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The Institute of Public Health has come a long way since its inception and it is important for 

us to acknowledge the people who have contributed to this growth.  This journey would not 

have been possible without the blessings of our friends, colleagues and partners. Here, we 

would like to specifically mention the Institute of Tropical Medicine, Antwerp for all their 

support, technically, financially and emotionally.  

In the same spirit, we would like to thank each member of the technical teams for the   

relevant information and write ups, despite busy schedules. The annual report would also 

not have been possible without the focused efforts of Mrs. Dipalee Bhojani, who worked in 

coordination with the various technical teams to put together this report. We hope you will 

enjoy reading the descriptions of activities and learnings of the past year. Even though we 

have tried to reach excellence while writing the report, bringing to our notice, possible 

errors that need correction would be highly appreciated.  

Material from this report may be used by others, provided it is duly acknowledged.  

Published by the Institute of Public Health, Bengaluru, India.  

 

June 2011. 
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The year 2010 was a mixed year for India. While the government introduced the Right to 

Education Bill, to ensure that all children have access to primary education, it has been 

unable to contain the steady rise in Maoist violence. Temperatures soared to fifty three 

degrees Celsius in some parts of India, as other parts of the country were flooded due to 

incessant rains. On the health front, 2010 was the year of Universal Health Coverage 

(UHC). Everybody suddenly has woken up to the mantra of ensuring universal access to 

healthcare, based on their area of specialisation. For instance, on the one hand, TB 

specialists were talking about ensuring UHC for tuberculosis (TB) care, while Indiaôs 

Planning Commission was talking about achieving UHC by 2020.  

For IPH, 2010 was a year full of ups and downs - thankfully, more ups and fewer downs. 

On the positive side, we hosted one of the first national conferences on strengthening 

health systems. This conference was also unique because we managed to get both 

researchers and policy makers on a common platform. In addition, we, along with Institute 

of Tropical Medicine (ITM), bagged another research project ï the Health Inc, which tries 

to understand underlying reasons for exclusion in the health sector. Finally, IPH was 

granted funding by World Health Organisation (WHO) Geneva, to conduct an evaluation of 

the Rashtriya Swasthya Bhima Yojana (RSBY) in Gujarat.  

The HESVIC research project has finally taken off, while the Tumkur classroom sessions 

have come to an end. We have also had many international visitors this year: a team from 

the century old Makerere University, Kampala, Uganda, who visited us to study our district 

health management course. This was followed by an ITM alumni regional bi-annual meet 

with participants coming from four continents. It was a heady experience to listen to 

professionals from countries as diverse as China, Brazil, Cambodia, Uganda, Peru and 

Philippines. Other than these distinguished visitors, we also had eight interns from various 

schools of public health in India.  

The Urban Health action research project completed a baseline survey and training of the 

Community Health Assistants (CHA), while we witnessed positive outcomes of our 

advocacy efforts in tobacco control. Even though three studies have been completed, we 

have not been able to analyse data and use this evidence for advocacy. Writing and 

publishing has been our Achillesô heel and barring a couple of staff, most others are 

hesitant to put their thoughts down on paper. We hope that 2011 will be different. 

While two of our team members bid adieu to IPH citing personal reasons, one more from 
the IPH team has become a Ph. D student.  

Dr. N. Devadasan 
June 2011 

The year that was  
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It has now been six years since the inception of IPH and over these years, it has grown in 

both numbers as well as outputs. In June 2009, the staff and well-wishers of IPH had come 

together to collectively develop a strategy document. However, since then the number of 

staff in IPH had nearly doubled and it was therefore necessary to re-visit the document. It 

was felt that this process would also help the new team members internalise the vision and 

mission of IPH. Thus, the strategy document was revised at a three-day retreat in January 

2011, where the team reaffirmed its commitment to an updated vision and mission.    

  

 

 

 

Apart from the above mentioned values, IPH also affirmed that health was a human right 

and that the team shall adopt the following guiding principles in their work and personal 

life: 

¶ Focus on the vulnerable 

¶ Quality 

¶ Ethical practice  

¶ Modest austerity  

The following strategies were identified to achieve our mission: 

¶ Training 

¶ Research 

¶ Advocacy 

¶ Technical assistance  

Revisiting our Vision and Mission  
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Capacity building of professionals is one of the principal activities of IPH. There has been 

increasing evidence from India and elsewhere, which highlights the crucial gap in human 

resources within health services. This has been largely due to the mismatch in knowledge, 

skills and experience between academicians, healthcare providers and policy makers. 

Given that, IPH aimed to bridge the discrepancy through its training sessions. Since IPH 

looks at training as an activity that goes beyond the classrooms, our efforts have not been 

just to impart knowledge but also to ensure that the participants are able to translate this 

knowledge into action. 

In the year 2010-11, we completed two important training programmes. The first was the 

District Health Management Course for mid-level health officers from Tumkur district. The 

other was a short five-day module on health management for Primary Health Care (PHC) 

medical officers, which was in keeping with our agreement with the Government of 

Karnataka (GoK). 

1.  DISTRICT HEALTH MANAGEMENT (DHM)  

A study conducted by IPH in 2007 revealed that an important reason for poor health 

outcomes in India was the lack of management skills at the district level. Based on the 

findings of this study, IPH decided to train district level officers on issues in public health 

management. To strengthen the technical inputs for the training, IPH formed a consortium 

of five organisations, called Swasthya Karnataka (SK).  

SK partnered with the Karnataka Health Systems Development and Reforms Project 

(KHSDRP) to build the capacity of Tumkur District Health Management team. 

The training programme was launched in August 2009 and was completed in December 
2010. 

 

 

 

 

 

 

 

 

 The Swasthya Karnataka consortium 

Profile of the participants 
 

¶ District Health Officer 

¶ District Programme Officers 

¶ Taluk Health Officers 

¶ Specialists from district and 
taluk hospitals 

¶ Nursing Officers 

¶ Administrative Officers 

¶ BPMs and DPMs 

Training  
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This programme was unique because of the following characteristics: 

A.  TEAM APPROACH TO TRAINING : It was found that even if an individual within the health 

system was enthusiastic, there were systemic barriers in implementing new strategies after 

attending training sessions. This was largely because the government sent staff to attend 

training programmes randomly, instead of trying to build a team of effective healthcare 

workers. Given that, SK decided to train the entire cadre of health officers at Tumkur in a 

systematic way. Officers from the District and taluk Health office, specialists from the 

district and taluk hospitals as well as relevant managerial staff were given the training. It 

was felt that a team approach would ensure sharing of new ideas, encourage innovations 

and promote greater interaction between the various staff members.  

B.  EXPERIENTIAL LEARNIN G: Traditionally, training of government officers has been 

conducted under the assumption that they need to be provided with new information. 

However, most of these officers were found to have considerable years of experience in 

their field. Therefore, SK planned the training based on their experience and existing 

knowledge. This was to ensure that the capacity building activities were based on the 

experiential learning theory, which facilitated greater 

quality of learning for the participants by placing their 

experiences in a theoretical framework.  

C.  BLENDED TRAINING :  The programme was a mix of 

classroom sessions, field assignments and mentoring in 

the field to help participants translate their knowledge 

into action.  

A total of sixteen modules were taught over seventeen 

months. While the initial batch consisted of sixty three 

participants, many dropped out because of retirement, 

transfers and lack of interest. This was further 

compounded by extraneous factors such as a strike by doctors, year ending pressures and 

dates of the sessions clashing with other training programmes. As of 31st December 2010, 

we had trained eighty two people. However, only twenty three of them completed ten or 

more modules and they were given certificates at a function organised by the government. 

The rest of the participants have been given the opportunity to attend classes and 

complete the course. Three of the participants have also been recommended for the 

Masterôs in Public Health (MPH) course in ITM, Antwerp. They have got admission and are 

awaiting news about scholarships.  

Topics 
 

Public health, Planning,              

Administrative & 

Financial   procedures, 

Supervision,   Quality of 

care, Monitoring, 

Leadership, Teamwork, 

Conflict resolution, 

Motivation, Role of 

Panchayats and two 

clinical topics.  
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Knowledge to action: 

While it is still too early to assess the impact of this training programme, we would like to 

share some anecdo-

tal evidence of its ef-

fect. 

¶ The District TB Of- 

ficer applied the con-

cepts of problem tre-

e analysis to help her 

improve case detect-

ion of TB patients. 

¶ The Administrative 

Medical Officer of G-

ubbi taluk conducted 

a study in his hospit-

al to understand the 

reasons behind pati-

ent dissatisfaction o-

ver the offered servi- 

ces.  

¶ The taluk Health Officer from Gubbi taluk used the concepts in the module on motivation 

to understand the attitudes of his staff in the health centre.  

¶ Situational analysis and data validation skills were employed by enthusiastic participants 

during the National Rural Health Mission (NRHM) Programme Implementation Plan (PIP) 

formulation. 

¶ The District TB Officer and Reproductive and Child Health (RCH) Officer have been 

using supportive supervisory skills in their everyday practice. This has opened up channels 

of communication with their peers as well as subordinates and has also improved the 

quality of their outputs.  

¶ A few SK participants attended the International Conference on Strengthening District 

Health systems held at Chennai in May 2010. They actively participated in the discussions 

and also made field trips to PHCs, taluk hospitals and sub-centres. All field visits involved 

detailed interaction with the health functionaries of these institutions through interviews and  

SK participants during the training sessions at Tumkur 
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tours of the facilities. The end result was a report, which tried to explain why the health 

services in Tamil Nadu were more effective as compared to those in Karnataka. 

2.  PHC MEDICAL OFFICERS  TRAINING  

The training for PHC medical officers of Tumkur district was undertaken to strengthen their 

managerial capacities. The objectives of the training were to provide them the principles of 

public health a- 

nd PHC mana-

gement, to enh- 

ance their und- 

erstanding of t- 

he  varied adm-  

inistrative and 

financial  

procedures, to  

present them  

with soft skills l- 

ike leadership, 

motivation and 

team work, an-

d to assist the-

m in understan- 

ding the import- 

ance of monitoring their work. Each training session lasted for three days. One of the 

unique aspects of this activity was that some sessions were facilitated by participants from 

the district level trainings. 

3.  e-LEARNING  

The institute plans to host e-learning courses so that public health knowledge spreads to a 

larger audience. Given that, many activities were undertaken to strengthen the e-learning 

team. As e-Learning is a new concept, we used 2010 to build the capacities of the training 

team. They attended the óIn Wentô workshop in Hyderabad, where they internalised the 

technical and didactical design tools used in planning and developing e-learning courses. 

This was followed by a visit from Carlos Kiyan and Inge de Waard, the e-learning experts 

from ITM. The workshop they conducted at IPH provided insights into pedagogy, Bloomôs  

 

PHC MO training 
participants at 
Tumkur 
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IPH received interns 
from  
¶ TISS ï Mumbai 

¶ AMCHSS (SCTIMST) - 

Trivandrum 

¶ KLE University ï 

Belgaum 

¶ Antwerp University - 

Belgium 

 

 

taxonomy and pedagogical approaches, which are vital for designing e-learning courses. 

Further, the TEL (technology enhanced learning) and LINQED (learning together for quality 

in education) workshops held in Antwerp in September 2010, stressed the need to ensure 

quality in e-learning courses. 

4.  INTERNSHIP PROGRAMME  

IPH strongly believes in providing ample opportunities to individuals to get a better 

understanding of issues in public health. While books and reading provide a good 

theoretical understanding, practical field experience through 

direct engagement with communities is imperative to build 

oneôs expertise and proficiency. The internship programme, 

therefore, lays emphasis on observing, working and 

understanding the ground realities through exposure to 

research, training and advocacy in public health in rural and 

urban areas. Interns benefit from practical learning, sharing 

of experiences, and expertise from the senior professionals 

as well as peers working in different projects at the institute. 

The internship programme is a semi-structured course.  

5.  Ph. D PROGRAMME  

While there are many institutions that provide Mastersô courses in public health, IPH is one 

of the few institutions that has a Ph. D programme. The objective of this programme is to 

develop a cadre of experienced and skilled faculty for the future. This programme has 

been linked with the Department of Public Health, ITM Antwerp, Belgium. This four year 

programme, where one third of the time has to be spent in Antwerp is financed by the 

Belgian government. As of 2011, IPH has enrolled two students.   

¶ Dr Prashanth NSôs research is about understanding the conditions under which in-

service professionals learn. This will shed important light on future training both in the 

private and public sector. His promoters are Prof. Jean Macq (Brussels), Prof Bart Criel 

(Antwerp) and Dr. N. Devadasan (IPH). 

¶ Dr Upendra Bhojaniôs research is trying to understand the mechanisms to strengthen 

existing health systems so that they can provide better quality of care for chronic diseases. 

¶ Ms Nehal Jain did a one year pre-doctoral stint with IPH, to develop a research protocol 

for studying pathways to universal health coverage in India. 
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¶ Dr Vijayashree and Dr Devaji Patil are applying for the Ph. D seat in 2011. 

6.  PLANS FOR 2011 -2012  

We have some specific plans for the future and the main challenge is in getting skilled 

human resources to implement the planned activities. 

Some of these courses will also be offered as an e-Learning course. We hope to prepare 

for the MPH course, so that it can be launched by June 2012. 
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Research is an important activity for IPH. The focus is on health systems research. The six 

sub-areas in research that IPH concentrates on are given below. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1.  ACTION RESEARCH ð IMPROVING QUALITY OF  CARE IN URBAN 

SLUMS  

 

The aim of the action research in KG Halli is to test 

strategies for improving access to quality healthcare 

and emphasizing a bottom-up approach based on 

community empowerment. A notified slum called 

Bharathmatha is a part of KG Halli. The people who 

live here work as casual labourers in the unorganised 

sector. In the last one year, the urban health team has 

worked with the community, public as well as private 

health sector and brought these actors onto a common 

platform. The team will now work towards creating 

avenues to discuss local health issues and possible 

collaborations to create a positive impact on the quality  

Research  

IPH field staff interacting with 
Anganwadi children in KG Halli 
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of healthcare available to the community. 

 Ongoing activities: 

¶ A census of nine thousand two hundred (9,200) families (-43,000 individuals) was 

completed in June 2010. Global Positioning System (GPS) marking of the houses, health 

service providers and other important landmarks in the area have also been done. 

However, the data analysis of socio-demographic and health seeking behaviour is still 

under way.  

¶ A group of four women from adjoining neighbourhoods were trained over a period of six 

months. The Accredited Social Health Activist (ASHA) module (NRHM training material) 

was used as reference material to select topics and train the women. The concept behind 

training the CHAs was that they will liaison with 

the local urban community and, over time, 

monitor and represent health issues.  

¶ Regular interaction with womenôs self-help 

groups. 

¶ Working with the Bruhat Bengaluru 

Mahanagara Palike (BBMP) and State level 

health administrators to understand the system 

and delivery of healthcare services. This has 

unravelled many overlaps and gaps between the 

corporation services in the UHC and the State-run 

health and family welfare services in the 

Community Health Centre (CHC).  

¶ Meeting and interacting with the locally elected councillor and corporation staff in the 

area to understand and discuss issues directly or indirectly related to the health of the 

community. 

¶ School health programmes with adolescents and interaction with Anganwadi centres in 

the ward.  

As part of the on-going action research, CHAs revealed that most of the eligible families 

living in the Bharathmatha slum had not benefited from the Bhagyalakshmi scheme. This is 

an insurance scheme introduced by the GoK for the girl child. IPH was able to bring this 

issue to the notice of concerned authorities through meetings and mass media. Further, 

discussions were organised and facilitated between the concerned government officials 

and community members to resolve problems associated with the Bhagyalakshmi scheme.  

Garbage collection in KG Halli 
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IPH used the same platform to bring up issues related to a poorly functioning Anganwadi 

centre in the same area (mainly because the 

teacher was irregular).  

The concerned authority responded positively 

to grievances expressed by community 

members and took measures to replace the 

Anganwadi teacher.  

Some Studies: 

A. HEALTH SEEKING B EHAVIOUR AND HEALTH 

EXPENDITURE IN URBAN SLUMS : 

The main objective of the study was to 

ascertain whether the urban health centre 

catered to the population it intended to serve. It was also an attempt to understand the type 

of community and patient profile that each of the provider (public or private) catered to. In 

addition, the health seeking behaviour of the community was studied and data collected 

was analysed with respect to the healthcare expenditure involved in visiting the different 

healthcare providers. 

B.  DISEASE PATTERN AND HEALTH CARE UTILISAT ION OF PATIENTS ATTE NDING AN URBAN HEALT H 

CENTRE AT KG HALLI, BENGALURU:  

The main objective of this study was to document disease patterns and utilisation of 

healthcare services in the urban health centre situated in ward number thirty, Bengaluru. 

To begin with, the socio-demographic details of patients such as age, sex, income and 

education status was collected from the registers. Diagnosis, treatment obtained and 

family planning methods used by patients attending the health centre were then 

documented.  

C.  FACTORS DETERMINING THE CAUSE OF  INFANT DEATHS IN KG HALLI: AN IN -DEPTH STUDY  

In-depth interviews were conducted to identify the factors which determine the cause of 

infant deaths at KG Halli, Bengaluru. The interviews were conducted with parents or 

relatives of infants who died in the past one year.  

2.   STUDY IN GOVERNANCE  

System Stewardship in Vietnam, India and China (HESVIC) is a European Commission 

financed multi-country study looking at governance in maternal health. In India, we have  

 

IPH field staff collecting the data in KG Halli 
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been studying the effect of regulations on improving equitable access to quality maternal 

healthcare. The research commenced in July 2009 and by March 2011, the team had 

developed the research protocol, piloted 

the tools and received ethical clearance 

to go ahead with the study. The team is 

now studying the effect of the following 

three regulations on access to quality 

maternal services: 

1. Whether the Indian Public Health 

Standards (2005) has increased access 

to quality EMOC services;  

2. Whether the Medical Termination of Pregnancy (MTP) Act (1972) has increased access 

to quality abortion services; and  

3. Whether the Consumer Protection Act (1986) has strengthened the grievance redressal 

mechanisms in maternal health.  

3.  TUMKUR OPERATION RES EARCH  
 

The on-going research activities at Tumkur are as follows: 
 

A.  ESSENTIAL DRUG AVAIL ABILITY AND ACCESS:  

There is a chronic shortage of medicines at government facilities. To understand the 

underlying reasons for this, the Tumkur team conducted a study to map out the drug 

supply system. The entire drug supply process including preparation of annual indents, 

procurement, storage, distribution, inventory control and local stock management was 

studied, and various actors from the State level to the PHC level were interviewed. As a 

result, it was found that the main reason for the shortage was the delay in ordering 

medicines at the state level. This in turn, led to shortages at all levels and forced the 

facilities to dip into their Arogya Raksha Samiti (ARS) funds for drug procurement. 

B.  REFORM OF HMIS:  

Management information systems for health are the back-bone for evidence-based 

decision making. Due to the lack of a robust and credible system for obtaining and 

analysing routine data, managers and policy makers rely on surveys such as NFHS-3 and 

DLHS-3. In order to understand the gaps and overlaps in the HMIS, a study was 

undertaken using maternal deaths as an indicator.  

This study looked at reporting procedures in various taluks of Tumkur, as there was a 

significant difference between maternal deaths reported by the Health Department and 

those reported by independent surveys. It also included interviewing of stakeholders,  






























