and
disempowerment of women. Women suffer from Hunger, Poverty and Ill health in greater
numbers and to great degree than men. At the same time it is women who bear the
primary responsibility for actions needed for better comprehensive health.

Health care and Health Rights in an urban setting: Principles and Perspectives
Every citizen has a right to health care. To achieve this
objective, the State must also take action to ensure that
all citizens enjoy an adequate and an appropriate quality
health

care.

It

recognizes

socio-economic

and

environmental determinants of health also. The right
should ensure the guarantee access to health care for all
regardless of social and economic status or their ability to
pay. Revitalization of primary healthcare approach for
promoting health and making healthcare accessible to all
has become a big challenge. To confront emerging

The Government
spending on Health-care
only Rs.197.35 per person
per year. The plan
allocations have reduced
from 8.1% (2001-02),
4.9% (2009-10) while the
non-plan allocations have
also reduced from 4.4%
to 3%.

challenges, primary healthcare concepts and approaches
need to be re-emphasized which in turn should ensure the health rights to the people. Thus,
it is crucial to strengthen the public health care system by substantial strengthening and
expansion of primary, secondary, tertiary and urban health facilities in public sector with
proper referral systems.
 Primary Healthcare as defined by the World Health Organization needs to be
pursued in the Urban Healthcare
 In the PPP models, private sectors must be accompanied with transparency,
well defined programmes, standards and accountability
 Violence against women needs to be treated as a health issue. Violence against
women and health of the migrant construction workers to be incorporated in
urban primary health care
 Create/position a gender focal point in the Health Ministry and Department of
Health in the State
 Programs to be developed to increase community participation and awareness
with regard to Urban Healthcare
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 Karnataka needs its own Urban Health Mission on the lines of National Urban
Health Mission
 Inter-sectoral convergence with water supply and sanitation, nutrition and
employment needs to be developed on the basis of health policy
Many emerging problems like road accidents, suicides, violence, mental health
conditions, alcohol problems, stress related conditions, life style diseases and others are
making a large number of youth prone to potential mental disorders, which in turn is
affecting the growth, development and productivity of the State. Issues with regard to
accessibility and affordability of health care in an environment of public private partners are
not beyond any control.
An integrated inter-sectoral framework of services and action campaigns, with an
increased focus on the urban poor and the marginalised sections of urban society needs to
be evolved to address these challenges, keeping also the diversity of urban areas – metros,
cities and towns in the State. With increasing urbanisation and rural to urban migration,
this is an urgent policy imperative.
With all the above, the Mission Group strongly recommend the setting up of an
Urban Health Taskforce which is multi-sectoral in composition and is mandated to evolve an
Urban Primary Health Policy and Programs that incorporate all the above existing and
emerging challenges of urban Karnataka.
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PROMOTING A PLURAL PUBLIC HEALTH SYSTEM THROUGH
A CONVERGENCE MISSION WITH AYUSH
raditional medicines, including AYUSH and LHTs, have been, and continue to be, used in

T

every country around the world in some capacity. 70–95% of the population in
developing countries rely on traditional medicines for primary care. In May 2009, World
Health Organization (WHO) Member States passed the World Health Assembly resolution
62.13. This resolution urges “National Governments to
respect preserve and widely communicate traditional
medicine knowledge while formulating national policies
and regulations to promote appropriate, safe, and
effective use; to further develop traditional medicine
based on research and innovation, and to consider the
inclusion of traditional medicine into their national

The global market for
traditional medicines
was estimated at US$ 83
billion annually in 2008,
with a rate of increase
that has been
exponential.

health systems”. WHO 62.13 also urges Member States to
cooperate with each other and to share knowledge while
working to strengthen communication between conventional and traditional practitioners.

Considering evolution of Indian Government policies on AYUSH, efforts in the form
of acts, legislations and committees have been constituted since pre-independence period.
From the Usman Report of Madras presidency in 1923 to the Ramalingaswami in 1981 there
have been extensive suggestions to integrate AYUSH into National mainstream healthcare.
The Chopra Committee in 1946 recommended that old and modern systems of medicines to
evolve a common system of medicine and the Udupa committee in 1958 recommended that
there is a need for integrated system of medicine and a training course in Siddha and
Ayurveda. Pursual of these developments led to the establishment of the Department of
Indian Systems of Medicines and Homoeopathy (ISM & H) in Ministry of Health and Family
Welfare in March, 1995 and was renamed as Department of Ayurveda, Yoga & Naturopathy,
Unani, Siddha and Homoeopathy (AYUSH) in November, 2003.
In Karnataka AYUSH systems received encouragement from the Maharaja of Mysore.
Taking hints from the Maharaja the State of Mysore passed the Mysore Homoeopathic
Practitioners Act in 1961 and the Mysore Ayurvedic and Unani Practitioners Registration Act
in 1962. Apart from these, the State of Karnataka has not had concrete policies of utilizing
huge AYUSH medical manpower in the welfare of the State. Only recently the Hon’ble
Medical Education Minister Sri S A Ramdas announced policy for Ayurveda in the State
(14th Dec 2010). With this background it is the need of the hour to initiate robust measures
to utilize such health knowledge systems in addressing health issues of the state by
integrating them into mainstream health care and the public health system.
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The Mission Group noted two major developments towards the integration of
AYUSH in the Public Health System in recent years in which Karnataka based resource
persons and institutions were deeply involved supported by a very responsive and proactive
state AYUSH department. The first one was the inclusion of the objective of main streaming
AYUSH in the National Rural Health Mission and the second one was the setting up of a
special expert group on Health Services, Public health insurance and accreditation by the
steering group on AYUSH for the 12 five year plan (2012-2017). Building on the evaluations
of the first development and the recommendations of the expert group, which were
discussed by the mission group, the following recommendations are made with the
confidence that the state AYUSH and Health Departments are ready for this innovative
policy and program leap.
1. The main recommendation of the Mission Group is to setup an Integrative
Commission hosted jointly by the Dept. of Health and AYUSH. The Commission
should consist of representative from all Indian System of Medicines and a
group of public health specialists, social scientists and other resource persons
committed to integration of AYUSH and Public Health System and health care.
2. This commission should be mandated to evolve action initiatives and
campaigns on the following six broad themes:
 Creation of institutional mechanisms in the department of AYUSH to work
on planning, implementation, statistics and research
 Training and utilization of AYUSH man power in primary health care and
public health care
 Inclusion of Public Health Curriculum in AYUSH institutions and AYUSH
Curriculum in non AYUSH institutions at the Health University level
 Strengthening of primary health care by recognition of traditional healers
and home remedies through state and university accreditation mechanisms
 Involvement of AYUSH in Health care especially child, adolescent,
reproductive and geriatric care as well as in NCD’s and nutrition.
 Strengthening research capacity in AYUSH institutions and increasing
integrated and collaborative research between AYUSH, Allopaths and
modern scientists.
At the stakeholder consultation and other deliberations, the following additional ideas for
each of the above thrust areas emerged:
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3. Creation of an Institutional mechanism in the Dept. of AYUSH that works exclusively on
Research, Development, Statistics and implementation. This wing could concentrate on
the following:
•

Generating and collecting empirical data

•

Maintaining data base

•

Designing programmes for implementation

•

Publications (journals)

•

Traditional knowledge digital library

•

Manuscript collection, preservation, digitization, translation, publication

•

Plan to conserve rare and endangered species of medicinal herbs

4. Training and utilizing AYUSH man power including community supported Local Health
Practitioners (LHP) to utilize AYUSH services in mainstream primary health care and
public health through
• Develop common minimum primary health care/public health modules
incorporating best from all systems of medicine for all indications
• Train all primary health care/public health personnel in these modules,

•

irrespective of their faculty affiliation and empower all of them to use these
modules in the management of primary health care including directives for
national health outcomes and national health programmes.
Creation of public health cadre within AYUSH sector and its gradual integration
within the State public health cadre

5. Inclusion of Public Health and AYUSH Curriculum at the Health University level to
create a huge primary health/public health care medical workforce
•

A certificate (1 yr)/Diploma (2 yrs) course could be planned to train the AYUSH
students in handling emergencies with guidelines to discourage cross practice.

•

Inclusion of AYUSH curriculum in Non-AYUSH courses including medicine,
nursing, dentistry and pharmacy

•

Inclusion of public health curriculum in all AYUSH institutions

6. Strengthening primary health care by state patronage and encouragement to AYUSH
and LHTs based home remedies and recognizing LHP to strengthen local health
traditions in primary health/public health care
•
•

Validation of home remedies by the State with focus on medicinal plants and
their use
Train the community in preparation and administration of such uses
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•

Planning a village cooperative model incorporating cultivation of medicinal

•

plants with community support, supply to community supported GMP certified
manufacturing unit at the village and utility at the village level for health care
delivery in lines with AMUL, Lijjat papad etc.
Develop training modules for LHPs (with IGNOU and Quality Council India) with

•

inherited knowledge and recognize them as community health workers and
initiate efforts to integrate them into AYUSH health care delivery
Traditional methods of hygiene, health, safe drinking water and sanitation
could be explored standardized adapted and used. Some examples are listed
below
 Drinking water storage in copper vessels could be included as a major
public health initiative after standardizing its usage.
 Traditional water purification model developed by Manipal University
Geology Professor using sand and charcoal that might cost not more than
Rs 250 could be studied as public health initiatives for safe drinking water.
 Use of neem as mosquito repellant

7. Greater integrated involvement of AYUSH and LHTs in health care especially geriatric
health care, women and child health and AYUSH to create healthy aged population and
prevention of preventable vulnerabilities among women and children
a. Geriatric health care
•

Rasayana concept could be utilized in designing treatment protocols using
single drug rasayanas (anti-ageing medicinal herbs) for decade wise age groups
to address health issues related to geriatrics

b. Adolescent health
•

Addition of Adolescent girls as a vulnerable group and designing programs
similar to mother and child health programme especially with a focus on
prevention of iron deficiency anemia based on AYUSH and LHTs

•

Designing adolescent fitness programs in lines with FITKID programmes of the
western countries addressing areas of Nutrition, Physical activity, relationship
management and Mental Health

c. Reproductive health
•

Designing AYUSH ARSH (Adolescent Reproductive Sexual Health) programs to
aim at having a health progeny by incorporating prenatal, and post natal care
with special reference to Ayurvedic dietetics and yogic practices in prevention
of deficiencies and facilitation of non-complicated labour
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d. Child health
•

Inclusion of YOGA in the school curriculum with marks weightage and
appointment of designated YOGA teachers at school levels

•

Certain specific regimens exist in AYUSH regimens for children in immune
boosting, growth facilitation and prevention of malnutrition.

In addition, AYUSH could also strengthen the following:
a. AYUSH and non communicable disorders (NCD)
•
•
•
•

Panchakarma procedures could be adopted at district and taluk levels hospitals
to all risk groups of NCD’s
Swastha vrittha (code of healthy living) could be included in the school syllabus
All public health professional could be trained in swastha vrittha
Life style education and life style interventional modules could be disseminated
to the public

b. Interventional Diet to strengthen AYUSH interventional diet in the management and
prevention of diseases
•

Diet modules of AYUSH could be implemented in three dimensions as follows
 prevention of diseases
 promotion of health
 Diet plan in various disorders including NCDs

•

Validation through research of the commonly used traditional food articles.
Institutes like NADRI, CFTRI and DFRL could contribute in developing scientific
database of such existing food products
Industry academia partnership in development of AYUSH based food products
Developing AYUSH food supplements based on Prakruti (Constitution according

•
•

to Ayurveda) and regional palatabilities and food habits to address malnutrition
issues through mid day meal programmes
c. Integrated Research: Strengthening research capacity in AYUSH institutions and
increasing integrated and collaborative research between AYUSH, allopaths and
modern scientists
• Establishing a centre for excellence (unitary university) in the state to develop
research, synthesis, common lexicon in Allopathy and AYUSH wherein
professionals of medicine from various sectors can work in tandem with the
modern scientists, and professionals of conventional medicine to cater the
needs of public health demands along with the other research and diagnostic
targeted agenda.
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•
•

•

There should be a funding agency in the state to fund AYUSH research
exclusively in lines with CCRAS, DST, DBT, ICMR etc.
Establishing centers for AYUSH in premier institutes wherein AYUSH
professionals can work in tandem with the modern scientists, and professionals
of conventional medicine.
Undertake efforts to integrate evidence based approaches into conventional
management strategies.

Under the overarching umbrella of the National Health
Framework, the alternative systems of medicines Ayurveda,
Unani, Siddha and Homeopathy have a substantial role. Because
of inherent advantages such as diversity, modest cost, low level of
technological input and the growing popularity of the natural
plant-based product, these systems are attractive, particularly in
the underserved, remote and tribal areas. The policy focused on
building up credibility for the alternative systems by encouraging
evidence based research to determine their efficacy, safety and
dosage and encourages certification and quality-making of
products to enable a wider popular acceptance of these systems of
medicine.
Source: National Health Policy-2002, GoI
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STRENGTHENING STATE PUBLIC HEALTH CAPACITY AND HRD
Strengthening Public Health Capacity
uman Resource Development in Health and their public health orientation and capacity
remain the biggest challenge of public health system development in the State. The
four major challenges of HRD are coverage, competence, motivation and governance.
These challenges operate at all levels from primary health centre to taluk hospitals and
upwards and need responses that are both standard management practice and out of the
box solutions.

H

The three most important recommendations that the Mission Group would like to
propose the following:
 A Human Resource Development unit in the Health Department
 The formation of a Public Health Cadre and its expansion, continuing education
and sustainability
 Strengthening public health capacity and training at all levels including the
development of a State School of Public Health that will spearhead the capacity
building at all levels
The first two recommendations had been deliberated upon and detail
recommendations had been made to the Health Department in the earlier phase of the KJA.
The present Mission Group has focused specifically on public health capacity building
and recommends the following:
 A State School of Public Health
 Some general steps to strengthen public health capacity

A State School of Public health – A capacity building policy imperative
Karnataka State urgently
needs a path breaking
initiative to strengthen
Primary health care and
Public
Health
system
development in the State
to address equity, quality
and integrity of health and
health care. Karnataka had
a
good
practice
of
appointing Public Health
trained individuals for
Government
Health
Services. But over a period

Recently on the recommendation of the Knowledge
Commission an expert group has already reported
on the need for public health cadre development
and this welcome development now needs an
important complimentary initiative for urgent
state intervention and investment. This initiative is
to focus on the evolution and sustained
development of a range of Public Health courses
and educational initiatives to strengthen the
capacities and public health skills of the relevant
health human power in the State. A State School of
Public Health is therefore an urgent policy
imperative.
l24l

of time, this mandatory requirement was dropped. Health professional and health officers
must have a public health skills and capacities and for this all those in public health positions
need to undergo a formal training in public health to get an insight and skills in the practice
of public health and capacity to strengthen the systems and improve outcomes. It is only
then that health services will be manned by appropriately trained health professionals.
1. Towards multidisciplinary and multi-sectoral Public Health

The Task Force on Health and Family
Welfare, 2001 and Integrated State Health
Policy, 2003 proposed to have a State School
of Public Health in Karnataka. On the
similar lines, Karnataka Jnana Aayoga had
already recommended a School of Public
Health in Karnataka in its first phase to
cater to the needs of human resources
development. The re-constituted commission
now wishes to re-endorse this path breaking
initiative for a “State School of Public Health”
to address the specific public health training
needs of Karnataka.

The

multi-disciplinary,

disciplinary,

and

inter-

multi-sectoral

nature and challenges of public
health

this

School

should

collaborate with Universities and
other

multidisciplinary

professional

institutions

and

bodies to make the school a
comprehensive

learning

centre

drawing upon the state’s rich
institutional

and

educational

resource network.

2. Structure
In addition to All India Institute of Hygiene and
Public Health which was started before Independence and
the Achutha Menon Centre of Sri Chitra which started in
1996, there has been recently a new revival of public health
education. In other states well known educational
institutional like TISS- Mumbai, CMC- Vellore etc have also
introduced public health courses. As part of this revival
there is urgent need for a School of Public Health in
Karnataka which could be a governmental initiative with a
strong core public purpose supported by a network of
partner institutions and networks, but similar in focus and
framework to these other schools.
This School of Public Health would interact and build
further on the State Institute of Health and Family Welfare
and the more recently created State Health Systems
Resource Centre, both of which are mandated to strengthen
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Since 2006 the Public
Health Foundation of
India (PHFI) has
already started four
Schools of Public Health
one each at Delhi,
Hyderabad.
Gandhinagar, and
Bhubaneshwar. Other
schools have been
started by Indian
Council of Medical
Research at NIE
Chennai, NICD Delhi,
and other centres.

public health skills and capacities and resources including policy research in the state. Based
on the Magadi Road Campus, these institutions already form a strong core of state
resources that can be creatively upgraded into a more well resourced and comprehensive
multidisciplinary School of Public Health.
3. Additional Features
•

•

Campus: One alternative would be to creatively evolve the SOPH in the Magadi
road campus which has adequate land for the purpose. This has often been the
main constraining factor in many states.
Departments: Keeping in mind the core multidisciplinary nature of public
health, the school will need to develop core expertise in:


Public health planning and management



Epidemiology & bio statistics



Social and population sciences (Sociology, Social Work, Anthropology,
Demography)



Health information and communication systems including IT for health



Environmental and occupational health



Health policy and health systems (including economics)

This core expertise will be in-house resource and will also draw upon additional
human resources from a supportive network of institutions already available in
the city of Bangalore.
•

•

University affiliations & Accreditation of courses: To be negotiated with
RGUHS and or later with any National autonomous University or accrediting
body. RGUHS has recently created a new unit of Public Health in the University
campus.
Financial Support: An initial Corpus fund should be provided by the State
supplemented by funds for training from all existing national and state health

programs. In addition, in keeping with the importance of public health systems
research the State should also consider a basic core research endowment to
enhance this evidence gathering and policy development aspect of the SOPH.
4. Governance
A governing body of Advisory and Resource persons drawn from multi disciplinary and
multi-sectoral backgrounds who are already contributing to Public Health system
development in the State and/or Country should be formed to support the growth and
development of the institution.
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5. Bench Marking
An Academic Research Council to set benchmarks for SOPH at all levels and resource
network that can be brought in to enhance the training/teaching resources. This should
include mission and objectives; curriculum models and instructional methods; public health
competencies; curriculum structure, composition and duration; faculty position and
recruitment, assessment methodology, admission policy; student support and counseling;
pedagogy expertise; exchange with other educational institutions; student performance;
interaction of health sector and continuous renewal of the school.
6. Technical Resources
The State including Bengaluru already has the stronger cluster of Public Health Institutions
and multi-disciplinary hubs that are already involved on State and National level in public
health system development and policy advocacy. These include NIMHANS, KACH, SOCHARA,
IPH, IHMR,IIM, NLSUI, ISEC and so many others already supporting national activities like
NRHM, NHSRC, PHFI and NIHFW. Drawing upon these resources through a network would
be the most cost effective and realistic way to evolve this SOPH.
7. Educational and IT Technology
In keeping with the latest developments in educational and IT technology a planned
continuing medical education program for all cadres of public health staff at all levels should
be operational using distant learning, methods and modules, and supplemented by contact
workshops and telemedicine so that all parts of the State can be reached through a
decentralized and disperse network, enhancing accessibility of training and human resource
development.
8. Courses and Training Programmes
WHO has recommended that Schools of Public Health in the region should focus on
the following:
•

Post –basic and post graduate training for public health professionals

•

Pre-service training for public health workers

•

Public health content in pre-service training of other health workers

•

In service training of health workers

•

Continuing education of public health workers and

•

Public health content in the training of workers in related sectors.

Based on the recommendations of the Task force and various expert groups over the
years, the School of Public Health would be involved in:
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 Public Health (Short certificate course)
A 3 month induction course in Public Health for PHC Medical Officers, Dental
Surgeons, Public Health Nurses and AYUSH Physicians posted in co-located
Public Health Services in the State
 Public Health Management (PG Diploma)
A one year or 6 months crash Public Health program and induction training for
existing and or newly appointed District Level Medical Officers on the lines of
the present NRHM linked PG Diploma in Public Health Management
(PGDPHM). Already the State is sending such candidates to different
institutions in other states but the SOPH could start a similar course and greatly
enhance learning opportunities and career development in the State.
 Public Health Masters programe
A Two year MPH Program for Doctors, Nurses, Dental Surgeons and AYUSH
Physicians before they are appointed as District MOs or even at CHCs or before
promotion to higher levels of public health technical /administrative
responsibilities.
 Public Health: Special Courses
Focused Public Health Training programmes for special groups that can
supplement the public health cadre derived from bio-medical backgrounds. To
begin with this could include the following:
a. Public Health Engineers-Young engineers trained for a Masters in Public health
engineering
b. Health Promoters-Young social scientist trained for a Masters in Health
promotion and advocacy
 Public Health : Induction orientation courses
Shorter Public Health Oriented capacity building courses for PHC team
members including Public Health Nurses, ANM’s, Aanganwadi workers and
ASHAs and operationalised through TOTs for staff of the numerous Health
Training centres in the State. If this is based on incremental modules then they
can also be linked into a step ladder type, career enhancement initiative.
 Strengthening Public Health Consciousness: Public Health modules in other
disciplines
The SOPH would ultimately also dialogue with other academic disciplines like
social and behavioral sciences, social work, law, management, engineering,
agriculture, environment, journalism, and evolve Public Health oriented
modules to supplement the teachings in those disciplines and enhance the
overall Public health consciousness in the State and in academia and research.
Simultaneously the SOPH would also work closely with the PSM/ community
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medicine departments of medical colleges, nursing, dentistry, AYUSH
institutions and enhance the multidisciplinary public health competence of the
under graduates from this institutions which will ultimately feed into many
considering post graduate opportunities in public health. A module is also
required for clinicians to orient them in all public health aspects.
9. Competency based Skill Development
Public Health capacity building is increasingly becoming competency based skill
development with increasing focus on how to do rather than only what and why. Last year
the Ministry of Health along with IPHA, WHO India Office and many other public health
resource groups evolved a set of 24 competencies relevant to the Indian situation and
evolved a table of the level of this competency to be taught at DPH; MPH; MHA; and MD
levels. The State school of public health could use this frame work as a background and
evolve training needs and frame work for each category of public health worker. The
competencies are outlined below.

BOX – 1
COMPETENCIES IN PUBLIC HEALTH RELEVANT TO THE INDIAN SCENARIO:
CORE
1. Health Planning
2. Epidemiological Skills
3. Family and Community diagnosis
4. Health Management including Financial Management
5. Managing and Implementing Health Programmes
6. Monitoring and Evaluation including health surveillance
7. Health Promotion including prevention and protection.
8. Training and Capacity Building
9. Research including Bio Statistics and demography
10. Working with community including communitization
11. Building Partnership and Network
12. Public Health Law and Ethics
13. Public Health Biology
14. Environmental Health
15. Socio cultural competency including SEPC analysis
16. Health Policy and advocacy
CROSS CUTTING:
17. Critical analysis and systems thinking including problem solving
18. Leadership
19. Communications including informatics
20. Lifelong learning
21. Equity
22. Human Resources Development
23. Governance and decentralization
24. Conflict resolution
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10. Research
There is an urgent need to support the public health policy and system development in the
state through multidisciplinary research that should include focus on:
•

Socio epidemiological research

•

Health system research

•

Health policy research

•

Health economics

•

Health impact assessment

•

Health policy advocacy and knowledge translation

This will enhance public health policy and system development in the State based on
evidence rather than just expert opinion. This is a major lacuna in public health system
development in the Country and the State School of Public Health should invest strongly in
this dimension of learning activity to enhance sustainable and relevant public health
development in the State. Research projects could be introduced to enhance partnership
with other research and training institutions interested and involved in public health.
Strengthening Public Health Capacity: some additional initiatives
At the stakeholders’ consultation a small sub-group deliberated on public health
capacity building focusing on additional initiatives other than the school of public health.
1. Basic orientation and exposure to public health: All persons involved in the
delivery of health care and health services at various levels (right from ASHAs
to Medical Officers) should at least have a basic orientation to and awareness
of the concept and practice of public health. They must be made aware of their
place in the public health system and the specific role they are expected to
execute.
2. Training and capacity building: Apart from the basic orientation, all personnel
within the health system must be equipped with the necessary knowledge and
skills to handle the public health functions at their respective levels and make
them fit for purpose. We need a knowledge (formal/informal, accredited/nonaccredited) skills matrix to define these competencies and assist in the training
and capacity building of the public health cadre.
3. Infusion of trained public health professionals: Public health must be made
more broad-based. The public health cadre should include the existing health
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workforce (equipped with public health training) as well as the emerging class
of qualified and trained public health professionals to fill in the current deficit
in capacity for planning and execution of public health activities. A major
challenge in this regard will be to overcome the inherent tensions between the
entrenched medical fraternity within the establishment and new public health
professionals entering the system, especially when the latter may be better
equipped for certain public health roles. Ways to bridge traditional boundaries
and promote joint efforts will have to be found.
4. Interdepartmental convergence: Current approaches to public health are
disjointed and lack functional linkages between the relevant Government
Departments concerned with public health, viz. between the Departments of
Health and Family Welfare Services, Women and Child Development, Medical
Education, Public Works etc. This is a major issue since public health is
essentially interdisciplinary. Interdepartmental convergence is essential for a
more comprehensive approach to public health.
The following recommendations were made:
 Develop a separate training cadre for building public health capacity in the
state. Set up a faculty development programme to upgrade the training skills in
both the state and regional training institutes
 Training needs assessment and curriculum development for all health cadres
(especially for frontline health workers)
 Clear policies for graded capacity building and career advancement
 Develop district public health cadres to facilitate faster promotions and better
career advancement.
 Health supervisor training, mentoring and supportive supervision for frontline
health workers (particularly LHVs)
 Short term (one month) management training courses for Taluka Health
Officers
 Clearly define and establish operational roles and responsibilities for AYUSH
doctors in the health system.
 Capacity building for AYUSH doctors for public health roles with a strong focus
on national health programmes (possibly a three month training at induction
and continual in-service training)
 Public health training for at least one faculty member in each AYUSH medical
institute with relevant job roles, incentives and career opportunities
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 Develop the public health curriculum in medical (AYUSH/non-AYUSH)/
paramedical education (e.g. one month NRHM module)
 Cross-pollination between persons involved with medical education and those
providing health services:
a. Compulsory postings for postgraduate medical trainees in preventive and
social medicine (six months) and those in other specialities like obstetrics
and gynaecology, surgery and general medicine (three months) in PHCs,
CHCs and District Health Offices
b. Systematically involve persons engaged in the delivery of public health
services at various levels as resource persons or faculty in medical
education programmes
 Public health capacity building for private family/general practitioners and their
involvement in public health programmes/activities

A healthy human resource policy must continually balance the
need for functional health teams at primary, secondary and
tertiary levels of health care and also facilitate a judicious mix of
public health practitioners and clinical practitioners and
specialists.

The

problem

of

non-availability

and

uneven

distribution of skilled health care providers is the central
challenge to meeting our health goals
Source: Annual Report to the People on Health, GoI, September, 2010
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PROMOTING INTEGRATED, COMMUNITY BASED MANAGEMENT OF
CHRONIC ILLNESS
The changing public health scenario in our Country and State

I

ndia, like most countries of the world, is experiencing health transitions, with a rapidly
rising burden of chronic and incurable diseases. Even as infections and nutritional
deficiencies are receding as leading contributors to death and disability, cardiovascular

diseases, cancers, diabetes, respiratory diseases, neuropsychiatric ailments, HIV and other
chronic diseases are becoming major contributors to the overall burden of illnesses.
India positions Chronic diseases including Non Communicable Diseases (NCDs) as a
major public health challenge of growing magnitude in this century with chronic diseases
accounting for 53% of all deaths and 44% of Disability-Adjusted Life-Years (2005) and the toll
are projected to be increasing further. Long Term Care (LTC) for such patients is emerging as
the major health care issue.
With a crude death rate of 6.24/1000 and a population of more than a billion, the
total number of people dying every year in India is about seven million. Also, many chronic
diseases and NCD deaths are occurring at a younger age (35–69 years) in India than in
industrialized countries, where they occur largely in old age (>70 years). The rising levels of
hypertension, diabetes, obesity, tobacco consumption, HIV/AIDS and blood lipids in both
urban and rural Indian population groups point to a major rise in future Chronic disease
burden in India. When we look at the public health scenario in Karnataka, a similar pattern
emerges for e.g. deaths related to diabetes alone, is approximately 1.8 million per year.
Defining the problem
The present medical establishment and medical/nursing education, with its hospitalcentered services, is geared basically to look after patients with acute illness, which is
reflected, in the current emphasis on illness diagnosis, patient-initiated consultations and
curative and/or symptom relieving treatments.
The major difference between the care of the acutely ill and the chronically ill is the
need for regular and continued supportive care in the latter group. Programs for the
prevention and control of chronic diseases need to adopt a ‘life span’ approach, attempt to
reduce risk at stage of life through appropriate public health interventions. Appropriate,
accessible and affordable supportive care services needs to be made available in the
community through organised initiatives by reorienting the approach to care using chronic
care principles. They also need to be variably integrated into different levels of health care
(primary, secondary, and tertiary).
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The Commission on Chronic Illness in USA has defined Chronic Illness as “Comprising
all impairments or deviations from normal, which have one or more of the following
characteristics; a) are permanent b) leave residual
disability c) are caused by non- reversible pathological
alteration d) require special training e) may be expected
to require a long period of supervision, observation or
care”.

Chronic

Diseases

are

assuming

increasing

importance among the adult population in both
developed and developing countries.
Based on the several existing policy provisions

NCDs are emerging as
the leading cause of
deaths in India
accounting 42% of all
deaths and caused
significant morbidity and
mortality in urban and
rural India

under National Program for Prevention and Control of
Cancer, Diabetes, CVD & Stroke (NPCDCS) were analysed and discussed with respect to
integrated management of chronic diseases.
 The State should set up a multi-disciplinary Technical Resource Group (TRG),
which will create the operational guidelines for the effective implementation of
each aspect of chronic diseases outlined in the NPCDCS, and also for the
creation of training materials for the planned educational activities. The
members of the TRG would represent the following disciplines: Director of NCD
programme and programme officers, specialists in public health, AYUSH, social
anthropologists, health systems, paramedical sector, community development
and resource persons from environmental and economic backgrounds and civil
society nominees.
 The

TRG’s

main

overarching

recommendations

will

focus

on

the

implementation of the existing NPCDCS, keeping in mind the 5 ‘A’s of chronic
care (Assess, Advice, Agree, Assist and Arrange) including reaching an
agreement between patient and provider.
 The TRG will deliberate on these following operational themes/objectives and
decide on activities under these themes:
•

Re-orientation of personnel

•

Providing support and upgradation

•

HMIS

•

Partnership with NGOs/Private Organizations

•

Operational research

•

Other issues/aspects
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The TRG will discuss on how to operationalise the sub-points under each of these
themes. The sub-points under each theme would cover the following:

1. Re-orientation of personnel
This includes re-orientation at every level of health system, from the physicians to the
ASHAs. The re-orientation is primarily to chronic care principles. AYUSH inputs will need to
be considered. Similar to allopathic practice, AYUSH need to introduce the concept and
protocol of management into this system and expand the scope. Those Human Resources
for Health (HRH), who work at community level, need to be trained and oriented towards
creation and maintenance of enabling environments for healthy living habits. Capacity
building on the communication, counselling, clinical care and rehabilitation and motivation
has to be addressed. Counselling should include supportive care, Psychological, Social and
economical aspects. Counselling is required not just for the patient, but also importantly for
the care givers and family members. Therefore the capacity for counselling needs to be built
within the existing health care providers, and also the recruiting of counsellors is needed by
the system. Along with the counseling, re-orientation is required for all personnel including
those who manage, support and implement programmes. The re-orientation has to go
beyond treatment to larger public health issues required for health promotion, programme
implementation, organizing services, developing manpower, capacity building of policy
makers and programme managers etc. There is a need of mentors, supervisors at all levels
for handholding and documentation for the successful outcome.

2. Providing support and up-gradation
Health Education and Health Promotion is a very important facet, which need to focus on
community level, school level, and workplace level. The local self governments (LSGs) and
communities need to be empowered with the knowledge of preventable and treatable
nature of chronic diseases by using culturally sensitive interventions like diet; exercise and
enabling environment should be created for healthy living. Local positive health practices
should be identified and re-vitalised. Health promotion is already an important mandate of
NPCDCS, where emphasis has been laid on diet, exercise, tobacco control, prevention of
alcoholism etc.
Emphasis should also be laid on community level screening and early detection of
chronic diseases. HRH should be trained with adequate materials with effective skills for
early detection, prevention and management of chronic diseases. Another important aspect
is continuity of care in chronic disease. Doctors only see the patients for brief periods during
long period of illness. There needs to be greater support and capacity building of care givers
to ensure appropriate home based care. Support for chronic care should be an integrated
approach by all health care providers including academic, private medical, paramedical and
nursing and volunteers.
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3. HMIS
The health information management system is already operational. Due to the existing
infrastructure, there is a potential to increase its application for chronic disease
management as an integrated package with AYUSH. It could be re-oriented for chronic care
in line with its application for the tuberculosis programme (RNTCP). There will be an
additional need to identify and create process indicators for the programme, based on
which the data collection process can be planned and monitored.

4. Partnership with NGOs/Private organizations
The majority of healthcare needs are met by the private sector, and so it is critical that they
be involved too in whichever way possible. Two methods have been suggested here: One is
on the sensitisation of local healthcare providers on NCD management guidelines, and
about the principles of chronic care, just as been done for tuberculosis. The other is to look
for mechanisms to incentivise NCD management (which will need to be looked into further
by the TRG).

5. Operational research
The whole process will require regular reflection to ensure that the direction being taken is
the right one, and to identify gaps in policy and implementation. Monitoring and evaluation
will therefore be critical components. Small research projects can be undertaken by various
groups and stakeholders for this. LSGs should be involved too in the monitoring process. The
HMIS can also be used for the monitoring, through appropriately calibrated collection of
data and to avoid duplication.

These research processes could be coordinated and

implemented by institutions such as KSHSRC. The research should be periodic, time-bound
process evaluators which will feedback to fine tune the programme. All the nursing and
paramedical institutions need to an implement research curriculum and execute field level
research on early detection and prevention of chronic illness.
6. Other
 Accreditation criteria for private medical setups should have some components
regarding chronic care.
 A list of medicines for the management of chronic diseases should also be
created for each level of care.
 Accreditation criteria for Paramedical colleges and field orientation towards
screening, prevention of diseases and health promotion.
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 The state-led insurance schemes should look into how chronic diseases are
being given support through them, and they should eventually be incorporated
into those schemes. AYUSH related care for chronic diseases should also be
included into the insurance schemes.
 Inter-departmental cooperation for example Health Department with
Education Department for preventive health education at secondary school
level.
 There is also a need for community engagement and action for each of these
components, involving the LSGs for each of these activities. The other KJA subgroups should also include chronic disease into their discussion and action
plans.

Non-Communicable Diseases often cause residual disability
and requires a long period of supervision, observation and
care. The basis of our strategy should be to develop preventive
strategies regarding the risk factors and to treat patients at or
near their homes with proper referral systems for complicated
cases.

Source: The Taskforce on Health and Family Welfare, GoK, 2001
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THE WAY FORWARD
ll over the country Public
independence after an initial
exception. Since 2000 AD a
development has emerged in the

A

Health had been neglected, and underfunded post
two decades of Policy support. Karnataka State was no
revival of Public Health capacity building and system
country as a significant policy initiative. The first Annual

Report to the People on Health by the Ministry of Health and Family Welfare, GoI presented
to the Parliament on September 2010 for public discussion and debate clearly outlines the
urgent need and challenge for a new public health policy by stating the following:
“A new Public Health Policy needs to be drafted which will reconfigure the health system
to make it more efficient and equitable....... Such a policy must be evolved through wide
ranging consultations in which the voice of multiple segments of society are heard, unlike
in the past where policies have been influenced mainly by recommendations of expert
groups or international organisations. The new initiatives in health must be uniform and
influenced by vigorous public debate. The consensus of national goals, emerging from such
a process is likely to gain greater acceptance and ownership by professional bodies, civil
society organisations, the private sector and community representatives...... It is for this
generation to make the choice to which road to travel”.
The National Rural Health Mission, National and State Health Systems Resource
Centres, the new chain of Public Health Institutes and courses and the recent dialogue
initiated by the Planning Commission on Universal Health Coverage are signs of this Public
Health Policy and disciplinary revival.
The tasks of public health system development in all States including Karnataka needs
a multidisciplinary and multi-sectoral policy response that focuses on an emerging paradigm
shift constituted by the following:


Moving beyond a narrow biomedical and techno-managerial view to a more
inter-sectoral and community health oriented view of public health



To base Public Health development on Community empowerment and system
development particularly at district level and below



To be practitioner oriented with close interaction and engagement with the
public health system rather than an elitist, consultant orientation

Karnataka has the multi-disciplinary and multi sectoral-institutional and human
resources to make a difference. The formation of a Mission Group on Public Health by the
State Knowledge Commission building on the earlier State Task Force on Health and Family
Welfare is a sign of this commitment. A strong public health system is the way forward. This
system as it gets evolved and operationalized must address the following system challenges
outlined by a recent WHO document:
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Development of evidence based public health policies



Development of institutional capabilities for closing the gap between
knowledge and practice



Development of appropriate human resource at all levels



Health promotion, healthy lifestyles with involvement of civil society



Strengthening of public health regulation and health financing



Community health based public health research



Ability to solve complex societal problem through multidisciplinary research

LIST OF RECOMMENDATIONS
As a beginning to this public health strengthening process, the Mission Group on Public
health proposed the following recommendations:
 UNIVERSAL ACCESS TO FREE MEDICINES:
The Karnataka State should provide universal access to free medicines in Karnataka by
initiating the following policy supported steps:
1. To scale up the public spending on drugs from the current 6-7% to at least 15%
of overall Government expenditure on healthcare. This would substantial
increase the availability of free essential medicines and likely to avoid chronic
scarcity in public health facilities.
2. To have an efficient and reliable medicine supply systems, reconfigure
medicine procurement and supply chain system through a centralized
procurement and decentralized distribution model. The procurement of
medicines has to be based on Essential Medicine List and has to set a standard
treatment guideline in all public health facilities. To monitor the procurement
process, build strong monitoring and evaluation system to ensure that only
generic medicines are procured and there is strict adherence to ethical
promotion of medicines balanced by independent and continuous prescription
audit in the public health facilities.
3. To improve the functioning of the State Medicine Regulatory System an
adequate and substantial investment in infrastructure and adequate skilled
workforce to curb selling of banned/bannable, hazardous medicines, poor
quality medicines, inessential fixed dose combinations etc.
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 URBAN PRIMARY HEALTH POLICY MISSION:
4. To develop an Urban Primary Health Policy to focus on multi-sectoral services
through a primary health care approach reaching the urban poor and
marginalized. This include Access to basic services, Women’s heath including
violence against women, Child health, Mental Health and substance abuse,
services for marginalised including people with disabilities, aged, street
children and migrants and Inter-sectoral convergence.
 AYUSH AND PUBLIC HEALTH INTEGRATIVE MISSION:
5. To evolve an integrative AYUSH and Public Health Mission to develop a plural
public health system consisting of AYUSH and Public Health professionals. The
Mission would focus on creation of institutional mechanisms in the Dept. of
AYUSH to work on planning, implementation and research, training and
utilization of AYUSH man power in primary health care and public health care,
inclusion of Public Health/AYUSH Curriculum in Public Health/AYUSH
institutions and accreditation and certification system for local health
practitioners and knowledgeable women through State Universities and
IGNOW to support traditional/community knowledge systems.
 PUBLIC HEALTH CAPACITY STRENGTHENING:
6. To impart public health skills and capacities at all levels of the public health and
primary health care system to the training modules. This training could be
imparted with other disciplines including social work, law, management,
engineering, agriculture, environment, journalism and others to strengthen
public health consciousness.
 PROMOTING INTEGRATED, COMMUNITY BASED MANAGEMENT OF CHRONIC ILLNESS:
7. To set up multidisciplinary State Technical Resource Group (TRG) to build
existing provisions of the latest national programs. This would promote major
public health initiative focusing on the emerging non communicable disease /
chronic illness epidemic. The group will initiate re-orientation of health
personnel, health promotion, strengthening Health Management Information
Systems integrating AYUSH and process indicator aspects, partnering local
health care providers, operational research to identify the gaps in policy and
implementation and to evolving accreditation criteria for all levels and
involving insurance schemes, and community as well as promoting interdepartmental collaboration.
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