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Introduction 
 

The Community Health Cell (CHC) has gathered rich experience from the first 
phase of the Community Health Internship cum Fellowship Scheme (2003-06-
07). In the second phase, CHC desires to disseminate the idea of the Community 
Health Learning Programme so as to enable groups in other parts of India to 
conduct such programmes and explore the possibility of initiating a network of 
community health trainers in India. 
 
The Society of Community Health Awareness, Research and Action 
(SOCHARA) as part of the silver jubilee of CHC (April 2008- March 2009) has 
established the Centre for Public Health and Equity (CPHE). The CPHE, with 
core competencies in public health policy, public health education and 
movement building for the peoples’ health movement, proposes to work in 
Madhya Pradesh to strengthen the public health system and build community 
capacity for health through a process of training fellows in community health.  
 
Simultaneously, the National Health System Resource Centre (NHSRC) that 
had been recently established in Delhi to provide technical assistance to the 
National Rural Health Mission had initiated the idea of the ASHA fellowship 
programmes (to strengthen the Accredited Social Health Activist of the NRHM) 
in high focus states based on CHC’s community health fellowship and other 
experiences from the national literacy campaign etc.  
 
It was in this background, that the National Workshop was organized to share 
about the current Community Health Learning Programme, and the newer 
significant initiative in Madhya Pradesh, with key resource persons in 
community health in India.  
 
The objectives of the workshop were to  

 
1. To share and discuss CHC’s experience with the Community Health 

Internship cum Fellowship Scheme (2003-06-07) and the current 
Community Health Learning Programme (2008-10).  

 
 

2. To discuss in some detail a new initiative in Madhya Pradesh (MP) 
initiated by SOCHARA–CPHE. The MP initiative would focus on 
community health capacity building and strengthening of the public 
health system working at sub-district level with the National Rural 
Health Mission. 

 
 

3. To explore possibilities of networking as some participants will be 
undertaking similar initiatives in different parts of India. 

 

 

The Workshop commenced with a brief outline on the significance of the 
Workshop during the 25th jubilee year of CHC and emphasised the need for 
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larger initiatives in public health especially in strengthening public health 
resources in today’s context. All the participants shared their rich experiences 
and insights from their work and interest areas in the field of community health 
and public health education, advocacy and policy.  
Importantly, many expressed that the confluence of ‘like minded people’ who 
are organizing themselves to challenge the various forms of oppression, and 
also significantly, the intent and willingness of the Government to listen to civil 
society created a lot of hope for change in the health scenario in India. 

 

Evolution of CHFS and blossoming to CHLP  
 

The first session was an overview of the community health training 
programmes, their historical evolution, the important highlights of the 
Community Health Fellowship and Internship Scheme and the learnings for 
CHC as an organisation.   
 

Objectives of Community Health 
Fellowship and Internship Scheme 

i.To promote life options in community health by 
offering a semi-structured placement 
opportunity in CHC in partnership with 
selected community health projects.  

ii.To strengthen the motivation, interest and 
commitment of persons for community 
health.  

iii.To sharpen analytical skills and to deepen the 
understanding of the societal paradigm of 
community health 

 
Over the decades, CHC has encouraged young individuals and facilitated their 
exploration and enquiry into the definition and dimensions of Health and what 
it meant for each of these individuals. Many of these young persons continue to 
work in the field of community health. Over the years, almost everybody who 
have been at CHC, have acknowledged that the open atmosphere at CHC, the 
intense mentoring available, as well as the wide ranging perspectives gathered, 
as some of the formative aspects of their time at CHC. They also appreciated the 
flexibility and informality of the experience.  
 
It was an attempt to formalize these ‘softer’ aspects of the CHC experience into 
a more formal ‘fellowship’ that led to the evolution of the first Community 
Health Fellowship Scheme (CHFS) proposal. Throughout the evolution, CHC 
focused on these softer aspects like mentorship, questioning spirit, openness, 
non-hierarchical functioning, commitment etc. giving these aspects equal 
importance as the ‘content’ of the Programme. This led to a dynamic organic 
flexibility centered on the learning as well as the pedagogic needs and the 
internal motivation of the individual. The field based learning of nearly 50 to 
60% of the time emphasized such aspects as the experiential component of 
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learning and offered an exploration of different aspects of community health in 
the work of a wide range of field mentors.   

 
The Fellows were deeply involved with civil society initiatives like the People’s 
Health Movement. At the same time, some of them also responded to the 
invited spaces or spaces provided by the government through the National 
Rural Health Mission to the fullest extent.  

 
It has been increasingly felt that while the pressure needed to certainly be in 
critical collaboration with the government to optimize the public health 
services, it was equally important to build up community capacity to populate 
and make full use of the democratic spaces opening up in the various 
government interventions – NRHM sponsored spaces like the Community 
Monitoring Project and also the various Task forces on NRHM.  

 
The Public Resource Health Network (PRHN) and the State Health Resource 
Centre (SHRC), Chattisgarh that offered training to Government health 
personnel to strengthen public health capacities are good examples of 
collaboration of the public sector with the civil society. Interestingly the State 
Government views the SHRC as a civil society body and the larger society 
views SHRC as a Government body.   

 
CHC recognizes the crucial need for initiating an active debate at the field level 
on the various contradictory moves the government has been taking - there are 
potentially visionary processes like the National Rural Health Mission initiated 
to strengthen the public health system, with numerous spaces to incorporate 
peoples views and values, and at the same time the government is encouraging 
Special Economic Zones and other such anti – people policies. While the health 
movement may have the capacity to develop an understanding of such 
contradictory moves, it is crucial to develop local capacity to take in the lessons 
and understand the complexity of the multiplicity of spaces – 
corporate/private/public/society. 

 
It is in this context that CHC evolved the second phase of the CHFS – now 
termed the Community Health Learning Program (CHLP). CHLP facilitates a 
personal exploration of the field of community health, of the context of the 
growing health movement, of the macro constraints on the realization of Health 
for All and attempts to build capacities of individuals already working with, or 
proposing to work with Community Based Organizations and health 
programmes in the voluntary and development sector.  
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Learnings and reflections from the CHFS  
 

The overall objective of the previous Community Health and Fellowship 
Scheme was to strengthen the motivation, 
interest and commitment of young individuals 
for community health. In this process, many of 
the interns and fellows took a lot of time in 
unlearning and relearning the social 
determinants of health and in making the 
paradigm shift. The interdisciplinary nature of 
participants facilitated horizontal learning 
between them. The flexibility of the 
programme, being mentored and not policed or 
supervised, and the ample space to reflect on 
one’s own ‘being’ and the process of 
‘becoming’ were deeply appreciated by all the 
interns and fellows.  

 
As an organisation, CHC gained valuable insights into the strengths and 
limitations of the programme from the regular review processes, the feedback 
and encouragement from the fellows, the field mentors and other resource 
persons. Over the years, a basic curriculum and a semi-structured programme 
schedule has evolved to suit the needs of each batch of interns. The major 
learnings regarding the implementation of such a programme are the following, 

 
The intensity of the process: The intensity that is involved in implementing a 
programme that seeks attitudinal change and inculcating values are not simple 
exercises that can be achieved in class room sessions. These come after long 
discussions, reflection and challenging interactions with peers and seniors. All 
these are very time intensive. 

 
Strength of networking : One of the biggest strengths has been the networking 
with different organisations and through these linkages and experiences, CHC 
has been able to update and learn from each other. 

 
Need for regular interaction with the field mentors:  Given that the field 
mentorship part of the programme was one of the most important aspects, it 
was felt that there should be even more communication / interaction with the 
mentors and the CHC team to ensure that the fellow gets adequate inputs. The 
challenge of mentoring in the field has sometimes limited the scope of learning.   

 
Need for a more structured placement at the field projects:  Given the 
extremely busy schedules of the mentors themselves, it was felt that more 
detailed semi-structuring of the field placements would help in maximizing the 

CHC team sharing the learnings 

 from CHFS. 
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learning experience. 
 
Need for specific skill building opportunities: Apart from the knowledge and 
attitude inputs that have been provided, it was felt that some focused inputs on 
certain crucial skills required in community health were essential to equip the 
fellows to start off their work after the fellowship. 

 
Continued need for flexibility: The large numbers of individuals who 
approached us for the fellowships and who were keen for the inputs but were 
unable to give the full time commitment have convinced us of the importance of 
continuing to provide a more flexible opportunity / space for such individuals.  

 
One of the challenges has been to document the change in interns as ‘growth in 
learning’ as compared to measurable outputs or outcomes. Intangible processes 
of growth (intellectual or perceptual) defy the logic of tangible results or 
outcomes. CHC still viewed the current CHLP as a process to be facilitated than 
a project to be administered. 

 
Need for alumni support: At the end of nearly 4 years of implementing the 
Fellowhsip Scheme, the “alumni” continue to keep in touch with CHC and 
contact us for specific requirements in their current positions. CHC recognizes 
this need for such continuing support to the fellows and interns. 

 
Many of these learning’s have been incorporated in the framework of the CHLP.  
 

 

Community Health Learning Programme (CHLP)- An Outline  
 

There are three main components of CHLP - Training, Documentation and 
Dissemination.  
 
Training is the foremost component offered as a fulltime and flexible 
programme. The objective is to facilitate community health learning and to 
strengthen motivation, interest and commitment of persons for community 
health.  Recognizing our role in continuing support to the alumni, there have 
been specific activities, including annual workshops planned to enhance the 
learning of the alumni through networking and collective initiatives among 
them.   

 
During the three year CHLP programme, Documentation of the curriculum, 
learning modules, resource material and teaching methodologies has been 
planned to facilitate resource support for other organizations interested in 
developing similar programmes. There is also a move to build a resource centre 
with printed, audio/visual resources on community health; develop learning 
modules in two regional languages (Tamil and Kannada); and link some 
learning modules to the website in the process to develop a national resource 
centre on community health.  
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In order to disseminate the concept of the learning cum fellowship programme, 
CHC proposes to hold National level workshops and to explore the idea of a 
network of community health worker trainers. Dissemination, advocacy and 

networking are an important way of building a critical mass of individuals and 
organisations with a community health perspective. [for more details on the 
structure, content and process of CHLP, refer to Annexure 1 ] 
. 
Essence of CHLP  
 

The curriculum encompasses the understanding of the determinants of health, 
overview of disease and public health approaches to disease control, health 
systems including government programmes like the NRHM, along with 
important learnings from alternative community based initiatives, the NGO 
sector and from social movements. The emphasis is in the process of learning of 
the analysis of the social economic political and cultural determinants of health. 
Most of the experiential learning for the interns came from living in slums, by 
field visits, reading books and enacting role-plays. Reflection is an integral part 
of each activity.   

 
Enhanced Mentoring in the field would be facilitated with team members 
visiting the interns/fellows and identify any problems during the field 
placement and to identify the constraints of the field mentors too. Such a 
triangular interaction between one mentor from CHC, the field mentor and the 
intern/fellow should take place during the field placement.  

 
One of the important objectives of the CHLP lays emphasis in building 
Skills. The process of imbibing values, attitudes and perspectives was an 
important skill which was and will be integral part of the programme. Added to 
this, some other skills which could be imbibed include – 
 

• The interns engage with the Public Health system in a time-bound 
programme like the NRHM so that they see the realities at the grass root 
level and focus on what they can do to bring about changes. 

• Organizing communities around issues of health will help them learn how 
to resolve conflicts in community. Some definite skills such as advocacy, 
negotiating ability, working with people’s movements and leadership are 
necessary for the fellows/interns.  

 
 
The emphasis of the first phase (CHFS) was to encourage young people to gain 
values and make the paradigm shift to Community Health and therefore 
gaining specific set of skills was based on each individual’s learning. The idea 
was to challenge oneself, sharing with a group, learn from the group, and to join 
campaigns. In the second phase (CHLP), there have been added components of 
community health practice that should enable an intern to move forward after 
being oriented to community health principles.  
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Way Forward-the Fellowship Initiative in Madhya Pradesh  
 
Presently, academic courses in public health/community health are being 
offered by medical colleges, universities, public health institutes as short 
courses, distance programmes and as full time two-year programmes. In most 
of these programmes, community based teaching is limited and there is also 
very little interaction with civil society initiatives in public health education.  

 
The role of civil society initiatives in public health has been increasingly 
recognised by the Government, the WHO-SEARO and this resonates with the 
global recognition of pubic health reform with inputs from various players. 
(Refer Annexure 2)  

 
The CHFS and the CHLP are attempts of civil society in strengthening capacity 
of individuals to be oriented to public health and community health and work 
on broad areas of community health. One of the recent spaces for such 
strengthening of community health has been facilitated by the NRHM- a 
nationally important initiative to strengthen the public health system. Over 

these years of implementation of 
the NRHM, the need for 
strengthening the 
communitisation components of 
the NRHM, especially the 
Accredited Social Health 
Activist (ASHA) has been 
recognised. The National Health 
System Resource Centre 
(NHSRC) established by the 
Government of India to build 
resources in public health has  

Dr.Thelma Shares about Madhya Pradesh Initiative 

embarked on building a cadre of community health fellows who will support 
the ASHA and other community level processes under the NRHM in selected 
states.   

 
It is in this context that the Fellowship programme in M.P. has been proposed 
with the main objective of training young professionals in community capacity 
building for health; in engaging with and in strengthening the public health 
system from below and in functioning as an interphase between the community 
and the health system.  

 
There have been other models like the SHRC, Chattisgarh that works with the 
State. In the NRHM-Community monitoring project, civil society organisations 
have been working with the NRHM at the district and sub-district level. 
Similarly, the Fellows in the Madhya Pradesh Initiative would be working at the 
sub-district or district level supporting the ASHA to raise issues and solve 
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conflicts.  They will also engage with the health system and develop networks 
with NGOs/CBOs and peoples movements in the districts.  
There are ,many questions on the Madhya Pradesh Initiative ( see box) that need 
to be addressed with greater clarity , in the background of the conflicting roles 
of the Government, the increasing role of civil society working with the 
Government for strengthening public health systems and the dire need of 
resources in public health and community health.  
 

• How should this initiative be  positioned? 

• How should it be structured in terms of classroom time, field work etc? 

• What should the vision and mission of such an initiative be? 

• What should be its goals and objectives? 

• What should the course contents be and how should assessments be done?  

• What innovative learning approaches can be used? 

• How do we strengthen the community health resource network and 
support field mentors?  

 

The above questions were discussed by the participants of the National 
Workhsop on Learning Programs for Community Health and Public Health 

on April 9th and 10th,2008 in Bangalore. The overall vision, mission, goal and 
objectives of the proposed Fellowship have been summarised in the following 
sections. 

 
The VISION of the alternative Community Health Fellowship Programme in 
Madhya Pradesh would be to develop a critical mass of vibrant, optimistic 
community health professionals in the High Focus states, 
-  who will be people centric, 
- who are well grounded in the public health reality of India through critical 
analysis and  experiential learning process,  and  
- who will impact the health system by engaging with the health system and  
   strengthening the communitisation processes.  

 
The MISSION for the Madhya Pradesh initiative would be to create a system 
for training such leaders in Community Health through establishing - 
1. An Academic Framework – to develop the selection criteria, curriculum, 
educational and training design, evaluation process, certification and 
accreditation ; 
2. Mentoring - to create a group of mentors through identification and capacity 
building of field mentors and to develop the framework of   collaboration of 
field mentors ; 
3. Organisational Framework and processes – to set in place an advisory group, 
field office, and processes of partnership with the health system. 
 
This vision and mission should help attain the GOAL of preparing 
community health leaders who will work towards ‘better health for the people 
and by the people’. 
 



 

 10

Participants of the workshop discussing the Fellowship in MP 

The Objectives of the proposed Fellowship programme would include -  
 

1. To be committed to community based initiatives,  
 
2. To gain skills to analyse the social and cultural context and develop 

strategies to reduce inequalities in health, and  
 
3. To create leaders / advocates in community health. 

 
In order to work towards establishing such an Initiative with such clarity, 
specific activities that need be focused during the Preparatory Phase emerged. 
These include: 

 
• Sensitizing the health system to this initiative. 

• Preparing mentors – mapping of potential mentors and organizations. 

• Developing mechanisms for mentoring with the organizations. 

• Identifying and engaging with potential resource persons in the health 
system and civil society. 

• Profiling a District with its health care services and a detailed first person 
account of working of the health system, the various functioning units of the 
NRHM, the public-private partnerships and the community interphase with 
the private health system. 

 
Positioning of the Programme and the Fellow 

 
The qualifications requisite for the potential fellow to join this programme 
would have to be based on an understanding on how to locate the programme 
within the existing academic public health programmes. As this course would 

be pitched differently in 
terms of its learning 
methodologies as 
compared to a MPH 
course, a lot of thinking 
has to be given whether 
the Fellowship should be a 
MPH programme. As 
most MPH programmes 
have different set of 
objectives and outcomes, 

this Community Health Fellowship should not be clouded within the 
mainstream.  
 
The Fellowship was unique as its mission is to develop a cadre of young 
professionals sensitive to community health issues and to community health 
action and therefore would require suitably motivated candidates. As there is 
potential for this Fellowship programme to lead into an alternative MPH 
programme in the future, it was imperative to select post graduates or 
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graduates with two years work experience if in the long run, there was a plan to 
make this Fellowship equivalent to a two year MPH in Community Health.  
This MPH programme would stand apart for the objectives, learning 
methodologies and the outcomes.  

 
One of the important challenges to plan this field-based programme is the 
structuring of the field component, the contact sessions, the continuing 
education in the field, and suitably matching it with mentoring.  

 
Aspects of accreditation, course curriculum and affiliation with academic 
councils are necessary for a MPH course. The first three years of the Fellowship 
would be an experimental phase for establishing the above mentioned aspects 
of the Fellowship. An MPH course requires solid grounding in Community 
Health concepts and not merely developing perspectives. This time would also 
help CHC-CPHE to create the institutional backing in Madhya Pradesh as much 
desired for any teaching programme. In due course, accreditation for the MPH 
by a University in Madhya Pradesh could be explored.  

 
Another challenge perceived was the resistance from within the health system 
by medical professionals who are generally averse to non-medical people 
talking about public health. There was a need to look at various aspects of how 
the Fellows would interact with the health system. The Fellows have to be 
located within civil society and interacting with and having leverage with the 
health system. For this to happen, the processes of interaction and 
responsiveness of the health system would have to be worked out. One of the 
ideas being explored was whether the National Health Systems Resource Centre 
(NHSRC) could draw up a letter of understanding with respective state 
governments to acknowledge the role of the Community Health Fellows. 

 
There was a wide discussion on the medium of instruction. Being a 
postgraduate course, English should be a medium of instruction. There is a lot 
of teaching material (books, manuals, articles) both from the mainstream and 
voluntary sector in English.  At a practical level many aspects of the sharing and 
learning would be in Hindi. A dual language Hindi – English learning could be 
tried as CHC has already been using multi-lingual approaches to teaching. It is 
important to acknowledge the difficulties faced by students trained in 
vernacular language to switch to English. This would require intense inputs, by 
resource persons who help the participants with their English.   
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Perspectives, Principles and key components 

 

The “perspectives” that should guide the Community Health Fellowship 
Programme include the following: 
Group discussion on the perspectives  

and principles of the Fellowship 

PERSPECTIVES 
♦ Community based and led approaches – 

understand community dynamics, 

perceptions, community mobilisation, 

community capacity building and 

societal analysis 

♦ People’s perspectives of health systems 

♦ Social, economic, political and cultural 

analysis  

♦ Gender perspectives  

♦ Political economy of health and the 

forces of liberalization, privatization 

and globalization and their impact on health and equity 

♦ Secularism  

♦ Epidemiological perspective-understand data, analyse data/situation and respond 

♦ Perspective on self-transformation while engaging in social action 

 
PRINCIPLES  

♦ Health equity (understand the differences based on factors such as caste, class, 

urban/rural location, region, culture, gender and religion) 

♦ Health rights/entitlements (health as a fundamental human right, universal access to 

health care and comparison with other country models) 

♦ Governance  

♦ State responsibility and role for health, including universal access to health care 

♦ Leadership and activism in health that is enabling  

 
KEY COMPONENTS IN HEALTH  

♦ Health Systems – history and evolution of  the health system in M.P and India.- 

traditional, public and private health systems and their current status 

♦ Issues of access, acceptability, affordability, availability, quality of care. 

♦ History and relevance of comprehensive primary health care as an approach or 

strategy towards achieving Health for All or equity in health. 

♦ Learning from peoples health initiatives and local health traditions 

♦ People’s struggles/movements and people’s health initiatives  

 
There are often competing perspectives and their methods of interaction, 
negotiation, gaining of dominance by one or the other approach and 
consequences for communities need to be discussed. 

 
Perspective building should not be only ideologically driven. It is important to 
present various perspectives with equal attention and help develop the 
analytical capacity of the participants to dialogue and discuss with all 
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concerned and to choose the best perspective with the communities in focus and 
to grow through a process of praxis and reflection. 
 

Contents 
 
The contents of this Fellowship Programme was very comprehensive and 
organized into the following categories topics .    
 

I     Health and Society       [Sections  a, b, c ] 
II    Determinants of Health      [ Sections d, f – situation in MP, u, v, w ] 
III   Health system and Alternatives 
       3a) Health system- Sections g, h, j (levels), i ,k, l, m, t  
       3b) Alternatives – Sections i,n,p,q 
IV   Situation analysis of health and major public health problems  
       Sections f (situation analysis in MP), r, s, t. 
IVb  Special groups and situations - Disaster, Displacement, HIV-AIDS, 
        Mental  health, Disability, Environment [ Section v] 
V    Community process, Dynamics [ Section o ] Stratification, Institutions 
VI   Right to Health and Health Care  -  Section y  
VII  Research  -  Section z 

 

The course participants will be encouraged to develop a mix of an adequate 
knowledge base, perspectives, skills (networking, advocacy, CH skills) and 
attitudes that are sensitive to diverse communities and to field implementers. 
They should know the public health system, and also be able to collect data, 
present and interpret data.  Essential reading lists would need regular updation.  
Distance learning modules may be used. 
 

Structure of the course 
 

The total duration of the fellowship would be two years, each year divided into 
time periods of 3 months with 
residential training once in 3 months. 
The first year would be a foundation 
course where most of the learning is 
in Madhya Pradesh. Visits to other 
states and community health projects 
would be facilitated in the 2nd year. 
One of the innovative ways of 
training is  

Discussion on the structure of the Fellowship 

to adapt to the learning needs of different types of participants. So some Fellows 
could move on after the first year. Those Fellows who complete the second year 
would be awarded a MPH degree. Short modules during the teaching period 
could be offered to additional participants. Such short-term courses can be used 
to train a larger group of people more frequently. 
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The traditional approach of structuring a course was to complete theory and 
follow up with field work. In this instance, a framework of orientation 
programme for 6 weeks, field placement of 2 months and coming back to the 
organisation for residential training and reflection for 2 to 3 weeks would be 
worked out. The sequencing of theory and field work or the converse 
sequencing (i.e. field-work followed by theory) would be both necessary for the 
kind of inputs that is given. For example, field visits can also occur during the 
orientation phase of 6 – 8 weeks. A broad outline of the process is given below. 
 
 
Process:     Orientation                              Field   Residential / 

                                                                                                             institution based 

Duration:     6 Weeks            2 Months   2-3 Weeks 

 
Methodology:    Theory Materials, Data, Experiences    Analysis &   

                                                                                                   interpretation of  field  

                                                                                                   data and of  

                                                                                                   experiences at personal  

                                                                                                   and community level 

 

 
Meaning of field:  The term ‘field’ can be interpreted in the broadest sense and 
not necessarily be limited to a rural community.  Field placement could be 
facilitated in  a Community (urban, rural and adivasi); within the Health care 
system- public/private health care system, the voluntary sector, indigenous 
systems of medicine; in the teaching institutions- medical or  social sciences; 
with individuals and organisations of specific expertise.  

 
The broad modules to be incorporated within the programme are: 

I. Perspective building 
II. Introduction to the field- key persons, organisations and 

institutions; working with communities in different settings 
and also with field implementers from the public health 
system and with informal sector practitioners. 

III. Access to information – to build computer skills 
IV. Learning skills –to practice skills of survey, questioning, 

reading, revising and recall; skills of reading and writing (read 
and reflecting in writing), listening to communities and team 
members, learning from praxis 

V. Concepts of health and disease 
VI. Self-transformation and personal growth of individual 

participants– this component would be integrated throughout 
the course through regular personal and group reflections. 

 
Many of these components would be parallel and enabled through distance 
learning, learning from the field, group reflection and individual reflection.  
A broad outline of the course in blocks of 3 months for the first year is given in 
the table below. The conceptual and experiential components are closely inter-
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related and should be drawn upon both by mentors and participants in 
developing insights and action plans. 
 
 

Three month Blocks CONCEPTUAL EXPERIENTIAL 

1
st
 block  • Health & Society 

• Determinants of Health  

• Community Dynamics 

• Introduction to Health 

Systems 

Introduction to community 

organisations, institutions and 

the health system 

2nd block  • Situation Analysis of 

Health  

• Health Systems- 

Programmes, policies, 

NRHM  

• Community dynamics… 

• Health system –

Alternatives  

• Understanding Village-

Population, dynamics, 

community perceptions of 

health problems 

• Developing relationships 

with community  

• First hand experience of 

Health system  

• Understanding NGO’s 

work  

3
rd
 block Situation Analysis of MP 

• Health system 

• Health research (state, 

district-secondary data 

sources)  

• Introduction to Health 

rights 

• Community Based Survey 

of people’s perceptions of 

health services 

• Functioning of the Health 

system 

• Understand the barriers in 

Health services 

• Community Diagnosis 

• Health system- collect 

information from SC-PHC 

–CHC-Taluk-District 

4
th
 Block  • Health Rights 

• Alternative Health 

systems 

• Community Mobilisation  

 (Social audit, Public Hearing, 

Community Monitoring , 

Community Action ) 

• Preparing Village Health 

plan with community  

• Dialogue with community 

and Health care providers 

 
Core dimensions of public health and community health would be essential 
learning. Some modules could be taken up in the second year depending on 
each individual’s choice and learning needs.   
 

Mentoring: Two types of mentors were suggested, taking from the model 
followed in the learning programmes conducted by CHC.  

 
♦ The institutional based mentor would be the chief mentor for the long 

term mentoring process for a fellow and who will be the person with 
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whom a fellow charts his learning pathway. The Mentor- Fellow ratio is 
also crucial for the mentors to spend enough time with the Fellows. 

♦ A field mentor during a specific field visit of substantial period. 

 
Mentoring has to be supportive and intensive in the initial phases. A system for 
follow- up with fellows through email, telephone has to be worked out. The 
modern facilities of Skype and Edusat could also be explored. The mentors 
should also be easily accessible. Notes by the faculty and mentors  will help 
during the reflections with the Fellows.  

 
Where will the Fellow be placed?  The initial idea of the Fellowship was that each 
Fellow would be working in one district, though it was also recognised that it 
would be difficult for one Fellow to cater to the needs of one district. 
Positioning of the Fellow at the sub-district level, for example – one fellow for 5 
blocks sounded doable . At the same time, if fellows worked in pairs, they stand 
to gain mutual support and encouragement. There is probably a limitation in 
the learning if Fellows are each assigned a particular district as their field area. 
In order to circumvent this, few specific field activities could be done in 
common to promote their learning experience from varied places and settings.  

 
Assessment of the Fellow: Assessment to ensure quality of the training has to be 
inbuilt and is crucial if a MPH degree is being offered. The type of assessment 
may vary as skills and knowledge would also need to be assessed. Writing a 
journal or diary would be encouraged to develop self reflection and writing 
skills.  Student/ participant feedback on the program should also be built in. 
Many of these aspects have to be though out in a more detailed manner.  
 
  

Networking and collaboration between alternative efforts 
 
In order to strengthen the communitisation components of the NRHM, the 
NHSRC has appointed state facilitators in each district for strengthening 
community participation in the eight high focus states since March 2008.   Like 
the MP initiative, district and sub-district level fellowships are being developed 
by other groups and promoted / supported by NHSRC in the other states.  
In Chattisgarh, the Public Health Resource Network (PHRN) will run 
fellowships for health systems strengthening called ‘ASHA’ fellows, who will in 
turn leverage the ‘communitisation’ process of the NRHM. In Jharkhand, this 
will be a NGO / CSO led process and in Bihar, this is a state government 
initiative. In each state, the Fellowship will develop in their own context, giving 
rise to a diversity of approaches.  

 
There is a felt need to network between these different initiatives to enable cross 
learning. This could be facilitated through building a common pool of all 
resource materials and training manuals and creating a mechanism for sharing 
of resource materials, like uploading onto an e-group.  
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There was need for more initiatives positioned in the civil society just like the 
MP initiative and the CHLP. There is need to anchor these kind of Fellowship 
Programmes within an academic framework and also strengthen the 
Programme by linking with international resource people like David Sanders, 
Ron Labonte and the International People’s Health University. Cross learning 
between initiatives would strengthen overall efforts to strengthen learning in 
public health. 

 
Mainstreaming alternative sector perspectives into public health 

education  

 
Important attempts made to mainstream the alternative sector learning about 
community health education into public health education in India started in 
2004 at the meeting organised by the Govt. Of India.  This was referred to in a 
subsequent WHO-SEARO publication. The Public Health Foundation of India 
(PHFI) launched in 2006 is also drawing on alternative sector learning and 
experiences in its program planning. Very recently, the NHSRC is taking 
initiatives to integrate the alternative sector into the NRHM through its 
Programme of ASHA fellowships.  

 
Globally, the People’s Health Movement has facilitated two processes, namely 
the Global Health Watch and the International People’s Health University to 
bring the current political economy of health to the notice of the mainstream 
public health groups (see www.phmovement.org). The publications and 
learning material produced by the two initiatives are being used in learning or 
teaching programmes in well known public health schools such as the London 
School of Hygiene and Tropical Medicine and the Johns Hopkin’s School of 
Public Health  One a similar note, there is scope and potential for using the 
background papers produced by the Jan Swasthya Abhiyan ( the National 
People’s Health Movement) during the two National Health assemblies as 
resource materials in specific public health modules. 

 
To facilitate all of this, it is necessary to map mainstream public health related 
educational initiatives and involve them in the alternative sector’s efforts 
through a proactive strategy. It is also important to keep innovating methods by 
which mainstream institutions in India can interact with and get to know more 
about civil society initiatives in health. 
Such mapping and documentation of what is happening to the various courses 
in the public and private sector, issues of accreditation, issues of placement of 
suitably trained practitioners in appropriate openings and many more aspects 
will be important learning . For example, the government’s move to introduce 
AYUSH practitioners in the public health system may have serious 
repercussions for the field of AYUSH, who would stop practicing their system 
of medicine and get engulfed in allopathic medicine. Thus, it is important to 
understand the inter-disciplinarity of public health, eg. public health and 
veterinary sciences, public health and engineering (sanitation), public health 
and AYUSH. 
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The need of the hour is to watch actively, engage critically, share experiences 
and learn creatively in evolving community health learning programs, and  
mainstream public health educational processes.  
  
 
 

Annexure 1  
 
Community Health Fellowship Scheme (CHFS) 2003-07: An Overview 

 
Community Health Cell (CHC) has been able to provide space, support, peer 

encouragement, vocational guidance, facilitation of self study and short term linkages – 

for professionals, both junior and senior, in community health.  The linkages have been 

flexible and responsive to individual search, and supportive of paradigm shifts in 

personal careers many of which have included shifts from being institutional based, 

moving towards community action within an analytic, societal context. Over two 

decades, CHC has offered these individuals space to learn, reflect and interact with 

senior community health practitioners in India. 

 

In 2003, CHC reached its twentieth milestone, and a Community Health Internship/ 

Fellowship Scheme was initiated with support from the Sir Ratan Tata Trust for three 

years (2003 – 2006) as Phase I and was later extended up to 2007.  

The Community Health Fellowship Scheme (2003-2007) was an attempt to formalize 

the process of learning in community health and at least 23 young professionals 

participated in the CHFS formally and another 17 participants went through the 

orientation programme of community health or through individual learning programmes 

 

The objectives of the scheme were: 

 

a) To promote life options in community health by offering a semi-structured placement 

opportunity in CHC in partnership with selected community health projects.  

b) To strengthen the motivation, interest and commitment of persons for community 

health.  

c) To sharpen analytical skills and to deepen the understanding of the societal paradigm 

of community health. 

 

Of the 23, seven were taken in as fellows for 9 months, while 16 were interns and 

availed the fellowship for 6 months; 10 were women while 13 were men; 11 were from 

North India and 12 were from the South; 9 were doctors and 14 were from the social 

science background 

They continue to work on community health issues in various parts of the country. 

 

As part of their learning experience, the interns and fellows have produced many 

definite outputs,that can be broadly classified as: 
 

1) Action: Involvement in community health action oriented activities. 

2) Study: Studies of community health issues in the places where they were posted 

for their field placements. 
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3) Trainings: Training conducted by interns/ fellows, where they shared their 

learnings and experiences with others. 

4) Participation: Involvement in health and development related events at the 

local, state and national levels. 
 

Learnings from CHFS  

 

CHC learnt a lot from this process, from the regular review processes, the feedback and 

encouragement from the fellows as well as the field mentors and other resource persons. 

The major learnings regarding the implementation of such a programme are the 

following, 

 

● The intensity of the process: The time intensity that is involved in 

implementing programmes such as these is one of the major learnings and 

realisation. Attitudinal change and inculcating values are not simple exercises 

that can be achieved in class room sessions. These come after long discussions, 

reflection and challenging interactions with peers and seniors. All these are very 

time intensive, and thus all earlier estimates of time requirements for such a 

project proved underestimates. 

● Need for regular interaction with the field mentors:  Given that the field 

mentorship part of the program was one of the most important aspects of the 

program, it was felt that there should be even more communication / interaction 

with the mentors to ensure that the fellow gets adequate inputs. 

● Need for a more structured placement at the field projects:  Given the 

extremely busy schedules of the mentors themselves, it was felt that more 

detailed semi-structuring of the field placements will help in maximizing the 

learning experience. 

● Need for specific skill building opportunities: Apart from the knowledge and 

attitude inputs that have been provided during the Phase I project it was felt that 

some focused inputs on certain crucial skills required in community health were 

essential to equip the fellows to start off their work after the fellowship. 

● Continued need for flexibility: The large numbers of individuals who 

approached us for the fellowships and who were keen for the inputs but were 

unable to give the full time commitment have convinced us of the importance of 

continuing to provide a more flexible opportunity / space for such individuals 

● Need for alumni support: At the end of nearly 4 years of implementing the 

project we have nearly 40 individuals who are “alumni” these individuals 

continue to keep in touch with us and contact us for specific requirements in 

their current positions. We feel that there is thus the need to have a dedicated 

alumni cell that will provide such continuing support. 

 

The project was reviewed concurrently during its mid-term as well as by external 

reviewers at the end. Based on external evaluations, concurrent review and internal 

reviews by the CHC team, the Phase II of the CHFS was evolved.  

 

The Community Health Learning Programme (CHLP) focuses primarily on young 

individuals, already working with, or proposing to work with Community Based 

Organizations and health programmes in voluntary and development sector. This shift is 

in line with CHC's commitment to capacity building of community-based organizations 

and to create leaders in community health. CHC will also continue the national focus on 

community and public health in learning to facilitate intercultural involvement and 

leadership. 
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Community Health Learning Programme (CHLP) 2008-10 

CHLP  has three main components of -  

 

A. Training  

B. Documentation 

C. Dissemination, Networking and Advocacy 

 

The objectives of the Community Health Learning Programme are: 

 

A. Training  

 

Objective 1: Community Health Learning (Fulltime and flexible learning) 

 

1.   To facilitate the development of a 'community health perspective' by offering a 

semi- 

structured placement opportunity in CHC in partnership with selected community health 

projects and initiatives in the country, with an additional focus on young professionals 

from South India. 

    

2.   To provide short-term placements to young professionals to facilitate community  

health learning and to strengthen motivation, interest and commitment of persons for  

community health. 

 

3.  To sharpen analytical skills and to deepen the understanding of social paradigm of  

community health. 

 

Objective 2: Alumni Support and Extension Learning 

 

1.  To provide continued support and networking of fellows who have already 

completed   the Community Health Fellowship Scheme, to accompany them in the 

initial parts of the personal journey, and to enhance networking and collective initiatives 

among them. 

 

2. To develop and adapt teaching processes and materials from CHC’s rich 

experience from 1984-2007, for more flexible and short term orientations for 

people not presently capable of participating full time in the Fellowship 

programme using distance learning or short linkage approaches. 

 

 

 

Objective 3: Developing into a Resource Centre 

 

1.  To provide resource support for organizations / institutions that are planning to 

develop similar Community Health Fellowship programmes. 

 

2.    To develop / update resources both printed and audio/visual on community health. 

 

3.   To develop material in local languages of Kannada and Tamil through translation, 

development, and collecting the relevant material. 
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B. Documentation  

 

Objective 4: Modularization of the learning material. 

 

1.  To develop a full set of learning modules for the fellowship program including 

curriculum, learning objectives, resource material and exercises etc. 

 

2.  To develop a set of training modules that will document and suggest teaching 

methodologies. 

 

Objective 5: Development of Website 
 

1.  To develop some sections of the website of the Centre into a learning resource for 

community health sector. 

 

C. Dissemination, networking and advocacy 

 

Objective 6: To have workshops and attend seminars with a view to disseminating 

the concept of the fellowship program to a wider audience. 

 

1. To hold National level workshops to disseminate the concept of the fellowship 

program and to explore the idea of a network of community health worker trainers. 

 

2.  To hold annual workshops to facilitate the continued learning of the fellows and to 

discuss important themes in community health. 

 

 

STRUCTURE OF THE CHLP  

 

TRAINING  

The Training component of the CHLP has is designed as a  

1. Full time learning,   2. Flexible learning programme,   and   3. Alumni Support  

Full time Programme for Community Health Learning 

A broad design of the learning plan of the Full time programme is given below. The first 

six months, would be mentored learning, while in the remaining three months, the 

fellows will train others, contribute to community health projects or do some field 

project. 

 

Sl. 

No. 

Phase Objective Duration 

(approx.) 

Venue 

a) Orientation 

at CHC  

 

 

To orient the fellows to the various aspects 

of community health.  

i 

 

b) Guided 

field visits 

and exposure 

tours. 

To prepare the fellows for field work and 

to ground the learning during orientation 

with first hand exposure to field realities. 

 

 

3-6   weeks 

 

 

CHC 

 

Field 

visits 
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a) Field 

Mentored 

Learning 

To expose the fellows to various 

community health initiatives, while 

gaining a hands on learning experience in 

community health. 

 

 

16-18 weeks 
ii 

 

  

 

  
 

b) Group 

learning 

sessions   

 

To get the fellows together once during 

their field placement period for a short 

period to share and discuss about their 

field level experiences and learnings, to 

reflect about it in light of community 

health principles and to learn new topics/ 

skills based on needs expressed. 

 

1 week 

 

 

CHC 

iii 

 

Debriefing & 

report writing  

A time for fellows to share and reflect 

about their learnings about self, 

community and community health through 

the fellowship period and to put it down in 

writing. 

 

 2 weeks 

 

 

CHC 

INNOVATIVE ADDITION: Short term field project 

At the completion of the sixth month,  

fellows would be supported for a brief 

period to work on their own on some 

community health related issues  for a 

period of 2-3 months, to enable them to 

establish their work and linkages in the 

field. It would involve working intensively 

on specific issues linked to community 

health. 

 

10 weeks 

 

Other 

NGOs 

iv 

  

Community 

Health 

Practice 

  

Final debriefing, discussion and report 

submission session  

2 week CHC 

  Total 36 weeks  

 

 

Flexible Programme for Community Health Learning 

 

There are a number of individuals from across India and abroad who approach CHC for 

flexible and individual-centred learning and perspective building opportunities in 

community health. This component will include a short-term fellowship programme of 

variable duration fellowship for a maximum of 6 individuals or the equivalent of 18 

fellowship months in a year. This would broadly follow the pattern of the current 

fellowship scheme with a focus on their individual learning and would be facilitated by 

senior community health advisors of CHC, viz. – Dr. Ravi Narayan and Dr. Thelma 

Narayan, as mentors. 

 

 

Alumni Networking Support and Extension Learning  
 

The need for the continued support to the alumni of this fellowship scheme has emerged 

from the feed back of the fellows of the CHFS and from the end-review itself.  The 

components of the Alumni Support and Extension Learning include : 
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Network of Alumni:  Consolidating the Alumni Network to promote collective 

initiatives, ongoing perspective building, extending support and playing the facilitator 

role and to bring them together is one of the major tasks of this programme.  

 

Learning Modules: To ensure that the experience and benefits of the community health 

learning is available to fellows and others, efforts would be made in this phase to 

consolidate the processes and materials of the community health sessions and to make it 

available to interested individuals through various means, like CHC website, contact 

with medical interns and other young professionals seeking to gain a community health 

perspective. The alumni will contribute to the modules by providing material from their 

respective fields that they are involved now. Sometimes their own work, projects, 

studies, involvement in community health action or campaigns can be shared with each 

other and with the current fellows. This will be a resource as well to the ongoing 

fellows. 

 

Annual Workshops: Bringing the interns together not less than once a year to share 

their experiences, present about their work and to facilitate their mutual interactions is 

part of this programme. While publishing their experiences or research abstracts as part 

of this programme, developing newer topics as part of the module preparation would be 

their contribution to the ongoing fellowship programme.  

 

Continued Mentoring: Apart from responding to these on-going requests there is also a 

need to support the alumni to maintain their level of interest in community health and to 

mentor them in situations of isolation and frustration of working alone in community 

health projects. There is also a need for some continuing building up and maintenance of 

the knowledge, attitude and skill developed during the fellowship. It is thus proposed 

that we form an alumni support cell which would be facilitated by senior community 

health advisors of CHC – Dr. Ravi Narayan and Dr. Thelma Narayan as mentors. 

 

DOCUMENTATION 

CHC proposes to modularize the entire process of the CHLP including the curriculum as 

well as the teaching methods so that it is accessible to a wider range of community 

health trainers.  

The components of this process include : 

 

Basic Modules in English: The modules will be printed in English as 4 booklets of 

approximately 75 pages each  

 

Translation, Adaptation and Printing in Kannada and Tamil: CHC will also explore 

the translation and development of similar material in Kannada and Tamil (As CHC has 

active programs in these two states).  

 

Process Report:  A process report based on the experience of the first 4 years of 

running the CHFS will play a great role in making the experience of CHC more 

accessible to the sector at large. 

 

Web-based learning resource:  Once this documentation is ready – effort will be made 

to develop the learning components of CHC website, to make it more interactive, 

informative and reflective of the CHC experience. The modules in all three languages 

will be available in the website. 

 

Pamphlets: Pamphlets/brochures will be developed to disseminate the idea about 
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community health fellowship programme. 

 

Newsletters: Three annual newsletters will be produced in the next 3 years to document 

and disseminate the current learning experiences of  the interns in each batch. 

 

Project Summary Report: At the end of the project period a project summary report 

will be published for wider circulation. 

 

NETWORKING, DISSEMINATION AND ADVOCACY 

 

CHC has gathered sufficient experience of the Learning programme and in the second 

phases it desires to disseminate the idea of the CHLP to enable other groups in other 

parts of India to explore the possibility of holding such programmes, as well as 

exploring the possibility of initiating a network of community health trainers in India. 

 

We propose two sets of activities to disseminate the ideas: 

 

Annual Workshops: We propose to hold annual workshops focused on bringing 

together both present as well as past fellows for continuing education / inputs, as well as 

for debate and perspective building. 

. 

National Workshops: Potential organisations who are interested in Community Health 

trainings will be called for national workshops. The first workshop will be held in the 

first year of the project period and the second one in the third year of the project period.  

As a possible follow up, we are planning for up-to 2 organizations contacting us and 

expressing interest in evolving such a program.  

 
 
Annexure 2  
 

Society for Community Health Awareness, Research and Action 

Community Health Cell (CHC) and Centre for Health and Equity (CHE) 

 

Learning Programs for Community Health and Public Health  

National Workshop – 9
th
 & 10

th
 April 2008. 

 

A Background Note 
 
 Thelma Narayan, CPHE, SOCHARA, 1st April 2008 

 

PART – I 
 

Broader Context 

 

Two important strategic meetings on public health education took place in 2004. The 

‘National Consultation on Institutes of Public Health in India – Moving from Concept to 

Reality’  organized by the Ministry of Health in September 2004 noted the shortages of 

public health professionals and the gaps in public health education. Commitments were 

made by the political and administrative leadership to increase investment and improve 

institutional capacity for public health education through partnerships between 

government and ‘relevant private sector partners and civil society partnerships’. The 
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Health Minister stated that “the participation of communities and civil society 

organizations brings new institutional, technical, political and financial resources to 

public health”. Amidst presentations by the Union Health Secretary, Maharashtra 

Director of Health Services, ICMR, Achutha Menon Centre for Health Science Studies, 

World Bank and the USAID, the Community Health Cell (CHC) made a powerful 

presentation on initiatives by the Alternative Sector in public health capacity building.  

 

Two months later, WHO-SEARO organized a meeting to develop a strategic framework 

for strengthening public health education in the region. It drew strength from the 1999 

Calcutta Declaration on Public Health that had called for “promoting public health as a 

discipline” with “the reform of public health education and training seen as the key to 

the reform of public health system”. The importance of partnerships with the ‘alternative 

sector’ were mentioned drawing from the CHC presentations at the earlier meeting, with 

specific examples such as the VHAI education council, the network of community 

health trainers from voluntary organizations, the People’s Health Movement, 

SOCHARA- CHC and CEHAT.  

 

These meetings resonate with policy statements at a larger level. The call for a greater 

commitment for capacity building  for public health globally was made by the UN for 

enhanced work not just by WHO but by related UN bodies. This call was a response to 

concerns expressed by member governments following the pandemic of HIV-AIDS; 

epidemics of Avian Influenza and SARS; re-emergence of TB; the continued 

unnecessary toll taken by infectious diseases and non-communicable diseases, weak 

health systems and widespread poverty. The Millennium Development Goals give 

importance to health though the MDG targets and strategies are debatable, and the 

reality of increasing inequity in health and development, with increased concentration of 

wealth and power in the present economic dispensation continues. The UN General 

Assembly resolution 58/3 of 2003 made commitments to enhance capacity building in 

global public health. Following resolution 60/2 at the 60
th
 session of the UNESCAP 

(UN Economic & Social Commission for Asia and the Pacific) in 2004, CHC was 

invited by the UNESCAP secretariat to develop a strategy paper for strengthening 

public health education in Asia Pacific with a group from the region.  

 

 The past decade in general and the past five years in particular have seen a rapid rise in 

the establishment in India of Schools of Public Health and new educational initiatives in 

public health related fields (see Annexure I). Most are based in a range of old and new 

academic institutions, while other teaching-learning initiatives have taken place in the 

NGO sector. There has been a significant shift, not without resistance, from the medical 

college and medical profession dominated teaching of community medicine and 

community health, to courses including MPH degrees offered to participants from multi-

disciplinary backgrounds. However inter-disciplinarity itself can remain an academic 

exercise and may not impact positively on reducing inequity in health or in access to 

care. It may just open up career choices for a different group of students who will 

essentially service the dominant lobbies at lower cost. There appears to be no particular 

effort to study and monitor the social relevance and impact of new courses/initiatives. 

Commercialisation and marketisation of educational initiatives is also evident. Whether 

these ‘products’ will contribute to public health by improving conditions for the social 

majority, the impoverished, is debatable. Most initiatives are still driven by the 

established disciplines of epidemiology with a focus on risk factors and disease control. 

There is as yet relatively little coverage of the underlying social determinants of health, 

inter-sectoral action for health, health equity impacts of TRIPS and GATS etc. However 

in some new initiatives these are being planned for, and there have also been 
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consultations and involvement of civil society organizations, with links are being 

developed with state health systems.  

 

The Public Health Foundation of India (PHFI) established in 2006 reflects a policy shift 

as a high profile public private foundation mandated by government to set up new 

Institutes of Public Health and support existing public health educational institutions 

and programs. A future faculty program is already underway with two batches of 

selected professionals sent abroad for MPH courses, with some leading to doctoral 

programs. Recruitment of staff is proceeding and Institutes of Public Health have been 

/are being established in Hyderabad, Ahmedabad and Delhi. These will still be a small 

proportion of the total number of old and new post-graduate programs and it remains to 

be seen if they would play a leadership role in shifting paradigms and in what way they 

would be different.  

 

Several questions have been raised in the debate on the new schools of public health and 

the PHFI. Will the cadre of elitists ‘managerial physicians’/ ‘public health experts’ that 

are created be distanced from primary health care and from people? Will a technology 

oriented, biomedical model of public health be promoted? Will public health 

professionals be produced for an export market or an internal commercial market for 

clinical trials etc? What will be the balance between indigenous public health 

knowledge and models of education adopted from abroad? Will existing public health 

institutions and community health department of medical colleges be neglected? What 

class of students can access courses based on self financing principles? Will public 

health be privatized? 

 

Given that the new spurt of courses/schools of public health represent a new wave, one 

could take a deeper look to see whether and in what way they are different. Is it a 

quantitative increase to fill in gaps in numbers or will there be a qualitative change and 

redefinition in the discipline itself? Are there differences in selection, content, methods 

of teaching and processes of learning that would enable participants to contribute 

effectively and sensitively to complex public health needs? In what way will the faculty 

development process be undertaken? While students and perhaps staff are from 

multidisciplinary backgrounds, will this ensure a shift in the biomedical frame-work? 

Will the ‘products’ be servicing policies and programs that are still vertical and disease 

centred or will they be able to think and act differently, independently, in a socially 

relevant manner, responding to ‘community need’ that is layered by a variety of 

hierarchies?  Professional education is a continuation of a socialization process which 

implicitly reproduces certain world views. Aspirations and expectations of students and 

their parents are often oriented to career advancement. Being counter culture requires a 

systematic strategy. Tensions, contradictions, power dynamics, varying political 

perspectives and progress in achieving the Health for All goal, needs to be explored in 

an open environment. 

 

A question before all of us is how we move from critique to action. Despite efforts over 

the years there is a persistent gap between people (the public), public health systems and 

public health education. There is also an extreme shortage of trained public health 

professionals, and particularly so within the public health system while the demand on 

the system is increasing as is evident from reports in the media. The public health 

capacity within the system is fairly constrained, leaving it vulnerable to influence by 

external public health specialists, agencies and lobbies promoting products as public 

health goods. Public health deskilling has occurred in many parts of the country, with 
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Tamil Nadu, Gujarat, Maharashtra, and West Bengal being exceptions to a certain 

extent. 

 

In this context it would be instructive to reflect on the nature, extent and impact of civil 

society participation in public health and community health education. During the past 

five to ten years there has been a coming together of different streams of civil society in 

broader formations such as the Jan Swasthya Abhiyan with perspectives that situate 

health and health care in a political context. There are similarly other groupings such as 

the women’s health movement, disability movement, mental health, environmental 

groups, positive peoples’ networks etc. The presence and engagement of these groups in 

health policy processes at various levels has become stronger and is acknowledged at 

national level. The movement is also growing in some states. At community level the 

presence varies from strong to negligible and absent. Experimentation by the alternative 

sector in community health education especially with community health workers, health 

supervisors, health managers etc has occurred over a few decades with positive health 

impacts at local levels. The 73
rd
 and 74

th
 Constitutional Amendment provided for 

Panchayati Raj Institutions to have a greater say and institutional role in public health 

by providing the necessary mandates. Current initiatives such as the National Rural 

Health Mission (NRHM) provide structures, funding and mechanisms for strengthening 

the weak public health systems with scope for community based and community led 

health decision making. When scaled up to a national level, implementation is adversely 

affected by lack of capacity and trained human resources to fully utilize these 

opportunities. Public health involves organized societal effort to achieve public health 

goals with equity. Capacities and resources in the alternative sector developed over 

decades need to play a more proactive role contributing from the richness of diverse 

pro-people strategies that exist. Reflections on civil society preparedness and strategy 

for engagement in educational initiatives however are necessary. Are we willing to work 

together and think of scales that are beyond previous work? What is the relationship 

with the public sector and with Panchayati Raj Institutions? How can community 

capacity for health be enhanced? How can our collective experience be best utilized in 

the high focus states and in districts with the most distressing health indicators? Can 

networks of practitioners who are engaged in community health/ public health education 

be formed? 

 

 

PART  II 

 

The Community Health Cell (CHC) 

 

CHC, now in its twenty fifth year, has developed an understanding of community health 

based on a social paradigm which has evolved over the years and been applied to 

different situations from community based involvement, to training, teaching, research, 

health policy action, advocacy and movement building (see www.sochara.org for 

details). The Society for Community Health Awareness, Research and Action 

(SOCHARA) was registered seven years after the formation of CHC following an 

external cum internal review of CHC. The team has always supported people or 

organizations in the process of making their own paradigm shifts. Several spent 3-6 

months within CHC to think, read, interact, and share their growth experiences in a ‘safe 

place’ of fellow travellers. CHC also did a lot of teaching and training. In 2003 this was 

formalized and a community health internship cum fellowship scheme (CHFS) was 

launched with support from the Sir Ratan Tata Trust. Over 4 years 23 young 

professionals went through a 6-12 month semi structured course in groups. They were 
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joined by 17 others who spent varying periods of time from 1-6 months. External 

concurrent and end evaluation were done which were disseminated in a workshop in 

2006. It is recognized by the team that though this is a fairly small drop in the ocean, it 

is an important step in formalizing in a semi-structured way an alternative approach to 

community health education. 

 

Key Learning Points from CHFS (Phase-1)  

 

1. Aimed at identifying and nurturing community health and public health leaders of 

the future. 

 

2. Flexible, semi-structured program, focused on analytical societal understanding of 

determinants of health and health services; existing community based responses 

and strengths; constructive health action undertaken with alternative approaches; 

engaged with the public health system; the People’s Health Movement and its 

campaigns/initiatives and documents- the global and national Peoples’ Charter for 

Health. 

 

3. The selection process was critical. Selection criteria were developed weighted for 

persons with community based experience and perspectives of social reality and 

for persons from social backgrounds/regions with fewer opportunities.  

 

 

4. Teaching / Learning Principles: 

The learning process was person centered, experiential, and building around 

participant’s areas of interests and skill, which strengthened internal motivation in 

a supportive environment and encouraged free thinking and dissent. 

          

Multiple learning methods were used and these included: 

-     Reading /writing assignments/presentations 

- Regular group work – discussions /debates/reflections 

- Variety of field visits and placements 

- Reflections as individuals and groups on what has been learnt about 

oneself, about community/society and about community health 

- Broader analysis – social structure, power dynamics, decision undertaking, 

identifying determinants of health 

- People’s Health Movement oriented engagement with campaigns 

 

5. Follow up : 

- Sustaining relationships in a conscious way 

- Prioritizing time to respond to alumni 

 

6. Building a multidisciplinary faculty team with shared understanding needs more 

systematic effort  

 

7. Networking with organizations and field mentors needs to be built further 

organizationally 

 

8. Outcomes: 

- 23 + 17 young professionals have been through the process and all of them 

continue to work in community health. 

- Some are undertaking further studies in public health. 
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- Some have joined CHC, as Coordinator and team members. 

- An expanded program, the Community Health Learning Programme 

(CHLP) has evolved in the second phase of the CHFS.  

- An MP initiative is being developed.  

- NSHRC – ‘ASHA Fellowship Scheme’ is being planned in special focus 

states 

 

 

 

CPHE and the Madhya Pradesh initiative 

 

CHC- SOCHARA as part of the silver jubilee (April 2008- March 2009) has established 

the Centre for Public Health and Equity (CPHE). The CPHE has core competencies in 

public health policy, public health education and movement building for the peoples’ 

health movement. The proposed work in Madhya Pradesh will be one of its significant 

initiatives. 

 

Rationale: 

• The health status of people in Madhya Pradesh (60 million, 50 districts) from all 

recent, reliable sources of information falls below the national average. 

• The public health system and institutions are relatively weak, with large gaps in 

infrastructure, staff, connectivity etc. But innovative decentralized health 

development programs that were initiated during the past provide a good base. 

• CHC has been involved in MP with the Rajiv Gandhi Mission on Diarrhoea, the 

Swasthya Jeevan Guarantee Yojana, two evaluations of the Jan Swasthya 

Rakshak Scheme, the MP Human Development Report and currently through the 

National ASHA mentoring group of the NRHM. CHC has also links with the 

NGO sector in MP. 

• The newly formed CHE has made the time to facilitate the MP Initiative and 

once funded to develop a Bhopal based team, a local advisory committee and to 

build linkages with field partners and mentors. The SOCHARA members, CHC 

associates and team will support the initiative. The CHC team in Bangalore and 

Chennai will continue with the ongoing work and take it forward. 
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A tentative Organizational Structure is explained in the following diagram. 

 

Some questions are raised below the diagram, that will be discussed during the 

workshop. 

 

ORGANISATIONAL STRUCTURE (TO START WITH) 

 

 
1. How should this initiative be positioned? 

2. How should it be structured in terms of classroom time, field work etc? 

3. What should the vision and mission of such an initiative be? 

4. What should be its goals and objectives? 

5. What should the course contents be and how should assessments be done?  

6. What innovative learning approaches can be used? 

7. How do we strengthen the community health resource network and support field    

mentors? 

 

 

 

SOCHARA 

CENTRE FOR 

PUBLIC 

HEALTH & 
EQUITY 

(CPHE) 

COMMUNITY 

HEALTH 

CELL 

(CHC) 

 
General 

Body & 

Executive 
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MADHYA 

PRADESH 

INITIATIVE 
Advisory Committee 

Bhopal based team 

20 CH fellows 

(a suitable name will be selected) 

 

Links with MP – DHFW & NHSRC 

Civil Society/ 

NGO base 

Support by broader network of associates 

& donor partners 
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Proposal of MP Initiative – An Outline of Key Components 

 

•  SOCHARA–CPHE could take twenty young professionals from multi-

disciplinary backgrounds for a community health practical course for a 2 year 

period as a batch. This would focus on community health capacity building and 

strengthening of the public health system working at sub-district level with the 

NRHM. Participants with the following educational backgrounds will be eligible 

to apply: undergraduates from medicine (all systems), dentistry, nursing, 

pharmacy and physiotherapy; post-graduates in medico-social work, 

management, community/rural development, sociology, political science, 

anthropology, economics i.e. the humanities who have a desire to get engaged 

with practical community health work will also be eligible 

• The advertisement and selection procedures and processes could be similar to 

those followed for the CHLP. Participants will need to be fluent in Hindi and 

English as the teaching will be conducted in both languages. Selection would be 

undertaken by a selection committee. 

• There would be an induction course for 4–6 weeks and ongoing training every 

three months, with local monthly meetings. The teaching outline during this 

period would include the following areas (this is indicative and several additions 

need to be made):  

a. an understanding of health, development, and equity 

b. what is community health and public health 

c. values, social justice,  health human rights and public health ethics;  

d. understanding underlying socio-political, economic and cultural 

determinants of health and their inter-relationships and dynamics 

e. indigenous heath systems and traditions, AYUSH and public health 

f. situation analysis of health and health determinants in India and 

specifically in MP; distribution and trends; critical analysis of data and 

data sources; socially disaggregated analysis; social exclusion and health 

in India. 

g. historical understanding of health policies and programs in India and MP;  

h. understanding the entire health sector (public, private, voluntary, Indian 

systems, peoples sector); role, contribution of different components. 

Pharmaceutical policy and all health related policies. 

i. Health for All and comprehensive Primary Health Care- with a focus on 

experiences from India and Asia in training of community health workers 

and community participation in small projects and scaled up to state 

level; inter-sectoral  action for health. 

j. health system issues- at different levels-institutional, taluk, district, state 

and national levels; equity and quality issues in access to health care and 

access to essential medicines 

k. health planning,  administration and management;  

l. basics of health financing, health budget analysis, health insurance  

m. National Rural Health Mission; implementation and organizational 

issues; understanding all its components; tracking the website, review 

reports; studying innovations; skills required to realize the 

communitisation components 
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n. The voluntary sector in health in India; different perspectives and 

approaches; NGOs and their federations; the role of civil society in 

health; peoples’ organizations; health empowerment strategies. 

o. Panchayati Raj Institutions and health; perspective and capacity building 

of PRI members. 

p. the global Peoples Health Movement (PHM), Peoples’ Charter for 

Health, country circles, campaigns, WHO advocacy circle, Global 

HealthWatch, PH exchange, International Peoples’ Health University, 

website. 

q.  the Jan Swasthya Abhiyan (PHM India) and state units; Peoples Rural 

Health Watch; community mobilization and campaigns on various issues, 

booklets produced for two Jan Swasthya Sabha’s. 

r. priority public health problems in India – nutrition/food issues; 

communicable diseases including TB, Malaria and other vector borne 

diseases, water borne and water related diseases; HIV – AIDS; 

reproductive tract infections; leprosy; disability; mental health; 

cardiovascular diseases; diabetes; cancer; 

s. women’s health, gender and health, children’s health 

t. urbanization, health and health care for the urban poor, National Urban 

Health Mission analysis and action 

u.  culture and health – further details;  

v. Environment and health and worker’s health in agriculture (pesticides), 

industry and mining, social security and social protection of these 

workers. 

w. social determinants of health and social movements for health; related 

social sector programs that impact on health;  

x. health and health care in situations of disaster and conflict 

y. constitutional and legal aspects of health 

z. health enquiries and research, critical reading of reports and data.. 

• There would be a mentoring process for participants during the 

orientation/induction and ongoing training periods, as well as in the field.  This 

would be person centred and supportive of learning as well as of personal growth 

and professional development with a focus on capacity development to 

undertake responsibilities in community health/ public health systems. 

• Participants would work in different districts either singly or in pairs and 

preferably with mentors from NGOs/ academics from the district. 

a. Their work in the districts will be linked to the Department of 

Health, but they will function with considerable autonomy. CHE – 

SOCHARA will develop an MOU with the NHSRC and/or the 

DHFW to facilitate linkages with the health system. The ‘fellows’ 

will support the “communitisation” component of the NRHM with a 

focus on the functioning of ASHAs including their ongoing 

education and training and the ASHA support systems/mechanisms 

at district and block level; the functioning of village health and 

sanitation committees and their capacity building; support to the 

development of village and district health plans and the community 

monitoring of health services/ the NRHM.  They will select specific 

villages and taluks for their work guided by their mentors.   

b. Wherever possible they will be linked to NGOs/ federations/ 

peoples’ movements in the field such as the Asha Gram Trust and 

SATHI-CEHAT in Badwani district, Nivedita/NREDT in Bhopal 

and Raisen districts; Madhya Pradesh Voluntary Health Association 
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(MPVHA) & Catholic Health Association of Madhya Pradesh 

CHAMP & their member organisations involved in community 

health work; the Madhya Pradesh Vigyan Sabha and constituents of 

the MP – Jan Swasthya Abhiyan. Areas already involved with the 

Community Monitoring & Planning and Community Action for the 

NRHM can be selected. 

• Every three months there would be group learning sessions for a few days in 

Bhopal and sometimes in other places to give participants an occasion to share 

and deepen their understanding.  The topics mentioned earlier and others 

identified by participants and the faculty would be discussed in incrementally 

greater depth. 

• Reading and writing assignments including small research projects to develop 

their professional skills will be undertaken. 

• NGOs and academic institutions such as the Indore School of Social work; the 

Bhopal School of Social Sciences; the Jabalpur Institute for Rural Management; 

as well as Departments of Community Medicine from Medical Colleges will be 

invited to network for peoples health.  All these would form an important 

resource group for the participants and some among them may be willing to be 

mentors or to participate as visiting faculty members. 

• Reading lists, background papers and teaching material will be made available.  

CHC already has developed this for our earlier and ongoing learning programs.  

These will be suitably modified and added to. 

• There will be ongoing assessment of participants with feedback and interaction. 

Participant assessment of the training/ work will also be done. 

• Participants will receive a certificate at the end of the two year period. 

 

 

What would be Unique about the MP Initiative 

1. It is an ‘alternative’ learning programme in community health and public health 

based on a societal understanding or paradigm, using community based 

approaches that address the social determinants of health and strengthen 

comprehensive primary health care systems with a focus on the National Rural 

Health Mission at district and sub-district level. 

2. It is rooted in the experience of the voluntary sector /civil society/ peoples 

movements and will build on this collective. 

3. It believes the ‘Public’ have a central role in public health. 

4. It focuses on central India, specifically Madhya Pradesh. 

 

The overall objectives of the workshop are to  

 

4. To share and discuss CHC’s experience with the community Health 

Internship cum Fellowship Scheme (2003-06-07) and the current community 

health learning programme (2008-10). Your views and questions about the 

overall perspective and approach and as well as on any component would be 

welcome. 

 

5. To discuss in some detail a new initiative in Madhya Pradesh as mentioned 

in our first letter. During the workshop we will break into small groups to evolve 

the vision, mission, objectives, overall structure, broad content areas to be 

covered during a two year fellowship. Ideas for field placements in the 48 

districts of Madhya Pradesh, and suggestions for reading lists etc are also 



 

 34

welcome. There is much to learn from various initiatives in MP and broad areas 

for enquiry/study could be identified that could be undertaken during the 2 year 

period with some of you as mentors. 

 

6. To explore possibilities of net working as some participants will be 

undertaking similar initiatives in different parts of India. 

 

 

ANNEXURE  I 

List of MPH and related Public Health related PG Programs in India 

 

This is in addition to the MD programs in Community Medicine/Community Health 

offered by around 75 medical colleges, DPH programs, and MSc Public Health Nursing 

programs 

 

Ongoing 

1. Jawaharlal Nehru University- Delhi: Centre of Social Medicine: Masters /M.Phil 

and Ph.D in Community Medicine. 

2. Christian Medical College, Vellore.: M.Sc Epidemiology 

3. Achutha Menon Centre for Health Science Studies (AMCHSS), Trivandrum offers 

an MPH since 1997 

4. Tata Institute of Social Sciences (TISS), Mumbai: Masters of Health 

Administration 

5. National Institute of Epidemiology (NIE), Chennai, Masters in Applied 

Epidemiology since 2001.  

6. Indian Institute of Technology, Chennai- postgraduate courses in Health 

Economics 

7. Annamalai University, Chennai - distance education Master’s in Health 

Administration and other courses. 

8. Pune University- Masters in Health Sciences 

9. School of Health Sciences, Pune University: MPH since 2006-7 

10. PGI Chandigarh- Post Graduate Institute of Medical Education and Research, 

Chandigarh :MPH ? since 2006-7 with LSTHM links 

11. Indian Institute of Management: Ahmedabad- Masters in Health System 

Management. 

12. .Institute of Health Management Research (IHMR) Jaipur – Master’s in Health 

System Management. Bangalore branch established. 

13. M.G.R. Medical College, Chennai _MPH 

14. National Institute of Communicable Diseases, Delhi, Masters in Public Health 

from 2006-7 

 

Proposed 

15. TISS: Tata Institute of Social Sciences-  Mumbai, MPH in June 2008 

16. Indian Council for Medical Research – Chennai, Masters in Public Health. 

17. Indian Council for Medical Research- Kolkatta 

18. CRM Medical College, Kanchipuram, Tamil Nadu 

19. Public Health Foundation of India (PHFI): Institute of Public Health, Hyderabad, 

MPH from 2009, Diploma staring 2008 

20. PHFI: Indian Institute of Public Health, Ahmedabad, MPH 2009, Diploma 2008 

21. PHFI: Indian Institute of Public Health, Delhi 

22. PHFI: Indian Institute of Public Health, Shillong 

23. Karanataka Lingayat Education Society (KLE) medical college, Belgaum – MPH 
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24. NIMHANS: National Institute of Mental Health and Neuro Sciences, Bangalore 

proposal for an MPH course with a focus on mental health and head injuries. 

This is only indicative. There are other Universities and medical colleges also 

planning to set up MPH courses. 
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