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HEALTH FINANCING & BUDGET PROCESS ENGAGEMENT MEETING    

Brief Report  

Background:  

The India Working Group for Health Advocacy (IWG) with representatives from HIV, TB and Malaria Civil 

Society Organizations (CSOs) & communities was formed to support The Global Fund 6th replenishment, 

increase domestic resources on health and improve civil society & community engagement for health 

advocacy in India. The IWG has been engaged with various campaigns and activities including post card 

campaign, organizing CSO & community consultations, creating champions and reaching to important key 

stakeholders such as Members of Parliament, political parties, government departments, corporate 

sectors, religious/community leaders and bilateral/multilateral partners. In September 2019, the IWG 

initiated engagement with CSOs & community champions from across the country. They were also 

supported for improving soft skills for advocacy and their understanding on the India Investment Case 

document. 

Recently, the Government of India committed USD 22 million investment towards 6th replenishment cycle 

of The Global Fund. While such global investment is commendable, it is equally important to increase our 

domestic resources towards ending HIV, TB & Malaria for which advocacy efforts led by various 

communities & civil society organizations with various stakeholders in India is critical.  It is important for 

communities and civil society as an advocate / champion and important stakeholder to engage effectively 

in domestic resource allocation (budget) process.  

On 1st February 2020 Hon'ble Union Finance Minister Mrs. Nirmala Sitharaman presented the national 

budget. This will further lead to the ‘state level’ domestic finance related discussions/negotiations in next 
two months. Unless CSOs & communities understand the ‘health financing’ both at the national & at the 
state level it is difficult to influence & engage in these processes effectively. In line with the same and to 

further engage on domestic financing on HIV, TB & Malaria, IWG organized ‘Health Financing & Budget 

Planning Meeting’ to create increased understanding on important components such as macro level 

health financing, out of pocket budgets, health finance and UHCs, Aayushman Bharat, budget allocation, 

advocacy for higher share of GDP, etc. The overall objective of the training was to increase understanding 

on domestic health financing processes and to create road map to collectively engage for increased 

domestic health budget for HIV, TB and Malaria. For the first time this initiative was organized in 

collaboration with the High Commission of Canada on Thursday, 13 February 2020 in Delhi. The event was 

conducted inside the premises of High Commission of Canada and was also supported with refreshments.  
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Proceedings for the meeting  

Welcome note: Abhina Aher IWG member 

formally welcomed Mr. Aly – Khan Rajani 

Counsellor and Head – Advocacy Programme 

(Public Diplomacy, Media, Academic and Cultural 

Relations) and thanked The High Commission of 

Canada’s office for hosting the training through the 
request of IWG in a short span of time.  Mr Aly 

Khan welcomed all the participants and thanked 

IWG for pushing the agenda of health and moving 

into action, he further stressed that all the 

communities of HIV, TB and Malaria should come 

together to further the health agenda and 

negotiate with private and public stakeholders. 

He further added that there are a few areas 

where both India and Canada can learn from each 

other, one of it he said is that Canada has a gender 

based approach towards health financing, allocation of funds is seen through the Gender lens and 

distributed accordingly. Canada supports LGBT rights, women rights and minority rights, it’s a great sign 
that India is progressing on LGBT rights but more activities needs to be done for greater visibility, The High 

Commission’s office of Canada would be more than happy to support diverse activities which would 

support issues of health, gender equality, LGBT and climate change. He further stated that his office would 

be more than happy to support any other activities which IWG and its members would plan in the future 

focusing on the abovementioned themes as well.  

Session 1 Domestic Health Financing by Professor Indrani Gupta, Institute of Economic Growth 

The session focused on the following: 

• Role of government and its interventions in health sector: Possible types of intervention, 

provision, information, regulation and finance.  

• Corelation between life expectancy and infant mortality with GDP (While GDP growth and health 

outcomes are related, the link comes via a higher level of health spending. Higher GDP growth 

rate enable countries to allocate more to health, which in turn impacts on health outcomes) While 

GDP growth and health outcomes are related, the link comes via a higher level of health spending. 

• SDG Goal 3: Ensure healthy lives and promote well-being for all at all ages. Achieve universal 

health coverage, including financial risk protection, access to quality essential health-care services 

and access to safe, effective, quality and affordable essential medicines and vaccines for all. 

Substantially increase health financing and the recruitment, development, training and retention 

of the health workforce in developing countries.... 

• WHO definition of health financing: Health financing is the “function of a health system concerned 
with the mobilization, accumulation and allocation of money to cover the health needs of the 

people, individually and collectively, in the health system.” 

Pic : Mr. Aly Khan Rajani Counsellor and Head – Advocacy 

Programme (Public Diplomacy, Media, Academic and Cultural 

Relations) The High Commission of Canada’s office addressing the 
participants 
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• The purpose of health financing is to make funding 

available, as well as to set the right financial 

incentives to providers, to ensure that all individuals 

have access to effective public health and personal 

health care” (WHO 2000).  
• Health financing Functions, definitions and 

implications: Revenue collection: how health 

systems raise money from households, businesses, 

and external sources. Pooling is the accumulation 

and management of revenues so that members of 

the pool share collective health risks, thereby 

protecting individual pool members from large, 

unpredictable health expenditures. Prepayment 

allows pool members to pay for average expected 

costs in advance, relieving them of uncertainty and 

ensuring compensation should a loss occur. Pooling 

coupled with prepayment enables the 

establishment of insurance and the redistribution of 

health spending between high- and low-risk 

individuals (risk subsidies) and high- and low-

income individuals (equity subsidies). Countries 

differ on the major source of health funding: for example, private funding is dominant in the USA, 

general revenues in the UK, Social Insurance in many western European countries, and out-of-

pocket payment in many of the developing countries. 

• Different Financing Systems: National health service: compulsory universal coverage, national 

general revenue financing, and national ownership of health sector inputs, Social 

security/insurance: compulsory universal (or employment group–targeted) coverage under a 

social security (publicly mandated) system financed by employee and employer contributions to 

non-profit insurance funds, with public and private ownership of sector inputs. Voluntary private 

health insurance: employer-based or individual purchase of private health insurance and private 

ownership of health sector inputs .Community-based health insurance. User fees: out-of-pocket 

spending. 

• Public spending on health is central to UHC: Reason for UHC: Inadequate accessibility, 

availability, affordability of quality care a major reason for poor health outcomes, high out-of-

pocket spending (OOPS) leading to widening as well as deepening of poverty. UHC is basically 

about improving access to effective and quality health services and prevent financial hardships 

among the entire population of a country. “Universal Health Coverage will be achieved when all 
people have access to quality health services (prevention, promotion, treatment, rehabilitation 

and palliative) without fear of falling into poverty” (WHO World Health Report 2010). The core of 

UHC is  health equity, in outcome, service utilization and financing, need to understand UHC as a 

system, and not a series of scheme-based initiatives 

• How can we move towards UHC: Reason for UHC: Inadequate accessibility, availability, 

affordability of quality care a major reason for poor health outcomes, high out-of-pocket spending 

leading to widening as well as deepening of poverty. UHC is basically about improving access to 

‘ I would suggest a few members from 
the India Working Group should chart 

out 3 crisp, clear and short 

recommendations as bullet points 

and meet the Health Secretary, if 

needed I can facilitate that meeting’ 
– Indrani Gupta, Professor and Head, 

Health Policy Research Unit, Institute 

of Economic Growth.  
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effective and quality health services and prevent financial hardships among the entire population 

of a country. “Universal Health Coverage will be achieved when all people have access to quality 

health services (prevention, promotion, treatment, rehabilitation and palliative) without fear of 

falling into poverty” (WHO World Health Report 2010). The core of UHC is health equity, in 

outcome, service utilization and financing. Need to understand UHC as a system, and not a series 

of scheme-based initiatives. 

• Progress on Health Outcomes, India: A systematic study of human capital of countries indicate 

that India ranked 158 among 195 countries. (The 4 key parameters are life expectancy, years of 

schooling, learning and functional health; these are in turn based on different indices).  

Functional health based on 7 indicators – wasting, stunting, anaemia, cognitive impairment, vision 

loss, hearing loss and incidence of certain infectious diseases. According to the Global Burden of 

Disease study, India is 154th among 195 countries on the healthcare index. 

The five leading risk factors for Disability Adjusted Life Years in 2016 were child and maternal 

malnutrition, air pollution, dietary risks, high systolic blood pressure, and high fasting plasma 

glucose. In general, health outcomes are worse for the poor and the vulnerable: NFHS-4 indicates 

that immunization rates, treatment-seeking behaviour, prevalence of anaemia etc are all worse 

for the lowest quintile compared to upper quintiles.  Unfinished agenda on communicable, 

maternal, neonatal and nutritional diseases. Rapidly increasing burden of non-communicable 

diseases. Only about 27% have any sort of health cover 

• Out of pocket spending: People experience economic hardships due to treatment seeking 

behavior & many are impoverished due to lack of financial protection.  People experience 

economic hardships due to treatment seeking behavior & many are impoverished due to lack of 

financial protection. Poverty levels rise due to high treatment costs. Proportion of households 

experiencing catastrophic health expenditure increased in the 20 years up to 2014, the increase 

was greater for the poor than the rich (Dandona et al 2017). This proportion was highest among 

households with older people. The odds of catastrophic health expenditure were higher in 

households headed by females and in rural households. Two important reasons for high OOPS: 

lack of health cover and treatment at private providers and hospitals. The current system of health 

coverage is fragmented, inefficient and inequitious and not run on the principle of pooling.  

Many schemes based on employment status and services are offered in separate pools that do 

not allow the benefits to go outside of these groups.   

The RSBY is restricted to the BPL population and informal sector workers, again creating different 

risk and income pools, limiting any scope of cross-subsidization beyond the groups.   

• Why High Out of Pocket Spending? Dependence on private providers. Expenditure on medicines 

forms the major part of total expenditure. But, share of medicines in total health expenditure has 

declined over the years, and there has been a rise in the share of almost all the other components.  

The sharpest increase in share happened in the case of diagnostics. The share more than doubled 

between 1993-94 and 2011-12 

Significantly high (and increasing) share of other miscellaneous expenses for the inpatients -- 

questions about access. 

• Reasons for accessing private providers: Insufficient and inefficient public infrastructure and 

shortage of health workers including doctors. Rural Health Statistics 2017 indicate that there are 

huge shortages of health workers and different levels of health facilities.  These shortages are 
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most acute in the EAG states. While the Sub Centers, PHCs and CHCs have increased in number in 

2016- 17, the current numbers are not sufficient to meet their population norm.  

For example, there was huge shortfall of surgeons (86.5%), obstetricians & gynecologists (74.1%), 

physicians (84.6%) and pediatricians (81%). Overall, there was a shortfall of 81.6% specialists at 

the CHCs vis-a-vis the requirement for existing CHCs, also urban health infrastructure is 

inadequate. 

• Private health sector: Private health care sector is unregulated. Lack of regulation of private 

providers and facilities. Clinical Establishment Act 2010 the only major regulation initiated by the 

government which calls for prescribing minimum standards for all public and private clinical 

establishments in the country which is yet to be adopted and implemented by states and UTs  

The unregulated and rapidly expanding private healthcare sector often charged with corruption 

and malpractice 

Interesting insights during intensive discussions within the group were discussed which centered around 

the intentions of the government which are directly reflected in priority areas set out by the government 

including health and its commitment on health spending. ‘Looking at health through SDGs quality health 

regulation is a need of the hour if we intend to make a difference’ quoted a participant. Quiet a few 

participants stated that they were not aware about the fact that some advocacy initiative could be done 

at the state level since health is a state subject and the states contributes and can influence local budgets 

at their own levels especially when increasing the health budget a classical argument which follows is 

about the underspending of the existing budget. Also discussed was the late administrative process for 

fund management was one of the important contributor for under spending. ‘The money just doesn’t 
show in the treasury at the right time and for a long duration’ said Dr. Gopakumar one of the Health 

Champion. ‘One of the best health care practices in Delhi is ‘the Mahullah Clinics’ which makes sense 

because if quality health investment is made at the primary level secondary level health care 

expenditure will be less , unfortunately the government is not interested in even studying it’- Firoz Khan, 

Health Champion.   

Session 2 Overview of Health Expenditure in India by Gayatri Maan and Prachi Mishra from PRS 

Legislative Research which focused on the following:  

• Budget Basics: Defining expenditure, receipts, 

capital and revenue. Detailed understanding of 

where does the government spend its money? 

Where does it earn from? And if there is a 

shortfall what does it do?  

• International Comparison of Health Spending: 

With almost one-fifth of the world’s population 
living in India, public spending on health at 1.1% 

of GDP is much below than what is required. This 

expenditure includes expenditure incurred by 

center and states.  Note that, expenditure on 

health is incurred by both the center and states. India spends one of the lowest ($23) in terms of 

per capita government health expenditure 
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• Health spending across states: The states, in addition to spending out of the grants received from 

the center, incur health expenditure directly out of their own resources.  However, due to 

differences in resource capacity of states, variations in health spending are huge, and therefore, 

health outcomes vary widely across the country. States with higher per capita income have lower 

maternal mortality rate. Central health spending has increased over the years. 

• Contributors to health spending: 69% contributed by household revenues, 15% state government 

funds, 8% union government funds, 7% other revenues and 1% local body funds.  

• 52% of out of pocket expenditure is on medicines, 25% on hospitals, 10% on medical and 

diagnostic labs, 6% patents transportation, 5% private general medical practitioners and 2% 

providers of preventive care.  

• Major allocations in health budget 2020-21: National Health Mission 50%, Autonomous bodies 

14%, ‘Others’ 12%, Pradhan Mantri jan Aarogya 10%, Pradhan Mantri jan swasthya suraksha 
yogna 9%, National AIDS and STD control programme 4% and Family welfare schemes 1%.  

• Target achievements under NHM framework: IMR has reduced to 35 in 2017 against the target of 

25, MMR has reduced to 122 in 2017. TRF has reduced to 2.3 in 2016 as compared to 2.1 out of 

256 endemic districts, 99 have reported indices less than 1% microfilaria prevalence in all districts. 

92% endemic blocks have achieved the elimination target in 2019 of Kala Azar which was to be 

eliminated by 2015 (1 case per 10,000 population in all blocks). As per original target of reducing 

the annual prevalence and mortality from tuberculosis by half the incidence reduced from 300 

per lakh in 1990 to 204 per lakh in 2017. Mortality reduced from 76 per lakh in 1990 to 31per lakh 

in 2017.  

• There was an increase in appointment of 24% allopathic doctors, 9% Aayush doctors and 25% 

nurses and pharmacists at sub centers, PHCs and CHCs from 2014 – 2018. 

• A total of 1363 Lakh beneficiary families covered under Aayushman Bharat Scheme, 63% claims 

paid under the same and 19,752 hospitals have been empaneled. A total of 29,572 health and 

wellness centers covered under this scheme.  

• 8% underspending in health, during the 2015-20 period, states on an average have spent 5.3% of 

their budget on health and family welfare.  

This discussion was led by Gayatri maan and Prachi Mishra 

from PRS legislative research where processes pertaining to 

possible health intervention was discussed such as the 

recommendations to the parliamentary committee.  Standing 

committee on health reports is available on the Rajya shabha 

website, Inputs can be given under the recommendations to 

the parliamentary committee on health. It was further 

discussed that states are spending more money than center, 

also state systems are very different than that of center and 

there is a serious lack of expertise in understanding health 

budget. Generally it is observed that when advocacy is done 

with the health secretary level a common trend observed is 

that the allotment is done based on the last spends on health. 

A few states have a planning board which directs the state health budget.  Advocacy with local 

parliamentarians is much needed as most of them are not aware about the budgetary issues related to 

‘I wasn’t aware that there is so much 
scope of advocacy for health budget 

at state level which makes it easier 

for us to actually initiate a dialogue 

with the local MLAs and state 

government officials, I was always in 

an impression that center dictates 

and state follows, but looking closely 

that’s not always the case’ – 

Khageshwar Kumar, Health 

Champion.  
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health and once in know of the issues are willing to get positively involved. Experience has shown that 

both individual and collective advocacy with MPs have worked provided continuous and multi-pronged 

efforts have been put for the same. Ongoing advocacy with Niti Aayog should be strategized by the IWG. 

A few activities were suggested by the resource persons for the IWG and the champions such as: 

• Connecting with the standing committee members  

• Sending letters to the standing committee members 

• Identifying the MPs who can champion the cause and engaging with them on health budget 

issues.  

• MPS to be met and briefed on the Health budget issues so that they can put appropriate 

questions on the same.  

Update on India Working Group for Health Advocacy – Blessina Kumar, IWG member 

Blessina Kumar, CEO Global Coalition of TB activists 

and Member of IWG conducted a session focused on 

the background of IWG , its past activities and the 

activities to be done within the next six months, below 

mentioned dare the points covered by her.  

• IWG is an outcome of GFAN AP meeting in New 

Delhi –October 2018 

• To ensure the inclusion of and space for civil 

society and affected communities in the 

response to HIV, TB and Malaria in India as well 

as globally 

• Objectives – to support The Global Fund 6th replenishment grant and increase domestic health 

financing on HIV, TB and Malaria & to support the advocacy around domestic financing for India 

on Health (specifically around TB, HIV & Malaria) 

• India Working Group on Health Advocacy (IWG) launched a document called ‘India Investment 
Case’ on 24th July 2019. It was launched by important senior Members of Parliament (MPs) from 
various political parties and Honorable Minister of State for Social Justice and Empowerment 

Shree Ramdas Bandu Athawale during the sensitization meeting of parliamentary members 

organized by IWG. 

Work done by IWG till Jan 2020 

• Translated “Get back on track to end epidemics“ pamphlet in 6 languages  
• Community consultations in Ahmedabad, Chennai, Delhi and Kolkata working in HIV, TB and 

Malaria  

• Organized meeting of global civil society in January (15-16), CSO meeting followed by meeting 

with members of parliament and a press conference 

• Organized Press conference during the GF replenish preparatory meeting in India 

• India Working Group booth at GF-meeting preparatory meeting by MoHFW in Feb’19 

• Letter sent to Prime Minister of India to increase funding for The Global Fund  
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• Advocacy with the major Embassies in Delhi for increase investment for 6th Replenishment – 

‘Love more give more’ and “Abhi Nahi To Kabhi Nahi’ campaign  
• Sensitisation meeting with Parliamentary members – July 2019 

• India Investment Case was created to understand the gaps in domestic health funding on HIV, 

TB and Malaria and was launched in July 2019  

• Creating Champions on Health – IWG conducted capacity building workshop for 20 selected 

civil society champions across India to increase understanding on global fund process and on 

gaps in HIV, TB and Malaria responses in India.  

• Step Up The Fight : Raising 14 Billion in Lyon – Abhina Aher, Associate Director Alliance India 

& core member of IWG, spoke in Lyon on 10 October 2019 as part of the ‘Voices of Fight’ on 
her personal journey, how Global Fund resources contributed to her health & appealed 

excellences of countries to pledge at least 14 Billion to save lives.  

• Thank you Postcard campaign – As a part of this campaign core members of IWG initiated a 

post card campaign titled ‘Thank You’ addressing 35 respective country donors as well as to 

civil society that played an important role in achieving the target for the 6th replenishment 

grant. 

Way forward for IWG on domestic financing (Jan 2020 – June 2020) 

• Budget preparatory meeting  (Strengthen capacity of the local leaders, activist, 

organizations to advocate increase domestic health financing) Feb 2020  

• Meeting with embassies 15 Embassies shortlisted to be personally visited by a small 

delegation of IWG members as a token of appreciation Ongoing 

• Meeting with CSOs regional sensitization workshops with stakeholders Mar 2020 

• Translation of the India Investment Case in the major 7 languages Ongoing  

• Training with media - workshop on increasing awareness among on health financing gaps 

Apr 2020 

Workplan for IWG Champions on Domestic Health Financing – Sonal Mehta, IWG member  

The last session was facilitated by Sonal Mehta, Regional 

Director, IPPF SARO and Abheena Aher, Associate Director, 

Sexuality Gender and Rights, Alliance India, both IWG members 

conducted this session focused on initiating various community 

led advocacy efforts to strengthen domestic financing at state 

and national levels which focused on preparing individual work 

plans of each champion till 2020, which would include both 

budgeted and non-budgeted activities. Participants were 

briefed about the limited budget which has been allocated for 

IWG activities which includes 3 regional CSO meetings, Media 

training cum field exposures, embassy meetings, social media and printing costs. Participants were 

encouraged to come up with their plans which would include both budgeted and non-budgeted activities 

having impact at local and national levels.  Below mentioned is the list of activities proposed by each 

health champion which was presented individually to the larger group in the last session of the Health 

financing and budget training. It was decided that IWG coordinator will get back to each champion 

individually with minor changes (If needed) and details of fund allocation for respective activities.  
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Work plan proposed by the IWG Champions  

Sr. 

No. 

Champions  Activities Malaria / 

TB/ HIV 

Resources required  

     

1 Rohit Sarkar  1. Brown bag meeting with NACO – 

involving social sector and Ministry  

2. Important events IDAHOT – include 

India Working Group members (IWG) 

3. Campaign – basic rights messaging by 

community on HIV, TB and Malaria – 

FB, Instagram, twitter – in April – 

community monitoring through 

social media – public campaign – hit 

on website if you have been denied 

services – advocacy document to 

prepare  

 

HIV No money required  

2 Firoz Khan  

 

 

 

 

1. Monsoon session will come – civil 

society organization three disease 

consultation and prepare chatter of 

demand – use social media campaign 

– after standing committee meeting 

share with the civil society – report of 

demand  

2. Member of parliament – send the 

chatter of demand – emails to be 

send – meet personally to people 

who give response  

3. Delhi government – chief minister 

meeting and health minister  

 

HIV • CSO meeting 

requires budget  

• Travel support 

for the MPs and 

chief minister 

travel support 

required  

 

3 Sujit  

 

 

 

1. 7th April – World Health Day – role 

and responsibilities of CSO and NGOs 

consultation  

2. Press Club of Agartala – meeting 

state MPs in Kolkata – for north East 

advocacy  

Malaria  • Budget required for 

the travel and 

logistic support  

• Material translation 

and print out  
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 3. Community who is survivor – how to 

build their rights – capacity building 

with community consultation  

• Consultation and 

capacity building  

• Meeting with MPs 

require budget in 

Press Club 

4 Khageshwar  1. Interaction with Minister during the 

important cultural events – meeting 

with Educational Minister  - till may 

05 to 06 meetings – using TB survivor 

training  

2. Media advocacy – will aware media 

about diseases and encourage them 

to write column  

TB • Community 

consultation 

meeting cost for 

food and travel 

support – media 

training  

5 Umesh 1. Meeting / workshop corporate sector 

– Large IT organization Erikson – for 

awareness or leverage for other 

needs  

2. Gudgaon has density of influential 

people – target housing societies – 

format of workshop – awareness 

campaign reach to HNI level – High 

net worth individuals  

TB • Meeting cost 

required  

6 Kishor Das 1. Social work college to organise 

programme – media participation 

2. Promote health champions – 

Collaboration with HIV Alliance from 

NERO network engagement  

3. IWG I card require for champions – 

certificates  

 

Malaria  • Event cost  

7 Dr. Gopa 

Kumar   

1. Indian Association of Parliament – 

engage identify MPs and make 

champions – local travel support  

2. Best practices – state – use it as an 

advocacy tool  - efficiency element – 

travel to the state and out of pocket 

expenditure 

TB local travel support and 

incidential  
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3. Manual – TOT – how to work on 

health advocacy – incidental 

expenses  

4. National Health Manifesto – states 

can use the document  

5. Create survivor network for 

influencing – coordinating with GCTA 

NCPI+ - state level and see what we 

can do at the state level 

 

8 Amrita 

Nimbu 

1. World TB Day 24th March 2020 – 

organise TB awareness plus we will 

invite MLA – talk about TB awareness 

and domestic health financing 

importance – collaborate with the 

state level events  

 

TB  

     

9 Kusum 

Nagar 

• Kolkata February 2020 – FSW 

association meeting – awareness of 

the CBO FSW meeting - Messaging 

from India Working group required  

• Media awareness – materials to be 

provided   

 

HIV  

10 Amit Kumar  • AINSW programme – some time we 

will talk about IWG sessions – we can 

talk about health  budgeting – basic 

materials to be provided – soft copy 

to be provided – lot of programme 

we do in colleges – 13 March national 

consultation we can also cover  

• Twitter handle – face book for 

personal and organization can be 

used – using social media  

• Personal link with celebrities from 

Television – senior from film industry 

HIV • Travel to Mumbai  

•  
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– statement from them create 

campaign  

• Media engagement – beat report 

engagement – local media 

engagement  

11 Priyanka 

Iyer 

 

 

• Assistant role – communication help 

to amplify in social media – video 

record edit clean music and I can give 

you 

• Social media GIF caption if you have 

idea – social media packaging  

• Language to be checked in Hindi and 

English – or edit and consolidate 

information  

• Designing materials layout for the 

group – designing messaging  

  

12 Daxa Patel  • Candle light memorial day – political 

engagement – 20 political leaders 

and wellknown people pledge we can 

use t with commitment – amplify in 

social media  

• 100 Community network – 

messaging campaign 

• Corporate sector meting 5  

• Media meeting 1 – media story  

• Data collection and evidence – work 

together with India Working group 

• Out of pocket expedieture from 

community – to ask from state 

government  

• CSO capacity building meeting on 

health budgeting in Maharashtra and 

Gujarat  

• Gujarat community champions to be 

developed – 03 in no  

HIV Resources for these 

meetings  
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• Public hearing meeting – before 

monsoon session  

A vote of thanks was given by Abhina to all the health champions present and to Caritas, GCTA, NCPI, and 

Alliance India. A special thanks was mentioned to The High Commission of Canada’s office to generously 
host all the participants and providing the space for the training. Professor Indrani Gupta from Institute 

of Economic Growth as well as Gayatri Maan, Prachee Mishra and Mridhula Raghavan had a special 

mention along with the IWG core members in the final thank you note followed by high tea.  

 

Sr. No  Name of the participant Name of the Organization  City 

1 Manoj Pardesi  NCPI  Pune 

2 Kishor Dass Health Champion  Dimapur 

3 Sujit Gosh Health Champion  Agartala 

4 Khageshwar Kumar Health Champion Ranchi 

5 Amruta Limbu  Health Champion Chennai 

6 Kusum  Health Champion Delhi 

7 Amit Kumar  Health Champion Delhi 

8 Rohit Sarkar Health Champion Delhi 

9 Dr Gopa Kumar  Health Champion  Delhi 

10 Priyanka  Health Champion Delhi 

11 Umesh  Health Champion  Gurgaon  

12 Firoz Khan  NCPI  Delhi 

13 Diksha Bhugra  Intern at Alliance India  Delhi 

14 Harchand Singh  Alliance India  Delhi 

15 Sylvester Merchant IWG Coordinator  Delhi 

16 Abhina Aher  IWG member  Delhi 

17 Rita Prasad         IWG Member Delhi 

18 Sonal Mehta  IWG member  Delhi 

19 Anurag Paul  Alliance India  Delhi 

20 Gayatri Maan PRS Legislative Research  Delhi 

21 Prachee Mishra PRS Legislative Research  Delhi 

22 Mridula Raghavan  PRS Legislative Research Delhi 

23 Indrani Gupta  Institute of Economic Growth Delhi 

24 Tushar Naiyar  Global TB Caucus  Delhi 

25 Blessina Kumar  IWG Member  Delhi 

26 Daxa Patel  IWG Member Delhi 
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Annexure 2: Agenda  

No of participants  : 26 

Trainers   : Indrani Gupta, Professor and head, Health policy Research Unit,       

                                              Institute of Economic Growth, Mridhula Raghavan,Gyatri Maan and      

                                              Prachee Mishra PRS Legislative Research  

Schedule  Session Methodology Facilitator 

    

9:00 AM – 9:30AM Registration & Tea  IWG Members  

 

 

9:30 AM – 10:00AM Welcome, Introductions, brief history of 

IWG and Objective Setting 

 

Participants introduction  

 

Welcome note by Mr. Aly – Khan Rajani 

Counsellor and Head – Advocacy 

Programme ( Public diplomacy, Media, 

Academic & Cultural Relations)  

Ice breakers Dr Shampa / 

Blessina – 

Alliance India     

10:00AM – 11:00AM Domestic Health Financing  

 

• macro level health financing, 

• Out of pocket budgets. 

• health finance and UHCs, 

• Aayushman Bharat, budget 

allocation. 

•  advocacy for higher share of 

GDP 

Classroom 

Session, 

Interactive 

presentations.  

Professor 

Indrani Gupta – 

Head, Health 

Policy Research 

Unit, Institute 

of Economic 

Growth.  

11:00AM – 11:15AM                                              Tea Break 

11:15AM – 1:00 PM  PPTPPPs, P  
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Basic budget concepts (15 minutes)  

  

Expenditure - Demand for Grants 

Analysis: Health and Family Welfare (45 

minutes)  

• Comparison India v. the world: 

Public and private health 

expenditure 

• Comparison India v. the world: 

Public health expenditure 

• Sources of financing for current 

health expenditure in India  

• Top expenditure heads for the 

Ministry  

• Current schemes under the 

Ministry  

  

State of State Finances (10 minutes)  

• Centre v. State allocation 

towards health  

• State-wise health spending  

  

Receipts - Health and Education Cess 

Collection: How are they being utilized? 

(10 minutes)  

  

Q&A (20 minutes)  

 

Presentation 

and interactive 

sessions.  

PRS Legislative 

Research. 

1:00 PM- 2:00 PM Lunch Break  

2:00 PM – 3:00 PM   

Initiating various community led 

advocacy efforts to strengthen 

Interactive 

sessions and 

group work 

Sonal Mehta  
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domestic financing at state and national 

levels   

 

 

 

 

 

 

3:00PM - 4:00 PM Charting out Advocacy plans at state 

and national level   

 

Group work 

and 

presentations- 

region wise 
 

Dr Shampa/ 

Blessina/ Daxa  

4:00PM – 4:15 PM                                        Wrap up and Tea Break   -  IWG members 
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