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Foreword  
Since our inception in 2019, Project i2Eye has strived to increase health awareness and provide               
free health services for the community in India. We are mentored by Adjunct Assoc Prof Rupesh                
Agrawal from Tan Tock Seng Hospital, Singapore and supported by the Yong Loo Lin School of                
Medicine GoHelp (Global Health and Leadership Programme). Our main partner in India - Sadguru              
Netra Chikitsalaya (SNC) - is a renowned eye-care institute under the Shri Sadguru Seva Sangh               
Trust. SNC is based in Chitrakoot, Madhya Pradesh, India.  
 
From 9 December to 19 December 2019, Project i2Eye made its inaugural trip to Chitrakoot,               
Madhya Pradesh, India to promote preventive healthcare. With the support of SNC, we organised              
general health screenings and health education camps focusing on preventative health. Over 2             
days of screening, we screened 97 villagers with the help of 40 local volunteers from tertiary                
institutions in Chitrakoot.  
 
This report highlights significant findings from our health screening and elaborates on our health              
education programme. We hope this report gives an insight into the health of villagers in               
Chitrakoot. With sustainability as our long-term goal, we will continually evaluate and refine our              
initiatives so to stay relevant to the needs of Chitrakoot’s residents.  
 
We sincerely thank all individuals, partners from Chitrakoot, VIMTA Labs, Dr Rupesh Agrawal, Dr              
Alok Sen and Mr Ankit Garg for their unwavering support for our project. Without them, this project                 
would not have been possible and we look forward to receiving the continued support of those who                 
believe in our cause. Project i2Eye will continue to evolve and make a positive difference in the                 
lives of the people in Chitrakoot. 
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Vision, Mission, and Goals 
The objectives of Project i2Eye are as follows:  

● To improve the health conditions of our target community through partnership efforts  

● To harness the use of technology to improve screening protocols, data collection and             
intervention methods 

● To partner and unite stakeholders to provide holistic health care for villagers  

We understand that it is only through extensive partnership with stakeholders in Chitrakoot can we               
effect sustainable change. As such, a significant part of our work is devoted towards building               
relationships with organisations and student volunteers in Chitrakoot. We need to ensure the             
long-term sustainability of our interventions, and this is reflected in our project vision, mission, and               
goals.  
 
OUR MISSION 

● To create a sustainable ecosystem of local stakeholders that is empowered to actively             
promote the health of the wider society  

● To foster a culture of service amongst local youths and to inspire them to be future health                 
ambassadors  

 
OUR VISION 
Better health for all, with love and respect. 
 
OUR GOALS 
We strive to ultimately reconnect villagers with the local healthcare system by: 

● Empowering villagers with fundamental healthcare knowledge  
● Enabling complete ownership of individual healthcare  
● Encouraging villagers in health-seeking behavior  
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Our Screening: Community Profile 
In December 2019, Project i2Eye conducted a two day health screening at Sadguru Netra              
Chikitsalaya with the help of students and staff from Sadguru Netra Chikitsalaya.  
 
Across the timeframe, a total of 97 people were screened. Majority of the participants were male                
(74.2%), with a male to female ratio of 2.88.  
 

 
 
 
The mean age of screening participants was 62.5 (± 6.7) years old. 97.9% of participants (95/97)                
were aged 40 and above, the recommended age for screening for abnormal blood glucose and               
cardiovascular disease risk. 49.4% of participants (48/97) were aged 65 and above. The majority              
were aged 60 to 75.  
 

 
Data on screening participants’ socio-economic status were also collected. In terms of occupation,             
a majority of the participants were involved in manual labour (69.1%). Manual labor included              
occupations in the field of construction, farming/agriculture, mining and cleaning. The majority of             
the remaining participants were either housewives (19.6%) or unemployed (10.3%).  
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In terms of monthly income, only 37 of the screening participants were willing to disclose this                
information. Of the 37 participants, the mean monthly income was 1991 INR (~27.94 USD) with a                
relatively large standard deviation of 1629 INR (~22.86 USD). The Monthly income ranged from              
500 - 1500 INR (~7.02 USD - 21.05 USD).  
 

 
According to poverty lines computed using the Tendulkar Committee methodology, India’s national            
poverty line from 2011-2012 stood at 816.0 Rs per month for rural dwellers . In Madhya Pradesh,                1

16.9% of the community fell below the poverty line, of which 48.6% were rural dwellers.  
 
Our data suggests that 21.6% (8/37) of participants who were willing to disclose their income fell                
below the rural poverty line.  
 
Participants were asked about their highest education level. Most participants had no formal school              
qualifications (73/97). Of those that had formal qualifications, 16 had completed primary school, 6              
had completed secondary school while 2 received education at a level of higher secondary or               
above. 
 

1 Information retrieved from PRS legislative Research 
https://prsindia.org/theprsblog/poverty-estimation-india 
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. 
Participants were also interviewed about their consumption of intoxicative products. When asked            
about their consumption/usage of intoxication, 44.3% (43/97) of the participants replied that they             
smoked/chewed. Amongst respondents who used intoxications, the types of intoxication used also            
varied, with 32.6% (14/43) using Beedi, 4.7% (2/43) smoking cigarettes and 74.4% (32/43) using              
Tobacco. Tobacco consumption via smoking/chewing consisted of various forms, commonly          
including paan and gutkha.  

 
 
  

6 



Our Screening: Health Profile 
The Project i2Eye health screening provided services free-of-charge to Indian patients visiting            
Sadguru Netra Chikitsalaya, an eye-care hospital in Chitrakoot, Madhya Pradesh, India, for            
check-ups. The screening was held across 2 days, from 14-15 December 2019, at Sadguru Netra               
Chikitsalaya. A total of 97 participants attended the health screening.  
 

 
Sadguru Netra Chikitsalaya, Chitrakoot, Madhya Pradesh 

 
Our comprehensive services comprised of education and/or screening for the modalities listed            
below. Our choice of screening tests used in each modality was, as much as possible, guided by                 
the Ministry of Health and Family Welfare’s (India) guidelines under the National Programme for              
Prevention and Control of Cancer, Diabetes, Cardiovascular diseases and Stroke (NPCDCS) and            
National Health Portal of India (NHP). VIMTA Labs Ltd provided technical support, with volunteer              
phlebotomists providing phlebotomy services and laboratory staff processing the blood samples. 
 
Screening Modalities 

General Health 
● Body Mass Index (BMI) 
● Blood Pressure 
● Fingerstick Haemoglobin Test 
● Abdominal Obesity 

Eye Health 
● Visual Acuity 
● Cataracts Screening 

 
Others 

● Phlebotomy 

 
Education Modalities 

General Health 
● Diabetes 
● Obesity  
● Heart Diseases and Hypertension 
● Anemia 
● Lifestyle Factors 
● Hand and Dental Hygiene 

 
 

Women’s Education 
● Breast Self-examination for Breast Cancer 
● Menstruation 
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Body Mass Index (BMI) 
 
Body Mass Index (BMI) measurements were conducted on 52/97 (53.6%) of the participants. The              
BMI results reflect the health risks of participants, such as risks for type 2 diabetes, cardiovascular                
diseases and chronic diseases and are also used to detect signs of malnutrition.  
 
In accordance with the recommended categories by WHO for Asian populations , we thereby             2

categorize the participants’ BMI and their associated risk levels as follows:  
 
Table 1: BMI Risk Levels 

Risk Level BMI (x in kg/m2) 

Low Risk (Underweight) x < 18.5 

Acceptable Risk  18.5 ≤ x < 23 

Increased Risk 23 ≤ x < 27.5 

High Risk x ≥ 27.5 

 

 
 
Amongst the participants, the majority of them, 45/52 (86.5%), faced low or acceptable health risks.               
Though 19/52 (41.2%) were faced with low health risks, their extremely low BMI reflects their               
underweightness and substantial malnutrition. The remaining 26/52 (50.0%) faced acceptable          
health risks. 4/52 (7.7%) of the participants faced an increased risk of predisposal to health               
conditions, while 2/52 (3.8%) were faced with high risks. 
  
 
  

2 Appropriate body-mass index for Asian populations and its implications for policy and intervention 
strategies, The Lancet, Volume 363, Issue 9403, 157 - 163 
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Blood Pressure (BP) 
 
Blood Pressure (BP) was taken for 96/97 (99.0%) of the participants to test for hypertension.               
Possible hypertension is diagnosed when systolic BP ≥ 140mmHg and/or diastolic BP ≥ 90mmHg.              
59/96 (61.5%) of participants were shown to have possible hypertension.  
 

 
 
Fingerstick Haemoglobin Test 
 
Fingerstick haemoglobin test was conducted on 94/97 (96.9%) of screening participants to detect             
for haemoglobin (Hb) level abnormalities, which are observed in conditions such as iron-deficiency             
anaemia. Amongst the 94 participants, 70 were males and 24 were females.  
 
Table 2: Fingerstick Hemoglobin Test Results for Men 

Clinical Classification Hb Level/ g/dL Percentage of Population 
Screened (Men)/% 

Normal  13.8 ≤ x < 17.2 35.7 

Anaemic  x < 13.8 64.3 

 
Table 3: Fingerstick Hemoglobin Test Results for Women 

Clinical Classification Hb Level/ g/dL Percentage of Population 
Screened (Women)/% 

Normal  12.1 ≤ x < 15.1 33.3 

Anaemic  x < 12.1 66.7 

 
A total of 61 (64.9%) participants were detected to have anemia, of which comprised of 45 (73.8%)                 
males and 16 (23.2%) females. 

9 



 
 
Random Blood Capillary Glucose (RBCG) Test 
 
A RBCG test was conducted on the participants of the screening to test for patients that potentially 
had diabetes. A total of 89 of the 97 participants did the RCBG test.  
 
We used the following levels as a guideline for our screening test: 
 
Table 4: RCBG Risk Levels 

Risk Level RCBG (mg/dL) 

Normal x < 140 

Pre-diabetic/Impaired Glucose Tolerance 140 ≤ x < 200 

Type 2 Diabetes x ≥ 200 

 
Among the 97 participants, 11 (11.3%) had impaired glucose tolerance and 13 (13.4%) had results 
indicative of type 2 diabetes. The remaining 65 (67.0%) of participants had blood sugar levels that 
were considered normal.  
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Phlebotomy Tests 
 
Non-fasting serum lipids were tested for by a blood test, which was analysed with the help of our                  
partner, VIMTA Labs. The test consists of the following items: (1) Total cholesterol, (2) LDL               
cholesterol, (3) HDL Cholesterol, (4) triglycerides, (5) non-HDL cholesterol and (6) TC/HDL levels.             3

Their risk levels for heart diseases were tabulated.  
 
(1)  Total Cholesterol 
 
We screened 96 out of 97 participants for their total cholesterol. We used the following levels as a                  
guideline for our screening test:  
 
Table 5: Total Cholesterol Risk Levels 

Risk Level Total Cholesterol (mg/dL) 

Normal x < 200 

Borderline High 200 ≤ x <240 

High x ≥ 240 

 
Out of those screened for their total cholesterol, 75 had desirable levels, 18 had borderline high                
levels and 3 had high levels of total cholesterol.  
 

 
 

(2)  Low-density lipoprotein (LDL) Levels 
 
For LDL levels, 96 individuals were screened. The following levels were used our a guideline:  
 
 
 
 

3 Values referenced are in accordance to the following sources: 
https://my.clevelandclinic.org/health/articles/11920-cholesterol-numbers-what-do-they-mean, 
https://www.urmc.rochester.edu/encyclopedia/content.aspx?ContentTypeID=167&ContentID=lipid_panel_hdl
_ratio 
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Table 6: LDL Risk Levels 

Risk Level LDL (mg/dL) 

Optimal x < 100 

Near Optimal/Above Optimal 100 ≤ x ≤ 129 

Borderline High 129 < x < 160 

High 160 ≤ x < 190 

Very High x ≥ 190 

 
Out of the 96 individuals that were screened for their LDL levels, 42 (43.8%) individuals had                
optimal levels of LDL levels, 37 (38.5%) had above optimal levels, 14 (14.6%) had borderline high                
levels, 1(1.1%) had high levels and 2 individuals had very high levels.  
 

 
 

(3) High density lipoprotein (HDL) 
 
For HDL, the follow risk levels were used as a reference: 
 
Table 7: HDL Risk Levels 

Risk Level HDL (mg/dL) 

Major Risk Factor for Heart Disease x ≤ 40 

Borderline Low 40 < x < 60 

Optimal x ≥ 60 

 
A total of 96 individuals were screened for HDL-C. We found that 39 (40.6%) participants had low                 
levels of HDL, 49 (51.0%) had borderline low levels of HDL and 8 (8.3%) had optimal levels of                  
HDL-C in our screening. 
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(4)  Triglyceride (TG) Levels  
 
For triglycerides, the following risk levels were used as a reference:  
 
Table 8: TG Risk Levels 

Risk Level TG (mg/dL) 

Normal x < 150 

Borderline High 150 ≤ x < 200 

High 200 ≤ x < 500 

Very High  x ≥ 500 

 
Out of 95 participants screened, 78 (82.1%) participants had normal levels of triglyceride levels, 13               
(13.7%) had borderline high levels and 4 (13.7%) had high levels. None of the participants               
screened were reported to have very high levels of triglycerides. 
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(5)  Non-HDL cholesterol  
 
For non-HDL cholesterol, the following risk levels were used as a reference: 
 
Table 9: Non-HDL Risk Levels 

Risk Level Non-HDL (mg/dL) 

Optimal x < 130 

Undesirable x ≥ 130 

 
Out of 95 participants, 58 participants have optimal levels and 37 has undesirable levels of               
non-HDL cholesterol levels. 
 

 
 
(6)  Total-Cholesterol-to-HDL ratio 
 
The total-cholesterol-to-HDL ratio can be tabulated by dividing the total cholesterol number by the              
patients HDL cholesterol number. This ratio provides a better understanding of the patients’             
coronary heart disease risk levels, and allows us to understand the overall health of the patient with                 
regards to heart disease.  
 
In general, the higher the ratio, the higher the risk. 
 
Table 10: Total Cholesterol /HDL Risk Levels 

Risk Level Non-HDL (mg/dL) 

Very good x < 3.5 

Acceptable 3.5 ≤ x < 5 

Undesirable x ≥ 5 

 
Amongst 95 individuals, we discovered that 25 individuals had a very good total-cholesterol-to-HDL 
ratio, 57 was within the acceptable range of total-cholesterol-to-HDL ratio and 13 had high ratios. 
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The blood test results were analysed by VIMTA labs and sent to our partner, SNC, to be distributed                  
to the participants of the screening.  
 
We would like to express our gratitude to VIMTA labs for extending their hand to help us with our                   
project and provide essential information to our screening participants. 
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Abdominal Obesity 
 
Abdominal Obesity was measured by taking the waist circumference of 54/97 (55.7%) participants,             
of which 29 were males and 25 were females.  
 
For Men, an individual who had a waist circumference: 

● Greater than 100cm is considered to be at high to very high diabetes risk 
● Between 90cm to 99cm is considered to be at moderate risk for diabetes  
● Less than 90cm is considered to be at low diabetes risk 

 
Our survey discovered that 3 (10.3%) of the screening participants is considered to be at a high or                  
very high risk for diabetes, 7 (24.1%) were at moderate risk for diabetes and 19 (65.5%) of males                  
were at a low risk for diabetes.  
 

 
 
For Women, an individual who had a waist circumference : 

● Greater than 90cm was considered to be at high to very high diabetes risk 
● Between 80cm to 89cm was considered to be at moderate diabetes risk 
● Less than 80cm was considered to be at a low diabetes risk 

 
We found that 5 (20%) of females had high to very high diabetes risk, 9 (36%) had moderate                  
diabetes risk and  11 (44%) were at low diabetes risk.  
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Lifestyle Factors 
 
92/97 (94.8%) of screening participants were surveyed on their lifestyle habits. Amongst the 92              
participants, their activity levels were reported to be as follows. Most respondents (35.9% or 33/92)               
reported no exercise at work/home, followed by 34.8% (or 32/92) reporting moderate exercise and              
27.2% (or 25/92) reporting that they had vigorous exercise. Only 2.2% participants (or 2/92) of               
participants reported no exercise at work/home.  

 
 

Reference for activity levels: 
● Vigorous: jogging, cycling fast, carrying heavy loads, badminton, cricket, football 
● Moderate: brisk walking, cycling slow, cleaning (sweeping, mopping, wiping windows) 
● Mild: walking slowly, light standing work (cooking, washing dishes) 

 
Participants with BMI abnormalities, BP abnormalities, Hb abnormalities, and/or waist          
circumference abnormalities were referred to the Doctor’s Consultation station immediately for           
on-site triage and counselling. All participants managed to visit the on-site doctor upon completing              
the screening.  
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Indian Diabetes Risk Score (IDRS) 
 
Using data from the Chennai Urban Rural Epidemiology Study (CURES), the Madras Diabetes             
Research Foundation (MDRF, Chennai) developed the IDRS in 2005 to help detect undiagnosed             
Type 2 Diabetes Mellitus.  The following parameters are used in the computation of IDRS: 4

 

 
 
Amongst the 97 participants, only 1 participant was reported to have a family history of diabetes,                
with one diabetic parent.  
 
Participants who reported performing mild and no exercise were classified under no exercise and              
sedentary work. Participants recorded as performing moderate exercise were classified under           
exercise (regular) or strenuous work. Finally, participants recorded as performing vigorous exercise            
were classified under exercise (regular) + strenuous work.  
 
Based on the available data from our screening, Indian Diabetes Risk Score (IDRS) was computed               
for 51/97 (52.6%) screening participants in accordance with the scoring criteria above. Our             
measurements found that, 27/51 (52.9%) of the participants had high diabetes risk, 24/51 (47.1%)              
of the participants had medium diabetes risk and none of the participants had low diabetes risk.  
 

 

4 Mohan V, Deepa R, Deepa M, Somannavar S, Datta M. A simplified Indian Diabetes Score for screening 
for undiagnosed diabetic subjects. J Assoc Physicians India 2005;53:759-63. 
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Eye Screening 
 
Comprehensive eye screening was independently conducted by Sadguru Netra Chikitsalaya          
(SNC), with help from their ophthalmic assistants and staff. Visual acuity was assessed using a               
Snellen chart. If Snellen fraction with pinhole occluder was < 6/12, and non-refractive errors were               
suspected (eg. cataracts, glaucoma, macular degeneration), participants were referred to SNC           
hospital for further examination and treatment.  
 
During the screening, 78/92 (84.8%) of screening participants were diagnosed with cataract, while             
the remaining patients were diagnosed with other eye conditions, including glaucoma and            
pterygium.  

 
 
After the screening, 84.6% of screening participants who were found to have cataract underwent              
surgical intervention, the remaining 15.4% either declined treatment, or were considered unfit for             
operation. 
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Our Education 

Alongside our primary data collected during the trip, our secondary research conducted prior to the               
trip revealed that Madhya Pradesh is burdened by a high prevalence of chronic conditions and               
non-communicable diseases like diabetes, stroke and cardiovascular disease. Increasing         
tobacco-associated cancer prevalence, especially in young men, is also worrying. High infant            
mortality (54 per 1000 live births) and high maternal mortality (230 per 100,000 life births) are also                 
an issue. Such problems arise from mainly anemia and malnutrition among adults and children. A               
high anemia prevalence is also evident in Chitrakoot.  

 
Main causes of DALYs in Madya Pradesh include iron deficiency anaemia, sense organ diseases,              
musculoskeletal problems and chronic illnesses such as diabetes and COPD. The highest            
contribution risk factors to death and disability combined would include malnutrition, air pollution,             
diet and high blood pressure.5 

 
Hence, we also adopted three different lesson plans for health education. The health education              
was conducted during the screening, depending on the needs of the screening participants and the               
general topics we covered were: General Health, Women’s Health, and Children’s Health.  

SNC and our student volunteers assisted in translating our education materials and lesson plans to               
Hindi. Student volunteers were also instrumental in conducting live demonstrations for our            
screening participants 

General Health 

This programme was introduced to target the general population regarding aspects of healthy             
living, as there is currently a lack or underutilization of such resources. The following were the                
objectives of our general health education programme: 

● Equip participants with skills and knowledge on a healthy diet, an active lifestyle,             
handwashing habits as well as diabetes mellitus, so as to cultivate desirable health             
practices among the community 

● Equip participants with abnormal screening results with knowledge regarding obesity,          
hyperlipidemia and/or hypertension, so as to better manage their health conditions  5

 

5  Indian Council of Medical Research., Public Health Foundation of India., Institute for Health Metrics and 
Evaluation., (2017). India: Health of the Nation’s States. 
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A few samples of the educational materials we used for General Health education 

Women’s Health 

From our pre-trip secondary research, we found that women’s health was an issue that many in the                 
local population faced. In our programme, we included information on menstruation and diseases             
breast cancer, in an attempt to increase awareness of such problems. The following were the               
objectives of our women’s health education programme: 

● Equip women with basic knowledge of menstruation and menstrual hygiene, so as to             
reduce misconceptions about menstruation in the community 

● Equip women with basic knowledge and skills on performing a breast self-examination to             
check for any breast changes 

 

Educational materials we used for Women’s Health Education 
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Children’s Health 

Good healthcare practices cultivated since young will have a positive long term impact on an               
individual’s life. We targeted children as their habits are still being moulded and they can be easily                 
influenced to practice healthy habits. The following were the objectives of our children’s health              
education programme: 

● Equip young participants with skills and knowledge on good eye-care habits, a healthy diet              
and handwashing habits, so as to cultivate desirable health practices among the community 

 
 

 

 

 

 
Project i2Eye conducting Children’s Education  
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Field Survey 
Field surveys were conducted to better understand the health profile and basic needs of the               
villagers of Chitrakoot. The field surveys were held in a total of 5 villages with a total of 38                   
respondents, including Pathara (8 respondents), Paldev (15 respondents), Jugalpur (4          
respondents), Chaubeypur (6 respondents) and Baruamil (5 respondents). 
 

We surveyed villagers for their:  
● General concerns 
● Dental health  
● Medical history and main health concerns 
● Intoxication habits and frequency 
● Health knowledge and health seeking behaviors 

 

General Concerns 
 
Villagers from all the 5 villages were asked about their  

● General concerns relating to their living conditions, daily needs etc. 
● Hygiene (handwashing, menstrual sanitation) 

 

Some common problems we can tackle that were highlighted by the villagers included: 

Problem Circumstance 

Sanitation No sanitary pads available, women only use cloth using         
menstruation 

Provision of Medical Care Lack of medical checkups and attention. Jankikund Chikitsalaya        
(JKC) is the only available hospital in the region, but still a distance             
away. For convenience and saving cost, villagers visit the         
compounder which frequents the village. The compounder studied        
nutrition medicine and provides medication to villagers, referring        
them to hospitals in severe cases such as dengue fever. 

 

Regarding hand hygiene, villagers from Chaubeypur and Baruamil were surveyed. All of the 11              
respondents have the habit of washing their hands with soap before meals. However, we did not                
examine their hand washing techniques.  

Project i2Eye members interviewing villagers  
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Dental Health 
 
We surveyed villagers from Chaubeypur and Baruamil regarding their:  

● Dental hygiene (toothbrushing)  
● Dental problems  

 
Generally, acceptable dental hygiene standards were observed. Amongst the 10 respondents, the            
majority of them, 6/10 (60%), brushed their teeth twice daily. Additionally, 3/10 (30%) of the               
respondents brushed their teeth once daily and 1/10 (10%) brushed their teeth thrice daily. 
 

 
 

With regards to the toothbrushing tools used, 8/10 (80%) of the respondents used toothbrush and 
toothpaste while 2/10 (20%) of the respondents used twigs from an Indian medicinal plant, Neem.  

 
 
With regards to their dental problems, respondents were asked if they have ever felt any pain in the                  
mouth or throat. Amongst the 10 respondents, the majority of them, 7/10 (70%), have never felt                
any dental pain. Amongst the remaining 3 respondents, a case of throat pain (10%), a case of                 
toothache (10%) and a case of gum pain (10%) were recorded.  
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5/10 (50%) of the respondents reported they/their family members have gone for dental             
consultations at a hospital, likely JKC. Dental problems included tooth replacement, extraction,            
periodontitis, cavity fillings and episodes of throat pain.  
 
The remaining 50% of villagers explained that their lack of use of dental services were due to the                  
absence of dental facilities nearby (the nearest being JKC), their fear of dental procedures being               
painful and the high cost of procedures such as tooth extraction.  
 
Medical History and Main Health Concerns 
 
Villagers from all the 5 villages were surveyed about their medical history. Some common existing               
health conditions faced by respondents themselves/their family members that were mentioned and            
that they visited the hospital for or were extremely concerned with include: 
 

● Respiratory conditions including 
○ Respiratory depression 
○ Chronic obstructive pulmonary 

disease  
○ Asthma  
○ Pneumonia 
○ Tuberculosis 
○ Incessant coughing 
○ Breathlessness 

 
● Cardiovascular diseases including 

○ Myocardial infarction 
 

● Women’s health conditions 
○ Uterine prolapse 
○ Excessive menstrual bleeding 

 

● General health conditions/diseases  
○ Recurrent fevers 
○ Diarrhoea  
○ Malaria 
○ Anemia  
○ Malnutrition in children 
○ Diabetes 
○ High blood pressure 
○ Cancers e.g. blood cancer  
○ Cataract 
○ Arthritis  
○ Hearing loss 
○ Allergies 
○ Chicken pox 

 

Some villagers commented that they were unaware of their health conditions as they never visited               
the hospital due to distance or cost issues. Some have to travel at least 10km to another village to                   
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visit the compounder for medications. On the other hand, some villagers did routine checkups at               
JKC to find out more about their health.  
  
Their surgical and hospitalization history include: 

● General health conditions/diseases  
● Malnutrition in children (hospitalization for 2 months)  

● Women’s health 
● Cesarean delivery  

● Sterilization 
● Tubectomy  

 
 
Our findings showed that natural remedies were often preferred over seeking treatment and advice              
from local hospitals. For instance, a villager mentioned that a family member refused             
chemotherapy treatment and opted for local ayurvedic medication due to success stories they have              
heard. Naturally, high healthcare costs and distance remain as the main barriers to healthcare, and               
often also led villagers to seek natural remedies.  
 
Intoxication Habits and Frequency 
 
Villagers from the 5 villages were asked about their intoxication habits and frequency. Villagers              
were asked if they themselves or any of their family members were currently consuming any form                
of intoxication including smoking or chewing tobacco, paan, beedi, supari, alcohol.  
 
Intoxication consumption is a relatively dire problem in Chitrakoot. Amongst 38 respondents, 27/38             
(71.1%) of them have consumed a form of intoxication.  

 
When present/past consumers were asked about their intentions to quit, 9/27 (33.3%) expressed             
their intentions to do so. While 5/27 (18.5%) have successfully managed to quit over the past few                 
years, the remaining 4/27 (14.8%) stopped for only between 1-2 days to 6 months, but ultimately                
succumbed to social pressure to continue such habits.  
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As mentioned previously, 5/38 (13.2%) of them have successfully stopped consuming           
intoxications. Amongst the 17 respondents whose family no longer/have never consumed           
intoxications, they mention that the other villagers consume intoxications very often, the most             
common being tobacco chewing. 
 
With regards to intoxication frequency, casual consumers would smoke/chew tobacco between 2 to             
4-5 times daily. Some however, would smoke/chew tobacco between 10-20 and 36 times daily.              
Extremely heavy consumers reported that the number of times they smoked/chewed daily were too              
numerous to count.  
 
Amongst respondents who have consumed before, 11/27 of the respondents revealed their age in              
which they started consuming. Their ages ranged from as young as 10 years old to 50 years old.                  
Majority of the consumers started their habits during their teen years, between 15-20 years old.  
 

 
 
A surprising reason as to why they started consuming was that they consumed these intoxications,               
such as chewing tobacco to attempt to alleviate their dental and body aches.  
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When asked about their awareness of the negative consequences of smoking/chewing long term,             
most of the villagers were uncertain. Some villagers managed to articulate vague ideas of the               
effects they were aware of, including: 
 

● Chest pain  
● Unhealthy - bad for lungs and liver  
● Cancer  
● Cause tuberculosis  
● Body pain 

 
They were uncertain of the accuracy of and required more information regarding the mentioned              
conditions, their severity, and the association with smoking/chewing tobacco. The observation that            
tobacco chewing stained their teeth was mentioned to be an incentive for the villagers to               
successfully quit intoxication consumption.  
 
Health Knowledge and Health Seeking Behaviors 
 
In the villages Chaubeypur and Baruamil, we investigated the villagers’ knowledge on wound-care.             
We also asked about their awareness of oral cancer.  
 
Amongst the 10 respondents, only 4/10 (40.0%) were familiar with the basics of wound treatment.               
In cases of cuts, they would wash the wound with disinfectant and apply a bandage. Villagers                
shared with us that in cases of burns, they would apply colgate to the burnt area and send the                   
injured to the hospital. For the remaining 6/10 (60.0%) of the respondents, they had no knowledge                
on wound treatment and would send the injured  directly to the hospital or visit the compounder.  
 

 
 
With regards to their knowledge on oral cancer as a manifestation of excessive tobacco              
chewing/intoxication consumption, 3/9 (33.3%) of the respondents were aware of the           
consequences of long term/excessive intoxication consumption.  
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Additionally, the health seeking behaviors of the villagers were evaluated, whereby villagers were             
asked about their sources of healthcare information. Most have indicated that their sources of              
information came from: 
 

1. Anganwadi centers (rural childcare centers in India) 
2. ASHA workers (Accredited Social Health Activists appointed by the government)  

a. Roles include: 
i. Motivating and taking women to give birth in hospitals 
ii. Bringing children to immunization clinics 
iii. Encouraging family planning (e.g., surgical sterilization) 
iv. Treating basic illness and injury with first aid  
v. Improving village sanitation.  

3. Hospitals upon visits 
 

However, many villagers felt that the amount of healthcare information that they obtained from              
Anganwadi centers and ASHA workers were inadequate. Some villages also did not have ASHAs              
due to their relatively close proximity to the hospital. They also commented that the ASHAs do not                 
play an active role in the village to promote awareness regarding healthcare. Most importantly, the               
villagers have stated that the key problem lies in the fact that staff of their villages’ Anganwadi                 
centers and ASHAs are relatively uneducated in the healthcare aspect themselves. Hence, they             
find it difficult to relay any form of healthcare information to them.  
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Speaking with an ASHA worker during our fieldwork 

 
Despite most villagers obtaining healthcare information from hospital visits, it is rare that villagers              
would visit the hospital. Villagers would typically seek medication from the compounder, a nutrition              
medicine practitioner within the village and only visit the hospital when they deem their condition to                
be dire and severe.  
 
Most villagers also claimed that there is a lack of education about healthcare related topics in                
village schools. However, ASHAs do visit some schools to cover basic hygiene techniques such as               
handwashing and toothbrushing and education on healthy food habits.  
 
While camps were not a main source of healthcare information in the opinion of the villagers, the                 
ASHAs we have spoken to did relate to us the existence of camps which are organized in the                  
villagers involving Anganwadi workers, Auxiliary Nurse-Midwife and ASHAS, to distribute iron/folic           
acid tablets to pregnant women and oral rehydration solutions to those suffering from diarrhoea.  
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Our Volunteers 
A total of 40 student volunteers were engaged in the Dec’19 cycle of Project i2Eye. They included                 
students from Sadguru School of Nursing and Sadguru School of Optometry 
 
Student volunteers took on various roles: door-to-door surveys to help us gain a better              
understanding of the community’s health needs, health education, translation assistance, as well            
as ushering during screening days.  
 

 
Project i2Eye members with local volunteers  
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Our Future 
In May - June 2020, we plan to launch a Health Education Program in villages near Chitrakoot                 
such as Pathara and Chaubeypur. These villages have small populations, with few residents             
having completed formal education. With the implementation of our health education programme,            
we aim to promote relevant healthcare knowledge and to improve the basic needs of the villagers.                
During this trip, we will also be focusing on identifying suitable locations to conduct a Screening                
Program in December 2020.  
 
Health Education 
 
During our trip, we have identified 2 key health topics — Anemia and Tobacco Chewing as the                 
most prevalent and common issues faced by villagers. We aim to launch the following programs: 
 

1. Anemia Campaigns to promote the need for a change in lifestyle habits to prevent anemia.  
2. Anti-Tobacco Campaigns to  

a. Raise awareness of the harmful consequences of long term tobacco chewing (such            
as oral cancer) in village and village schools.  

b. Raise awareness on how to curb addiction of tobacco use to university students.  
 
We are also looking towards establishing connections with both Singapore and local organizations             
in India to aid us in the provision of daily healthcare necessities for the villagers e.g. toothbrushes                 
and toothpaste, hand sanitizers as well as iron folic tablets for our Anemia Campaigns.  
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Research 
 
We will be working closely with our local partner, Sadguru Netra Chikitsalaya (SNC), to conduct a                
field study before our trip. We aim to collect primary data and identify any additional health or                 
knowledge gaps. Data from the fieldwork will be used to tailor our health education modalities to                
better suit the needs of the target population. For instance, we wish to investigate a main cause of                  
tobacco chewing in Chitrakoot for us to enhance the impact of our education efforts.  
 
During the trip, we also aim to further enhance our knowledge and gain a better grasp of the health                   
profile/prevalent health conditions of the villagers so as to better tailor our future screening              
modalities to their needs.  
 

 
Project i2Eye 2019 at Sadguru Netra Chikitsalaya  
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Contact us:
projecti2eye@gmail.com

 
Every contribution, no

matter how big or small,
will go a long way in
helping our mission!
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