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INTRODUCTION

A few years ago, at a friend’s house, I met someone who asked me what I did for a living. When I told him that I worked as a public health physician in rural India, he remarked that I must have a much lighter workload compared to my urban counterparts, since ‘all that fresh air, the clean environment with no pollution and fresh food straight from the fields’ meant there must be fewer illnesses. He is not the only person I have met who thought this way. These conversations have driven home just how unaware the average urban Indian is about the realities and complexities of health in rural or tribal India.

This came back to me a few months ago, when I encountered a young migrant worker from Chhattisgarh who had returned home from Madhya Pradesh with advanced tuberculosis of the lungs. He was emaciated and so out of breath that he could not walk or talk. His family had carried him to our field clinic on a cot. He had been working as a truck and ambulance driver when he developed a cough and had continued working till he could no longer do so. We admitted him and began treatment with anti-TB drugs, oxygen and a high-protein diet, but it was too late. He died within two days of admission.

To even begin understanding India’s health system and its challenges, we need to see how it is set up. The public health system in rural India functions through a network of health sub-centres (SC) at the village level, primary health centres (PHC) at the panchayat level, community health centres (CHC) at the block level, as well as subdivisional and district hospitals. A sub-centre caters to a population of 5,000 (or 3,000 in hilly areas). A PHC typically caters to a population of 30,000 and a CHC to a population of about a lakh, although now blocks often have over a lakh residents due to the growth in population.

A health sub-centre is staffed by an Auxiliary Nurse Midwife (ANM), providing maternal and child health and immunization services and limited curative care. A PHC has a staff of ten, including a doctor and two staff nurses. A ten-bed CHC is supposed to have around fifty staff members, including ten to twelve doctors, and a thirty-bed CHC has over eighty staff, including seventeen doctors. Larger CHCs and the District Hospital (DH) have correspondingly more staff. However, there are always a number of vacancies in these institutions.

Around 2.5 per cent of SCs, 20 per cent of PHCs and 10 per cent of CHCs are in urban areas. If anything, the public health infrastructure in urban areas is worse than that in rural India, with infrastructure expansion not keeping pace with the pace of urban expansion. However, due to the proliferation of small and big private health clinics and hospitals in urban areas, people are able to reach a health facility of some kind for their illness, even though the treatment may be expensive or incorrect.

There is an overall shortfall of around 3 per cent of ANMs at sub-centres and of allopathic doctors at the PHC level. However, there is a shortfall of nearly 80 per cent among specialists at the CHC (block) level. It is no wonder then that district hospitals are overcrowded with patients who could and should have been managed at peripheral health institutions. But these statistics hide wide variations, with some states and regions being worse off than others in terms of health manpower.

Health is a state subject in India, which means that state governments are primarily responsible for providing health services to their citizens. The total government spending in the health sector is shared between the central and state governments. The National Health Policy of 2017 recommends that the government spend at least 2.5 per cent of its Gross Domestic Product (GDP) on health. However, the government’s health expenditure in India is only 1.84 per cent of its GDP1 – which is utterly inadequate to meet its stated goals in all the various programmes. The defence budget, for instance, is more than fifty times higher in comparison. If we look at the actual expenditure on healthcare (apart from costs of building and equipment) in 2021–22, the government’s share was 41.1 per cent, while citizens’ share was 50.6 per cent of the spending on health.

According to Dr John Oommen, honorary consultant at the Christian Hospital, Bissamcuttack (Odisha), the Indian public health system is excellently designed. However, implementation problems including the grossly inadequate budget, health manpower deficit, inadequate infrastructure, poor quality of data, poorly motivated staff and overall poor governance prevent the public health services from doing better.2 The resultant poor performance and utilization of public health services is used to justify privatization and either certain services like diagnostic facilities, or, as in some cases, even the entire hospital, are handed over to private entities. Such entities are poorly regulated in India in crucial aspects, such as quality of care, observation of standards and cost.

At present, the government has a publicly funded health insurance programme to provide secondary and tertiary care to poor and vulnerable families, known as the Ayushman Bharat Scheme. Even though this has increased people’s access to secondary and tertiary care at private-sector hospitals, it is ideally something the government should be providing through public health facilities. Insurance typically does not cover outpatient care, which constitutes the major portion of a person’s health expenditure. The private sector is also poorly regulated, providing varying quality of care, yet patients continue to spend large sums of money out of their own pockets for accessing healthcare in these institutions. Meanwhile, the government’s focus on primary and preventive care is still insufficient.
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I grew up and did my schooling in Bokaro in Bihar (now in Jharkhand). I completed my undergraduate medical studies as well as my postgraduate studies in community medicine at the Christian Medical College, Vellore. My husband, too, studied community medicine in Vellore, which is where we met and later got married. After our postgraduate studies, we wanted to work in parts of the country that were not very well developed and had poorer health indicators compared to the South.

We chose to work at a mission hospital in Ambikapur in Madhya Pradesh (now in Chhattisgarh). We soon moved from the hospital to a community health programme in the nearby town of Pathalgaon, where our work involved visiting far-flung dispensaries staffed by nurses and auxiliary nurse midwives. Our visits were for providing clinical care, as well as for training the staff in handling common illnesses. In 1993, we moved to an NGO called Gram Vikas, where we worked with Saura and Kondh tribals in South Odisha. The work was physically challenging and the patients we encountered had complicated medical problems. We relied on our clinical training, our books and late-night STD* phone calls to our teachers in Vellore for advice on patient management.

Four years later, we moved to Bhubaneswar, when I joined UNICEF as Project Officer, Health. I worked with UNICEF for a decade, with six years in Odisha and four years in Madhya Pradesh. The stint gave me invaluable experience in working with the government in policy matters and in disaster management, as UNICEF was often the first responder in emergencies in those days. My husband, meanwhile, worked with various NGOs and with the state department of health in Odisha.

In 2012, we moved to Chhattisgarh to join a group of doctors running a not-for-profit, non-governmental organization called Jan Swasthya Sahyog (JSS), which was based in Ganiyari village in Bilaspur district. I was involved in their community-based programme across seventy-two villages. Five years later, we moved back to Bhopal in order to be more accessible to our parents, who were getting old. I was no longer employed full-time, but worked as a consultant with different community-based organizations in Odisha, Rajasthan, Uttar Pradesh, Madhya Pradesh and Uttarakhand. My work involved training various field-level health workers, ranging from dais to village workers to nurses, developing management protocols and helping organizations plan, monitor and evaluate their work. My husband worked at the Bhopal branch of a Bengaluru-based NGO, where he continues to work to this day. In 2020, I resumed working with JSS as a part-time consultant for the community programme, which I continue to do even today.

Why do I – and others like me – choose to work with disadvantaged communities, often in difficult-to-access areas? The reasons are many and varied. For me, it has to do with being conscious of and outraged by the inequities in health and by the differential access to good healthcare for rural people, especially the rural poor. It has to do with wanting to redress the imbalance by whatever small measure one can. This requires a comprehensive understanding of the systemic factors leading to ill-health and continuing to work even when the odds against achieving better health for such communities seem insurmountable.

Over the decades spent treating patients, interacting with health workers and visiting villages for trainings, meetings and discussions with people there, I have had a ringside view of their lives. I have witnessed how political and social changes impact the health of the people I meet – be it the decision to scrap public transport in Jharkhand, Madhya Pradesh and Chhattisgarh as part of structural adjustments, or to ‘right-size’ manpower in the public health system, leading to a systematic attrition of human resources in health, or the view that primary healthcare could be delivered by poorly trained and equipped field workers because it is believed that ‘people in small places have small problems’. I’ve also seen how wildlife conservation projects can adversely affect the health of those displaced. And how for the poor, even small sums of money for healthcare are catastrophic expenditures. In recent years, I’ve also seen how the insistence on digitizing all public services has sometimes resulted in a denial of basic human rights to marginalized people, including the right to health.

This book is an attempt to bring some of these issues to the attention of the lay public through stories drawn from my own work. These stories are primarily centred around disadvantaged populations and how they live and cope. Through them, I want to draw attention to how government policies impact the people for whom they are intended, especially when they are made by people who have never experienced the situation in rural and tribal India for themselves.

What are some of the common health problems that rural and tribal Indians face? Where do they access healthcare and what problems do they face while doing so? How does a pregnant woman ensure she has a safe delivery? Why is a migrant irregular with treatment for his tuberculosis until it ultimately kills him? What happens to the people when a dam is built or a forest declared as a tiger reserve?

Since most of my experience in public health over the past three decades has been in rural and tribal areas of central India, the issues discussed in this book pertain to this part of the country. India is vast and diverse and the health situation varies from region to region. What holds true for Odisha, for instance, may not hold true for Haryana or Karnataka.

I have used my diaries maintained through the years to recall details of patients and situations, in addition to using reports and registers from organizations I have worked with. They have all been generous enough to share unpublished data with me. My colleagues over the years have shared their experiences and insights with me liberally, which has improved my own understanding of public health in India. Many of the situations and case studies mentioned in the book are from within the field area of JSS. It provides low-cost, high-quality health services to forest and forest-fringe villages around and within the Achanakmar Tiger Reserve through village-based workers and three sub-centres. A referral centre with basic specialties is located in Ganiyari village. Most of the people in these villages belong to Scheduled Tribes and Scheduled Castes.

However, this book is more than just a compilation of stories about patients. Working in rural India has made it clear to me that health is an immensely political issue: who falls ill, who does not, who can access care and who cannot, who dies and who lives – all are determined by the political agency one has. In India, it is compounded by caste, class and gender. India is one of the most unequal societies in the world today and the inequities in health reflect this. I ask myself why we, as a nation, can launch the Mars Orbiter Mission, but cannot spend even 2 per cent of our GDP on health.

Displacement, hunger, illness, healthcare access and illness outcomes are often decided by factors beyond the control of individuals. Social class, caste, gender, geographical location, the presence or absence of proper means of communication, the quality and cost of healthcare available – all play a major role in determining if a poor person in rural India falls ill and when they do, whether they survive the illness or die from it.

We need to look beyond the obvious and ask why something happens or does not. Why do children in some states get eggs to eat in Anganwadis, while those in other states do not? The elderly patient with diabetes who has come a month late for his anti-diabetic medications has a reason for doing so – is it that his son migrated to work in the city and so he had no one to accompany him to the hospital? Did he not have money for the bus fare? Did the single jeep that connects his village to the road stop operating?

I hope that this book will spread awareness and sensitize readers about some of the common health problems prevalent in rural India, but more than that, I hope it will set them thinking about the many manifestations of structural violence in health and the human consequences of decisions made by governments.




1

A SICK CLINIC

THE BURDEN OF DISEASE

Ganiyari is a small village in rural Chhattisgarh, about 18 km from Bilaspur town. Jan Swasthya Sahyog (JSS), a not-for-profit healthcare organization has a rural clinic on the outskirts of the village. Patients who access the clinic from the surrounding villages are mostly from the Scheduled Tribes (ST), Scheduled Castes (SC) and Other Backward Classes (OBC).

One March morning in 2011, a thirty-five-year-old woman with skin rashes entered my examination room in the outpatient clinic and pulled out a plastic bag filled with tablets and ointments to show me. She had been visiting different doctors over the past two years, but the rashes had not improved. I could see that she was suffering from leprosy, and that none of the antibiotics or steroid creams and tablets she had been prescribed would help. Testing a drop of tissue fluid from the skin confirmed the diagnosis and she was started on medication.

I read about her in my diary notes of that year.

Another young woman with dangerously high blood pressure and a very rapid heart rate had needed admission and further investigation. There was a fifty-year-old tailor with diabetes who had stopped taking his medicines for a few months. Faced with worsening eyesight due to his ailment, he was unable to continue tailoring. Unfortunately, his blindness could not be reversed. I broke the sad news about his vision when he came to us and urged him to be regular with his medication to prevent damage to other organs. There were two patients with suspected cancer – one of the stomach and the other of the lower intestine.

The next entry was of a twenty-three-year-old woman whose baby had died inside her uterus in the seventh month of pregnancy. She was bleeding heavily as the foetus had only partially come out, while the rest was still inside her uterus. She was severely anaemic. However, she refused a curettage (a surgical procedure wherein an instrument is used to remove whatever is left of the pregnancy) to stop the bleeding. She was also suffering from postpartum depression. I felt helpless at her decision and hoped she would not bleed to death or die of an infection.

There was mention of a woman with a fracture following a fall from her machan (a raised platform built in the middle of fields to guard the crops), and a man with a liver abscess. Both had serious conditions, necessitating a visit to a doctor.

Many hailed from rural and forested areas and had come to the JSS clinic after trying treatments elsewhere. The woman with leprosy had sought care repeatedly, but had been wrongly diagnosed by all her previous doctors. She had spent a lot of money purchasing medicines and ointments that did her no good.

I saw all these patients at the JSS clinic in Ganiyari in one day. My colleagues also saw an equal number of seriously ill patients, including several emergencies. There were over 240 consultations that day. The numbers are often higher, sometimes reaching 300. Patients come from all over Bilaspur and neighbouring districts, as well as from a few districts in Madhya Pradesh. These are poor patients and over half of them are underweight (having a body mass index [BMI]* of less than 18.5).

Patients are seen three times a week at the clinic and it is crowded every day. There is a medical college and a district hospital within 25 km of our clinic and two block primary health centres (PHCs) within a 20 km radius of Ganiyari. Yet they fail to meet the needs of rural patients due to inadequate staffing, diagnostics and medicines. Consequently, large crowds come to the JSS clinic, speaking volumes about the level of ill health in the community and the poor state of public health services.

I recall a visit to the Bamhni sub-centre in December 2009. This is a JSS field centre located inside the Achanakmar Tiger Reserve. Weekly doctor-run clinics are conducted here on Tuesdays, and a monthly training for traditional birth attendants (TBAs), locally known as dais, is held on the third Tuesday and Wednesday.

That particular Tuesday, I was supposed to be training the TBAs, but I spent most of my time attending to patients at the clinic. Many patients sick with malaria were brought in by their relatives. They were first tested to confirm the diagnosis and then started on treatment.

After that, the vehicle was requested to bring a fifty-year-old man from Surhi, 6 km away. Breathless with pneumonia, his lungs were not receiving enough oxygen. Initial oxygen support improved his oxygen saturation, though it still fell short of the target. By evening, his condition deteriorated, and I could not hear the air entering his left lung. His breath was bubbling in his chest. He had probably developed pus around his left lung and was also in heart failure due to pneumonia.

Later came a seemingly hysterical young woman, shying away from anyone touching her. On examination, I found her abdomen to be as stiff as a board and decided she would probably require surgery. I walked through the village in the cold, onto a street that led to a small pile of rocks on the outskirts. Here I held my phone up high and turned slowly till I could find a faint cellphone signal. I called the surgeon at Ganiyari and informed him about the emergencies, which took several calls and me shouting for the phone to pick up my voice, while I balanced myself on the rocks. My arm ached, and I was really cold by the time I finished briefing the surgeon. I returned to the clinic and sent the junior doctor who had accompanied me to Bamhni back to Ganiyari with the woman with abdominal pain and the man with pneumonia.

The next day, I found out that the man had been taken straight to the operating theatre and had a litre and a half of pus removed from around his left lung. The woman had an abscess in her appendix. She had been operated on and was no longer in pain or seemingly hysterical. My colleague had been in the hospital till after 10 p.m. the previous night, attending to them.

Meanwhile, a twelve-year-old boy with suspected tuberculosis (TB), a pregnant woman with malaria and another child with malaria and severe anaemia were kept at the clinic for observation through the night to ensure their condition did not worsen.

Early next morning, around 4 a.m., a ten-year-old girl from a hostel in Jakadbandha village was brought complaining of chest pain. She, too, turned out to have pneumonia and required antibiotics and observation. The warden was asked to inform her parents, who lived in a remote village. I huddled back into my sleeping bag after seeing her, but could not fall back asleep because of the cold. I could hear her brassy cough in the large training hall next door, where she was sleeping.

Both children were sent to Ganiyari the next morning for admission. The patients with malaria were better and sent home from the sub-centre itself.

I recall many other patients that I have seen over the years, all from remote rural and tribal areas, and all with serious illnesses. Here are a few of them.

Hiramani, a twelve-year-old girl with untreated epilepsy, had fallen into a fire during a seizure. She was brought to me at a small dispensary in a hamlet called Koinpur in the Mahendragiri mountains in south Odisha. When I saw her, she had infected burn wounds, pneumonia, severe anaemia and was barely conscious.

Arsinga Sabar, seven years old, was carried by his father to a government-run Swasthya Mela in Gangabada village, Gajapati district, Odisha. He had TB of the spine and lymph glands, with swellings in his neck that had burst open through the skin. He was severely undernourished and unable to walk.

Lakshmi Karji, a twenty-five-year-old also from Gangabada, had TB of the lungs, and her breastfeeding baby had developed TB from her. Both were severely malnourished. The baby subsequently died.

Dhanga Baiga came to the clinic at Bamhni in Bilaspur, Chhattisgarh, with extensive TB and severe malnutrition. At 160 cm tall, he weighed 28.3 kg, resulting in a very low BMI. He died within two months of starting treatment, another tragic number soon forgotten in national statistics.

I remember many more such patients. There is a high rate of illness in the villages and hamlets of India, and the patients are often in a more serious condition than their urban counterparts. Rampant malnutrition causes the infection to become deadlier and more aggressive in such patients. Only a small percentage of them make it to a hospital in the distant district headquarters.

The Burden of Disease in Rural and Tribal India

Accurate information on how many people are sick in a community, and what their illnesses are, is not easy to come by in India. Most public health facilities do not keep proper records. Larger hospitals – public and private – may do better, but they record only the patients who reach them, not those who are unable or unwilling to travel for treatment. Often, only inpatient records are kept, which are also incomplete.

When a person falls ill, the toll on them and their family is not just physical but also financial. The cost of treatment, as well as the cost of caregiving, impacts the family’s income, as the person looking after the patient, too, cannot work until the indisposed recovers, which can sometimes take several days. Both the illness and the economic cost contribute to the ‘burden’ of disease.1 It is measured in different ways: the number of lives lost, the number of people unwell or disabled due to a disease (e.g., paralysed after a stroke) and direct and indirect costs. Direct costs are the expenses incurred by the patient for hospital visits and treatment. Indirect costs include lost wages, the wages lost by the person attending to the patient, food and transport costs and the cost of staying in a larger town or city while undergoing treatment.

Data from JSS’s community programme in Chhattisgarh over a period of thirteen years2 showed that tribals had a higher proportion of TB, severe hypertension, conditions requiring major surgery and cancers as compared to non-tribal communities. Malnutrition was worse among this group, especially among the particularly vulnerable tribal groups (PVTGs).

Although hypertension and diabetes are known as ‘lifestyle diseases’ and are usually associated with urban residents in India, they are surprisingly common in rural areas, too. The advice given to an urban diabetic patient – physical exercise, cutting down on calories, eating five or six small meals a day – does not apply to the diabetic patients from rural or tribal communities. These patients are already undernourished, perform manual labour all day and many barely eat enough to survive, consuming only two meals a day. Their diet consists largely of rice, potatoes and perhaps some watery dal. As can be imagined, controlling blood sugar in such patients is a challenge. This type of diabetes, found in malnourished people, has recently been recognized as Type 5 diabetes and is linked to malnutrition in early life.3

An analysis of the causes of death in 2023 across seventy-two villages covered by the JSS programme revealed some interesting findings.4 The main causes of death in the population over five years were hypertension and heart disease, followed by suicides, malignancies (cancers) and TB. Accidents and alcohol-related deaths were the next most common causes of death. In children under five, severe infection due to pneumonia was the main cause of death. Being born preterm and with a low birth weight (less than 2.5 kg) was also another leading cause of death.

A majority of the deaths (82 per cent) occurred at home, while 10 per cent took place in hospitals and the remaining 8 per cent occurred on the way to the hospital or elsewhere (such as in the forest).

The Changing Pattern of Illnesses in India

During the 1990s, the majority of patients came with either short-duration infections (malaria, diarrhoea and pneumonia) or with chronic infections like TB. While working in Odisha, I remember being surprised at finding that there were not many people over sixty in the villages. When I worked there in the early 1990s, the average life expectancy was between fifty-nine5 and sixty6 years. I did not see anyone my grandparents’ age, who had lived into their late seventies. The average life expectancy in India in 2019 was seventy-one.

However, in the past three decades, people have begun living longer, and we have seen an increasing number of non-communicable diseases (NCDs) such as cancers, hypertension, diabetes, arthritis and heart ailments. A recent study analysed7 self-reported illnesses in India using data from four National Sample Survey Office (NSSO) surveys conducted in 1995, 2004, 2014 and 2018. The study showed that over the successive rounds, the proportion of people among the total population reporting illnesses increased. While infectious diseases doubled between 1995 and 2018, NCDs increased fourfold over the same period.
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Figure 1.1. Leading Causes of Death, 1990 and 2016, India.

Source: Sample Registration System.


Between 1990 and 2016, the main causes of death and disability in India changed. In 1990, central and north Indian states experienced twice as many deaths and disabilities from communicable diseases, maternal and newborn conditions and nutritional causes combined as from NCDs and injuries. By 2003, India, on average, had more deaths and disabilities due to NCDs. In some states, though, this change occurred earlier than in others. In 1990, the top five causes of death and disability were diarrhoeal disease, lower respiratory infections (pneumonia), preterm births, tuberculosis and measles. In 2016, the top five causes were ischaemic heart disease, chronic obstructive pulmonary disease (COPD), diarrhoeal disease, lower respiratory infections and cerebrovascular disease (strokes). In the same year, NCDs accounted for six in every ten deaths in India, but one in four deaths still occurred due to communicable, maternal, neonatal and nutritional diseases.

India, thus, has a double burden of disease – dealing with increasing NCDs while still struggling to control deaths due to communicable diseases like diarrhoea and TB, or maternal and newborn deaths (see Figure 1.1).

The Causes for the Delay in Seeking Care

During my years as a student and a clinician, I often saw critically ill patients being brought in when it was difficult, if not impossible, to save them. I have heard doctors and nurses scolding relatives, asking why they did not bring the patient in sooner. I did that too, till I began working in rural India, when some of the answers became clearer to me. I no longer ask this question.

The decision to seek care, and when and where to do so during illness, results from the interaction of many factors. Most of us do not bother with something unless it starts affecting our daily lives. A high fever may make a person feel unwell, so it is at least on their radar that something is wrong. In contrast, a small, painless white patch in the mouth may go unnoticed (it can indicate early-stage mouth cancer). A patient may not even be aware that they have an illness if it is something like hypertension, which may be invisible. Add the patient’s location to this. Let us consider a patient living in a forested area in central India. Even when a condition or illness causes discomfort or pain, responses vary. Household remedies are the first solution. For some illnesses, well-established and accepted treatments are then tried.

Bone-setters, for instance, are known across many villages and patients with fractures are often carried long distances to these healers. Similarly, vaids (healers) are in much demand and are the first port of call for snakebites. Any young child with fever or pneumonia is first taken to the baiga (faith healer), whose chants are believed to cure illness. Some communities even take snakebite patients to the baiga. Since many snakebites in India show little or no signs of poisoning, most people recover on their own and the vaid’s or baiga’s reputation grows. The occasional death is considered an aberration. The jholachhaap is another village-level individual who is approached for ‘angrezi dawa’, or allopathic treatment, as will be detailed in later sections.

After all this, if the patient is still not better, several may choose to go to a hospital or clinic for proper allopathic care. Considerations that determine treatment choices include the cost of treatment; the distance to a hospital; the availability of transport to reach the hospital and the presence of a person or a group to accompany the patient. Another critical factor is the person’s age. Often, elderly patients are not taken to the hospital because they are not economically productive, so




The Jholachhaap: Saviour or Charlatan?




The Cost of Healthcare
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[image: A table titled ‘Catastrophic Hospital Expenditure’ shows the percentage of patients whose health expenditure exceeded 10 percent of the household expenditure for treatment in public and private hospitals. The left section, labelled ‘Private’, has a ring in which the shaded part equals 75 percent. The right section, labelled ‘Public’, has a ring in which the shaded part equals 12 percent.]













About the Author

ramani atkuri studied medicine at the Christian Medical College (CMC), Vellore, with a specialization in Community Medicine. Since 1991, she has mostly worked in central India, in the rural and tribal areas of Madhya Pradesh, Odisha and Chhattisgarh, in primary healthcare. She worked with UNICEF for a decade from 1997 before returning to the grassroots in collaboration with not-for-profit organizations. Her work has involved managing patients as well as training field-level workers of various cadres in primary healthcare. She is passionate about improving lay understanding of medicine and tackling inequity and injustice in access to healthcare. For her work in underserved parts of the country, she has been recognized by CMC with the College Motto Award in 2006 and the Paul Harrison Award in 2025.

She lives in Bangalore with her husband.


OEBPS/xhtml/docimages/p020.jpg
Catastrophic Hospital Expenditure

Patients whose health expenditure exceeded 10% of household expenditure






OEBPS/xhtml/docimages/orn.jpg





OEBPS/xhtml/docimages/cover.jpg
STAYING
ALIVE

Dispatches from the Margins

RAMANI ATKURI





OEBPS/xhtml/docimages/p009.jpg
Diarrhoeal disease
Lower respiratory
infections (pneumonias)
Newborn preterm births
Tuberculosis

Measles

Ischaemic heart disease
Chronic obstructive

pulmonary disease (COPD)

Diarrhoeal disease

Lower respiratory infections
Cerebro-vascular disease
(strokes)






OEBPS/xhtml/docimages/p017.jpg
7.5

7.0

6.5

6.0

55

5.0

4.5

6.09

5.06

1990-2000

6.27

2004-05

P TYLL

@ Urban

5.4

)
.-u-l'""
Ty

4.99

2009-10

Rural

6.65

2011-12

7.3

2022-23

591 aneentt®

6.83

2023-24





