Advocacy on Issues in Public Health:

JSS has tried to intervene in influencing policy and practices where possible in issues of primary health care of the rural poor. The main areas of advocacy have been in the 

a. Drug pricing, procurement, weeding out irrationality, and the listing of essential drugs

b. Diagnosis, treatment and control of malaria in the public health system and the community

c. Treatment strategies, choices and diagnostic strategies in tuberculosis treatment

d. Antiretroviral therapy care availability  for HIV positive people at the state level in Chhattisgarh

e. Better PDS and food availability and supplemental oil in PDS

f. Access and quality issues in primary health care- advocating universal health care and a package of health care that looks at all the needs of the rural poor people

g. Need to reinstate a proper leprosy treatment and control programme

h. Radiotherapy facilities in central and northern Chhattisgarh

i. And finally, to have a special programme for the under 3 child- especially to address the complementary feeding needs

Changes in policy and practices that may lead to better achievement of right to health and health care have been few. We highlight some of the processes to which we feel that the work done at JSS has contributed.

EXCERPTS FROM REPORTS OF YEAR 1 AND YEAR 2 

1. Availability of edible oil in the Public Distribution System. It has been shown previously that the nutrition levels of adults and children are abysmally low due to poor food availability. The PDS provides for 35 kilograms of rice at Rs 3 per kilogram in Chhattisgarh state to all poor families. However, this is not adequate. It has been shown previously that the diets of people contain less that 20 ml of oil per day, while the necessary amount should at least be 40 ml per person per day. We had been arguing for long that like rice or wheat, the PDS should provide for edible oil too, a measure that will increase calorie intake without increasing the bulk of food. In May 2008, this demand has been met, and now each family gets one litre of edible oil @INR 60 per family ( much lower than the market price) per month. 
2. ART centre in Raipur: Due to advocacy efforts, the first centre offering access to anti-retrovirals opened in the capital city of Raipur in January 2007. We have been referring patients to this centre and have already described the positive impact that access to anti-retrovirals has had on the lives of PLWHAs, in our previous reports. While this is a positive practice change, it is still inadequate for a single centre in a state of 133,000 sq.km and a population of 20 million, with large distances and inadequate public transport. 

3. Advocacy on Drug Issues: Impact on Policy .
1. The  Pharmaceutical policy in India is in the peculiar predicament of being in suspended animation.  The Government released a part of the policy in December 2005, terming it part-A. This dealt with issues related to pharmaceuticals other than price control. According to the government Part-B, which was to deal with issues of price control was to be released a few months later. Thirty four months later, the crucial part-B of the policy, has yet to see the light of day. At the moment a Group of Ministers appointed by the Cabinet is supposed to deliberate and finalise the document. In the 2 years since it has been constituted, it has not managed to meet on more than a couple of occasions. It was expected to release the policy earlier this year, but that did not happen, and now with elections around the corner there is little hope for its release in the midst of other priorities. The long delay in the release of the report, in our opinion is because of intense lobbying by an increasingly influential pharmaceutical sector. This sector  has not been happy with the proposals of a succession of committees like the Sandhu Committee, the Task Force appointed by the Prime Minister, the Standing Parliamentary Committee, and the joint Government-Industry committee, as well as the proposal of the Minister Mr. Ramvilas Paswan. All of these suggested, in one form or another ,price regulation as a mechanism or deterrent to prevent overpricing of drugs. 

2. All India Drug Action Network (AIDAN) of which Jan Swasthya Sahyog is a member organization, has been the sole group articulating the concerns from a public health and people’s perspective to the various committees which have been deliberating on the matter of pharmaceutical policy. It has made presentations to each of the above committees, including to the Group of Ministers.  We were  able to make a  presentation to the  Standing  Committee on Chemicals & Fertilizers (2005-06) of the Fourteenth Lok Sabha,  of the  Ministry of Chemicals & Fertilizers.
3. Even though the pharmaceutical policy has not been released, the major impact of our advocacy efforts has been : 
a. We have been able to bring price regulation of medicines back on the agenda by highlighting the increasing healthcare costs of which the majority is being spent on purchase of medicines. Other issues include the extent of overpricing existing in the market, the clear evidence against deregulation in the form of abnormal price increases of drugs in the past whenever they were removed from the price-controlled category. We have done this in the form of written submissions as well as oral presentations.

b. We have been able to bring availability and affordability of essential medicines in particular on the agenda. 
The impact of our efforts is clear from the various recommendations that have emanated from the committees and commissions deliberating on these issues:

a. The final report of the National Commission on Macroeconomics and Health, in which we had participated as resource persons and reviewers of the report, came out unequivocally in favor of price regulation. Not only did it come out in favor of price regulation, it came out in price regulation of all medicines, since it foresaw a situation where price regulation limited to essential medicines would promote shifting of production by industry to medicines outside the list of essential medicines.

  We quote excerpts from the Executive Summary:

  “     Price of drugs
Only 76 drugs accounting for around one-fourth of the drug market are under price control. An examination of the price trends of 152 drugs (consisting of 360 formulations) reveals that antibiotics, anti-tuberculosis and anti-malarial drugs, and drugs for cardiac disorders, etc. registered price increases from 1%-15% per annum during 1976-2000. Indian households spend 50% of their total health expenditures on drugs and medicines. Reducing this burden and ensuring access can be achieved by: (i) bringing all drugs under price control to ensure lower prices for the households; (ii) streamlining and putting in place a system of centralized pooled procurement of drugs so that the public health system can save almost 30% to 40% on costs; (iii) weeding out irrational drugs and irrational combination drugs; and (iv) encouraging ISM drugs for treating diseases for which efficacious and low-cost drugs are available. Price control, as is the practice in several countries such as Canada, is justified on the basis of the drug prices outstripping WPI. Second, this will address about 90% of the health needs of the community and reduce household spending on these services. Price control should not be limited to essential drugs as the industry can then simply switch its production to the non-controlled categories, depriving people of access to essential drugs….”

b. An important policy related document which draws extensively on our representation is  Seventh Report of the Standing Committee on Chemicals  and Fertilisers of the Fourteenth Lok Sabha titled “ Availability and Price Management of Drugs and Pharmaceuticals.” The entire report runs into 78 pages,makes use of the material from our book “ Impoverishing the Poor: Drugs and Pharmaceuticals Pricing in India. LOCOST and Jan Swasthya Sahyog”, in a number of places. 

4. Issues in tuberculosis treatment and control: We have been arguing for changes in the management of tuberculosis for several years. The following changes have resulted in the public health system’s practice in tuberculosis.

a. The World Health organization accepts and recommends daily frequency of drug treatment in tuberculosis for all types of tuberculosis as the preferred frequency rather than intermittent frequency in the last 3 years. We had reviewed the literature and our own experience and had found intermittent treatment regimens inferior to daily treatment regimens.

b. The need for supplemental food in treatment of tuberculosis has also been recognised. The World Food Programme is now going to make provision of food for patients with tuberculosis and HIV in selected states.

c. The need for treatment provision for Multi drug resistant tuberculosis in the public health system has been accepted. While the numbers are small, the state has agreed to it.

5. Heart diseases in children: Heart diseases in children  are a significant cause of morbidity and death. A great majority of  them are manageable if diagnosed early and surgical treatment planned. Due to our highlighting the issues, the following has happened at the policy and the practice levels.
a. The child cardiology society of India has developed standard guidelines- a policy document for management of these problems for the entire country. In August 2007.

b. The government of Chhattisgarh has initiated a child heart diseases management scheme that will provide funds for diagnosis and management of these children and will organise the care.

6. Creches for the under 3 child: The policy document for the under 6 child, recently prepared has specifically recommended opening of village level crèches for the child below 3 years of age in rural areas, in addition to the anganwadis that are existing. We had been advocating for crèches based on our service work, in order to address the problem of complementary feeding in the young child effectively. 

7. We have successfully advocated for the adoption of the system of rice intensification in dryland areas by the government of Chhattisgarh in order to increase food production.

8. Leprosy: Our aggressive advocacy for reinstatement of the recently disbanded National Leprosy Eradication Programme has only resulted in it being recognised as an issue that needs redressal. However, there have been no changes at the policy and the practice level.

(from the 2nd year annual report)

ADVOCACY - Consultation on falciparum malaria

CONSULTATION ON FALCIPARUM MALARIA CONTROL HELD AT JAN SWASTHYA SAHYOG, GANIYARI, Feb 20-21 FEBRUARY 2009. 

Background: The control of falciparum malaria at the National level is now under the national vector Borne diseases control programme since 2005. The strategy to control this important disease has undergone many changes in the last three decades, and yet  falciparum malaria does not seem to have undergone a major decline in its impact. In 2008, under the advice and support of the WHO and the World Bank, the programme for control of malaria has been completely revised. The changes are substantial. 

Some of the new recommendations include the preferential use of Rapid Diagnostic kits (RDTs) instead of strengthening the microscopy services to diagnose falciparum malaria; the use of Artesunate Combination treatment (ACT) for all cases of Pf malaria; the withdrawal of chloroquine chemoprophylaxis in pregnancy in women in endemic areas; use of only Long lasting Bed nets as the mainstay of control strategies  in the programme; the district hospital being the minimum level of health care delivery for treatment of severe malaria. Finally to deliver all the aspects of malaria control at the community level, the ASHA would now become the main provider of services, in fact the expectation is that these new initiatives will infuse new energy into the ailing public health system. 

The process: A consultation to discuss issues related to falciparum malaria control in India was convened by Jan Swasthya Sahyog at Ganiyari on 20th and 21st February, 2009. It was felt necessary to discuss the new recommendations for the control of falciparum malaria that have been made by the NVBDCP in order to develop a common understanding of the issues involved, and to build support for reducing the burden of malaria in central India. 

The issues raised in the consultation focused on the following areas: 

a. What is the status of resistance to chloroquine in falciparum malaria, especially in the five central states that contribute to over 90% of falciparum malaria? Is the switch to ACT justified for non severe malaria?

b. What is the best diagnostic strategy for the diagnosis of falciparum malaria- microscopy or rapid kits or just a clinical diagnosis?

c. Issues in management of severe malaria: 

a. What is the antimalarial of choice? What is the oral switch recommended?

b.  How do we provide the other components of severe malaria care such as safe blood, checking blood sugars, and dialysis care in the public health systems?

c.  What is the prescription for pre hospital care in these patients?

d. How do we protect a pregnant woman and her unborn child from the five times higher risk of death or of severe disease as a consequence of falciparum malaria? 

e. What should the preventive strategy  focus on? Should it be the long lasting insecticide treated bed net(LLITN)?

f. What should be the strategy for building capacity among service providers in malaria prevention and care?

g. Malaria and primary health care

The consultation was held to exchange views and information, share experiences and documented literature.  There were several technical, operational and governance issues to discuss. Thus, the format used for discussion included a basic presentation of the issues in each sub topic and then responses by the involved or affected institution or group in the form of  points and counterpoints.  The group had representation from a variety of people working with Malaria in the states of Chhattisgarh, Orissa, Jharkhand, Madhya Pradesh, Maharashtra, Gujarat, West Bengal and Assam. They included Directors from NVBDCP, New Delhi and social activists from NGO’s working in malarious areas ; representatives from international agencies like the WHO, World Bank, UNICEF, Medicine Sans Frontiers MSF and Drugs for Neglected Diseases initiative DnDi ; and experienced clinicians treating malaria patients in the poorest parts of the country ; State Health Secretaries / Commissioners, State Malaria Officers and Experts in Public Health and Health Sector Reforms like the State Health Resource Centre, Raipur  ; Scientists from NIMR & NVBDCP and teachers of Medicine from Academic Institutions. The Consultation therefore brought together a unique mix of scientific, clinical, grass-root and governance experience.

Though it seemed that there was serious engagement on these issues by a wide spectrum of people, ensuring that the national programme makes mid course corrections needed continued engagement. While there was a development of a positive (malaria) community network at the field level, engagement at the policy level was considered very important. 

The two days of consultations involved serious discussion on a wide range of issues related to falciparum malaria control. Several recommendations were made by the group and these were forwarded to the NVBDCP for consideration. (see annexure ) 

Subsequently, The Planning Commission requested JSS for a presentation of the issues raised and discussed at the abovementioned consultation, and a meeting was held on 13th May 2009, where the Health Secretary, Jt Secretary (Health), as well as the Director and Jt Director NVBDCP, Director NIMR, representatives from the World Bank, WHO and UNICEF were present. Three people Yogesh Jain, John Oommen and AV Ramani from among the participants of the consultation presented the recommendations to this group. 

A representation was also made to the Joint Secretary in the PMO regarding the issue of malaria chemoprophylaxis in pregnancy. 

The new programme has now been launched in Chhattisgarh and it remains to be seen how well it functions on the ground and how effective it is in reducing falciparum malaria morbidity and mortality.

The presentations and literature are being put together as an e-book, co-ordinated by Dhruv Mankad. 

There is a need to pursue the process of raising questions about the problems in the malaria control programme and well as continuously engage with the programme implementation at the state level. The issues include technical and operational aspects of the problem as well as governance concerns.
ADVOCACY - Consultation on the village health worker.

The debate about the the village based health worker has been a long-standing one involving many aspects – the rationale for their existence; their role; their selection; their training and supervision; their remuneration (or not) and their relevance today. In many countries, village health workers have been instrumental in revolutionizing the health scenario in their area, be it by health education, by preventive or curative care, or by organizing the community to demand better health services.  

Various models have been tried by different organizations depending on their philosophy, and village health worker based programmes have met with mixed levels of success. 

Critics of the VHW concept argue that this is a method of shortchanging people in rural areas, by giving the impression of providing services while not providing any substantial ones, and making do with poorly trained and ill-equipped village workers. 

The government of India initiated a village based health worker programme in the 1970s, through the Community Health Guide scheme. This later evolved into other definitions of the worker, till now under the National Rural Health Mission, the village based worker is a woman called the ASHA or the Accredited Social Health Activist. 

At Jan Swasthya Sahyog, too, the health programme is based on a three-tier structure, the main platform of which is the village based health worker. Our health worker programme is based on the following premises: 

a. Is it not essential for a health worker to be literate – knowledge and skills can be imparted if taught by appropriate methods. 

b. Training women as health workers will help to empower them; and also be more relevant to the community as women will be less hesitant to approach them for their own health problems. 

c. Health workers need to be given some curative skills not only to save lives, but also to enhance their credibility in the village in order to facilitate any preventive and health education work that they may want to do. 

d. Health workers need constant and regular supervision and guidance and re-training. 

e. They need to be backed up by a responsive referral system – at JSS this is provided by the clinic at Ganiyari, and for the past year, by senior health workers at the subcentres as well. 

It was in the context of sharing our learnings and to learn from other organizations involved in working with village based workers, that we had planned to organize a consultation on the village level health worker. We are also concerned about the quality and content of training of the ASHAs under the NRHM, as well as their supervision. 

However, though we did not hold a separate consultation like we did for falciparum malaria in early 2009, we organized and actively engaged in the Chhattisgarh state level workshop about the Mitanin (the Chhattisgarh predecessor to the ASHA). This workshop was organized by the State Health Resource Centre and participants included people from the state Government and NGOs, as well as people from the National level who are involved with the NRHM. 

The following is a report on the meeting prepared by SHRC. 

SHRC organized a workshop on ‘The Future of Mitanin – A Visioning Exercise’ on 18th July at Raipur. It was chiefly attended by some of the Governing Board members of SHRC, some active Mitanins from various districts, a few Mitanin Trainers (MTs) District Resource Persons (DRPs) and Field Co-ordinators (FCs) and Mitanin Programme State Team at SHRC. Shri Vikas Sheel, Secretary, DoHFW, Chhattisgarh also participated for part of the workshop and shared his views. He urged the gathering to deliberate on some specific questions related to the future of the Mitanin programme.

A status report on the Programme was presented. It was followed by a discussion on key challenges and opportunities in front of the programme. Historical retracing  attempted for  reasons why government wanted Mitanins and why SHRC was formed. It is time to reflect whether Mitanins are performing as per original objective or not and how Mitanin should cope with future challenges. The group is to provide recommendations to SHRC  on those issues.

The following areas were identified for focused discussion:

· Roles and Responsibility of the Mitanin

· Operational Improvement in programme

· Incentives and Compensation for Mitanin

· Mitanin’s Career Path and Renewal

· Mitanin Welfare Fund

· Mitanin Support Structure (MT, DRP, FC and State Coordinators) and its future: Their skills, incentive, Career path, Work Culture and Hierarchy

The following Recommendations were made by the group at the end of the Workshop:

Roles and Responsibility of the Mitanin

There is a need to re-emphasise the role of the Mitanin in organizing collective community action to prevent disease and promote health. For this VHSCs provide a suitable forum now and the focus should be on strengthening  this forum. In terms of service provision, the current curriculum of the Mitanin can be expanded , subject to the limits of feasibility and desirability.  It may not be necessary or feasible to upgrade skills in all the places.  While only a few specific dimensions may need to be added to their current service provision role, the effort should be to make the existing skills stronger. It is important to protect the participatory and activist nature of the programme. The culture of relating to Mitanin as a volunteer or community leader has to be preserved. We should continue to encourage this and resist any tendency to consider her a ‘worker’. Mutual solidarity amongst Mitanins as women and as Mitanins should be encouraged further.  

Operational Improvement in Programme

There is a need to relook at MIS requirements of the programme.  An internal as well as an external evaluation should also be planned. 

Incentives and Compensation for Mitanin

Though volunteers, when engaged for specific tasks wage compensation is a must.

All payments to Mitanin should be routed through VHSCs. If the Government decides to allocate more money for payment of incentives or compensation to Mitanins, it must be through VHSCs. This will help in keeping Mitanins accountable to community and at the same time avoid her becoming subservient to ANM or other department functionaries.  Further if any fixed monthly payments are proposed by the central government, Chhattisgarh government should decide to route it through VHSCs and link it with performance on local level service provision like home visits for neo-nates, malnourished children, pregnant women, mobilization of beneficiaries, promotion of institutional deliveries, collection of  sputum sample, blood slides etc. 

Mitanin’s Career Path and Renewal

Adequate effort has to be made every year to recruit new Mitanins who have dropped out. Their training in the basic modules must be ensured by having a decentralized training structure at district level. Mitanins should be actively encouraged to try to become ANMs or Panchayat representatives or Anganwadi workers. There is a strong likelihood that the sensitivity and skills acquired as Mitanins will help them in playing such roles better. Chhattisgarh Government’s move to choose 1000 ANMs out of Mitanins is a very welcome step. It will help in adding to the health workforce as well as allowing Mitanin programme to bring in fresh blood. Rest of the Mitanins should also be encouraged to gain educational qualifications. There is already a strong trend of Mitanins enrolling in open school examinations. Eg illiterate Mitanins are studying to become 5th pass, the primary educated ones are appearing for the 8th standard and so on.  This trend should be studied and actively encouraged.

Mitanin Welfare Fund

The draft prepared by SHRC for this fund is a well thought out one. It is mainly for insurance coverage and for prizes for children of Mitanin excelling in studies. If more money can be available, the government should consider providing bicycles and mobile phones to Mitanins. In fact provision of bicycles to Mitanin Trainers should also be a priority. 

Mitanin Support Structure (MT, DRP, FC and State Coordinators)
There is a need to create a democratic team culture between the MTs, DRPs and FCs. FCs should not come across as officers giving orders to MTs or DRPs. 

In order to mentor FCs, senior leadership from SHRC need to travel more often with the FCs in their field locations. A career development proposal for MT, DRP, FC and State Coordinators should be developed by SHRC. FCs who have completed more than five years in one role need to be encouraged to come into fresh roles. Thus FCs should be more like ‘Fellows’ rather than staff in a fixed role. One option might be to consider the new FCs as ‘Community Health Fellows’ with fixed term appointment and not as regular staff. 

Some issues were raised about the draft report: 

a. It may not be necessary or feasible to upgrade skills in all the places. We feel that there is no place where we can afford not to upgrade the skills of the mitanin, though this will take some planning and organization to do. 

b. There was debate on the view of keeping the mitanin purely as a volunteer and not paying her for services rendered. Another viewpoint was that if she is performing the tasks of a village health worker, it must be acknowledged and she should be compensated suitably. 

c. Most village health and sanitation committees are not functioning properly, whereas it has been assumed that they will play a central role in paying the mitanin and that she will be answerable to the community through them. 

d. There was no agreement on the amount of remuneration – if that was agreed on in the first instance. 

The final recommendations are awaited. 

Further notes and observations about the health worker and her role are in annexure 11.

ADVOCACY - Obtaining State support for crèches

The issue of childhood malnutrition and who from the State should address it has remained unresolved till date. There seem to be insurmountable barriers to this seemingly simple problem. As of now, supplementary nutrition programmes are under the purview of the Department of Women and Child Development under whom the ICDS system functions. However, any illnesses are to be managed by the health department. The Public Distribution System, through which food grains are made available at a subsidized rate for those below the poverty line, is under the Panchayati Raj department. Availability of safe drinking water and sanitation, which is essential for prevention of many diseases, is taken care of by the Public Health and Engineering Department. No one wants to acknowledge that the health of young children needs inputs from all the above, or that they have a significant responsibility in this regard. 

Jan Swasthya Sahyog has been making efforts to reduce malnutrition in the young child by running crèches for children between 6 months and 3 years of age. We find significant benefits from the programme, and have advocated for its up-scaling in various forums. Repeated attempts to get funds under the Rajiv Gandhi National Creche Scheme have failed to  yield results, and the nodal department (Central Social Welfare Board) is now under the scanner for mishandling the scheme. 

We have discussed this issue with the CEO of the Zila Parishad and he has shown an interest in linking this with wages given in the NREGA (Annexure 12). We have also highlighted the crèche as a sustainable way to prevent childhood malnutrition at the national consultation on SAM (severe acute malnutrition) held in April 2009 in the National Institute of Nutrition, Hyderabad (Annexure 13). Our successful lobbying with the Secretary, Social Welfare of the state has led to off-site crèches being allowed under the NREGA (previously only on-site crèches were recognized for payment of wages). 

However, we have not been able to get any specific initiative on the part of the state government for crèches as we think it involves inter-departmental co-ordination which seems difficult as of now. 

� Executive Summary of the Report of the National Commission on Macroeconomics and Health, Government of India.











