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JAN SWASTHYA SAHYOG (JSS) DIARIES
The forest is called Achanakmar. For non-Hindi-speaking friends,
this would roughly translate into ‘being struck, suddenly’. Can
you think of a name more theatrical, formidable? I am not sure
how many in or around the forest have been ‘struck’ by animals
from this wildlife sanctuary. Close by, in the gentler surrounds of
Ganiyari, Chhattisgarh; the tribal Baigas, Gonds, Abhuj Maria
and many others are being struck with far more regularity and
finality by something else. We would like to believe that what is
striking them is disease; in some ways it is. Yet, what is truly
striking them, I believe, is poverty. And apathy. This is a remote,
rural, neglected region of India, which is difficult to reach and
impossible to remember once one arrives in New Delhi and gets
consumed by the more important and urgent calls of life.

The local population is chronically malnourished. Life is hard
and regular employment difficult to come by. Many families carry
the toll of alcoholism. The favoured spirits are derived locally
from the Mahua tree. Men and women are equally afflicted.
Families often tend to be large with five or more children not being
unusual. If under such circumstances, disease strikes, the blow
can be fatal. Diseases are rampant. Tuberculosis and diabetes may
be the star attractions but anaemia, infections, infestations,
deficiency syndromes, sickle cell disease, bites, stings and every
other disease one can think of, jostle for attention.

If one looks around for the available public healthcare for the
indigenous population, one is not surprised. There is almost
nothing. These people do not matter and we are too busy and
important to be bothered about them. So people continue to fall
sick, suffer and die. God forbid, they show a little spunk and try
getting treatment in one of the private clinics or hospitals at the
nearby Bilaspur or the slightly further Raipur. There is a high
likelihood of them then falling into an endless spiral of debt from
which they might never recover.

Enter Jan Swasthya Sahyog or JSS (Fig. 1). Each word in this
name is meaningful. A few bold, committed and extremely
unusual doctors initiated the project more than a decade ago.
Spend a few days at JSS and what impresses you is how rooted the
idea is in the local community and how organically the community
connects with it. Each one is an equal stakeholder. Taking one
person’s name here would mean disrespecting the hundreds of
others. The founder doctors had the audacity to not only conceive
such a project but have also dedicated their lives bringing their
vision to fruition. The community in its response surpasses my

expectations. Every time I visit JSS, I wonder why we do not
engage more often with the communities that we work in?

JSS is not only a hospital. It is people working for themselves
facilitated by the guidance and mentoring of committed doctors.
Attention is crucially being paid not only to the cure of disease but
also to its prevention in the community. People are being educated
and made aware of sickness and health. Treatments are being re-
thought and re-designed in accordance with local needs and
within the framework of available logistics. Role of the generalist,
which has long lost any shine in the medical profession, is being
explored, even celebrated.

One often gets to see miracles of the generalist at JSS. While
I am there, a 60-year-old farmer walks in with recently appeared
symptoms of difficulty in using language. His brain imaging is
urgently arranged from Bilaspur and it looks far worse than the
patient. (I wish someone would donate JSS a CT scan device; an
EEG machine would be a welcome addition too.) We discuss this
patient around 4 p.m. and I am worried about where we are going
to find a neurosurgeon. This seems to be a brain abscess and
surgery is needed both for confirmation of the infectious nature of
the lesion as well as for treatment. There is not much time to fret
over it and I get busy with patients with epilepsy. Later in the
evening I discover that the quiet, unassuming, soft-spoken person
trained to be a paediatric surgeon has gone rogue and performed
neurosurgery! It is a success. I would consider this otherwise
modest surgery life-saving over here. I did not hear any applause
anywhere or even much surprise. This is what everyone at JSS
does regularly. They challenge themselves and break boundaries.

Over the past 10 years, I have travelled a lot and been to scores
of small towns and villages and met hundreds of healthcare
professionals. Many of them come across as being committed and
caring. Yet I have never seen a patient being brought for a
consultation not by his family but by a health worker! At JSS I was
surprised to see that this happens regularly. I am told that 13-year-
old Birju’s parents have recently migrated to Allahabad in search
of a livelihood. He and two of his siblings are staying with
grandparents. The village health worker has brought Birju to the
epilepsy clinic. Another young patient’s parents are erratic in
getting her to the epilepsy clinic. I am informed that they are
Mahua addicts too. The village health worker who has brought her
knows all the details that I need and does not seem judgemental
or annoyed. I feel guilty because I am feeling both these emotions
very intensely. I have so much to learn from these villagers.
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Letter from Ganiyari

FIG. 1. Views of the outpatient at Jan Swasthya Sahyog, Ganiyari
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VIOLENCE AGAINST DOCTORS
Increasingly, newspapers report on irate relatives beating up
doctors and nurses and destroying hospital property. Mobs, never
welcome, are especially to be condemned when they damage
institutions whose raison d’être is the welfare of ailing humans.
While injury to doctors and nurses commonly results in short-term
damage, destruction of hospital property can result in permanently
shutting down of the institution––as happened in a Mumbai
suburb. Cutting off the nose to spite the face appears to be the
most apt description of such an act. The local populace is forever
denied a life-saving facility hitherto available at its doorstep.

Medical memory in Mumbai is forever scarred by the news
that made headlines in local newspapers on 12 January 2001.
‘Fifty-year-old Dr Vasant Waman Jaykar, who was attached to
Jaslok and Lilavati Hospitals, was shot dead at about 1:30 p.m.
after he was leaving his dispensary in Lata Kunj Building, 12th
Road Khar … Commissioner of Police M.N. Singh said the
murder of Dr Jaykar was [the] fallout of a deceased patient’s
relative seeking revenge. It is believed that prime suspect Deepak
Sewani nursed a grievance against Jaykar for the death of his
younger brother Ball, who was suffering from cirrhosis, a chronic
disease of the liver in February ’99.’1,2

Dr Jaykar was a gentle, scholarly physician, respected for the
pains he took on behalf of his patients. It was not uncommon for
him to visit the library of his alma mater, Seth G.S. Medical
College, in the afternoons to look up references to papers that
might help patients whose illness puzzled him. Late in the night
he often searched through medical websites with a similar intent.
His colleagues considered him a fount of knowledge.

Several studies have attempted to unravel the making of an
aggressive crowd. In the instances dominating our newspapers
now, one or more family members take umbrage at the manner in
which a relative is being treated in the clinic or hospital. This is
expressed in a violent manner should the patient die and the family
attribute the tragic event to negligence or worse by hospital staff
members. Their utterances and the loud wailing by some members
of the family attract neighbours, acquaintances and even
unconcerned bystanders. By contagion, unrest spreads through
them. All it takes is one hot-headed individual demanding that the
perceived wrongdoer be taken to task. Civilized behaviour is

rapidly discarded as emotion replaces reason. The ‘madding
crowd’, unconcerned about anything other than revenge for the
presumed harm done to the patient, embarks on viciousness and
mayhem. Unlawful assembly degenerates into riotous conduct.
The larger the mob, the greater the terror evoked by it.

The obvious remedy is nipping the insurgence in the bud,
before the horde is on the move. An alert police force can use a
variety of tactics. Reading the Riot Act, ordering the dispersal of
the group on pain of legal action may work in the early stages.
When violence is already under way, batons, water cannon, rubber
bullets and dogs can be used.

Alas! There lies the rub. In most reported instances, police and
institution security personnel are not in evidence at the site till
after the mob has dispersed, doctors and nurses lie bleeding and
the clinic or casualty department or ward has been reduced to
shambles.

A vicious cycle is now a common consequence. Mob violence
is followed by a flash strike by key hospital personnel to the
detriment of the health and treatment of inpatients. Should this
result in further damage to one or more patients or a death, further
waves of violence could be provoked. Perfunctory promises by
administrators on beefing up security end the strike but little
improvement actually follows, setting the stage for the next lot of
tragic events.

Ms Mercy Khaute has dealt in some detail with law and social
disorder in the context of healthcare services in India. She points
out that the Prevention of Damage to Public Property Act, passed
in 1984, is seldom enforced. She suggests preventive measures
such as rigorous adherence to the principles of ethical medical
practice; prompt attention to symptomatic patients, especially
those in pain; meticulous maintenance of patient medical records;
ensuring unequivocal and uniform communication of medical
facts to the patient and family and universal display of empathy by
all hospital staff members. Total transparency in all financial
dealings with patients and clear display of charges for consultations,
tests and treatment will also help.3

Patient redressal forum
At the King Edward VII Memorial Hospital in Mumbai, this
worked well. Several years ago, the dean set up a committee

Letter from Mumbai

People can be very, very poor. They can be so poor that they are
unable to afford medicines that they desperately need to remain
seizure-free and that cost as little as `100 per month. I met a few
patients who told me that they knew that their medicines should
not be missed. Yet, every once in a while, they just do not have the
money to refill their prescription. My long held dream of setting
up an ‘epilepsy drug bank’ reappears. When will I be able to get
this done?

The guiding light and driving force at JSS is empathy and
concern for the community. Cost of care is designed thoughtfully
and not set in stone. Individual patient circumstances are kept in

mind while handing over bills. Patients open up and talk. They do
not appear overwhelmed, as they seem to be in the tall steel and
glass structures called ‘hospitals’ in big cities. I wonder why we
do not have more JSSs. The model not only works but it has
profound lessons especially for doctors, health planners and
governments. Or are we just not ready to listen, yet?
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