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Contextualising Plague

A Reconstruction and an Analysis

A reconstruction of the plague epidemic glaringly

Imrana Qadeer
K R Nayar
Rama V Baru

' portrays the dichotomies in public health and provides lessons for

the future of its practice in this country. The classical approach. which is mainly sanitarian, at best reduces epidemicy

1o an endemic staius. If public health is 10 go bevond th
of the problem which would involve evoiving a mulsi

NOW that the fretzy of the plaguc has
waned, it is time 10 analyse the socio-
cconomic and political factors that are
responsible for the epidemic and the human
suffering it caused. The recent outhreak of
plaguc cannot be viewed independently of
the recurrent epidemics of communicable
discases from different pans of the country.
clainung thousands of lives. The immediate
impression that remains in one's mind 1s the
tcar and pathos of human suffering and the
half-heanied response of the administrators
and politicians in dealing with the situation.
- Whatiis fairly evident is that the governinent
was much more concesned about the
ceonomic losses incurred, the poor image
presented of India by the western media. the

clfect it would have on exports, the tourism *

industry and the, possible withdrawal of
ivestments by multinational corporations.
Given these concerns. the government was
more preoceupicd. with retneving India's
1mage abroad and! tuiled (o use the principles
of epidemiology 1o assess. control and
provide reliet w alleviate human suffcring.
© This paper looks al the resurgence of
epidemics over the 1980y and locates the

plague epidemic by the state. based on--

newspaper reports and some interviews. in

Jorder (o explore the complexity behind ity
incflicient hundling. Finally. the politics of -
© plague and its consequences are explicated. -

1 .
Resurgence of Communicable
Discases

Overthelastdecade, anumberof epidemics
have broken out in different pans of the
country. resulting in thousands of deaths.
The number of such- outbreaks seem 107 be
on the increase and is fast becoming a pan
ot the disease profile, of this country. A
number of repogts have appeared in
ncwspapers about the repeaied outhreak of
Dcpidcmics but these very ofien do not get
rellected in the official statistics. Outbreaks
of cholera and gastro-cnteritis have been
reporied from Jamnw and Kashmiy, Madhya
Pradesh. Dethi, West Bengaland some North
Eastern states. InJammu snd Kashmir alone,

there were 250 deaths duc to gastro-enteritis.
Infective hepatitis has claimed several lives
in Delhi and a few years ago an cpidemic
of Japancse encephalitis claimed hundreds
of lives in Tamil Nadu and West Bengal.
Several districts in western Rajasthan are
under the  grip of malaria. According 1o
reponts this epidemic of malaria has claimed
over SO0 lives and over 60,000 positive
cascs ol this discase have been detected from
this region. The worst affected districts arc
Bikancr, Barmer, Jaisalmer and Jodhpur.!
While some cpidemics get reported. many
have gone unnaticed. The deaths due 10
blood dysentcry in Bastar district of Madhya
Pradcsh and ccrebral malarial deaths in
Bikancr district of Rajadthan two years back
arccases in point, Thus many of the epide mics
that have occurred like kala azar, cholera,
gastro-enteritis, -malaria and now, plague
have cssentially become endemic diseases.

Deaths due 10 these cpidemics oftcn do

- hot get retlected in the official staustics.

This is duc 10 inadcquacy of.the health
information system which results in under-

Feporting and in some cases even non-
reporting of cenaindiscases. Thisis a serious
“lacuna of the  system. Despite these
- limitations. the trends in numher of cases

and dcaths for certain communicabie
discuses, hased on officinl statistics are
revealing. The number of reponted cases and

deaths duc to malaria and kalit i ar has been
- showing u steady increase, According o the

Health nforniaiion Bulletin brought out hy
the ministry of healthin 1992, the maximum
number of malaria cases per year were
reponied between 1971 and 1976.2 Afier its
resurgencee, deaths also started rising from
1974 onwards. From 1977 the number of
malarial case’ registered a decline, but the
aumber of .deaths continued 1o rise till the
mid-Ks. Table | shows ‘that though the
incidence of cases scem to have stabilised
over the mid-80s."the apparent control over
the number of deaths is being lost. The
current outhreak in Rajasthan confirms this,

Althoughthe problemof kala azaris mainly
limited to Bihar and West Rengal. morc than
76 per cem of the cases rcported are in
Bihar." The number of cases and deaths due
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is truncated objective. then it calls for a svstemic understanding
-pronged strategy firmly entrenched in the socio-economic context,

to this discase from 1977-8% shows a con-
sistent rise. Discascs like malaria and kala
azar arc showing a resurgence despite elabo-
rate national programmes for their control.
The diaonincidence of cholerand dcaths
duc 10 it indicate that there has been little

change in the status of this discase since *

19%6. Until 1987, the ministry provides data
on cholera, gastro-cnteritis -and dysentery
(Table 2). From 1988 onwards the catcgories
inclu_dcchnlcraanducu(cdiunhlcaldiscascs
an from 1991 the repon onlyincludes cases
and deaths due tp cholera. Given the large
number of cuses of dysentery it could not
possibly be “included in -the rcporting of
acute diarrhoca for the years 1988-91. For
the years 1988 and 1990, according {0 the
ministry repons. there were 82,60,.945 cases
and 7,290 deaths 95.79.7 38 cases und 8.633
deaths due 1o acute diarrhoea, respectively.
The deaths due to acute diarthoca was 35
times that of cholera deaths in 1988 and 99
umes the cholera deaths i 1990, The
significance of this omission is sell-cvident.

Of the'total cholcra cases reported, about
¥K per cent were reported from the ‘coastal

Mates of West Bengal. Orissa, Adhira Pradesh

and Tamil Nadu: Eyen Dehi. the capitai city
with all its amenitics has been witacss to 8
Meady increasc in cholera caves and deuths.
Since 1983 there has heen g sicady increase

in the number of cases of gastro-enteritis. In - -

198K there were 14.712 cases und 624 were™
confirmed cases of cholera with 181 reponed’
deaths (Tublc 3). In the Health Information
of Indiia, 1989, however, the recorded deaths
were reduced 1o eight, ’

I
Plague, 1994

There has been na case of reported plague
in India since 1967. A few local epidemics
were suspected but ‘never officially
acknowledged.* The dwindling resources
for public health led to the closure of miost
surveillance units. Despite warnings by the
Plague Surveillance Unit in 1989 endemic
states did not improve, their surveillance
systems. Maharashtra had in fact completely.
closeddownits survcillance unit. The signals
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1 alert by the 17th Inter-State Plague co-
ordination mceting in 1993 thus went
unhccded cven though they were based on
the findings that rodent positivity for plague
infcction was nsing.

Thecarthquake in Latur became the tuming
point. There were rat falls and increase in
the number of flcas in Mamla village from
where the first case was reported. By mid-
September  Beed district was reporting
bubonic plaguc. It spread to the surrounding
areas, yet all these were insufticient for the
authorities. They did not take nature's
waming seriously. The continuous rain in
Surat and the floods in Tapti inundated
localitics and killed cattle. the carcasses of
which were scattered around the town. This
could not be passed off as a *natural disaster’
even by the administrators and politicians.

By September 20 deaths from plague had
already become arcality. Fromthe inundated
areas near the Tapti it spread to the rest of
the city and forced people to fice. An exodus
of about I million people out of the 2.5
million population was reported. Rifts
between Surtis and non-Suntis, the moneyed
who could run away and the poor who were
trapped. the administration and its workers
were all rooted in the fear of the dreaded
disease and the suffering of its victims.

Two things that left an imprint on the
history of public health in India werce the
acute misery and the blind fear despite the
availability of curative as well as preventive
technologies. Second. the total collapse of
healthadministration. But for those dedicated
few who stayed and suffered with their
patients. the majority of the personnel
preferred to take leave or run away: For
those who have consistently argued that the
existence of technology is reason enough for
being optimistic about the future, this should
provide some food for thought.

Many explanations have been offered for
the calamity in Surat. It is said that the fast
growth ol the city, its expanding slums (just
nextto the opulent mansions of the diamond
merchants) its inadequate infrastructure and
the additional strain of lack of resources for
civivservices were at the root of the disaster.

The succumbing of Surat is thus explained
by its inadequate infrastructures manned by
an apathetic, indifferent and callous admini.
stration. What is not explained is the
behaviour of the capital city. While Bombay
managed to step-up its surveillance and took
the possible precautions against plague, Delhi
continued with its false sense of security.
Even though it was clear that the flecing
population from Surat was headed in all
. directions, the Delhi administration chose to
ignore the threat.

DeLni Erbemic

While the city administration was still
trying to get its act togcther, three suspected
cases were admitted to the Infectious Diseases
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Hospital (IDH), two coming from Gujarat
and onc from Bombay. Of these, two
admiticd on Scpiember 25 tested positive
and heralded the onset of the plaguc epidemic
in Delhi. To control its spread, apant from
the booths at railw ay stations and other entry
points, ten zonal plague control rooms were
set-upinthe city. All hospitals were directed
to refer suspecied cases to IDH. A list of
dos and don'ts was published. Voluntary
groups were also called upon 1o educate the
public in addition to the various official
commillees and meetings at the state and
central level. ’

Taken aback by the calamity, the health
secretary and the Director General of Health
Services came up with the typically
burcaucratic responsc. While Mehta, the chief
minister of Gujarat. denied the diagnosis of
plague in Surat even when people were
dying. the central health bureaucracy too
were reported to have made a press statement
that cases tested sputum negative could be
called plague.® Some others raised the issue
of diagnosis, included WHO's non-
acceptance of the haecmagglutination test as
confirmatory. Fortunately, at that time the
director of the National Institute of
Communicable Discases (NICD) clarified
that anegative sputumis possibleinapartially
treated case. He also clarified that hacmag-
glutination test may not be as sensitive as
the fluorescent antibody test but it was
reliable. The latier was expensive and needed
costly reagents. Though it was rcported that
the government had ordered the required
reagent from a Colorado-based US manu-
facturer ihrough the W HO and it had arrived,
no information was available on its use in
actual diagnosis.

On Monday, September 26, Ram Sumer.
the first case of bubonic plague was admitted
to IDH. The laboratory conlirmations of
Ram Sumer's ailment hit hcadlines on
September 29. By then the total cases of
plague had risen to 35 and admissions to
IDH had started increasing al an alarming
rate. The possibility of bubonic plague only
added to this pressure. When four patients
left the hospital against medical advice on
grounds that the conditions in the hospital
were inadequate, the image of the.govern-

onE |

ment got its first beating Police torce was
mobilised 1o get back the absconding pa-
ticnts, and armed police also guarded the
gates of IDH to ensure that no onc left the
hospital without a formal discharge.

The government of De!hiinvoked Section
385 of the Delhi Municipal Act 1957, under
which plague has been declared a dangerous
discasc. The act empowered the government
toforcibly shift persons suffering from plaguc
to an isolatipn -hospital ‘and fiie criminal
cases against thosc who. go against the
provision of the act. After this, theré were
reports of not only police harassment and
paticnts being lifted from their homes without
attendants but also of suspecting neighbours
calling control rooms (o report nc.-existent
‘cases’. The use of force came easy 1o an
administration that knew no other way to
reach out ( ple.

By September 30 it was clear that not all
cases of plague in DeJhi were from outside.
Of the 66 cases suspected till 29th, 26 were
permanent residents of Delhi. Of them 17
had neither visited Surat nor ‘met anyone
from there. Of the 66 cases 25 were from
Surat,.three from Bombay, two from
Ahmedabad and one each from Noida,
Muzaffarpur and Chandigarh.

Another critical factor was that according
to the reports, “all patients from Delhi had
symptoms of bubonic’ plague with well
developed buboes in the groins and high
fever. Lung infection in all these cases was
minimal”.* A follow-up of this report, iater
confirmed by the IDH personnel, pointed
out that cut of the 69 cases among the
residents of Delhi till October 11, 37 were
indigenous. Of these 37, 14 had palpable
lymph nodes. However, none were f ulminant.
Except for the confirmation of one case,
reports for the others are not yet available.
Clinically, the diagnosis of bubonic plague
cannot be ruleJ out and it is only reporis
of the buboe aspirate that will confirr:: the
diagnosis. All these cases were serologically
positive for plague.

With this scare the drive for cleaning the
city was intensified, the Rajan Babu TB
Hospital located next to IDH was directed
o make °500 beds available to IDH for
admitting suspected plague cases. Efforts

TasLe |: NomiRep Cases of CHoLERA., MALARIA, KALA AZAR AND JAPANESE Encermaums

Year Cholera

Malana Kala Azar Japanese
Encephali
Cases  Deaths Cases Deaths Cases  Deaths Cases  Deaths
1986 4211 ] 1792167 323 14079+ 47+ - -
1987 11423 224 1663284 188 19179+ 77+ 9080 1596
1988 8957 218 1854830 209 22739 131 16384 3304
1989 5044 72 2017823 268 344389 497 22263 3511
1990 3704 87 2018783 353 . 57742 606 16757 2984
1991 7088 150 2120472 421 61438 869 11998 - 2290
1992 . m na na ' 9051  1685°
+ Figures only from Bihar Chic f Malaria Qffice, Swasth Bhawan, Patna;” * Und Novemher 1992

Source: GOI, CBHI, Ministry of Health and Family Welfare, Health I‘;Ju—r»;m:l»—v‘] India. New

Delhi, 1993.
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rc also made (o make tetracycline capsules
availablcinthe market. Despite this, hoarding
and profitcering continued and pharma-
ceuticals made their profits out of the
widespread fear of plague. -

Tablc 4 shows the numbers of suspected
and diagnosed cases in Delhi. The largest
number of patients were admitted between
Scptember {30 and October 4. After this, a
sigmficant decline in admissions indicated
that the peak was over. Till October 11, a
total of 69 cases were diagnosed as plaguc.

The ultimate picture of spread that emerged
1s onc where except for some clustering
around one to two kilometres of IDH, the
rest of the cases were scattered. None of the
betier off or posh localities were affected.
For example the scattered cases came from
Mangolpuri, Madangir, Okhla, Munirka,
Mohammadpur. Nangloi and Shahadra. The
arcas affected around IDH were from
Malkaganj. Azadpur. Jahangirpuri, Sant-
nagar and Mukherji Nagar. The key factors
affecting the course of the epidemic appear
to be the scare which led to carly reporting
and timely treatment and extensive use of
tetracychine.

By October 3 plague was overshadowed
by political violence. Media attention shifted
0 Utarakhand and from the head-lines
plague receded to the -inper Pages and then
into the cradle of the weekly magazines. It
appeared as il plague was no longer ‘a
problem. The health ministry officials, who
otherwise express tremendous concern about
information education and communication
(IEC). never actually set up an independent
information system. The shift of media’s
attention was therfore to their advantage and
they did not have to answer uncomfortable
questions. The questions however. remain.
AUMINISTRATIVE, PROFESSIONAL AND'

Povimcal. Resronse

. 1t was only when people from Surat

- stanted trickling in, that the administration

woke up 10 the possibility of a danger. A
‘red alen® was declared on September 23.
It - essentially meant setting up booths on
airports, railway stations and bus stops for

. theckups, alerting the embassies and advising

sprays. The Delhi chief minister's
contribution to plague control was setting
up a commiltee to supervise anti-plague
activities under the chairmanship of the chief
secretary. The directorate of health sgrvices
set up its own cell to monitor plague in the
country. It was expected that the two would

" €o-Operate as far as Dglhi's requirements
- were concemed. IDH was’ spruced-up to

receive cases from all over the city and
NICD was to do the epidemiological
monitoring and laboratory testing.

The events over the next ten days as
unfolded revealed that petty political com-
petition preoccupied the Central Authorities

and the Delhi state’s first political rulers.
The All India Institute of Mcdical Sciences
(AIIMS) an autonomous institution direct] y
under the health ministry, ignored the state
government's dircctive to refer all suspected
cases 1o the IDH. Only when two of the
AI1IMS patienls died of plague on 25th, the
hospital authorities were forced to acknow!-
edge their reservations. They arc reported
to have said that they werce waiting for a
formal letter. The hospital was then instruct-
ed by the union health ministry itself not o
admit patients suspected of plague and to
refer them to IDH. When AIIMS did refer
Susheela Devi, a patient who had tested:
positive for plague on Friday, the hospital
did not provide her an ambulance and she
never reached IDH. It was only later that
Delhi’shealth minister thought of instructing
hospitals to ensure requisitioning of CATS
ambulance to send patients to IDH. Door-
darshan continued to0 show the garbage
dumps in different parts of the cily as a
visual critique of the Delhi state authoritics.
It was obvious 10 the viewers that rubbish
collected over years of ncglect could not be
cleared overnight.

The Dclhi government on its part kept on
complaining_ that their hands were ticd as

“the centre does not allow us 1o provide -

sanitation and develop juggi clusters and
unauthorised colonies™.” According to M L
Khurana, such a directive was “absurd’ and
disastrous for the city. He may be absolutciy
right but it was surprising that it 100k a
plague epidemic to make him see the
obviousncss of his statement. That he had
not bothered to take up this issue carlier and
was only now planning to wriic to the prime
minister (Pioncer, October 2) reflecied the
degree of his intercst in the welfare of 40
lakh peoplc living in jhuggi-jnopris and
unauthorised colonies.

“The five-day drive for cleaning the city
taken up by the Delbi government lacked
a long-term perspective. It onl y meant
removing garbage from one locality to
another. The centrally-located VP areas got
the maximum atientionwhile the peri pherics
of the city collected more garbage. The most
crucial actors in recycling® and reducing the
quantity of garbage - the rag-pickers - were
banned from touching it! It was reported that
they tend to spread garhage hence the police
was alerted. informed and told to check rag-
pickers. No one bothered to explain how
garbage was critical for (he spread of
pneumonic plague or was Delhi really
threatened by bubonic plague? Why garbage
piled was better than garbage recycled by
the rag-pickers, and which was more
dangerous, burning piles of plastic bags
emitting carcinogens or the possibility of
taking tetracycline in case of plague?

There was, however, news of the govemn-
ment exploring possibilities with garbage

- recycling foreign companies for setting up
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plants in India. If the non-functional Dutch
plant in Delhi is any indication. these
technologics offer nosolution to the problem
of garbage disposal.

Despite of red alent. till as latc as Scptember
29 a truck load of people were reported (o
have come into the city from Gujarat. The
check-posts were obviously ineffective or
inadcquate. It was without any prior notice
or explanation that the schools were closed
on September 30. The explanation later
offered was that surveillance of children was
difficult and they were more susceptible.
However, no attempt was made to stop the
immunisation drive where hoards of children
were collected. Those in charge of the
immunisation campaign went around
advising parents to bring in their babies cven
i the child had received a dose two wecks
back. This.might be the strategy of a ‘pulse
programme’ but could this be rational under
the threat of a plague cpidemic?

In addition to the above, the medical
community contributed to the confusion
throughiits own lack of confidence. Not only
did they advisc different doses of antibiotics,
different modes of isolation and differed on
the mosteffective drug, some also considered
it wisc 1o raise technical issues regarding the
existence of an epidemic, the accuracy of
tests being carricd out at NICD and it
acceptability to WHO. According to NICD:
antibody fluorescent tests could not be
performed on all cases as the rcagents were
expensive -and unavailable. A number of
suspected cases coming from Surat had
alrcady taken antibiotics and that 100 made

TABLE 2: CaSES OF Dysi~r( s AND
GASTRO-ENTERITIS IN INDIA

Year —_.-Dysentery Q_asirg-cnlcnji_s

Cases  Deaths . Cases Deuths
1982 8995226 2581 1015175 4076
1983 8274724 2513 1095944 §796
1984 8469834 23170 143844 6688

1985 8742177 1937
1986 7658399 15K3
1987 8741081 2109

1441411 4996
1220237 ASK0
13338594 210

Source: NIHFW, National Programmme for
Control of Diarthocal Discases. New
Delhi, 1988

TAsLE 3: Cases oF GAsTRO-ENTERITIS AND
CHoLexa in Deunr in 19805

‘Month/Year * Gastro-  Confinmed Deaths
enteritis Cholera
Cases Cases
July 1983 8.260 - - 67
July 1984 9.967 = 123
July 1985 8,805 128 80
July 1986 8.14) . 157 %)
July 1987 6,372 57 115
July 1988 14,712 624 i81

Source: VHAL, Civic Neglect und ILL Health- A
Briefinquiry into the Cholera Epidemic
in Delhi, New Delhi, |988. :
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hing the diagnosis difficult In such
ndiions using strict technical definition
actually umouanted 1 negating the existence
ol plague

Through thix chaos the central health
minister and the director general of health
services kepttelhing the public that there was
Mocause torconcernas they tound everything
atisbactory and "under control® Instead of
realising that 30 per cent of the suspected
trned out 1o be positive where there should
have been none, they chose 1o cmphasise
that 70 per cent paticnis reponted as suspected
cases ot plague. proved negative. The
government. according 1o them, had done
1ty best The nunistry officials were reponied
o have said that “vested interests” were
responsible for the panie within, and over-
reactionoutaide the country. While the heulth
minisier chose 10 keep quiet on the issue,

his deputy. Ghatowar was given the task of

detending the ministry

Ghatowar made the best of a bad job and
made o tew revealing statements. These
clearly reflect the ann-people attitude of the
govemment. According tohim. "ina country
with financial constramis like India we cannot
always adhere 1o whatever the experis
suggested as adeal™. He climed that the
expents had not warned them ol a *high risk
lactor™. It is obvious then that the hindings
ol the PSU. the warnings of the mecting of
Inter State Plague Coordination Uny and
NICD tell on cuars that had already decided
o be deal

The contusion created by the “expens’.

the inadequacy of practical knowledge of

plaguc among most doctors and the fact that
there were till October | only 23 positive
cases. emboldened the government 1o
underplay the calamity. The central govern-
ment’s representative Ghatowar was reported
to have said that “Plague, gastro-cenleritis,
cholera are not exunct either in India orin
countnes suchas the US. China. Peru, African
\lulcx.clc,(‘:.mm-cnlcrm\i\unulunllphcnu-
menaGn ansing out ol contaminated water,
bad sanitation. so why ask us, ask the rural
development inimistry. the urban develop-
mentministry - weare daing our best 1o cure
the arflicted.™ Thus he did his best 1o make
plaguc look common place. took no respon-
sihility for prevention but only for cure and
pretended asil the failure of other ministries
was not the government’s concern!

The officials and the politician showed
greaterconcern fordwindling business export
ol tood and garments. the “image of India

; uhrmd".mdlhclnllnwnl'm(crnulinnulcapilul

rather thun human sul lening and deaths., The
Export and Manufacturers Association
seeretary is reported 10 have said that the
tern plague has a historical connotation for
our European partners and they panicked.

There was pressure oo from the smaller
business in the capital. The scason ol
festivities was good for their business, ‘Puja
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pundals™ had heen crected and markets
were overflowing with unsald goods, Per-
haps under this pressure. schools closed on
Scptember 30 were reopencd on the October
4. This decision was taken on October 3. It
15 obvious from Table 4, that there was no
significant change in the reasons given by
the directorate ininally for closing schools.
To add to the shisarray, private schools were
allowed 10 remain closed while the guvern-
ment schools mostly located in the less
privileged andless clcancr surroundings were
ordered 10 reopen!

Once the schools reopened plague
disappeared from the front pages of daily
newspapers. Delhi resumed its false posture
of normalcy. Thus. even though 306 new
cases were admitted as *suspected cases' il
October 6 - bring the total such cases 1o § 14
according to Delhi's chicf minister ( Pioneer,
Octoher 6) - the health minister claimed that
the “discase has been checked™.

WHO 100 came 10 government of India’s
rescue. All through it reminded the preas that
plague never was cradicated even in the US
and that it was curable. It offered its
‘expertise” but never commented o the need
1o gear up the infrastructures through which
any experts were expected 1o fupction -
Indian or foregn,

In brict the lethargic reaction ol health
admunistrators. its contradictory acts and
statements. inability of mast professionals
0 nise up to the challenge. the ohvious
cl'!nn.\ol'mliuciun,\lnundcrplny thc problem
became 5o obvious thit even the middle
class lost ity confidence and panicked.

Under pressure of this panic and the need
loretainsome credibility withits intemational
donors. the government 1ook sorae measures
and was duly rewarded. The US and the
European Community 1ok a lenient view

ol the epidemic, Whether it was 1o let their

saleable goods Now into the Indian market
or 10 build a political alliance against its
perceivedideological opponents (the Islamic
bloc) or because of superior infrastructures
which ensurc strategic preventive inter-
vention is a matter of detail. The real issue
is that their henevolence gave the Indian
politician yet another chance 10 get away
with murder.

The cinema halls reopened on Scpiember
10 10 soothe the short memories of its
residents. For the final burial of the event,
an expernt commitiee was set up. Even the
press has been attacked for its cxaggerated
reporting. In shont, Delhi has done all it
vould. o muddle through the plaguc
epidemic. lts actions become unenviable
when seen against the enormous resources
that it consumes compared 1o the staics of
Gujarat and Maharashira (Tablc 5).

In 199192 Delhi received 717.6 lakh more
than the whole of Gujarat. in the fullowing
Iwo years this gap became much larger.
Similarly, whilc Maharashira (including

Bombay) received double the amounl of
resources in 1991-92 as compared 10 Delhi.,
in the. year 1992-93 the actaal. allocations
were revised. For Delhi. it mse and o
Maharashtra it dechined’ thus further
narrowing the pap between Delka and
Maharashira as & whole. Despite Delhi’s
wealth, poverty of initiative. lack of
administrative cohesion, abscrce of o well-
worked out strategy. public healih
incompetence and the catlouspess ol i
political clite are glanng :

. Some Issues

Theepidemic has abaicd butithas certainty
not disappeared. While the political lcader-
ship will have 10 assess the helmsmen it
chose for public health, a few simplcr admini-
srative lessons have to be learned. For
cxample: .

(i) Public health activities require large
but active organisations. If the syslem is not
geared 1o go into full action when reyuircd
then it loses its public heaith significance
as it 1s overtaken by events.

(1) Though it appears to be simpler and
cost-cffective 1o centralise services, (ne
trouble with the strategy is that it increases
the nisk ol infection. makes paticnts travel
long distances and is inconveniemt to their
tamilies.

(i1i) Burden ol care on NICD und IDH
would have been lessened i thecity s premier
medical colicges and other specialist hos-

TasLe 4: Repoitin CASES of SuseecTen
PLaGue I8 Deswm

Daw Daily  Cumula:  Cumla-
Admis- tive ive
sions Total Total
atIDH . Suspec:  Tested
ted Cases  Pasitive
Sepieinher 24 | | -
September 25 2 4 -
Sepieinber 26 2 7 2
September 27 4 17
Scpiember 28 13 2 20
Septesnber 29 19 L 22
September 30 Hy 19 by}
October | 189 R} -
October 2 34 417 - 25
October 3 1S m kY
Ociober 4 9l 648 “
October § 70 758 S0
October 6 62 X22 S0
October 7 49 - € &
October ¥ a3 1003 4
October 9 6 - -
October 10 12 - -
October 11 - - 6y
Note: Cumulanvcsusp:cwdmcslmn&tixr

4, 1994 arce obvious undencstimates as
the daily admissions a1 IDH alonc add
up 1o more than the cumulative cases
reported for a day. This may be duc 10
noa-inclusion of discharged paticnts.
The Times of India. Hincdustan Yimes,
Staresman and 1OH nepons ’

Source:
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Prtals had been mobilised . Instesd eof simply
cniciving the working off these two hospr-
tals they could have beem used more offy-
ciently.

(iv) Ancflective public imformation sysiem
should have been in existence. Information
of admitied and discharged patients on a
darly basis along with mapn of aliccted arcas
would have helped people practise prescribed
dos and don’ts betier.

() Though the media did its best o publish
information. they at times overdid it and
contnbuted tothe scare anwong the newspaper
readers. They. however., cannot be blamed.
lor 1t was the respomsibility of the
administration to provide detailed, adequate
and correct information ©n a regular basis.

(v1) Last but not the least, drug control
ol market outiets could have been effective
fromihe very beginning smstead of being an
alter thoughi

The epidemiological issues that anse out
of the plague epidemic are crucial both for
understanding the epidenuic and developing
atrategy lor tuture. The first and foremost
is the dragnostic issue, I plaguc in Dclhi
was bubonic. then it has scrious implications,
It means that Delhi 1o 1s carrying a mild
or moderate epidemic 1 its rodent
populations which needs teobeidentificd and
handled along with their ficas. It also partially
disprove the assumption that Delhi was
alfected because of the Surat exodus,

Thendications are tha plaguc was bubonic
and the pneumonic manifestations in those
vases were secondary. It could be due 1o the
high raintall. relatively lower lemperatures
and oth-r climauc conditions in which case
it would be with us for some more lime.

To ensure the above, rat fall studies and
flca index become indispensable. NICD is
said 1o be conducting such studies but the
results are still awaited.

The confusion regarding diagnosis is very

cnuical. The level of saphistication increases ©

rehiability of detection, but this must not be
allowed 1o become an excuse for rejecting
cuases in the prewemt situation,

Social dimensions of the cpidemic nced
to he focused upon. The vulnerability of the
poor. the implications that excessive fear
gencrated in the middic class, the politics
of suggestions such as weaning masks in the
buses. instructions o admit all cases
irrespective of the clinical picture and the

Municipal Act. 1957 arc some such issues |

whichlead ustoexamine the very scaifolding
ol our mega cities.

: III
Understanding Chaos

There have been two popular responses
to the disaster. First, that the cuts in the
health budget have brought down invest-
menis in this sector from 3.3 per cent in the
first two Five-Year Plans to 1.7 per cent in
the Eighth Five-Year Plan and these need
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1o be increased. Second. that public health
services have heen undermined and nced 1o
be strengthened. These twin problems of
dwmdling resources forhealthand declining
sandards of public health arc intimately
linked with (a) structural adjustment policics.,
(b) the evolution of public health in India,
(¢) the patterns of urbamisation. We bricly
review here. cach of these arcas

STRUCTURAL ADIUSTMENT

The hberalisation policy of the present
government has resulied in the cut-hack of
investments in certain sub-sectors of health,
This trend began even prior o the official
acceptance of structural adjustment and
investments in health sector have since been
gradually declining. From the mid- 198
onwards the government has been cutling
hack on medical and public health with
increased outlays for family wellare. During
the Sixth Plan there was some cffont 1o
increase outlays for communicable discases
while the investments in curative services
remained stagnant. It is during this plan
period that for the first time the government
scknowledged its inahility o provide the
required medical services. It introduced the
idea of opening up medical services to private
and voluntary erganisations in order 1o
supplement govemment services.

The Seventh Plan not only strengthened
the policics of prvatisation of medical care
but in fact raised allocations for lamaly
plansiing by 9 per cent. Dunng this peniod
the savestments in medical ciire rematned
stagnant and for communicable discines, it
actually registered a decline.™

During the carly 19905 €1990-91) the
health budget was slashed by Rs 32.9 crore
and it was.communicable discases which

»-Teally bore the brunt of this cut-back. Even
- Supporiers vl the new economic policy were

quick te point thatthe ingiscrimenate cuthack
onheaith wouid turther marginalise the poor,
During 1992-93, ihe outlay for health way
increased by 60 per cent over the previous
ycar (Tabic S). Much of this increase ‘was
duc 10 a 34 per cent increase for AIDS
control with Ry 5¥ crore being invesied for
this disease alone. There was also u marginal
increase for tuberculosis but much of the
outlay was to be spent on importing a ncw
set of drugs for its treatment. Merely
importing ncwcrdmgswmummrcnglhcning
the intrastructure will neither improvc cov-

crage norensure regulanty of treatment which
18 ¢ntical to the Toberculosis Control
Programme

The Bimdness Control Programine also
registered increased outlays According to
the government. the emphasis of this pro-
gramme is oncataract surgery'' and Investing
Insuperspecialist services rather thantreating
ophthalmic infections which are the second
major causes of blindneas, spectally amony
the younger age group. Beiween 1991 and
1992, the investments in kaly azar showed
a decline of 3.4 per cent and in 1993-94 i
was merged with malaria control There was
almost a 13 per cent increase in 1993.94
outlay for malaria but this included outlays
for kala azar and Japancsc encephahiis as
well. Even leprosy which was 1o be eradica-
ted” av per the recommendations of the
Sw;lmmalhun(‘mnmmctchun’ registered
a dechine i ws proportionate share ol
allocation despiie marginal increase in
actual budgcel

While reading these plan outlays, 1wo
things have 1o he kept in mind Firstly, a
large chunk ol loan from World Bank 1o the
health sector his been ticd 0 the AIDS
programme. Sccondly. the aver emph.isis on
"AIDS has undcrmined other communicable
discases control programmes. What secems
to be fairly evident from the trends is that
the priorities of the government do not match
with the exisung patterns of diseuse in the
country. Their concern 1u- the National
Programmes for the major comn.unicable
di.scusc.\l.sdcclimng\uhllcnlhcr.\u:cguinmp
priority.

Evorimon or Pusiic Heatm

To understand this we have 10 sec how
public health practice and content w s shaped
“1n India: Why cducation and tratning of
public health could not be rejuvenated ! And
why most discases of poventy are slowly
sliding down in the national agenda? A
myriad of factors influenced ihe content of
public health as it cvolved in India (i) Like
all other professions of, that time. public
health 1o was guided by the interests of the
British. Its concerns were safety of the army,
a select British population and the natives
wherever profits were at stake. For cxample:
when revenues were threatencd. special
committce was st upto examine the possiblc
connection between canal irrigation and
malaria."" This was followed by the first

Tasee 5: ANNUAL BuoaiT Oumay

(Rs lukhs)
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Year — 2 — 199293 —=- 99394
Total MNP Total MNP Total MNP
Dethi® 4935.1\ 1 - 6500 - 7208 -
(6707)
Gujarat 2936 1270 4m3 1650 4i32 1650
Maharashira 6164 4150.76 8367 6000 10604 474)
(6433) (4019
Seurce: Annual Plan 1993.94 (Figurcs in brackets are revised outlay )
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arch’ project to control malariain Mian
it Simularly . pubhic health measures for
large relfgious congreganions were initiated
despite the well known reluctance to increise
povernment expenditure. becausc the profits
ol pnvate railways companies were linked
withpromotionof pilgnmage by the natives.'*

Unlike sanitary movements in Britain, the .

socio-cconomic conditions and living
standards ot the people of India never became
central to public health At best practitioners
were the army medical doctors who later
manned the Indian Mcdical Services (IMS).
The first formally trained public health
practiioners in India thus got their ficld
training under these IMS doctors who were
competent technically but did not concern
themselves with the social dimensions of
eprdennology. The “superstitious native” with
his untathomable peculiar tradiions was
held responsible for the tmlures for public
health efforts while all successes were the
achievements of modern medicine and its
practinoners.

The culture of the prolfessionals was carried
intothe national programmes ofindependent
India. They were visions of technical
supremacy which would compensate for the
lack of social change. The skills needed for
midway correction through competent
monutoring were tound lacking perhaps due
1o sudden reduction ot the prolessional
manpower atter the Brush doctors lelt.

The foreign “experts” entered the scene
and the glamour ol technology made entry
ol many verical technocentnic disease control
programmes casy. Mularia was 1o be
controlled through DDT. small pox through
mass vaccinavon. leprosy through dapsone
and hilaria with hetrazan therapy. Excepi for
small-pox. which was cradicated alter a shift
ol strategy'™ in the early 70s. all other
programmes proved inadequate  Their
latlures are not the result of resource
constraints alone but of inadequate and
inappropriate strategies. In the case of
malaria, ittook us two decades (o realise that
It was wrong 1o create population based
eradication units. The essential factor should
have been “the terrain and the topography™.
It was accepted that without an efficient
busic health services. malaria control was
not passible. 1t was also acknowledged that
conceptualisation of the programme as
essentially a rural activity was incorrect."
Even then the programme continued till
1974 when it was finally modified into a

National Malaria Control Programme with "

much lowered ambitions.

The other glaring example of poor strategy
building is in Leprosy. A National Control
Programme was convenedintoaneradication
programme in 1982 by the Swaminathan
Committee. To any student of public health
it is obvious that the decision was political
and not based on scientific knowledge or
operational research. The excuse was that
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multidrug therapy reduces the period of
trcatment and increases the possibility ol
Interecpuing transmission. The working
group headed by M S Swaminathan knew
that the treatment “eficctivencss as a tool for
achicving early control or eradication of the
diseases 1s yct to be established™. Yet, they
launched an expensive programme and the
public health experts went along with them.
Only after successive failures some
acknowledged that the strategy was ill
conccived." Over time then, public health
notonly taiicd to build upon the foundations
laid by the first gencration of its practitioners
but it also failed to retain what little cpi-
demiological base they had built. 'Inclusion
of socin-cconomic dimensions 1nto an epi-
demiological approach remained a far cry.

After the country became independent,
IMS was dismantled while 1AS continued.
As health remained a state subject.’the
expenience of public heaith at grass roots
levels remained state bound and the centre
depended upon medical colleges and other
central institutions for its public health
leaders. A scries of director generals with
backgrounds in paraclinical {anatomy,
physiology, pathology) and clinical subjects
such as orthopacdics brought the status of
‘professional in public health’ 1o a level
where they were easily dominated by the
IAS officer™ who invariably had a broader
experience. The bureaucratic control by itself,
however. continued 10 lack public health
competence. With the failure of various
health programmes, a new category of
professionals emerged and these were the
health management cxperts. Unfortunately,
these shifts in the professional control at the
top did not contribute to any appreciable
improvement in the warking of the
programmcs.

Reported tailures in public health efforts
led 10 a shitt in emphasis whereby instead
ofcontrolling di<cases among people through
abroad-based sirategy. the eniphasis shified
to controlling people themselves = in terms
of numbers. k

The Sixth and Seventh Five-Year Plans
integrated various programmes into the
general health services. This integration.
however. was limited to the lower echelons
while at the top Fumily Planning remained
the priority. Such an integration put the
entire lower level infrastructure on a platter
and offered it 1o the Family Planning
Programine. Instead of strengthening basic
services, integration actually weakened them.
Peripheral institutions worked for Family
Planning targets at the cost of ail other public
health activities. '

Along with liberalisation, medical care
was opened up to private and non-govem-
mental sectors. This led to ‘stagnation and
undermining of public hospitals as they faced
cuts in their budget allocations and loss of
their competent manpower to the private

scctor. Thus the undermimng of secondary
level support structures made achicvement
ol eflective primary health carc cven less
plausible.<In other words. public health in
India has suffered due toits substance which
constrained its practical success and
undermined ity esscntial infrastructures.
Resources do play an important rol: but
along with resources the practice and content
ol public health has to be cmancipated.
Mebpica, Epucamion '
The relevance of medical education. in
snaping public health is self evident. Bhore
Commiitee in 1946™ visualised the ‘basic
doctor” as a socially sensitive medical pro-
lessional competentin providing elementary
health care. However. the history of evolution
of medical cducation in the country reveals
that not only have ductors been the blue-
eyed boys in a health team. their education
and training also continued 10 be heavily
influenced by wesiern models of education.
There is sufficient evidence to show that
in early 20th century, policies of :nfluencing
medical education in third world countries
were consciously followed by the USthrough
its technical and financial support. In China.
the argument to train personnel to meet the
nceds of the country was used by the
Rockefeller Foundation to support medical
cducation that trained elite professionals
essential 1o “weslernise' the country. This
strategy in fact replaced the foundation's
previous support to missionaries."
Similar export of western professionalism
to Asia is also recorded by Goldstein. Not
only was aid linked to reforms in medical
education but also by creating elite insui-
tutions for medical education and insisting
on supporting only those. a process of
weeding cut all other practitioners and
doctors from positions of power and
daminance was sct in. This ledtoageneration
of physicians who were conscious of their
own prolessional dominance and excrcised
it 1o become one with the “international
community of scientisis™.** Thesc elite.
physicians were trained 10 exercise their
autonomy against their responsibility to the
socicty. They did this through the ingrained
“clinical mentality” which teaches them 10
do what they think is best for a single case
without athought for its implications for the
society at large or even for the family.
InlIndiathis conflici started with the British
Medical Council (BMC) in the late 19th
century.. The issues were of curriculum,
language of instruction, training in obstetrics
and integrated education of allopathy and
traditional systems in medical schools.™ The
medical colleges of 'independent India
continued with their curriculum which were
evolved under the guidance of BMC. Here
100, Rockefeller Foundation made its inroads
by offering aid and technical assistance.
Indian doctors were nc different from those

’
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of Thailand and China in their concerns
Majority of the medical students came from
landowning and professional classes™ and
hoped 1o practise climcal medicine ™

Concern for this was expressed by an
official committee on Health Services and
Medical Education in 1975 It recogmsed
the necessity (o restructure the entire
programme of medical education and
acknowledge India’s failure 1o produce the
basic doctor “who occupics a central place
among the different functionaries needed for
the health services” ™ It recommended a
UGC type of body for medical education to
monitor the needs of the country and assess
the required changes in medical education.

Another official effort was riade by Bajaj
Committec which produced an outline of a
National Education Policy in Health Sciences
1n 1989 Full ot contradictions. the document
could not but concede the government's
tailure o reduce the bias in tavour of clite
medical education, its inability to train other
paramedical professions and initiate proper
health manpower planming.*” It called for
the constitution of a medical commission
toregulate medical education but could
hot come up with any concrete suggestions
tor shifting the emphasis 1n training
from specialiies 1o basic doctors and of

- Mrengthening public tealth traiming

As a result of this reluctance 1o inicrvene
actively. the government in fact protecied
the structures that it had evolved to be apan
ol the international market for professional
skills India’s educates elite specially its
doctors continued 1o be more or less inte-
giated into the global cconomy and thereby
enjoyed the benefits of higher salaries. *“The
cond:tionofintegration into this international
market was the possession ofintemationally
negotiable gualifications™ and this implies
lack of relanon 1o local needs. ™

IUis not surprising then that the Initial
efforts of independent India 1o build
departments of preventive and social
medicine within medical education mct the
tate that they did. Thewe departments were
required 1o deal with the challenge of
highhighting “local needs’ of the vasl
populations and find socio-technical
solutions to them. Reasons behind the failure
of these experiments in medical education
were many. Firstly, practising public health
experts were few and the demonstrative
capabilities of the faculty were cxtremely
limited as no links were developed between
teaching depaniments of medical colleges
and public health practitioners in the health
care system at different levels. At best these
departments could provide some exposure
0 real life situations of cities and villages.
This, in absence of any demonstrative effect
of the success of public health often
convinced students of its futility.

The absence of any excitement and
challenge contributed to a vicious cycle

whereby the less successful came to PSM.
Only aiter the banning of ECFMG. an
examination for screening forcign medical
graduates, which resinicted the possibihitics
tor migraiion did good medical students pay
any attention to the subject. But that was
only for the Purposc of leaving the country
en route the WHO 10 be in the same salary
brackets as their seniors.

These departments failed 10 hnk their
teaching with that of other depantments and
hence became islands in medical colleges
isolated from the rest. Their inadequacy in
developing epidemiology as a disciplinc in
the Indian context made their 1solation a
natural event. They could strive for
recognition only by becoming the victims
of the larger malady - compectition for
international acceptance. Therefore. instcad
of emphasising Jocal specificities. and
seeking socio-technical solutions 1o India’s
public health problems they were the first
to accept and propagate ‘knowiedge” that

emerged out of the international centres of

publichcallh.Thclndian ‘expents” thus joined
hands with the international ‘cxperts i
Propagating purely technological solutions
to all public health problems. The ancient
wisdom that most of our discuses are rooted
10 the poverty of the people™ was ignored

Lastly, the inclusion of social sciences 1n
medical curmiculum was reduced toabsurdity
under these conditions. The recom-
mendations of ICMR/ICSSR commiitee went
totully unheeded and the doctors continued
to be trained 10 think that they alone knew
what was best for their patients! This
as.umption came edsy 1o a sel who
represented the social elite: ‘

NATIONAL PrioriTIES N PusLic Heaumy

India’s population control programmes
areyetiobeintegrated intoiits health services
and hence continuc 1o drain it. Even within
the health sector, priorities femain lopsided
As we have seen the discases which have
continued 10 kill and main the most {such

as diarrhoca, respiratory infections, malaria-

and kala azar) are getting less and less
attention. Those which are replacing them
(like AIDS, blindness) are largely the
concerns of either the developed nations or
of India’s elite.

The reason for this gradual shift is not
far to see. There is no denying the fact that
India over the past four decades has built
its infrastructures including a health care
system. The focus of the infrastructure,
especially for water supply, sanitation,
housing, transport, electricity and public
distribution system is in urban areas. Even
within the urban areas the disparities are
obvious. The larger share of the tota} national
expenditure is enjoyed by a small elite.

Thesebasic amenities are taken for granted
by them and never seep as part of a
eomprehensive public health infrastructure.
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Asaresult.two things happen Firstly -when
they think of pubhc health they visualise
only medical technology-based mnterventive
programmes such as immunisation and oral
rehydratuon: Secondly. only those disegses
which they experience hecome therr
prionities. Abhsence ol emphasis on others
doesnot bother them Theirlogical demands
are hospitals. well cquipped teriiary case for
heart diseases. blindness. cancer and Other
non-communicable discases. Greater access
to curative institutions and adequatce supply
of drugs in the market satisfics them

The hcalth adninistrators, policy-makers
and politician who largely come from these
sections of the society are no difterent in
their thinking. They have also learnt their
lessons from history that the discases of the
Poor cannot be tackled by technology alone
The only time they are concerned ab. it ths
sct of diseases is when they are themselves
threatened. The mindless disposal of garbage
by the plague hit capial's administrators,
the Municipal Corporation of Delhi's
(MCD'y) epidemiological laboratory's tull
time involvemeni with monitonny a single
discasc. the handling of the Cholery eprdemic
in 1987 arc exampes of such concern. | he
rest of the ume they concentrate on.

() Removing siumdwellers from amongst
them and creating safer spaces tor sell-
protection.

(1) Devising schemes for educating the
DOGr to be healthy withou any basic
amenities.

(ii1) Investing more resources intheir pan
of the city to beautify and keep ar bay the
threatening poor,

tivi Convincing themselves thar there iy
little that can be done for the increasing
menace of death and discase among the poor
who are blamed for their ignorance and
reluctance to benefit from modern service

Implicit in this awnude is the shitt of
responsibility from the state 1o the people
At best the state make some resources
available tonon-gover mental organisations
1o run some rudimentary form of urban hasic
services. Like poverty. mortality and
morbidity from diseascs of poventy too are
now seen as prices that have to be paid for
‘national development’. It is no surprmﬁg
then that these diseases are gradually losing
the priority they once enjoyed.

« Protests against the present policies are
rare for reasons already discussed. Firstly,
the knowiedge and practice of public health
itself has been undermined 1o an exicnt that
understanding of issues at popuiar level s
simplistic. Secondly, in a $0Cio-economic
milieu, where both the urban.elite and the -
middle classes see its interests tied 1o the
process of economic liberalisation and global

" integration, indiscriminate import of

technology is seenas a positive step towards

" development. Thus hi-tech and teruary

institutions are welcomed and class issues




and pnmury health carcare seenas “primitive’
concepis

The most tragic iy the silence of those who
sutfer. They remain quict not only because
ol their helplessness, their negative cx-
periences of rarsing their voices and their
over burdencd hiyves but also because of their
perceptions. The glamour of technology and
the acceptance of hiving from one crises (o
another pushes them into dreanung of that
technology. They accept hunger, shortages
and lack ol services in everyday life but in
acrisis, they aspire tor what they privileged
classes have Thus they become casy prey
to the propayanda that more sophisticates)
hospitals mean better health care. For the
professional. the tact that the poor seck
technology beconmkes reason enough to pro-
pagate thar own model ol technocentne
health care With the poar on their side they
Ict public health degencrate with impunity.

v
Issues for Urban Health

The noteworthy feature of urhanisation
in India s the increasing concentrabion of
people in mepa aines. imdustnal cities and
towns The share ol population of class |
ciies in the wital urban population rose
from 229 pereentin 1901 10 60.4 per cent
in 198 1. Another conspicuous teature is the
tall in the proportion ol urban population
in the small and medium towns ¥

In exclusively industrial cities like Surat,
mctropohitan-cum-industrial city like
Bombay or the capital city like Delhi. a large
share ol the concentrations and additions 1n
the poupulation consist of migrants. The
charactenisiics ol such migrants and the
population. ot course, vanes depending on
the ¢conomy ol the ¢y, The tunctional
specialisation ol cities 1S an umportant
determinant of the characteristics of the
population and quality of life in cities. The
industrial classification of migrant workess
by rural and urban residence shows a higher
proporiion of rural migrants in primary and
secondary sector activities, and urban
migrants i wertiary activities.* In million
plus citics, the sex ratio of migrants is in
favour of males. The problem of living space
in the metropolitan cities probably acts
against female migrauon. It also gives an
indication of the type ol job opportunitics
in such cities which are malc-biased.

The pattern of urbanisation in India raises
several issues lor a public health policy
especially in the light of the outbreak of
plaguc.

First is the issuc of economic organisation
of cities in India, whercby increasingly the
emphasis is on concentration of industies
rather than dispersal which lead 10 human
concentrations and the miserable conditions
under which many city people live now. The
concentrationofindusiricsincities like Surat,

2988

penphery of Delhi. Bombay. Kanpur. ete,
results an large-scale migration of people
tromother urban and rural arcas. Itis possible
10 see the modern industnial city as a human
1ailure. a monster which does not lead to any
improvement in total human welfare. “*Muost
maodern cities are casily pereetved as dreary .
prey wastelands housing dreary, grey.
dehumanised people working as cogs in a
machine which scems 10 destroy much of
what s good about life™. ¥ The madern
industrial city may add to material wealth,
and perhaps with the changing geonomic
scenano this is what the state needs. but it
destroys the very essence of human life. The
people in such cities live under miscrablc
conditions, similar 1o the well-documented
stage ot industnal revolution, now con-
veniently lorgotien. The conditions of lile
in such cities, the nadiv of which is the
outhreak ol eprdemics, should cnable the
plaaners to re-examine the patiern of
urbanisation in  India.

This does not, however. mean that human
well-bemg s a mirage i such cities, This
leads to the second issue of quality ot lile
ol people 1n cities as ggainst growth. This
is related to the availability of basic services
such as health, drinking - walter, sanitation
and other utihiues apan from housing. and
transpont. There are isodated cases where
cven in big cities some degree of efficiency
was introduced lor maintaining at least a
minimum level of civie order. It has 1o be
recogmised that utier neglectand callousness
ol the state is responsible for much ol the
urban decay.

Thé case of Delhi, which 1s the national
capital. iy a classic example of such neglect
apan from Surat, of course. This neglect has
to be located inthe dichotomaous organisation
ol the city iself, the garden city for the ruling
classes and the clite and the shanty towns
for the deprived. The growth rate of Delhi,
in line with the pattierm of urbanisation in
India. is however much more startling, The
decennial growth rate between 1971 and
1981 was 53 and between 1981 and 1991,
50.64. Alier 1961, the growth rate continucs
to remain around S0. The density of
population in Delhi, similarly. is very high.
In 1991, it was 6,319 as against the all-India
uverage of 267. It is estimated that by 2001,
Delh’s 10 million populationwill rise three-
fold or more.

As the ruling classes rebuild the city for
themsclves, ercct skyscrapers and heautify
their surroundings. morc and more migrant
labour is brought in o accomplish this.
However, regarding health services,
availability of basic scrvices likc water,
sanitation, housing, etc, therc is a clear
demarcation between privileged Delhi and
deprived Delhi. There are 44 resettiement
colonies with a population of three million
and 480 or more unauthorised colonies with
more added cvery year." It is estimated that

-

® .

at least 83 per cent of the wial Delhn popu-
laton s living in subhuman condition..
While these sutshuman population is needed
for mantaining the cozy structures of the
upyor classes, there is toal lack of human
«oncemto provide the hasic servicesto them.
Surat. similarly, has been one of the fastest
growing urban centres in Gujarat. While
Gujaral's urhan population growih was 3.5
per cent per annuns in the 80s, Surai prew
from Y lakh in 1981 10 1.49 milhion 1 1991
It has now crossed two million and 2X per
cent of these lives in slums. Unprecedented
growth of small-scale industrics in the'
unorganised scetor has sigmilicantly

-contributed o the nse in population. *

The civic amemiics have not kept pace
with the rapidly expanding: population o!
this town. According 10 a survey about R0
per cent ol the slum houscholds do ot have
sanitary facilities. Even belore the outbreak
of plague. malaria and hepatitis have claimed
a number of lives in this town. 1t is fairly
evideni that in g town which is largely de-
pendent on imigrant labour, the municipality
can altord to ignore the necds of this class
as they are not permanent residents of Surat.
The nwnicipal government has tailed o
nwet the changing needs o the ey,

The ~2ports of the plague epdemic in both
Surat and Delhi captured the fear and panic
that people experienced. The major wll off
this epidemic was horne maostly by the poor.
In Surat. majority of the reported deaths
were from the slums in the low-lying arcas
of the city. From various newspaper accounts
what is lairly clear is that centain arcas of
Surat were worse alfected than others
although even the wealthier pockets were
not sparcd. Mostly slums in the low-lying
arcas, ncar the banks ol the Tapti were badly *
hit reporting a number of deaths. Ved road.
Katargaon, Rander, Sanjay Nagar and Rajiv
Nagar of Udhna industrial arca. Ruderpura
and Limbayai were the worst affected.,
According to descriptions of these areas. the
people who resided here were lahourers who
where: employed in the expon carning |
diamond | and icxtile industricy. Surat s
famokss for these two major industries which
arc hoth expornt-oricnted and earm crores in
forcign cxchange. Majority of the labour
force of both these industries is constituied
by young malc workens [rom diflerent parts
ai «he country. The diamond indusiry
employs craftsmen mainly from Rajasthan
and the diamond cutters and polishers helong
10 Saurashtra. These workers live in slums
like Ved Gaon and Katar Gaon. According
to the deputy collectof there are two lakh
migrani labourers in Surat and some of them
did ficc [rom Surat to their respecuive statcs
when the epidemic broke out.

In Delhi, the majority of the plague cases
were reported from. resettlement colonics.
This broadly replicates the patiem obscrved
during the cholera epidemic in 1988. Most
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b the cholera deathy g, uried an the
resettlement colonres ang g hompr
Smularly even dunng the
Plaguc epdemie, i these places where

clusters i Delhy

Pasic Cac amemities e Lackimg that cases
WOIe eponted

Exen when the mylers are threaenad by
cprdenmics, the complexity ol the issues of
uthan decay are not reabised. The measures
tacontrol the spread of plague. tor instance,
Was entirely focused on g single-pronged
Saeey ol removal of rarbage rather than
Cistalinmg epidemics as g result of the
vhegomg decay ol urhan systems. lt seems
the carlier outbreak of cholera i Delhy i
ot provided any lessons,

When the Delhy admimisicanion ned 1o
“clean up’ the iy ol parbage. most of 1he
cllons were concentrated 1n the middie angd
upper middie pockets of 1he ciy withatohen
cllor inihe slums here were reporis of
uncleared earhiage i aneas of the sums in
Delhi even a weel alter the announcement
al clcu'ning drive

The third issye which needy 10 be
highhghied is the mirrory paterns’ in the
hational contex- A mentined. carlier,
large proportion or urhan spelomerations
CONSSL O migranis. This adds # new
dimension 1o the national policies on publye
health Alttiough it s casier 1o find the
feason for the Lirge-seale flecinyg i people
from Surat w0 the iy nformation of an
aaibreak of plague in the lear of discase, i)
sctnlly s areflecnon of the all-round decay
coupled with the poor sEHeOfCivic imcnities

inthe ey, Iy represents the lack of gaith of .

-

the peaple on state-run Machinery,

However, it was the upper and niddle.

clinses wh managed 10 use any “mcany
possible w move ow o Surar, Accindinip
o the rnlwany ot hicia)s wearly 75 000 ueh ogs
hadd been issued tor Ahmedishad, Bambay,
Barod i Bhusawal. The officials of the

districr adimmisization wha were making |
Mnouncements asking people not 1o leave -

the city were the
Emiilies home!

Inan entrely difterent contexg ol makana,
the Mecdhok Comminee had drawn atiention
e Large azsiegation o labour 1n
CORSTUCton projecis which had sprung up
all over e country. e pointed o then
svaial etlons shoutd be made o provide
adequate provision fo healih and sanitagon
aa fegitimine ehay O consruction
PROJOCts. ™ Ax Lar as Dl is concerned. this
I an importm lesson’ where g Lwge
Population of migrant Lihour is engaged in
Lonstruction activities, The lesson from
plague is tha migration which forms an
mherent charctenstics ol urbunisation 1
India calls tor an urban renewal watly added
cmphisis on thesy sections which produce
natenal wealth. Their asolation angd
raranime must give WAV 10 an awareness
ol their problems.

fiest ones 10 send their
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The feconstruction o plague eprdenne
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WS practice in thys couniry s evidenmt

that the classiea) approach. which gy mainly
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hcyulldllli.\|lnu|cd.lmnc;nlcdnhlccln‘clhcn
wealls tor a syqenne understanding of 1he

Problem,

This would mvolve evolving 4

mult-prongg Mrateey iy entrenched 1y

the SOCI-Cconam,

vontext. Notwiatly-

standing the ey they this would be i harger
CPUON WA the duraton et weenepidenics

hccunun;: shoner
Plague. w0 coyly L

and the black sipnal o
assumed i the e

would imtiae Postive achions rather than

Lild the pin. oy real chalienge

he

lor publy,

alth 2 this juncrure s 1o e above (e

rarhage.

Notes

IWe would like g achnowiedge i help ol ¢ K
Japadecsan, Makoml o Susikan i Ami Gupra

or collectng gy, I

A
-

-

X 9w A e

<

i

The Hindusie, Tomes, Cctobes 14 Jouy
Govemment o Jndiy. Miniry ot Heanin
Healih Infermatien, 1992 New Il 199
Schy; 1N and Bhatia, Kalud:ar, 19X NICH).
Ixih .

Akakicy, Epidesnology and Inadence ol
Plaguc in tin: Waor! . VISK-T9. Buulleyn Wit
Vol 6ii. Ny 2. 1952, pp 105-69
77&4')l'nnu~.-r_ Sepiember 27, 1994

The i Sepreaber ), g,

The Prionrer, Iniober 2, 99y

‘Bharan Cha gy i ATule of Trasn: A Survey
o the “Materygls, People une Feonemuey
Iurulrri[ W she Keeveling Iy, i Detl- A
Kepor,"1ovy, SRISHTL New Ixelhy World
Wide Fund for Natore lixdia ‘
The Piswicer, October 1, j993,

Qe dmrny, "Structural Readinnen
The Cales Natens Play " Viwer, Vol .

~Nu 23, pp IK 22

-
-

2]

IS

16

Press Inh, 1993, pS3

Governmnt of iy, Muimistey ot Healih ang
Family Wellare, Nonnedl Kepenr 1993.94
Blidness Coniieat Programme’, pp 124.3,
New Dol pyug. Mianstry o ticgn,
Famnly Welfan:

CGanveninens of India, Mim.\uy of Health and
Fanuly Weltun, Reporyof the Werking ¢ roup
o Eraduation of leprosy S anmnativan
Commttee Repur, 1982, Néw Deli,
Minininy of Healn and Fannly Welfape
Arnold v, Colentsing 1hy Boedv Sy
Medicwie and Epeddemie
eenth Contiory iy,

and

Discave in N
Oxtord Univerauy
Hamson Mg | Pubdlic- Health in Bryiish Inelia:
Auglo-Indian Preveyiy, Medicine (X5y.
1914.¢ “uisbridg "TIVErSIY Preaa, published
in lixha by, Foubgog Hooks. 19gg, New
Ixthi. p tsy
R'."Amaxuhh.x\n Ry 4e,,0, Health yung
Medical Reeanir Bl iy rign
Ciniler she bupesc 11 fi044,4, Colonad Porlyy-y.,
1952 Stockholin, SAKRDC, rM .
Suillpox has aa gy Special cpidn:nmnknpncal
characiensnc of bemy weak i s eeological

November |y, 1994

oounge Man beine e only reservon thops
fully ) the dive g conded b eradig and

17 Governmneent o I Minisiry ol Heann,
Fanuly l‘l.umn.y Work.
Urban Desclopiwem

Commnttee

and Howsane g

Keport of 1, Spredan

e Keview phy Werking oy 1,
Natiomal Ml Lradi i, P'rogtinnm,
and 10 Rec omimend Measunes o Inigerin,
ment, 1970, an"_\ ol Healih, Famly 1L
g and Urhan Developiment. New Ixiin
(Madhok Commniee Report pp 9611

IN Tare S P eral How Far e Cooraal 0ol lxpru\)
Eradicanon by a0 A Velnevahle
Swanite Hhina January 199 pp 140G

19 Bancip b, Dechne and Fall o Public Hieahin
Pracuce in India™ 1, Stettesman Apnl | 4
197

200 Government o Indie Meatihy Sy, wndl
D l-lulmn-ul('uumuln'r kl'/mu 1940 Muan
agper ol Publicanons Govermunnt o) b

Press Il (Bhore Comnnnee Kepor)

21 Brown E Richang ’I'.\pumup Muedical kd,
vaion Protessaionaling, Mok ranon and
bpenialinm. Nea gt Seence and Aeds, e
Vol 13A. pp SK1us .

22 Goldsien § Michacl aml pegy § Diviaalibvon
Exporting Professimaliam A Cae Study
Modical Edducation Lemtinal o M, alth i
Sowcradd Bedionsvong Vol 20 Iveenmne 1974
2.0

2 Jeltery Ragr, Western Medveing: 40 I A
Cure oy Deprafessionat Mo 1976, pan
e ol Sociology lulmhuq.'h

24 Mk TN, Docton Socieiy” tunput
lished mimen), 1980, New Duelh. ppd 49

25 Ramabogsaswany ) Medical Studems Dy,
1 PSM. LPublie: Healihand ¢ oy Heoil,

‘NIHAE (NIHA}: Reserch Kepant)., New
IxThi. 14773,

26 Government of Indhia, Minisiry of Health and
Family Planning, Reper A the Commiter ..,
Meduwal Ediscation gl Suppoct Manpon e

" Munairy nl‘llcullh;nulhunly Planmng New
Ixih, 1u7s (Stvastavy Commmiey Kepony

27 Govemient of India, Monisiry of Health ang
Fanly Plannang. Nt Edwcaron Pl
 lealth Screnen 1oy Muanry of Healin
wl Family Weltine New Delhi (Bagay Cuony
itice Repon)

2K Gish Onear and Mamg Gy, “A Reap
Pranal of the K Draw wath Specaat
Reterence 1o ihe Medicat Protession’. Soy 10
Scrence and Medicme, 1979, Val 13¢
ppl-it ¢

29 King Maunice, *Hungn Entrapicent in India”,
Neatienal Mediear Jourmal of iy, v 4.
Nod. pp 196.209 °

J0°Ra6 M S A ¢ al wdsy A Reader i Uil
Nactolagy, 199 ()ncmLun-;uun. New Delhy,
PN .

Y Prenn Mahendrs KmRao MSA ¢ . eds),
ihid. pp 10S-06 L)

R il Murphcy Rhoads, 74 Fudeng of the Mooy
Vision: Couv and ¢ iy an Ching s Devel.
“penent. Methaen. London. pa

33 VijAlL Dellii: A Tale of Two Cuies. 1993
Voluntary Healih Association of India, New
Xl .

34 Shan Ghanshyam, "Economy ang Civic
Authoruy in SR, Ecananug: ane Politeal
Weekly, vl 29(31). 1994, PR 2671-76.

IS Priya Ruu. Mr Piroda Goes 1 Sunder
Nagar™. Sesmnay. 1989, 354

0 Madhok Conmitree Kepart. op en, plI3

2%y

”




i/

A3

ABSTRACT

RESURGENCE OF INFECTIOUS DISEASE
Dr. T. Sundararaman

One of the most significant achievements of developed nations have been in the control of
communicable diseases. Modern public health in India had its origins as part of the cffart against
epidemics but the motives of a colonial administration imposed major constraints limiting its success.
Newly independent India undertook the "war’ against these diseases with renewed vigour and by the
mid:sixties there were significant decline in a number of major diseases. Since the seventies however,
there has been a steady resurgence of infectious diseases. Malaria, Kala azar, Cholera, Gastro-enteritis,
tuberculosis, typhoid are all increasing and fast changing to more drug resistan forms. New infections
like Japanese encephalitis and AIDS have also become major public health problems. The present
national discase control programmes suffer from being vertical, fragmented, centrally planned,
bureaucratically administered programmes that seek narrow technical solutions to essentially social and
ecological problems. The controversy over whether it was a plague epidemic or a plague - like epidemic
illustrates the concept that if a suitable ecological niche is available ‘a germ will rise to the occasion.’
The approach to the control of communicable discases needs to be based upon a better general
standard of nutrition, san‘:*ion and education of the population. This needs to be supplemented by

" integrated lccal level pisning for heaith backed by good epidemiological centres and disease

surveillance, as well as wi ‘e needed, inputs from research. The active participation of the people in
planning and implementing Jisease control programmes is crucial to sustaining success. Panchayats
need to be made capable and transformed to- facilitate participatory local level planning and
implementation of disease control measures.
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THE RESURGENCE OF INFECTIOUS DIS@ASE

A HISTORICAL INTRODUCTION:

2

One of the most impressive achievements of developed societies is undoubtedly the control of
communicable disease. In most developed countries mortality from infectious disease no‘n/ accounts
for less than 20% of overall mortality as compared to over 60% in developing countries.

To a large measure the development of a science basea public health has played the central role in'this

Speaking of the achievements in public health, Sir Winsjow in his landmark address @ given in 1925
classifies the main historical process in the development of modern. public health into 3 major periods. !
" First.is the period from 1820 to 1860 which he calls the great sanitary awakening - a period. when the
link better general sanitation and health was established. In one famous study, Snowden, one of the
pioneers of this period demonstrates how in an area in London where 2 private services were supplying
drinking water drawn from the Thames, there was a much higher cholera incidence in those who had
consumed of that water brought by one of these twc services.  This particular service collected its
water downstream of the sewage exit and changing the site of water collection was able to bring down
the incidence of cholera dramatically.

Second is the period from 1860 to 1900 - where beginning with the work af Pusteur and Koch there
was an explosion of knowledge about mechanisms of infection - what Winslow calls the bacteriological
era. This period saw a redoubled effort at sanitation especially in public engineering works as well as
in developing vaccines as a preventive measure. To Winslow, speaking in 1925 the third era (which
was the then current era) was where public health centered around public education. The object of
public health had already begun shifting from infections to all diseases. The control- of non-
communicable diseases by changes in life style started gaining prominence too. Other authors have
called the third era as the era of social medicine. !

In the 1930s came the chemical era when drugs like sulphonamides and chemicals like DDT became
available. With these developments, morbidity started falling even fu-ther and by 1960s many sources
were now describing it as the conquest of infectious disease. “ It has been repeatedly emphasized by
a number of authors that though the development of modern chemotherapy was-a major step, forward
it had little to do with the control of infectious disease at the level of public ! health. The incidence of
infectious disease had already started coming down under the impact of better nutrition, a major
expansion of public engineering works for sanitation and better housing.”

PUBLIC HEALTH IN BRITISH INDIA

The situation in India has some parallels and some marked contrasts. Public health became a major
issue in India largely as a result of colonial considerations. - One of the main |mped|ments the British
faced in governing India was the very high susceptibility of the white race to the Indian germs. One
may indeed have to be thankful for this, for otherwise, (according to Crossby) like what happened in
the North America or Australia where the indigenous people were relegated to becoming a few
scattered tribes living off reservations, ‘® our race may also be have been similarly marginalised.



that respected no class or race barriers, like the plague or smallpox or cholera or malaria were the most
feared.

As modern medicine became more successful in its understanding of disease and in its ability to control
disease, colonial authorities also saw the distinct possibility of the use of medicine to further their
interests - to legitimize their rule and to win approval for it. So modern public health as it was initiated
in India had a distinctly paternalistic air about it an explicit attitude of ‘helping the ignorant natives to
be clean and healthy’.

Itis interesting to note that many official histories of modern medicine and public health tend to fail to
see the reasons why infectious disease had achieved epidemic proportions in these times - both in
Europe of the eighteenth and early nineteenth century and in colonial India. They do not recognize or
gloss over the role played by the pauperization of the peasantry, the frequent famines, the unplanned
urbanization with its attendant over crowding and lack of sanitation. Most such versions project what
may be called ‘victim-blaming’ - "the people are unhealthy because they have bad habits, are unclean
and ignorant. Unless they change there is no hope. At best what we can do is education?” It may
be noted that diseases iike cholera and plague are well known over history tut they achieve major
public health dimensions only in specific social contexts. And official reconstructions of history of
public health, especially ut not only those, authored by the British, remain silent on this.

The other major lacunae in the understanding of nublic health is the assumption that prior Lo the advent
of the Indian Medical Service as instituted by the British there was no indigenous tradition of disease
control or treatment or that what existed was hopelessly ‘unscientific’ & ‘primitive’. ‘A lot of even
progressive literature talks of the ‘complete absence’ of western notions of sanitation and the necessity
of having to impose these on a reluctant public - completely failing to see what culture specific
sanitation practices were already existing. Even in prevention, scholars of subaltern history have now
documented how there was a widespread practice of inoculation to provide prevention ‘djainst sm |
pox and how the Britishted vaccination programme had to use every means to drive off this to replace
it by its prescription. ‘

This brief background of thé origins of Indian’ public health policy is important to understand two
specific features that have dogged all subsequent practice of public health. One feature is the bias that
all public health programmes share, is a failure to see people as active rational participants. Health is
always something that needs to be given from above, using a military style pattern of command.

People cannot be expected to understand and take inftiatives. It has to be done on their behalf. The
~ military metaphor, the talk of cbnquest has never been far from any major public heaith programme.
The second feature is the slitist bias now seen as a‘focus on urban Curative services and personal

prophylaxis rather than societal level preventive measures, .and an universal access to basic curative
services. ‘ :

THE BHORE COMMITTEE REPORT - INDEPENDENT INDIA’S HEALTH CHARTER:

Itis in this backdrop that we must study the control of communicable diseases in independent India.
In 1945-46, just at about the same time that the Bombay Plan was being written, a national
commission was set up under the Chairmanship of Sir Joseph Bhore called the ‘Health Survey &
Development Committee’. This 25 person committee submitted a 4 volume report which is itself a
landmark in the history of public health. (8) In many ways it anticipates the Alma Ata Declaration of
"Health for All by 2000 AD a full 32 years before. In one of its most powerful paragraphs it sums up
the causes of the low level of health in India...

«

" The maintenance of public health requires the fulfillment of certain fundamental conditions,
which include the provision of an environment conducive to healthful living, adequate nutrition,
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the availability of health protection to all members of the community, irrespective of their ability
to pay for it, and the active cooperation of the people i in the maintenance of their own heaith.
The large amount of preventible suffering and mortahty in the countg is mainly the result o_f an
inadequacy of provisiog in respect of these fundamentz! factors. Environmental sanitation is
at a low level in most parts of the country, malnutrition and under n.trition reduce the vitality
and power of resistance of an appreciable section of the population and the existing health
services are altogether inadequate to meet the needs of the people whiie lack of general
education and health education add materially to the difficulty of overcoming the indifference
and apathy with which the people tolerate the insanitary conditicns around them and the large

amount of sickness that prevails.”

(Report of the Health Survey & Development Committee, Vol.IV para §)

The Bhore Committee report was also unequivocal as 1o the basic philosophy on which a national health

policy should be based. To quote:
"12. We have indicated above certain dark shadows in the health picture of the country. If it
were possible to evaluate, with any degree of exactness, the loss India suffers annuaily through
avoidable waste of human material and the lowering of human efficiency through malnutrition
and preventible morbidity, the result would be so startling as to arouse the whole country and
create and enlist an awakened public opinion in support of the war against disease. According
to one authority the minimum estimate of the loss to India every year from malaria alone lies
somewhere between 147 and 187 crores of rupees. ¢ A nation’s health is perhaps the most
potent single factor in determining the character and extent of its development and progress
and any expenditure of money and effort on improving the national health is a giit-edged
investment yielding immediate and steady returns in increased productive capacity. )

13. In drawing up a health plan certain primary conditions essential for healthful living must in

the first place be ensured. Suitable housing, sanitary surroundings and a safe drinking watee™ . . |

supply are pre-requisites of a healthy life. The provision of adequate health protection.of all.
covering both its curative and preventive aspects, irrespective of their ability to pay for it,'the
improvement of nutritional standards qualitatively and quantvtatrvely. the elimination ‘of -
unemployment, the provision of a living wage for a!l workers and improvement in agricultural
and industrial production and in means of communication, particularly in the tural areas, are all
facets of single problem and call for urgent attention. Nor can man live by bread alone. A
vigorous and healthy community life in its many aspects must be suitably catered for.
Recreation, mental and physical, plays a large part in building up the conditions favourable to
sound individual and community health and must receive serious consideration. Furthor no
lasting improvement of public health can be achieved without arousing the living interest and
enlisting the practical cooperation of the people themselves." )
To achieve these goals the Bhore Committee drew up specific recommendations which they classified
under the heads of a long term programme a~d a short term programme.: The long term programme
was in essence the building of a 3 tier district level health organization with the smallest unit catering
to 10,000 to 20,000 population. The entire network was to be staffed by a cadre of full time health
professionals who would be banned from private practice. ' ‘

The short term programme written for the first two five year plan periods, envisaged the immediate
setting up a skeleton of primary and secondary units and special health service for. mothers and -
children, schoal children, industrial warkers as well as for special services faor dealing with the more
important diseases prevalent in India, such as malaria, tuberculosis, venereal disease, leprosy, mental
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would be done at once using the existing structure of the health services. These were the intentions
that led to the first vertical health programme of the fifties. Impressed by their visible achievements,
and backed by foreign administration and aid this was to become the dominant approach to
communicable disease contiol. In contrast the long term programme was never given the priority and
even today, 50 years later it remains a long term programme.

DEVELOPMENTS AFTER INDEPENDENCE:

After independence however the main thrust of the public health programme became focussed on what
is called thewvertical health programmes.

In the yearS that followed the following programmes came into being.

“National BCG Vaccination Programme 1951
Family Planning Programme 1952
National Water Supply & Sanitation Programme 1954
National Leprosy Control Programme 1954
Filaria Control Programme 1955
“National Sexually Transmitted Disease Control Programme, 1955
*Trachoma Control Programme 1956 P
National Smallpox Eradication Programme 1962
National Goitre Control Programme 1962
National Tuberculosis Control Programme 1962
(called District Tuberculosis Programme)
National Programme for Prevention of Visual Impairment & Contro}
of Blindness Programme 195§
12. *Universal Immunization Prograniine, 1978
13. National Diarrhoeal Disease Control Programme 1983
14. National Guineaworm Eradication Programme 1983-84
15. National AIDS Control Programme, 1987
16. National Diatetes Control Programme,- 1987
17. Child Survival & Safe Motherhood Programme 1991.

NOGO R wN
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It is not as if the primary heaith structure did not expand - it did but at a much lower rate than
anticipated. In the last 10 years the PHC structure has advanced more rapidiy but its functioning
remains far from adequate. To a large part the PHCs remained confined to providing a minimal
outpatient curative services and manipulating family planning targets. For the control of infectious
disease health policy has always relied on the vertical health programmes.

With the notable exception of the national smalipox eradication programme almost all the other major
nationa: disease control programmes have the same or a similar couise. From a very high incidence in
the early fifties these diseases either declined dramatically as in the case of malaria or kala azar or more
gradually as in the case of tuberculosis or leprosy to its lowest level - some time between the late
stxties and early seventies - only to see it rise again in the eighties and nineties. '

seventies it was rising_again and by 1976 it had reached 7 million cases. , The National Malaria
Eradication Programme as it had been enthusiastically renamed now reverted to calling itself the
‘Modified Plan of Operation’. The impact of this scheme brought the incidence down to a more stable
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2 million cases per year at which rate it has remained reasonably stable over the last 15 years (Though
with small but worrying upward trend). What is more worrying however is that the death rate from
malaria has started climbing upwards from 1973 and continue to do so to this day. (Reported deaths
over 500 annually are probably only a fraction of the actua! dcaths). 'The major factor underlying this
is the shift in the malarial species from the more benign plasmodium vivax to the malignant p'asmodium
falciparum. Increasingly this plasmodium falciparum i§ drug resistant as well. Today there are tribal
pockets where almost 50% of people test positive for malarial parasites. Clearly there is a CﬂSlS here
in public health but a response to this crisis situation is just not tt.z ~ ' %13

TABLE - | Matarial Incidence

Year Positive P. Deaths API
falciparum
cases
1961 49151 - - -
1965 99667 - - : 0.21 -
1976 6467215 753713 59 11.24
1981 2701141 589591 170 . 4.11
1982 2182302 551057 187 3.22
1983 2018605 600964 239 2.93
1984 42184446 655454 247 - '3.08
1985 1864380 607822 213 2.57

Let us take the case of kala-azar - a severe systemic infectious disease which if untreated proves fatal.

. The infection is caused by a protozoan and spread by the vector ‘sand- -fly". . This disease too
disappeared in the sixties but by 1977-78 was back in epidemic form. In 1991 there was an epidemic
outbreak with an estimated 25,000 cases (official figures 77,101) and a mortality rate of 5-10 per cent.
It still remains widely prevalent in large parts of Bihar & West Bengal and the worst news is this - the
protozoan is increasingly turnmg reS|stant to all drugs. Even as of today the cost of treatment is about
about Rs. 1,500 (five courses of a drug at Rs.250 per course of 20 m;ecnons, Some forms of kala-azar
require so many course that it may cost over Rs. 15,000 per patient. The newer drugs needed are fikely
to be even costlier. . : :

The experience with filariasis, another mosquito-borne infection is similar - with the difference that
incidence of infection never came down at all. It continued (o rise despite the national hlanasns control
programme all through the post-independence decadeés.

)
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TABLE It

STIMATED POPULATION (IN MILLIONS) RESIDING IN ENDEMIC AREAS, THE MF CARRIERS AND
H

E
CHRONIC FILARIASIS CASES AT DIFFERENT POINTS OF TIME.

Year  Population Residing in Endemic areas M.F. Chronic

Total Rural Urban carriers filariasis
cases
1963 25.00 ---------—--- Data incomplete - IR EEE TR
1962 64.24 40.16 24.08 5.30 4.40
1970 136.30 84.21 51.39 11.30 8.00
1976 236.14 174.53 61.16 18.00 14.00
1981 304.10221.92 82.18 21.74 15.84

1989 374.00

25.00 19.00

Another classic example of this pattern is what is happening with cholera. Cholera was one of the
largest kilicrs of the last century. and remained so in the early part of this century to6. Despite
considerable efforts no successful vaccine has been pe: sible, partly because the strain of causative
bacteria changes so ofteh. Nevertheless with greater public awarcness cholera epidemics '1ave become
much less common and the overall incidence of cholera and mortality from it has also significantly
declined over the first three decades since independence.

it is oitficult, due to the absence of comparabic data to talk of what is the situation in the iast two
decaces. Howéver one notes that mass epidemics of acute gastroenteritis not due to the cholera germ
but due to a number of other germs - enteropathogenic, E-coli, entero virus, etc ndw occur. Some of
these epidemics are associated with considerable mortality also. Witness for instance the 1976
epidemic of gastroenteritis in West Bengal that affected over 2 lakh people and is estimated to have
caused over 3000 deaths "® Such epidemics of gastraenteritis are a comman feature every summer
and during the onsect of monsoons in most parts of the country. To make matters worse cholera itself
°i$ back. In October 1992, an uncommon strain of cholera designated 0139 Bengal broke out in Madras
and in neighbouring districts and by December 1992 it accounted for 95 per cent of cholera cases in
Calcutta "™ This strain has subsequently spread world wide, and espccially in South and Central
America where the disease has been absent for decades, epidemics took plice recently, tven 'oday
the incidence of the disease remains high. Dr. Jacob John of CMC Vellore calls this the ‘cighth
pandemic of cholera.’

Alongside these epidemics of cholera and gastroent ritis are an endemic prevalence of other infectious
disease - all of which are spread by the feco-oral route (also known as water-borne diseases). All of
these diseases spread by feces of an infected person gaining access to new individuals mainly through
contamination of drinking water but also due to lack of personal or social hygiene. Amongst these
diseases worms account for a great part of the morbidity. Hepatitis (jaundice) and typhoid "®. also
account for major part of water-borne disease.

Reliable epidemiological data on these diseases are hard to come by but estimates put prevalence of
worm infestation at about 70% of the pepulation. For typheid the lowest estimates would putit at three
lakh cases per year. Again the important thing to note about typhoid is this - the typhoid bacillus has
increasingly become resistant to most drugs so far used against it. Whereas it would earlier respond
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to a course of chloramphenicol at a cost of Rs.25 or so per course now lhe main ‘drug used. is
ciprofloxacin which is almost Rs.200 per course. /nd if the typhoid bacillus ‘turns resistant to
ciprofloxacin as is likely and indeed perhaps already happening the cost of,treatment may go upto vver-
Rs.2000 with the next generation of antibiotics. : ‘

The outbreak of plague and the curious controversy, as 10 whether 11 was plague or not that shook
Surat, has a similarly interesting moral. It does not, in the eventual ana' sis, really matter whether it
was the plague bacillus itself or not. If it spread like plague, if it killeg like plague if it responded 1o
treatment like plague it ought to be quarantined and 1anaged like plzgyue ! Indeed the possinility that
it was not the plague bacillus at all is much more interesting. Could it be that one can propese a theory
that - in infections, given a suitable environment an organism ~ould rise to fill the gap ? This principle
of the "ecological niche’ is well established in pest management in agriculture, but we need to see how
far it is true to the behaviour of infectious ¢'~cases. Simply put all living organisms whether micro or
macro are inter-linked by an intricate series of interactions, especially the food chains. Various
organisms compete for available resources in any niche in this web and this determines their numbers.
Now if one organism is eliminated, another organism grow to fill this niche. In a situation of a tctal
failure of sanitation and overcrowding and unchecked rodent population the rise of a plague-like disease
is only to be expected.

The most outstanding success of medical science in this contury is undoubtedly the eradication of
smallpox. We must at one level understand that this eradication was made pessible by a number of
unigue factors. One small-pox is a very contagious disease with a short incubition period, a very visible
disease phase and with relatively little sub clinical intection and has no 2+ ‘nal reservoirs. The strategy
of surveillance and containment with well planned use of vaccination against all potential secondary
exposures to a detected case could thus yield dramatic results. It will be difficult to find other such
convenient diseases. And even in the poxes or exanthematous fevers like smallpox, chichekn-pox,
measles, etc. One does not know whether in the long run these diseases will stay eradicated. Or will
other similar exanthemus become public health problems. Though such a statement is quite
speculative, we must remember that histary has seen many epidemics of pox fevers which from
accounts of their clinical presentation do not fit in with the currently known poxcs.

Thus we can see that the control of cholera does not meari the controi of acute gastroenteritis. And
the drug resistant form of malaria, kala-azar and tuberculosis also demonstrate the limitation of curative
treatment as a strategy of public health.

Itisin the background of these questions that one must also ook at the rise of new infectious diseases.
Take Japanese encephaletitis for instance. Before 1960s it was almost unknown in Indi2. in the mid
seventies the first major epidemics took place. Now a number of epidemics have taken place and the
annual spike in incidence during the onset of the monsoons and its stear’y unnual death and disabiiity
contribution no longer causes much comment (20). Why did this occur? We know that all the elements
of the disease transmission chain - mosquitoes, herons, pigs, man were all available before but why an
epidemic only now? Could it be that changes in the pattern of chemical use led to changes in insect-
predator patterns that favoured multiplication of these mosquitoes ? Is there o relationship between
Japanese encephalitis spread and the bringing of new areas under paddy cultivation in the

Or take for instance Kyasnoor forest disease (in Shimoga district of Karnataka) (21). Clearing of forests
clearly led to a disturbance of ecological balance that shified the tick from its usual mammalian hosts
{monkeys) to man. $ .

Of course by far the most dangerous epidemic now catching or is the AIDS epidemic. Everyday an
estimated 6000 people world wide get infected. By mid-1994 over 4 million cases of AIDS are reported
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1o have occurred and over 2 million are dead. By 2000 AD this figure is likely to reach 8 million dead
and 30 to 40 million infected. Some sources put the world figure at 100 million. Sexually transmitted
disease was never really controlled though it could be cured effectively. Now a form has arisen where
cure is difficult to achieve !

And with the spread of AIDS another disease that we have never been very successful against has
taken on a much more dangerous form - tuberculosis.

Tuberculosis afflicts 1.5 per cent of India’s total population; (22) the patients number 12.7 million of
which 7.4 millon are infective. Every year half a million Indians die of tuberculosis and 1 million cases
are added. All this despite the fact that the quality of drugs available to treat this disease have
dramatically improved over the last three decades. Today among serious public health thinkers there
is almost a sense of panic as multi drug resistant tuberculosis cases emerge as a public health problem.
Already in all of Europe & USA tuberculosis has risen - in the city of New York for example by 150 per
cent in one year ! And most of these cases are multi-drug resistant. '

In India the problem of multi-drug resistance has not reach such dimensions, but by all past experience
any major epidemic contagioun of the developed world even if soon controlled in its source becomes
the developing world’s major problem. Unless we can act decisively to prevent it, one is likely to
witness a major emergence of MDR tuberculosis within India also in a major way in the coming decade.

We can sum up this discussions of trends in the incidence of infectious disease to say that

*a) the last fcw decades have witnessed dramatic decline in a few major infectious diseases as
compared to the pre-independence period e.g., malaria smallpox; )

b) the decline in the disease was maximal in the sixties or early seventies, thereafter these disease
have made a spectacular comeback though they are stili well below the pre-indepgndence
ievels.

c) Again, a number of diseases like fiiarjasis, diarrhoea and tuberculosis, existing vertical control
programmes have just failed to work.

d) A number of new infectious disease are now rapldly emerging or have already emerged as major
public health problems. 4

A CRITIQUE OF VERTICAL HEALTH PROGRAMMES

Obviously we are in a far from satisfactory position. One needs to review the main philosophy of the
control strategies utilized to understand what has gone wrong. We shall discuss two illustrative case
studies 1o underscore our central position. Our central position is that the main reason for this
resurgence is the construction of communicable disease control programmes as vertical health
interventions. Such vertical health interventions depend on a programme of action decided centrally
and implemented through a bureaucratic chain of command. Such a vertical health intervention
provides little room even for local adaptation and much less for community participation. Necessarily
therefore it depends-on it success on a few snmphstnc technological solutions that can be applied
uniformly and extenswely and is capable of bemg directed and monitored centrally. Though these
vertical health programme claim to be in the spirit of the Aima Ata declaration the central politicat
concept of this declaration is that primary health care is "essential health care based .on practical
scientifically sound and socially acceptable methods and technology made universally accessible to
individuals and families in the community through their full participation at a cost that the community
and country gan afford to maintain at every stage of their development in the spirit of self-reliance and
self-determination,”. The vertical health programmes nowhere envisages community participation
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except to some exent in its administration.

In contrast to the Alma Ata declaration’s approach, this tRe philosophy for the vortical heaith
programmes is much nearer to the paternalistic approach !0 public health of carlier colonial times,
significant traces of which can be seen even in the Bhore committee report. "ne main features of a
paternalistic approach is basing one’s policy on the premise that pcople cannot ook after their h_alth
needs. It has to be done on their behalf, often without their consent by these who know. This
approach can be seen to manifest itself in the choice of technology and strategy that the various
vertical health programmes have taken.

Let us see the example of malaria:

The National Malaria Control Programme was launched in 1953. A central directorate was set up and
corresponding departments were created in the state and district levels and provided with staff
dedicated fully to malaria control.

The central strategy of the programme was, at field level - a one point strotegy - spray. DDT. DDT was
liberally sprayed and adequacy of spraying monitored by an elaborate programme of monitoring
activities and disease surveillance articulated in the 1anguage of the military. "he results were so
encouraging that in 1958 the programme was renamed the National Malaria Eradication Programme and
further intensified. Mass treatment of all fevers with chloroquine was also instituted in an attempt to
interrupt malarial transmission further. By 1965 and 1966 the incidence of malarial deaths had dropped
to zero and the cases of malaria were down to a few thousand. But by 1970 the incidence curve was
sharply rising. One reason given for this is that malaria eradication just lost administrative priority being
no longer a major health problem. Benign neglect and a premature satisfaction was according to this
interpretation the cause of the relapse. If the rising costs of insecticides and if the resurgent mosquito
and plasmodium was developing drug resistance - why that could not have happened if the
administrative laxity had been avoided. A . .

Itis difficult to argue on theoretical grounds that it is not so. One only notes that any programme that
has such a top-down approach inherently becomes much more vulnerable to administrative laxity and
it is almost impossible as any General knows to sustain a ‘war’ indefinitely.

An alternative approach could have been a much greater decentralized, locally planned participatory
initiative. Thus for example in urban south Madras where malaria is holoendemic, accounting for
roughly 40,000 of the 80,000 cases that annually occur in Tamil Nadu the approach must focus on
open wells, overhead tanks and all fresh water collections even in garbage cans or tyres in the roadside *
shops or in tree hollows! But no government can do this. It needs a vast social mobilization.

On the other hand in tribal Orissa where one of the highest malarial incidence in the worid exists the
vector breeds in the safety of the forest pools and streams. Here perhaps mass chemoprophylaxis done. .
at the same time as a spraying operation with perhaps the large scale introduction of impregnated
mosquito nets would help. Or perhaps biological methods may help. And of course every hamlet myst
have a malaria monitoring unit run by local people ! To an administrator asking for this to happen is
suggesting the impossible. He would rather place emphasis on a newer insecticide and more staff.. -
What one is suggesting is not that newer insecticides or better administration may not be needed but
unless one undertakes the social mobilization and the local level participatory plannmg that is necessary
no such technical solution can be sustained.

>

There is resistance to such a suggestion from not only the administration but some sections of the



technocracy too. . To these technical people there is a worry that such an approach underestimates
the role of science and technology in the conquest of disease. The biological centrol of vectors is
nossible they argue. The malarial vaccine is just around the corner. What one needs is more inputs
in science and technology. Tropical disease research has just not attracted enough attention and such
arguments as advanced in this paper may be used conveniently to scuttle research even further.

To them one has to reply that one is not talking of downscaling research. Indeed it needs much higher
investment. But one must start looking closer at the research questions being addressed. One must
examine carefully the strategies for which technology is being developed. Are these strategies capable
of sustaining their achievements ? Are they capable of democratic control ? Do they allow for local
flexibility ? Do they sufficiently respect the ecology of disease and their social nature ?

And no one need fear the downgrading of science. Social mobilization for such a purpose necessarily
means a much wider dissemination of scientific understanding, a much wider application of scientific
principles than has been hitherto possible. For example unless every school child in south Madras
kncws to identify mosquito-breeding sites and destroy them the malaria epidemic here (which has
persisted over nearly a century) stands little chance of being eradicated.

if we look-at most of the other vertical health programmes we can see this same reliance on
technological bullets sprayed threugh a bureaucratic chain of command to be at the heart of nrogramme
design. Thus in filaria and kala azar control it was DDT spraying, in goitre control it is universal
iodisation of sait, for Vitamin A deficiency related blindness it is to give prophylaxis to all children, for
leprosy it is case identification by search teams and drugs to those identified. Of course where such
simplified technological bullets are just not available these programmes have made no impact. Thus
diarrhoea disease control programmes confine itself to stocking and distributing ORS packets which
even theoretically canrnot be expected to prevent diarrhoea (though it is an essential measure to stop
deaths).

‘Even the family planning programme, India‘s largest and most prestigious vertical health programme
reflects this trend of exclusive reliance on technological bullets. First it was a drive for loop insertions,
and then it was a push for vasectomy. Later still, these were given up up and the stress came to be
on tubectomy, especially laproscopic sterlisation. Each time targets were at jeast claim ed for some time
and then that oartlcular drive just failed. The birth rates remained hugh dechnmg by less than 1 per 1000
over a2 a whoie ten year period. ;

TUBERCULOSIS CONTROL THE STORY OF A DlSTmCT LEVEL INTEGRATED PROGRAMME:

‘Whereas programmes like malana kala azar, AIDS, Ieprosy, smaiipox have all depended on a complete
bureaucratic chain of command there are notable exceptions to this strategy. The National Tuberculosis
Control Programme, known as the district tuberculosis controi programme, envisages district level
plz ning and full integration with the primary health centre. The Tuberculosis control programme
envisaged that the microscapic examination of spuctum of those seeklng medical help for chromc couch
and then ensuring their regular drug treatment would be the cornerstone of TB control. The District
* Tuberculosis Centre.would organise this in some 40-60 health institutions - PHCs, dispensaries,
hospitals - fully horizontally integrated. The diarrhoeal diseases control programme and maternal and
child health programmes are also PHC based. Despite a more methodical planning the TB programme
has not done any better. The reasons for this are to do with the way a PHC is structured and
functions. Understanding this is important because with the evident failure of mest vertical health
programmes, today the emphasis is en integrating the functions of the vertical health programmes with
the PHC. This in practice means that all the field level functions of these programme have to be carried
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out by the mutlipurpose health worker/or ANM or equivalent. The vertical structure cxtends onl\-"f'om
Delhi through the state headquarters to a designated district medical officer for each,;g! these
programmes. Below this level it is all stated to be integra_ted. ‘But_such ingegration often means only
an allocation of functions on paper. .

At the village level only one of these 16 vertical hcalth programmes is currently functional and has a

significant outreach and that is the family planning programme. In Tamil Nadu 2nd a few more states
the mother & child programme especially the immunization component also has some effectiveness.
The other programmes are accorded such low priority, that they just do not take place. Tuberculosis
for example needs a massive social effort at case-finding and an intensive participatory monitoring

effect to ensure case-halding. At present only a small percentage of cases are discovered and patient»

compliance (case-holding) for a complete course is in the range of 45 per cent. Within this 45 percent
due to periodic drug shortages adequate coverage reaches even fewer people. In a sense tuberculosis
control more than any other disease control is a true reflection 6f the efficacy of the entire health
- system of the country - both preventive and curative. And by that score card we have faller far shoqt
of what we could have achieved. i

What could turn the tide against tuberculosis. Any successful strategy against tuberculosis would
provide clues to an approach to all infectious disease. Or in other words - whaut should be our response
to the resurgence of infectious disease.

A STRATEGY AGAINST INFECTIOUS DISEASE

The first and most important requirement is a higher level of nutrition of the population. Resurgences
of disease, especially of a disease like tuberculosis is often only a mere indicator of the mainutrition and
dismal living and working conditions of the people. Whereas at the individual level curative care is a
must, if this is not integrated into a strategy of prevention this same curative care is only going to lead
to the emergence of MDRT (multi-drug resistant tuberculosis).

]

Other than nutrition the single most important input is general sanitation with special reference to safe
drinking water and safe disposal of human excreta and other wastes. A situation of poor-sanitation
provides breeding grounds for vectors and allows transmission of a wide variety of germs. Curative or
even preventive measures (e.g., cholera or typhoid vaccines) against these germs will not provide any
sustainable improvement unless the niche is made unavailable. ' '

The third pre condition for health is a much higher degree of education and health awareness available
today. In the main health education means providing a much higher degree of access to information
on health - by posters, by booklets, through the electronic media, in school curriculum and so on. But
beyond mere transfer of information health education must also mean questioning existing cultural
norms or patterns of living and social mobilization to create new cultural norms or provide.support for
changes in life styles.

These three aspects - nutrition, sanitation and education (héalth awareness) taken together form one
cornerstone of any public health policy that hopes to improve the health status or even just to contain

infections. Improvements in all three require policy changes at varicus levels but policy changes alone

will not be adequate. A much moare impartant companent, especially for ensuring sanitation and
education is a well planned social mabilization effort. : oy ik "

The other cornerstone of public health policy has to be developmeht of local level (district level, taluk

level) health planning which is assisted by a mechanism of good epidemiological surveillance. Without -
a mechanism of continuously monitoring disease incidence, infectious diseasc control is not possible -

12



to sustain. The National Health Policy Document talks of setting up a chain of epidemiological cum
sanitary stations throughout the country but to the best of our knowledge nowhere has this work even
begun. At present almost no district or PHC has epidemiological data of diseases in their arca. Much
of the existing resources are therefore spread thin instead of being able 1o focus it where it is most
needed. When an epidemic occurs there is no capability to cither trace the source or to cut off its
spread. Performance of control programmes also become impossible to monitor without such data.
And above all the local community cannot be informed nor any attempt at local level planning be made.

Such local level planning can only emerge with the development of capabilities with bodies of local self
governance to understand the nature of health problems and to plan for their control.

These are not profound original statements. This concept that local bodies need to play a role has been
with us almost since 1880s when the bodies of self-governance were first mooted by the British
primarily to control the then raging epidemics of cholera, typhoid, smallpox and later {(1892) plague.
But what British administrators then and Indian ones now had in mind for local bodies was the
deconcentration of power - the handing down of certain administrative functions which were impossible
to do from above. What is really needed however was the decentralization of power - passing of
capabilities and the power to plan downwards too. Even this limited deconcentration of power to
panchayats never took place. For reasons of politics every time the decentralized holistic approach lost
out to the vertical bureaucratic one. And this continues to this day. The promise of spectacular results
with a short time, the support from international organizations and western countries for programmes
that yield immediatc visible results and the cultural gap between providers of health services-and the
broad mass of the people will continue to fuel this trend to depend on purely technological solution
administered from above rather than integrated solutions planned below.

Let me conclude with a quotation from D. Banerjee, Professor emeritus of social medicine in Jawaharlal
Nehru University the most outspoken and consistent rritique of the vertical programmes bver almost
halt a century.

"It is worth noting that in the histary of public health in westcrn countries virtually no vertical
programmes have been cmpioyed to combat communicablc diseases. Changes in ecological
conditions brought about by socio-economic development have been the principal factors which
led to control or eradicatign of communicable diseases in these countries {(Mckwown 1976).
Even in the recent instance of control of poliomyetitis with the help of the vaccine, the
vaccination programme had been a part of the activities of the local health authorities. It is
interesting to examine why those who never had a vertical programme in their own countries
have been so fervent in advocating such programmes in Third World countries (Walsh &
Warren)"






IS FAMILY PLANNING
EMPOWERING OR COERCIVE ?

Paper Presented at the Seminur “Health For All - Now" Organiscd by the All
India People$ Science Netvork, Nov. 5th - 7th 1995, New Delhi,



Is Family Planning Empowering or Coercive?

Looming as a menacing idea over the last two cent.ries, to congeal into one of the
most powerful and abiding myths of our umes. is the reproductive profligacy of the poor.
Indeed, as it went on to recommend a family planning programme for the country, the Bore
Committee noted:

The classes which possess many of these undesirable characteristics are known to be .

generally improvident and prolific. A continued high birth rate among these classes,

if accompanied by a marked fall in the rate of growth of the morc energetic,
intelligent and ambitious sections of the population, which make much the largest

contribution to the prosperity of the country, may be fraught with seriols
consequences to national welfare.'

k)
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The empirical fallacy of this myth, both historically and cross-cuituréll_v ?nd
contemporaneously in India, has been commented upon by Krisbhhaji’ in a"host of
publications.? In this paper I present some findings from my study in three villages of an
average performing Primary Health Centre in the relatively prosperous and agriculturally
dynamic Mandya District of Karnataka to tangentially throw light on the question we are
discussing. |

soxk
A family is defined, at a point in time, as a co-resident domestic group comprising.

the reproductive unit of husband and wife and their offspring, either natural or adopted, who

'. Government of Iudia, Repore of the Health Survey and Development Commitiee,
Government of India Press, New Delhi, 1946.

’. Including, among them, "Agrarian Structure and Family Formation: A Tentative
Hypothesis", Economic and Political Weckly, Vol.XV, No.13, 1980; "Poverty and Family
Size", Social Scientist, Vol.9, No.4, 1980; "Poverty and Ferulity: A Review of Theory and
Evidence", EPW, Vol.XVIII, Nos.19-21, 1983.
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cemmonly shared the same kitchen. The study population comprised 670 such families. Table
I'presents the data on the distribution of families by siz¢ i relation to class.

Table 1. Distribution of Families by Size in Relation 1o Class.

Family Size 1-4 5-9 10-14 Total
Class

Primarily Exploiting Labour

Landlord No. 16 31 47

% 2.4 4.6 7
Rich No. 117 141 3 261
Peasant %o 17.5 21 0.4 39
Primarily Self Exploited '
Middle No. 40 37 I 78
Peasant % 6 55 . U.1 11.6
Small No, 18 ‘ 11 29
Peasant % 2.7 1.6 : 4.3
Primarily Exploited
Poor No. 63 48 2 113
Peasant % 9.4 7.2 0.3 169
Lardless No. 66 47 3 116 )
Labour % 9.9 T 0.4 17.3 f
Non No. 15 10 1 26
Peasant % 2.2 . 1.5 0.1 39
Total No. 335 325 10 670

% 50 48.5 - 158 100

% proportion of total familics
What is extremely important to note is that SO per cent of the families in this
primarily agrarian population comprised up to four members alone. This goes against the
grain of most common sense assertions regarding the family size of agrarian populations. The

second most. significant finding is that"it is in the: primarily exploiting classes, viz. the

landlord and the rich peasant, that a larger family size of five to nine individuals was more -

prevalent.

Table II presenting the proportionate distribution of families by size in each class and

°



the mean family size serves to highlight the differentials -

Table 1. Mean Family Size and Proport.onate Distribution of Familjes by Size in Relation
to Class.

Size | to 4 Sto9 10 to 14 . Mean
Class .
Landlord 37.04 . 65.95 5.02
Rich Peasant 44 82 54.02 1.14 4.76
Middle S1.78 47.43 1.28 4.55
Peasant

Small Peasant 62.06 37.93 4.66
Poor Peasant 55.75 42.47 1.76 4.42
Landless 56.89 40.51 2.58 4.33
Labour '

Non-Peasant 57.69 38.46 3.84 4.38

What the data presented in this table reveals is; that with declining class status, the
proportion of families with a smaller size increases. The primarily exploited Claéses, viz. the
poor peasants and the landless labourers, had the largest pronortion of ramilies comprising
up to four members. The difference in the proportion between these classes and the landlord
and rich peasants was statistically significant.

It is interesting 1o note that the landlord class has 'he largest mean family'size. The
mean family size declines as we go down the class hierarchy; it is lowest among the landless
labourers.

The size of a family, it is well known, is dependent upon the following factors:
selective migration, fertility and mortality. One of the most striking findings of the 1991
Census is that there is a dampening of rural-urban migration; i~deed dependence on
agricultural employment may well have increased over the pvrv:vious decade." This altests not

s0 much to the absence of push factors in the rural economy as perhaps the Wc:akening of pull

', Kulkarni, Sumati, “Dependence on Agricultural Employment”, EPW, Vol XIX,
Nos.51-52, 1994.



factors in the urban economy. Nevertheless the import of this finding 1s that we may discount
selective out-migration as a factor to explain these observed differentials in tamily size.

A number of mechanisms have been postulated through which the comparative fertility
of the poor would be lower. These include a higher age at menarche, a larger number of
anovulatory menstrual cycles, longer post-partum amenorrhoea due to prolonged breast
feeding, pregnancy wastage, still births and so on * An index of fertility that can be utilised,
albeit as a proxy for fertility rates, is the Childrcn. Ever-Bofn Ratio. This is given by the

tollowing formula:

Chiluren No.of Children Ever-Born to Married Women in an

' Age Cohort.
Ever-Born = X 100
Ratio No. of Married Women i the Age Cohort.

Table III presents the data on the distrii:ition of this ratio in the study popufation.

Table III. Distribution of Chiidren Ever-Born’Ratio in Relation to Class Groups.

Age i-15yrs | 162Syrs | 26-35yrs | 36-45yrs | Total |
Class ;
Class | 61.53 201.85 395.78 556.52 333.55
Class 1l 66.66 184.00 420.00 625.00 322.23
[ Class 111 93.75 206.66 375.00 503.92 315.13
Non-Peasant 144 .44 290.00 533.00 296.00)
[ Total 72.54 192.99 186.02 548,66 124.86

Class I = Primarily Exploiting

Class I = Primarily Self-Exploited o

Class III= Primarily Exploited

Although the differences among the class groups are not statistically significant given

the nature of this study and the sample size, it is indeed quite arresting that women among

. Gopalan, C., and Naidg, A.M., "Nutrition and Fertility", The Lancer, Nov.18th,
1972. )



the classes primarily exploited have a iower level of fertility than the other peasant classes
as revealed by the children ever-born ratio. Indeed in the ace cohort!of women 36-45 years,
towards the end of the reproductive life span, the ditterence in the ratio between the classes
primarily self-exploited and the primarily exploited assumes statisticai significance.

An index of the mortality of infants and children, again as a nroxy for wifant and child

mortality rates, is the Child Survival Ratio. This is'given by the foliowing formula:

Child Total No. of Infants and Chi.dren Ever-Born Surviving
Among Married Women in an Age Cohort
Survival = L x 100"

Ratio Total No. of Married Women-in the Age Cohort
Table IV provides the data on the distribution oi this ratio in the study popu' tion.

Table IV.Distribution of Child Survival Ratio by Cohorts of Married Women in Relation to
Class.

Age 11-15yrs 16-25yrs 26-35yrs 36-45yrs Total
Class

Class 1 61.53 184.25 344.21 443.47 1284.56
Class 11 66.66 170.00 360.00 504.106 275.72
Class 111 93.75 178.88 291.80 374.50 250.30
Non-Peasant 144.44 220.00 450.00 248.00
Total 72.54 178.21 322.04 430.00 270.03

Class I = Primarily Exploiting

I

Class 11 Primarily Self-Exploited
Class Il = Primarily Exploited

What this reveals is that among the peasantry as a whole, the child survival ratio
decreases with decreasing class position. The differences in the ratio between the primarily
exploiting classes and the primarily exploited in the age of women 26-35 years is statistically

significant as indeed is that between the primarily self-exploited cla s and the primarily




exploited. In the age cohort of 36 -45 years also the differences between the latter classes
assumes statistical significance. In other words, the poor peasants and the landless labourers
in these age cohorts had the least chances of child survival among the peasant classes.

To sum wp, the data presented here indicate that the primarily exploited classes, the
poor peasants and the landless labourers, the "poor" who constitute close to 40 per cent of
our population, had a lower family size. This is governed not only by a heavier mortality
load borne by these classes but also apparently lower fertility thus largely substantiating
Krishnaji’s hypothesis.*

3 % %k

It is not as if the findings Apresented here are entirely novel. The truth is that data such
as these have been largely ignored in a ﬂood‘ of Neo-Malthusian fact and fiction.

To conclude, family »lanning may well repre.cnt empowerment to pe s in the
classes primarily exploiting labour.. Assured of access to resources, emplbyment, incomes,
educational skills, nutrition, a relatively better endowed environment, access to health
services -- apd thus child curvival, access to family planning servic:es would widen
reproductive choices for well bemg '; Indecd they 1may empower both men and women. On
the other hand, for those pr.i:na'riiy ‘exploited, family planning and the qucsﬁon of
repréductive choice, in the absence of child survival and all it, accoutrements, inay represent

not just mockery of poverty but, as policies are implemented in our country, coercion.

s

Mohan Rao

Centre of Social Medicine and Community Health
School of Social Sciences )

J.N.U.

5;l(.rishnaji, N., "Poverty and Family Size" op cir.

6



COST OF MEDICAL CARE
Issues of concern in the present scenario

Sunil Nandraj

This paper examines the financial aspects of various components in the health care delivery system of
the country. It attempt’s to highlight some of the major issues of concern that need to be addressed in
the present economic scenario.

The health care sector in India has come of age. There has been a tremendous amount of growth in terms of
physical size, investments, expenditures and utilisation of health care services. Unfortunately, it continues to
be maldistributed and the average quality of services, not commensurate with what it is capable of achieving.
There is an absence of a holistic approach for the provision of services which has led to a lack of
comprehensiveness. Health planners and policy makers among others have failed to take a holistic picture of
the health services in the country. They failed to take into account the role, functions, size, investments,
distribution of the private health sector which was operating and growing by leaps aid bounds. Recent studies
conducted bring out that for indoor care around 50 percent and ambulatory care (out-patient) nearly 70 to 80
percent of people utilize private health facilities in the country (NSSO 1989, Duggal and Amin 1989,
Kannan et al. 1991, NCAER 1992, George ctal. 1994). Compared to state expenditure on health the private
household expenditure is nearly four to five times more than that of the state. Today, the nation knows very
little about a sector which'is consuming 80 percent of health expenditure and being utilized by majority of the
people in the country. - '

This has been inspite of the fact that the Bhore committee in 1946 had set out a detailed plan for (I
devclopment of health care services in the country. This plan was well studied, comprehensive and suited to
Indizn conditions. It rccommended that the resources for heal'h should be increased by three times of that
risang then. Health services were to be provided universally i all free of cost. It gave greater emphasis to
-aral arc1s in correcting the wide rural-urban disparities. (Bhore Committee, 1946) I implemented fully in a
time period of twenty-five to thirty years the level of health services would have improved in a substantial

" manner spread proportionately all over the country. This would have made the private health sector

dispensable. The first and second health ministers conference after independence accepted the Bhore
committee’s recommendations in principle only, citing lack of resources as a major constraint. The first five
year plan made some effort on the reconmmendations of Bhore committee, but subsequently there was no
mention of the committees recommendations.

Components of health care servlée‘ in the.lcountry

India’s health care system is characterized by a mixed ownership pattern. To compound this plurality of
provision, there are different systems of medicine- Allopathy, Ayurveda, Unani, Siddha and Homcopathy.

~There are three major groups in the provision of health care and consumption of health resources in the

country. These are the public sector, private health sector and thirdly the households who utilize the health
service constitutc the largest constituent who spend on health care.

The public health sector consists of the central government, state government, municipal & local level bodies.
Health is a state subject and therefore the primary responsibility of providing health services vests with the
concerned state government. However the central government does contribute in a substantial manner through
grants and centrally sponsored health programs. There are other ministries and departments of the
government such as defense, railways, police; ports, mines etc. who have their own health services/schemes
and institutions that provide care for their own personnel. For the organised sector employees (public &

private) provision for health services is through the Employee’s State Insurance Scheme (ESIS).



The private health sector consists of the 'not-for-profit' and the ‘for-profit’ health sectors. The not-for-profit
health sector includes various health services provnded by non government orgamsanons (NGO’s), charitable
institutions, missions, trusts, etc. Health care in the for profit health sector is provided by various types of

practitioners and institutions. The practitioners range from General Practitioners (GPs) to the’ super specialists,
various types of Consultants, Nurscs and Paramedics, Licentiates. Registered/Rural Medical Practitioners
(RMPs) and a variety of unqualified persons (quacks). The practitioners not having any formai qualifications
constitute the 'informal' sector and it consists of tantriks, faith healers, bhagats, hakims, vaidyas and priests
who also provide health care. The institutions falling in the private health sector range froim single bed nursing
homes to large corporate hospitals, and medical centres, medical colleges, training centres, dispcnsaries,
clinics, polyclinics, physiotherapy and diagnostic centres, blood banks, etc. In addition to these, the private
health sector includes the pharmaceutical and medical equipment industries which are predominantly

multinational.
Issues to be addressed

Privatisation and liberalization char:cterize the new economic policies being puisued in the country. It is in
this context that we have to view the various dimensions and aspects of health care costs. These are, majority
of the people living under extreme poverty conditions, non-availability of basic amenities for the majority of
the people, poor nutritional status, impoverishment due to health, poor avanlabnhty of public services, presence
of a dominant and unregulated, unaccountable private health sector along with strengthenmg of market forces
and helplessness of the consumer against various odds.

The Finances of the Public Health Sector

The Indian constitution in it’s Directive Principles of State Policy has vested the statc with responsibility for
providing free health care services to all citizens. In the present scenario the state is abdicating its role of
providing health scrvices to the people. There was no attempt post-independence to radically restructure
health care services inspite of the recommendations of the Bhore Committee Report. On the contrary, aspects
contributing to inequality were strengthened; for instance, under funding of public health services,
concentration of medical services disproportionately in the urban areas, production of doctors for the private
sector, financial subsidies by the State for setting up private practice and private hospitals.

Under-funding

The investment by the public sector for health care has been madequate to meet the demands. of the people.
The State has over the years committed not more than 3.5% of its resources to the health sector. The budgeted
expenditure for 1994-95 was at 2.63% of total government expenditure which is the lowest ever. As a
percentage to Gross Domestic Product (GDP) it has been around 1 percent only, woefully short of the World
Health Organisation’s (WHO) recommendation of five percent.

Further when we calculate per capita expenditure we find that the state spends a meager aniount of Rs 60 per
year (1990-91) on health. At today’s market prices providing all the above services free of cost requires much

-more expenditure than that is spent presently. Raising this to 5% of GDP would mean an additional
expenditure of Rs. 175 billion. This sounds like a lot of money. But given a population of 860 million it
works out to only Rs. 260 per capita. At present day prices this amount is equivalent to 35 kgs. of wheat or 40
kgs. of rice or 7 kgs. Of ordinary edible cooking oil or an ordinary rail ticket between Bombay and- Calcutta at
a little less than a well known medical consultant’s fees for a single consultation or 9 GP consultations or 11
days wages of an organised sector industrial worker or 13 litres of petrol. This is not a very extraordinary
demand. Given a political commitment, financing of the health sector along with other social scctors needs to
be substantially strengthened because ultimately it is thesc provisions that become the foundation for
improvement in the quality of life. (Duggal R, Nandraj S, Shetty S, 1992)



Expenditure on health has not kept pace with increase in government expenditure. Under structural
adjustment there has been further compression in Govt. spending in an effort to bring down the fiscal deficit
to the desired level. Analysis of data by National Institute of Public Finance and Policy gives evidence for this
compression which has taken place over the last decade. It shows the state's share in health spending has
increased from 71.6% in 1974-82 to 85.7% in 1992-93 and that of the grants from centre declined drastically
from 19.9% in 1974-82 to 3.3% in 1992-93. Further the breakdown of central assistance to states reveal that
central programmes or centrally sponsored programmes are the most severely affected. The Share of central
grants for public health declined from 27.92% in 1984-85 to 17.17% in 1992-93 and for diseases programme
from 41.47% in 1984-85 to 18.50% in 1992-93 (NIPFP, 1993). The investment by the state in the health
sector is very small both in the overall economy as well as within the public domain.

Rural-urban disparity

It has been clearly shown time and again by various studies that the rural-urban disparities in terms of health
infrastructure is wide and should suffice to show where the state’s investment in hecalth sector is going.
Analysis of state expenditures on health reveals that between 70 to 80 percent of the investment and
expenditure goes to 30 percent of the population in urban areas. For instance, in 1991 of all hospitals and beds
in the country only 32%, and 20% respectively were in the rural areas i.e., 0.57 hospitals and 20.2 beds per
100,000 population in rural areas as compared to 3.5 hospitals and 238 beds per 100,000 population in urba:
areas. (CBHI, 1992) This is inspite of the fact that urban areas also have access to other public and quasi-
public health facilities such as municipal and other local body hospitals and dispensaries, ESIS and CGHS for
industrial and government workers and so on. Most municipal bodies spend between one-fourth to one-third
of their budget on health programs whereas rural local bodies don't spend anything significant on this account
(NITUA 1983, 1989). . . :

There is utter neglect of rural areas in provision of medical care services. The State took up the responsibility
of preventive and promotive health services and left the curative care largely in the hands of the private health
sector The poer in the villages were given inferior health services in the = e of Primary Health Care,
National Programies etc. For the rural population there is very little provis:.. of state funded curative care
though the major demand of the people is curative care. Studies conducted Lring out the fact that PHCs are
grossly underutilized primarily because they are inadequately provided (staff, medicine, equipment, transport,
etc.) and because the entire focus of the health program through PHCs is in completing family planning
. targets ICMR 1991, Gupta JP, et.al 1992, Ghosh B 1991). The loss of faith in the public hcalth sector has
provided the private health sector an opportunity to thrive and make its.presence felt as the sole provider of
_curative care in the rural areas. j i WL ‘ ’ :
Mis-placed priorities ; :
The state funding for health care as seen above is very meager and .insufficient to meet the necds of the
population. Within this meager amount available the state’s prioritization and allocation of hcalth
“expenditures are misplaccd” The major emphasis of the state health program has been on population control.
From among its various developmental efforts the population control program stands as the most priority
activity the Indian state has pursued with a zest bordering on obsession. The under development and poverty
of the country is blamed entirely on its population growth rate. Family planning is the single largest plan
health program swallowing more than half the plin resources for the health sector. Over the year's
expenditure on family welfare program has increased at a very fast pace. From an annual average expenditure
of Rs 4.40 million during the second plan (1956-61) it went upto Rs 49.80 million in the 3rd plan period
(1961-66) and further to Rs 235 million during the plan holiday (1966-69). (Duggal R, Nandraj S, Shetty S,
1992) It went on increasing at a rapid pace in the consecutive plan periods. Family planning expenditures are
spent mostly in rural areas through the PHCs and sub centres. On as average each PHC spends around Rs
200,000 to Rs 300,000 on family planning. Besides the allocation of resources it uses the entire infrastructure
and human power to meet the targets of its programme. This has resulted in a neglect of other health
programs but also the discrediting of the rural health services as a family planning services. This has madé the
entire rural public health service defunct. Inspite of such large quantum of funding the FP programme has
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been a miserable failure. The Total Fertility Rate continues to remain around 4.5 per women and the growth
rate has remained near constant for the past three decades at around 2.2 percent per annum.

Shifting priorities

Another area of concern is the expenditure incurred by the state on discases control program. At present there
are around 15 national diseases programs functioning in the country. These are for diseases and illness like
TB, malaria, filaria, leprosy, diarrhoea, blindness, STD, mental health, cancer, etc. The latest addition is
AIDS. These programmes were funded and sponsored by the centre. Every plan period brought out a new
national diseases program. The policies and priorities to various diseases programmes kept shifting. The
shifting priorities within the diseases program was more due to the international pressure than the diseases
profile of the country. The union government has played a far more significant role in the health sector than
demanded by the constitution. It has pushed various national programs in which the states have had very little
say in deciding the design and components of the programs. The states have acquiesced to programming due
to the central government funding that accompanies them. The expenditure on this programme across the
various plan periods has been between 12 to 13 percent of the total health expenditure except during the 1955-
65 period when expenditure on malaria was over one-fourth of total health expenditure. On an average only
Rs 7 per capita per annum is spent on diseases program. Low priority, under-funding and shifting priorities
for diseases programmes persist in spite of an increase in morbidity and mortality due to various discases. The
share of central grants for diseases program declined from 41.47 percent in 1984-85 to 18.50 percent in 1992-
93. The decline of expenditure on diseases program has been considerable in the states of Assam, Karnataka,
Madhya Pradesh, Punjab, Rajashtan, West Bengal, Bihar and Orissa. (State Government Budgets, Various
Years).

Health Finances to support Salaries

Though the reach of the public health services is very limited it supports a very large bureaucracy from the
union capital down to the PHC level. The support for this elaborate burcaucracy and line workers forms a
major chunk of the states health bud.,  This fiscal control by the centre and top heaviness of the health
organizational structurc has made aduinistrative costs of the health mitistry’s programme phcnomenally
high. For instance, as of Maich 1991 the rural areas the State was employing 311.455 line workers (doctors,
nurses, pharmacists, paramedics) and 293.400 support staff (clerks, wardboys, drivcrs, surveyors, etc.). It may
be noted that these were 39% less than the stated requirement for the cxisting health infrastructurc in place
(DGHS 1991). The Central Ministry of Health employs over 30,000 persons. The figures for the States is not
available but it must be a whopping amount considering the fact that health services are a State-subject |.

Analysis of the expenditure on health in Maharashtra during 1990-91 shows that out of a total expenditure of
Rs 1767.13 millions on public health account, 43.40 percent was incurred on direction and administration,
this is addition to the expenditure on salarics under each program head. Discases control programmes
accounied for 35.23% of total expenditure under publi¢ health account. Out of a total expenditure of Rs 31.56
millions on filaria control, malaria Rs 372.51 millions, cholera Rs 19.03 millions, leprosy Rs 130.17 millions
it was scen that 74%, 66.66%, 86.21% and 78.87% went into salaries respectively. (Demand for grants ,Govt
of Maharashtra, 1992). Salaries take away an exceptionally large proportion of expenditurc leaving very
little for drugs and supplies. The major expenditure on the public health sector is incurred to maintain a huge
army of personnel employed rather than on the provision health services.

State funding for the private health sector

The state directly or indirectly supports the growth of the private health sector at the cost of public resources.
The areas where the state support is clearly evident is production of doctors for the private health sector. The
other  areas are financial assistance for setting up private practice, hospitals, - diagnostic centres,
pharmaceutical manufactu:e etc. ‘through soft loans, subsidies, tax and custom duty waivers, income-tax
benefits etc.

The expenditure on medical educationt was around 11 percent of total health expendlture in 1992-93 as
compared to 5 percent in 1950-51. Nearly 16,000 doctors are being produced every year from some 140
medical colleges in the country. Until recently the role of the private sector in medical education & training of
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this human resource was very limited. At today’s prices on an average cach doctor costs the state around Rs
500,000 (for a five year period) and each medical college costs about Rs 80 million per year. Though the state
spends a fairly large proportion on mecdical education the state services are unable to fill in the vacant
position. Between two thirds and three fourths of those qualifying from public funded medical colleges
practice in the private sector. That means for every 3 doctors the government trains for its own health services
it also trains 7 doctors for the private sector at public cost. A further distressing fact is that out of every 100
doctors who go into the private sector 40 migrate out of the country. This is a gross injustice to the poor
people in the country who have contributed their mite in training these doctors. Thus the massive investment
made by the state from public resources is not only drained away but those who have gained from this exploit
the very people who have contributed to their acquiring skills by charging them exorbitantly, thereby making
huge profits in the bargain.

The Finances of the Private Health Sector

The private sector has grown to be the most dominant one in the health sector. The share of the private health
sector is around 4 percent of the Gross Domestic Product as compared to the government spciding which is
less than one percent. The share of the private health sector at today's prices works out to between Rs. 16,000
crores and Rs. 20,000 crores per year. India probably has the largest private health sector in the world
(Duggal R, Nandraj S., 1991). This sector has expanded greatly in the post independence period, especially
in the eighties. This is because the state did not take seriously the responsibil:ly of regulating. monitoring and
making the private health sector accountable. Duc to the unregulated nature of this sector tlic data available is
inadequate and often inaccurate..

It has become all the more important in the current coniext where the private sector is being encouraged to
actively invoive itself in almost all sectors of the economy. In the new lexicography of Indian economics
privatisation and liberalization arc the new panacea for ills in the economy. The structural adjustment policy
which is 'aing pushed by the World Bank and the International N::.iiary Fund (IMF) along with other
bilateral and multilateral agencies, has helped expedite this process. The World Bank team's paiper on 'Health
Financing in India' and the 'World Development Report 1993 advoc:ited a similar approach for the health
SCCtOT.

The unchecked growth of the privatc health care and its absolutely unregulated functioning in India has made
profiting from human misery a big business. It will not be an overstatement to say that duc to the
predominance of the private health sector, the lndian health care market has turned out to be a largely supply-
determined market.

There :11¢ various irrational and uncthical practices being followed. The major concern is how to make profit
‘in the shortest possible time. Health has become a heailhy business. The trend in the private health sector is
towards irrational therapeutics, overcharging, subjecting patients (o unnecessiary tcsts, investigations,
surgeries, and over prescriptions for monetary reasons, their highly commercial nature among others. Only
recently attention has been focused on the serious anomalies with regard to the functioning of private health
sector. This was possible because a number of cases of medical malpractice and negligence filed in the court of
law by the victims and their relatives. It is also duc to the role played by different consumer organisations in
raising awareness on the various issues related to the care being provided by the private health sector.

Irrationality of Charges

There are not enough studies conducted on this vital aspect of the charging practices. Due to the secretive
nature of the private health sector functioning there is. not enough information available. Not many of them
maintain proper books of accounts. With regard to the nursing homes and hospitals the charges are diverse and
mind boggling. The charges include consultation fees, charges for bed, nursing, operation, operation theater,
various investigations and disposables used, for medicines, etc. In many it has been observed these charges are
levied by different entities ; for instance the Doctor conducting the operation would be different from the one
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who owns the nursing home, the anesthetists who is present his/her's charges are different. The charging
practices in the private health sector more often is purely based on a profit motive. The charges levied are
arbitrary, irrational and without any proper basis. There are no restrictions or guidelines for fees and amounts
charged by the practitioners, hospitals, nursing homes, diagnostic & therapeutic centres, medical centres,
corporate hospitals elc. in the country. It varies in terms of place of practice, demand in the arca. vcars of
practice put in by the doctor, competition among them, understanding between them, etc. It is left to the whims
and fancies of the providers in the private sector to charge as much as they like. The charges arc never
displayed openly. The consumer does not know how much s/he would be charged when visiting the providers
in the private health sector. (Nandraj S, 1994)

Earnings of the practitioners and hospitals .

As there is insufficient information on the charging practices we have looked at the earnings of the doctors and
nursing homes operating in the private health sector. The earnings of the doctors have been studied only
recently. A study undertaken by FRCH in Bombay city found that a GPs net income, on an average, works out
to Rs 16,560 per month. (George A, 1991). Another study conducted in Delhi found that on an average the net
income of a GP practicing in a clinic or residence was Rs 24,290 p.m.. and a graduate gynecologists income
was found to be Rs 28,910 p.m. With regard to those having post graduate qualifications in medicine. the
average income was found to be Rs 27,880 p.m., for general surgery Rs 37,870 p.m.; and for gynecology Rs
53,870 p.m. With regard to that of the ones running nursing homes with graduate (MBBS) qualifications, their
net income per month was Rs 73,650/ and the ones having post graduate degrees had earnings going upto Rs
79,960. (Kansal S M, 1992). The high income of the doctors & nursing homes has been extracted by making
illness an industry. Many patients and their family members have been pauperized during the course of
treatment from the private health facilities. ' )

‘ Standardization of chirges

There is no standardization of fees charged. In a study conducted by Medico Friend Circle (MFC), for the
question regarding standardization of fees charged by the doctor, it was found that 65% of them fclt 1at t'.
should be some form of standardizatior of fees charged by the doctors. The study also found ti.i ne.. = /6%
of the doctors did not give a reccipt for the payments made, only 24% of them gave receipts afier being asked
for it. (Medico Friend Circle Bombay Group, 1993, Draft Report). Despite having one of the largest
private health sector in the world, providing 70 percent of care in India, the fact that it should function
practically unregulated is a matter of grave concern. There is no rationale bchind the level of fics charged by
them and the law of markct operates. Majority of the peoplc utilize the services of the private health sector but
have, little or no control on the quality or pricing of the private health services.

Unethical practices

The rising costs of health care are also due to the irrational and uncthical practices resorted to by the private
hcalth sector. One of the major reasons of irtational practices among doctors is duc to thc fact that they are
supplier induced demands. ' :

The use of unnecessary injections is quite well known duc to the strong financial incentive. In 2 stud;
conductcd in Madhya Pradesh it was found that out of 884 iliness episodes which reccived medicincs along
with injections, 86.09% of thcm received it from the private health facility. (George, A, Shah, L Nandraj, S.,
1993; FRCH).

Cut Practice/Kickbacks

Referrals are often made to specialists and laboratories for a kickback. Over production and competition
among doctors in the private health sector has led to harmful competition among them and has made them
create unnecessary demand for their services amongst the people. For specialized treatment like
hospitalization and investigations, the GP would refer the patient elsewhere. For referrals made, a part of the
fee charged to the patient is given to the referring doctor. A GP/consultant gets a cut if s/he refers a patient to
a consultant, hospital/nursing home, laboratory, diagnostic center etc. In Bombay, the cut-ratio is as high as
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30 to 40 percent of the fees charged. In some towns of Maharashtra informal associations of doctors have
standardized the ratios of cuts to be given. Cut-practices inevitably leads to unethical and unnecessary
investigations, referrals, hospitalization, high costs, etc. Those doctors who want to practice ethically and
rationally cannot surwive in this atmosphere.

Unnecessary surgeries and investigations

Private hospitals tend to perform unnecessary investigations, tests, consultations and surgeries. Due to the fact
that surgeries are profitable many of them conduct them rampantly without any regard for the patients well
being. The KSSP study revealed that 31 percent of deliveries were by cesarean section. More significantly 70
percent of the hospitals where cesareans were routine were privately owned. (Kannan et.al) The Mangudkar
committec in Maharashtra found that the average rate of cesarean childbirth in private hospital was 30
percent as compared to government which was only 5 percent. The private hospitals on an average in Bombay
charge anywhere between 10.000 to 20,000 for a cesareun delivery. Ultrasound investigations, amniocentesis,
epidural anesthesia etc. are done unnecessarily more often since the facility is there and there has been an
investment made on it.

There are other forms of unethical and irrational practices carricd out by the private health sector for
economic reasons. In m:ny hospitals there is pressure on the doctors to ensure that the beds are occupied all
the time and the equipment in the hospital arc utilized fully. Many hospitals fi+. the amount of 'business’ a
physician/surgeon has to bring. Many of the private hospitals refuse admission to patients unlcss a certain
deposit is not paid before hand. This is inspite of the fact that the patient may be serious or an accident victim.
It is also well known that there is demand for more money especially when the patient is vulnerable
(operation). Many big hospitals in the private health sector use the facade of registering themselves as trust
hospitals. This is done with a view to get various benefits from the state and escape the provision of various
laxes. :

The business of health .

A rather new feature in the health care delivery system is the entry of corporate hospitals. These hospitals
cater to only the rich class of people. The cost of treatment in these hospitals is beyond the reach of common
person. During the last one’and half decades thc growth of corporate hospitals has been at very fast pace. In
1983, the first corporaic hospital in India was set up in Madras. It was established by Apollo. Hospitals
Enterprise Ltd. (AHEL), which recorded a turnover of Rs 11.48 crorcs and a net profit of Rs 1.66 crorcs in
1988. Many corporate houses and non-resident Indians have recently joined this enterprise. Several large
business houses in addition to thcir regular business have diversified into the field of health. Some of thosc
who have cntered are the Hindujas, Escorts group, Standard Organic group, Surlux Diagnostic Centers,
United Brewcries group, Goenkas, Birlas and the Madis. This is duc to the realization that health could also
be transformed into an industry with such desirable features as: a large and availablc market of illness, access
to a ready qualified and trained labour, and the new miraculous state of the art medical tecchnology. They also
boast of the latest diagnostic and therapeutic facilities. In u span of two vears 1984 to 1986, over 60 diagnostic
centers have entered the market with an investment of over Rs 200 crores in sophisticated equipment. Today
Bombay has 13 body scanners. Delhi has 11, Madras has 8, Calcutta has 3, Hyderabad has 2, Pune has 3 and
Ahmedabad has 3. (Jesani. A & Ananthraman S. 1993, P 82). Surlux Diagnostics Ltd. with five centers in
India had declared a dividend of 19% during 1988. The United Group owns over 32 body scanners and 14
brain scanners in the country (Indian Express, May 18th, 1989). Suffice to say that with the rise of thc
corporate sector, the cycle in health care does not start with a trained medical person and a sick person in
search of each other, but with an investor in the share market in search of profitable investment : the
availability of newer medical technology and a market in medical care being merely an attractive form of
investment (Phadke A, 1993).



Health finances of the Households

The households constitute a major component in terms of expenditure and utilisation of the health services.
The various studies conducted have brought out the fact that the households spend a substantial amount on
health care and the poorer class spends more on health care in terms of their proportion to consumption
expenditure and income. The criteria used for defining classes in these studies differ, but then no comparisons
are possible if we insists on academic sophistry. A study conducted in two backward districts of Madhya
Pradesh, in 1991 showed that the per capita expenditure incurred by the household on health worked out to
Rs.299.16 per year with 73.85% of the expenditure going into doctors fees and medicines. The percentage of
consumption expenditure works out to 8.44%. The upper class spends only 3.91% of their consumption
expenditure, while the lowest and lower middle classes spend as much as 7.91% and 9.9% respectively on
health. (George, A, Shah, L Nandraj, S., 1993). Kerala Shastra Sahitya Parishad (KSSP) which undertook a
study in rural Kerala in 1987 found that the per capita cost per year incurred by the housc!.old on health was
Rs. 178.33. The percentage of the reported income spent on health was found to be around seven percent.
Comparing it across class it found that the lowest class spends as high as 14.36% of their income on health as
compared to the highest class which spent only 4.36% of their high incomes. (Kannan, K.P., Thankappan K
R, Ruman Kutty V, and Aravindan K P, 1991). A study conducted in Jalgaon district of Maharashtra
brought out that the per capita expenditure on health was found to be Rs. 182.49 per capita per year, 7.64% of
total consumption expenditure and 9.78% of reported income were spent by the household on health care. Out
of this total per capita expenditure, 68.50% of the expenditure gocs into practitioners fees and medi. nes.
(Duggal, R., Amin, S., 1989). Nationa! Council of Applied Economic Research (NCAER) conducted an all
India study in 1990 brought out that the average household expenditure for treatment worked out to Rs. 142.60
per illness episode in urban areas and Rs. 151.81 per episodes in rural areas. (NCAER, 1992). '

The findings make it evident that a substantial financial burden of the household is borne for mecting health
care needs. Households spend between 4 to 7 times of what the state spends on health care scrvices. This
certainly is not a happy state of affairs, since such cxpenditure on health care would mean cutting down on the
food consumption of the households. This gains sig:u...ance when wc realize that nearly half of the countn's
populition docs not have enough resources to meet their food requirements, and worse still the capacity to
- eamn it the paticnt happens to be the sole earning member. Given this socio economic situation in the country
the purchasing power becomes a crucial factor. As we know the accessibility of the public health service is
poor especially in rural areas of the couniry. The private health scctor becomes unaffordable for the vast
" majority of the poor in the country. There is impoverishment of the lower class or middle class due to illness
which could be of a chronic nature or that involving hospitalization or surgery. The high cost of heaith care
makes the poor more marginalised. There is a need to question the commodification of health care, the
dominant role of the private health sector and as a result spending a enormous amount of money on health
care. :

Conclusions

The broadest possibic platforms should be created for bringing in some amount of change in the health sector.
The states allocation need to be questioned. The underfunding of medical scrvices is maticr of serious concern.
The need for more resources and greater decentralisation has to be taken up on a priority basis. The priorities
within the health sector need to be changed drastically. More funds need to be made available for the rural
areas, especially with regard to curative services. Increasing support for population control needs to be
questloned There should be additional resources especially for non-salary expenditures, reducing wastage and
improving efficiency by better management practices and setting up of proper referral systems. There is a need
to use the existing resources more efficently and effectively.

There is hardly any regulatory intervention or interference of the government in the private sector and on the
health care market. Even the few existing laws and regulations are either toothless or not implemented at all.
People's dissatisfaction with the private sector and their disillusionment with the medical-establishment is
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quite high. There is an urgent need for regulation and monitoring of the private health sector. Through
licensing and other means the proper geographical distribution should be done. Legislation should be enacted
where there is no legislation. There should be regular prescription and medical audits and the renewal of
licence should be dependent on it. The findings of the various studies on carnings of the medical profession
shows that it is one of the best paid professions. Large sections of the population have become pauperized due
to the large sums of money spent on private health care. With regard to charges and fees there should be
standardization of fees charged by the practitioners and fixation of rcasonable charges by hospitals and
nursing homes, diagnostic centres, investigations for the services provided. These should be displayed
prominently in a conspicuous place.

There is a trend of favouring user charges/fee-for services for public health services. This should be counted as
in the present socio economic conditions the poor would be hit the hardest. Additional revenues specifically
for the health sector could be generated through additional tax on degrading health products such as
cigarettes, liquor, pan masala etc. Those with a capacity to pay especially in the organised sector, middle and
rich peasantry and other self-employed should be made to contribute for health care seivices. This could be
through insurance and other pre-payment programs. In India no single system can work. What we would
need is a combination of social insurance, employment related irisurance for the organised sector employees,
voluntary insurance for other categories who can afford to pay and of course tax and related revenues.

There should not be any kind of payments done at the point of provision of carc since they are unfavourable to

“ patients. Payments should be made to providers by a monopoly buyer of health services who can also
command certain standard practices and maintain a minimum quality of care - payments could be made in a
variety ways such as capitation or fixed charges for a standard regiment of scrvices, fee-for-service as per
standardised rates, etc. The move towards monopoly purchase of health services through insurance or other
means and payment to providers through this single channel is a logical and growing global trend. To achicve
universal access to health care and relative equity this is perhaps the only alternative available at present, but
this of necessity implies thc setting up of an organiced svstem and for this the Staic has to play the lead role
and involve the large private scctor within this ¢::.versal health carc paradigm if it must be successful.
(Duggal R, 1995).

Sunil Nandraj works as a Research ofjicer at the Centre for Enquiry into Health & Allied Themes ((,HIA T)
Bombay.
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DRUG PRICING , IS IT JUSTIFIED ? >
. Dr W.V.Rane

Under the & 1995 DPCO, drug units are entitled for 18
per cent post tax return on net worth if bulk drugs are
manufactured from the basic stages, as against 16 per cent
in the 1987 DPCO, This rise the drug manufacturers can claim
Justifiaply. The bulk drug units making G-APA and 7-ADCA
intermediates for synthetic penicilline will now have to

emiree nenicillin G from 1nocal manufacturers to the extent
of 70 per cent of their requirement., This government policy

shows a clear shift in favour of domestic penicillin G
mamufacturers, An inevitable outcome of the tilt towards
ddﬁestic manufacturers of Penicillin G will be likely price
increase of semysyntheti  penicillins like ampicillin,
amoycillin and cephalexin.

The drug industiry and trede had come to an ggreement to

increase t:e trade margins ior decontrolled drugs in phases,

_Starting from July 1. The government has decontrolled a total

of 67 bulk cdrugs and their formulations uader DPCO 1995 and
the chemists are entitled for a higher margin for - hasa

“products. The agreement provides for a 2 per cert Jncrease

in tr¢ ' mergins at 18 per cent to retailers ::um July 1 for
all loruulations of drugs which are ortside the price contrcl

under. DPCO 1v95. The wholesele trade will get a mzrgin of 9
Pen ceab, - .

—

A further 2 per cent increase in the retail tr..de m.rgin
and a 1 per.cent hike in wholusale margir will be effected
from January 1996 in the second phase. With these increases
the retail margin will be 20 per cent and wholesalers' margin
will be 10 per cent for -all decontrolled drugs. This makes
a total of 30 pér cent for drug retailing and whojeselling.

Express Pharma Pulse (June 29, 1995) says ™ A 30 to 40
per. cent rise in the ﬁfices of mo§t of the decontrol%?d drugs -
is expected from July 1995, with the agreement between the
drug industry associations and pharmsceutical trade to hike . -
trade margins taking effect. A fﬁ;ther 50 per cent increase

in prices of these drugs is likely from next year. An estimated

Rs. 25 crore is expected to be collectéd’by 2T0CD (211: India
Orgaﬁisationé of Chemists and Druggists) from the drug Units" .
In short the drug industry and the trade decide amongst

themselves how much should be extracted fram the_consumers

and the government takes a position of silent spectator.
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Normally 10 per cent free scheme is offerred by many drug
companies throughout the ycer, it from Table-l you can #ind
the additlonal per cent free schemes that are offeLred

'Taﬂew-l
Free Schemes
Manufacturer ‘Brahd_hame . Scheme - Per cent fre¢
Amazon Coldin Tab 10+ 5 .60
7Zolgin Tab I0+ 5 "s0
Ibunova Tab 10 + 6 60
Brovn & Burk Eldopar Csp - 10 + § 50
Micro Labs Renitab 150 10 + 44 40
Microflox 250/500 10 + 4. 40
Microdine 0int 10 + 5 50
Plethico Centamycin 10 ml T+ 5 71 43
5 58 .

Mac Labs Genman 2 ml 10 +

From Table 2 we find that nearly 20 per cent of the produci
and 28 per cent of the - roducts and Pacis have increased the
prices. The break-up of the price rise skows that 11,17 per
cent have chown & rise c¢f less than ! peL cent, 5,32 per cent
a rise of 10 to 20 per cent, 3.83 per ..t a rise of 20 to
30 per cent, 2 30 per cent a rise of 30 to 40 L2 cent and
1.00 $€x 6ok @ wisec af 40 £o 50 pew cenk. But Skpangaly
encugh 3.80 per cent show a rise of over 50 per cent, Some of’ 1
this rise may be of bigger packlngﬁ. This has been the usual
oractice of the drug comp caide to increwese the prices of
different packings of prodictis at different times,

.

41 products show a risc of over 100 Eer cent and 11 of xk
these are ophthalmic products of Bell Pharma. The top
position is taken by Geslcaine, a local uncsthetic of S.G.Pharm
with a rise of 221 per cent and followed by
Glucggon- hypoglycemic attack-Torrent-200 per cent
Hematrine- Iron preparation -Sandoz -148 per cent

Daktacor t-Antifurgal ) ~-Ettnor -1&5 per cent

Epsolin- anticonvulsant -Cadila =145 per ccat
Depsonil-Antidepressant ~.G.Ph -144 per cent
Septopal- Antibiotie .-Merck =139 per cent
Nutrisan- Nutritional -Sandoz -121.ber cent

Alludrox Gel- Antiaeid -Wysth =114 per cent
Myambut.l- antituberculous—Cyanamide — 114 Oer cent .

CaorpX = (xmah mixtmra -0fignr 1N9 ror acne ’
Testanol-25 -Eormone -infar =108 per. cent

Lanoxin - Cerdiac . " B. Wellcome =105 per cent

Dilantin- Antico=/ulsant-Parke Davis «105 per cent
Endrine- Nasal decongestant ~Wyeth =104 per cent
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10 prodacts show a ricc betieen 95 to 189 percenc, 7
Procucts between 80 to 20 per cent, 17 Frocucts between 70
to 80 per cent, 10 procducts between 60 to 70 per csnt, and
33 products between 50 to 60 per cent. In this group the
most common}y EBCIh) e aiii i e e s comeonly used pProducts are
Arovit - vitamin,’Neosporin sKin ointment, Incidél—antiallan
; Zeet- cough mixture, Prenatal-nuéritiongy, Cordinal - gnti-
cenvulsant, Sodium antimony glueomames_ Kala dzam, Avglpain -
Pain Balm, Xylocaine- anesthetic, Zfcorlin-nssal drops,
Digbinase- Diabetes, Paraxin~antibiotic, N%basulphpantiseptic
Triaminic—_cough mixture, Zrovit-vitamin ete, Pifizer has
increased the price of -their tetracycline by going generic,
Gardinal, the most eifective an¢ cheapest anti-convalsant hae
increased the price by S0 per cent. The drug controller nas
shown it's incapacity to forde the chemists to stock and
sell this most commonly used anticonvulsant, -

Table - 2,

Category-Systen No. of products .showing a Per cent pricerie
. 0-10 10-20 20-30 30-40 4(C-50 Over 50

Alimentary 28 iu 4 1’

2
Cordiovascular .27 23 12 10 3
Ccnt:al Nervous 49 301 11 13 4 20
Musulo-skeletol 17 5 7 4 6 3
Hormone: 31 13 13 4 2 0
Gerito.urinary 13 S 1 2 3
Infections 110 73 22 i 5 25
Nutrition 65 29 19 12 7 18
Respiratory 20 12 9 - - G
Bar-Nose-Throat 1 5 2 2 2 6
Eye 10 6 4 3 5 17
Allergic 4 2 4 4 2
Skin 27 12 15 11' 2 11
Others - 1 N 14 10 ‘2 11
Total- (3607) 403 192 138 83 46 137
Per centage 11,17 5..32 3383 2,30 ~1.28 3.80

In June 1993. tha priceg wera marginally deC§&247 tuk (he
Same wane lncs€eged from December 1993 onwards and were
maximum by June‘l995..The cemparative figures bresented here
are from MIMS Dzcember 1993 to Sepgeméber 1995, 5.32 per cent
Qf the products have shown marginal decline ip prices.énd the
meximum decline is_from.norfloxacin, ciprofloxacin, famotidine
Ccmeprazol, rifampicin €te. Tre real price rise began from
éﬁne7199§ and. hecneforth. more “and TOoFe produets:will rise the

prices,
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In September 1994, the qovernmpent of Incia , Ministry
Of Chemicals and Fertilizers, Department of Chemicals ang
Petrochemicals announed modifications in Drug Policy 1986,
Under clause 22.7.2(1v) :Span of Control: it says Government
will XKeep a close watch on the prices of medicines which are
taken out of pPrice control, In éase, the prices of these
medicines rise Unreasonably, the Government would take
appropriate measures, including Teclamping of ﬁfice contrbl."
Now that 67 drugs have been decontrolled, it becomes the
responsibility of voluntary organisations to keep a track of
Price rise and force the government to take appropriate

acrtiAn

Under clause 22,7.3:Ceilijg Prices: it says = ceiling
Prices would be fixed for commonly marketed standard vack
sizes of pPrice-contrec led formulations and it would b-
obligatory for all, including small scale units, to follow
the price so fixed.# Now in this category we will try to
study the pfices Oof two most commbnly used drugs parzcetamol
and espirin. The ceiling pricas fixed and notified by Goverrmer
of Indla undor Dhco 1997 and conklnug ko be in operation under
DPCO 1995 are as folluws:i(Order No. 672(E) 14-9-1992)

Paracetamol 500 g per tah. strip 10 T @ Riwe 274
125 mg per 5 il Syp 60.ml @ Rs, 7.04

150 17 per ml drops 15 ml @ Rs. 6,58
Thr actual prices as prevalent today are: '
Calpol (B.Wellcome)S00 mg tab 10 T Rs. 4,12 +50.36%
125 mg per 5 m1 60 ml Rs.11,67 +65.77%
Crocin (Duphar) 500 mg tab 10 T Rs, 3.98 +45.26%

125mg per 5 ml syrup 60 ml Rs.10,78 +53,13%
150 mg per ml draps 15 ml Rs. 7.34 +11.55%

Metacin (Themis) 500 mg tab - lo T Rs, 3,13 +14.23%
125 mg per 5 ml syrup 60 ml Rs, 8.21 *16.62%
150 mg per ml drons 1S ml Rs. 7.42 +12,77

(Metacin prices are not increased, but they may increase the
same. soon) . ’

From these prices weé can see that the porular brands of
paracetamol prices are 65,77 to 11.55 per cent more than the
celling price fixed by the government. The Calpol tablet priee
has been increased by 40 per cent ang SYTup. by 56 per cent
and Crocin tablat has been increased by 35 per cent and syrup
by 31 per cent. This Price rise does mot seem justifiagblae,

Another way of cercumventing t!.c rules and regiilations
1s to make drug combinztions. One such example is Fortagesic
of Win-Medicare. It contains Paracetamol SOC mg and Peptazocin
15 mg per tablet. Fortwin 25 Mg pentazocin costs Rs, 2,73 per

tablet amd Crocin 500 mq Paracowamnl tablets cosks Rg C.40.
So 500 mg paracetamol and 25§ mg pentazocin can cost Rs.3,.,13



Costs Rs. 4,95 bper tablet, Win-Medicare has another
combination product of paracetamol’ 450 Mg + chlormezanone 100
Mg costing Rs, 2.s0 per tablet,

Now the ceiling price of 3spirin formulatiop (per orde-
No. 12(®) of 4-1-1985 ;¢ as follows:
Aspirin 300 mg Per tablet strip of 10 Tabs @ Rs. 0.64
Actual prices are as féllows:

Apidin. (IDPL) Aspirin200 mng +i+ 10T Rs. 2,42
Colsprin (Reckits) Aspirin 325 mg 10 T Rs. 1,92
Disprin (Reckits) 350 mg +4- 10 T Ry. 2.00
Miaropyrin (NiLhulcb) 350 ﬁg + 10 T Rs, 2.37
“insprin (Win-i:dicare) 324 ma 10 T R8. 3,73

The brand prices are more than the ceiling prices

I

rom 482,319
to 200 per cent. Beside: none Of these Procucts confirm ta
the standard'fvrmulation of 300 mg 2spirin. Thig shows the
effici:nt working of Fpals ip alloving irracional formulericr |

How carn these inc =ased prices be Justified ?

And to top this all, s - Ug companies have marketted
small dose aspirin as énti-cougulants for pProftphy™: 4 in
Cases of lincreaseqd L15Ks 9F bilood cluiting,

Governnern: 22iling price o 300 mg aspirinio T is Rs. ), 6a
ASA 50 (ismap Remedies) 50 mg aspirin ver tab 107 6.70
Aspicot (Cericept) 80 Mg aspirin : .r tah 16T 2,20

How ..an the govefjment allow 9.24 times (938%) the ceiling
Price to Asa 50 and that tog irice- rieno of 31.00 pe. veni,
If we can compare all the celling prices and £ind wide
discrepancies that can pe reported to the government .

Most ¥ the expectorant s (uenadryl, Bro-zedex, Cineryl,
Corex, d:acos, Lupihist, Mjit' s linctus, Protussa plus, Solvir.,
Soothex, Sovental, Triaminic, Tristina, Zedex and Zeet) have
* increased the prices, ranging from 20 Fer cent to 220 per cert,
Like-wise Vitamin formulations ( Aquasol-a, Arachitol,

Arcvit, Bacosules, Beetrion, Beplex, Betonin, Bivir.al forte,
Citravitem Cobadex forte, Hexavit, Hovicte, Hyéibex, Necreberin,
Pedic, Polvbion, Stresscaps, Sukcee, Viseneral, Vitasuron ete.)
: minerals'(Calciuﬁ;Sandcz, Citeal, Citrelka, ééslyte, Elactread
Electrobiob, Filibon, Kacalvit, Nutrisen, Ostccaleium eta)
iron preparatioﬁs ( Dzxorance plus, Fefol, Fessovite, Hematripe
Hopotogleliy, ImEecon, #nospnomin, Tonoferon ete) andg
nutritional Products ( Ba?erbs tonic, Eemiphos, Kinetone,
Livogen, Neogadine elixir etc) have increased the ratads,

In the anti tuberculous Products, ewicimmcmiy ethambutol,

end pyrazinamide Prices have increased, Ip the antibiorice



a1

3 é’ 3 | - | :

tetracycline and chloramphanicol rates have gone up. Hormones

hace always increased the rates and this time Aquaviron focxk
(without B12), by 41.36 per cent, Lynoral by 56 per cent,
Orgalutin by 47 per cent ?nd Testancn by 108 per cent have
increased the rates, Most.of the anticonvulsants 1ike :
Dilantin, Epilex, rpeolin, aptoin, Garoin, Mysolin, Valparan
alkalets , and gsardinel have raised the rates. Sedatives and ‘
antidenressants have never stopped hixing the rates., j

'?.

Some o£ the newer entrants of drug manufacturers have
become intelligent enough to market only rableta le s0 th¢t~'
capital investment is less or one can get the tablats‘_ "
compounded nn loon liceuuse, for vague 1nd1cations~ where .
doctors cannot complain that there are no results, and a2t a
very high price so that there is no need to ask fo; 1ncrease
in rates. One such exagph*e is Sordia whe hes 1ntroduced
following products. :

Convdrsyl - artihypertensive 10 T é Rs.201.47 lod

Daflon-500 cardiac 10 T 158.64 1 bd
Diamicron antidiabetic 10 T 90.40 1 bd
Flavedon-z0 cardiac n T 00.40 1las
Isomeride antiobesity 10 © '88.81 1 bd-
Natrilix antinypertensive 10 T 37.10 1 04
Ponder ax antiobesity 10 C . 77.22 1 od
Survector antidepressant 10 T 118, 95“1bd f
Trivastal LA anti-parkinson 10 T . 141,55 1-4

ror such products and for such high introductory rates the i
question of justification does not arisc, ’ -
AL
(:/
Dr, WW.V.Rane .

Arogya Dakshata Mandal

2117 Sadashiv
PUNE 411 030

o Tel: 0212-442329
Pune dt®3 Nov 1995 , o N
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An over view of Current Drug Policy and
Implication of Recent Policy Changes

Amitava Guha

Need of a Drug Policy:

Necessacity of a drug policy for nations was felt not very long ago. It was the industry
who used to determine production,price and availability of diugs in a country. For the
purpose of health care many national governments hac been spending considerably
from their scanty available funds. Accountability of such expenditure arose in view of
the deteriorating health situations. Many countries expressed that unless of an
appropriate policy,nation’s fund goes into wests while the health of the industry grows.
It was also found that the pharmaceutical business had become international and large
Multinational Corporations (MNCs) dominated global production of drugs. Many
developing countries felt helpless in developing proper policy under the pressure of
Drug MNCs. In the developed countries, the government and the insurance companies
had to develop some strategies to minimise expenditure on health for which guidelines
were developed. Though not comprehensive, but the guidelines rendered certain
restrictions on the drug production and its use.

In the WHO forum, various questions like appropria‘e use of drugs,large influence of
iIndustry and availability of drugs were raised. It was felt that in absence of a national
drug policy with certain definite minimum necessary decisions, health care facilities
can not serve real purpose. WHO had developed a guideline of drug policy for the
developing nations. Nirobi conference of WHO held in 1985 znd 39th World Health
Assembly held in 1986 decided to prepare a guideline for es: z!'shing national drug
policy. A group of experts finalised the guidelines in 1988. :

Parameters of Druq Policy:

While introducing the guidelines, the Expert Committee expressed that : "A vital
requirement is that governments should exert the political will necessary to
formulate and implement a drug policy. Lack of political will, even more than lack
of resources, has been a decisive factor in the failure of some countries to ensure
adequate provision of drugs and vaccines."

The guideline provides us a balanced frame work of social, economical and
therapeutically acceptable measures those are required for majority of the developing
countries. The essential parameters described in the policy guidelines are briefly as
follows:

1. Components of a drug policy =~ 6. Health education

2. Specific legal issues 7. Monitoring and evaluation

3. Information and promotion 8. Financial resources

4. Appropriate drug use 9. Research and development

5. Self medication 10.Technical cooperation between countries

The guidelines emphasised the need of a legal framework to take into account not only
the policy objective but also administrative, social, and health infrastructure, the available
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manpower, and other resources. The legislation must also sf-z20ify the sanctions that
will apply in the event of failure to conform with any provision of the act. Sanctions must
be enforced if the policy is to function effectively. There should be regulatory control in
several urgent areas. The drug control administration should not confine to licensing,
quality control, manufacturing standards, etc which are very much concerned to
production, but it should be responsible to control information dissemination and sales
promotion also. A registration authority must be developed by establishing increasing
levels of control in the areas of collection and evaluation of informations available on
all drugs for their registration or granting licenses for production and marketing in the
country. There should be regulatory control for cost and pricing for drugs for the benefit
of the consumers. Based on the codes to be developed in prescribing, professionals
and health workers can meet the gaps in manpower need and availability of drugs.

Considering safety, quality, efficacy and cost, the guideline suggests that due importance
be given in choice of drugs. There should be limited and adequate number or of drugs
in the list based on the criteria of selection of essential drugs. The list may also contain
traditional drugs available in the country. A country should always attempt to build up
step by step a viable pharmaceutical industry for production of all the listed drugs with
the aim of achieving self reliance. ", -

There shall be efficient system for quality assurance of drugs for monitoring the entire
process from the acquisition of a pharmaceutical raw material to its conversion into a
finished product. The policy should be equipped with suitable legislation and effective
regulatory system. Technical systems for enforcing good manufacturing practices,
establishing of required quality control laboratories and drug testing laboratories is
also an important component. To operate different elements of a drug policy, trained
technical, administrative and health care personnels are to be developed.

The policy needs to include certain specific legal policies like drug patenting and policies
on brand/generic names. Use of drugs are greatly influenced oy information and
promotion. The policy should prepare a system of collection and dissemination of
unbiased information. Complete disclosure of all kinds of informations on drugs should
be available to the prescribers and consumers. Regulatory agency should be developed
for monitoring all promotional activities.

To envisage appropriate use of drugs, the policy must provide suitable measures in the
areas of training and refreshing the knowledge of practitioners and para-medica! stuff.
System of health education will enable proper implementation of the policy. Health
education at the level of schools and at home would include basic concepts of drug use
and information of specific therapy. “Openness and effective communication are basic
to the success of a drug policy. Public participation in the design and implementation of
such a policy will foster the effective use and control of drugs.” (Guidelines for
developing national drug policies - WHO)

As an ongoing process, the policy should provide the scope of monitoring and evaluation
of all the drugs marketed. Review of therapeutic value, quality and prices atleast every
five years are necessary. A mechanism for post marketing surveillance and monitoring
of adverse drug reactions can determine the rationale of a drug and can avoid large
disaster. Information on drug utilisation pattern are also required for deciding the
production pattern and providing steps of inappropriate use of drugs.
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Health problems vary in countries. Research and development of drugs are essenhal
features of national strategies to meet the challenges of health probiem. Research
may involve fundamental research in molecular biology anc chemistry, immunology
and biotechnology, industrial research to convert ‘scientific knowledge into technology.
pharmacological and toxicological studies, clinical and field trial of drugs and vaccines.
It is not necessary to start research in all areas at a time. Consumer groups can be
encouraged to study neoples’ attitude to prescribed drugs and self medication.

Analysing the policy situations in the 104 countries, WHO prezented a dismal situation.
Only 25 countries have somewhat policies but no country has a comprehensive drug
policy. Among the ten parameters defined in the guideline, India has the credit of well
established drug production system but did nit feature in any of the other parameters.
It is evidently clear that India has given prime importance to industry and the drug
policy in India had always oriented around the interest of the industry.

Drug Policies in India:

Two decades ago and eight years before WHO, the Committee on Drugs and Chemicals
(Hathi Committee) defined almost all the criteria described in the guidelines of
developing drug policy prepared by WHO. Interestingly, none of the drug policies in
India could follow the recommendations of the Hathi Committee in totality. Contrarily,
whatever good recommendations were taken up in the past policies, there have been
systematic removal of them at the instance of industry. First drug policy was developed
in 1978 which was basically formulated on some selected recommendations of Hathi
Committee. Previous to this, we have a strait jacket formula on pricing provided by
Drug Price Control Orénr (DPCO),1970. '

Drug Policy,1978:

Distinctive features of the Drug Policy,1978 was that it had pronounced that the policy
would consider development of indigenous pharmaceutical industry with main emphasis
to public sector and national sector drug industry. The policy considered the following
areas mainly: production, pricing, quality control, research & development, ceveloping
of drug authority. Main criticism against the policy was that while preparing the policy,
the government had ignored the recommendations of Hathi Committee in respect of

the health aspects. The policy had not considered the following: '

1. Nationalisation of the multinational corporations in drug industry.

Taking measures provided for dilution of the foreign equity of the multinational
corporations to 26 percent.

Taking over the diluted foreign equity by the financial institutions of the goverrment.
Measures for weeding out the hazardous and irrational drugs.

Preparing the list of essential drugs for the country.

Specific measures for encouraging the small scale sector.

Reducing the prices of essential drugs.

Use of all essential drugs in generic names.

Curbing the unethical marketing practices. :

50% of the bulk drugs produced be supplied to non associated formulators

N
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Drug Policy,1978 had certain favourable consequences to the national sector drug
industries with the help of which companies in this sector had developed to the extent
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that they have been successful in competing the MNCs. Even today, Indian companies
rank equally with the MNCs in sales turnover.

The Government never implemented a large number of decisions declared in the drug
policy either due to pressure from the industry or due to lack of political will. Some of
them are as follows:

1. Each manufacturer should produce essential drugs 20 per cent
of their total turn over.

2. Diluted equity of the MNCs be purchased by the public finance institutions.

3. All manufacturers of drugs from intermediates and penultimates shall commence
manufacturing from basic stages within two years.

4. Enforcement of ratio parameters of bulk drugs and formulations. .

5. Measures to remove court injunctions on price control mechanism.

6 Obligatory research expenditure for MNCs having turn over of more than Rs. 5
Crores per annum to the extent of 20 per cent of their net block.

7. Establishing a high level committee on drugs and pharmaceuticals.

Drug Policy. 1986:

There was significant failure of the government even in implementing the drug policy
resulting into lack of availability of essential drugs and vaccines, rise of prices, spurt of
number of irrational drugs, proliferation of substandard drugs, etc. This policy diluted
many regulatory controls provided in the .78 policy. Number of drugs exclusively
preserved for Public and Indian sector companies was slashed by delicensing of 94
bulk drugs and by waiving of licenses from another 90 bulk drugs under the guise of
broadbanding. Role of public sector was clearly diminished and the objective describea
it as ~important role’ which was considered as leading role’ in '78 policy. The objective
of developing self-reliance in drug production has given up. Ratio parameter for bulk
drug to formulation was tapered down according to turn over. '

Conceding to the demands of the industry, the government marginalised the price control
span on drugs. It not only reduced the number of drugs to be put under price control
list, but increased the profit margin also. The system of compensating loss due to
import of bulk drugs through Drug Price Equalization Accounts was abolished. The
only good decision taken through this policy was to discontinue Loan License system
though it remained non implemented till now. The drug policy’86 was known to be a
move toward a retrograde direction from that declared in '78 policy.

Drug Policy 1994:

The government introduced a bill in August, 1992 titled as Modifications in Drug
Policy,1986. Without waiting for the conclusion of the debate which generated much
heat in the Parliament, the Government through a cabinet decision declared new drug
policy on 14th September,1994. This decision virtually declared end of our national
drug policy. It was stated that over all changes in the old policy was required to suit the
liberalisation policy of the government and new perspective generated in signing the
World Trade Organisation (WTQ) agreement. Except three, out of fourteen decisions
announced in the policy, all are concerned exclusively to the industry. It is agein
established that the drug policy had never been policy for the people but a policy for

the drug industry.
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As far as the implementiation of policy guideline of WHO is concerned. it is obvious
that India do not qualify in most of the parameters. Despite, the offficial stand of India in
WHO is different. The government representative in the World Health Assembly held
in May'94 drclared that India has implemented allthe policy guidelines of WHO. Smae
year, in seminer co-sponsored by WHO at Delhi, the Drug Controller of India announced
that except implementation of ‘Criteria for Ethical Marketing Practices, all the policy
guidelines are implemented.

Implication of the Recent Drug Policy:

Production control:

The government decided to abolish industrial licensing system from almost all the bulk
" drugs.The market size of pharmaceuticals had increased to a very large extent. There
is a very little need of import of any formulations as most of the bulk drugs required are
available . The trend that have manifested in the recent years shows that production of
bulk drugs in the country is less than import. Production data of the recent years are -
in Rs. Crores

1991-92 199293  1993.94
Bulk Drug 900 1,150 1,320
Formulations 4,800 6,000 6,900
Export 1,231.30 1,410.30 1,781.40
Import 807.30 1,100.00 1,440.00

(Source: Financial Express:31st August,1995)

From one policy to the other, it is observed that production control has been aradually
weathered. The role of MNCs in production of essential drugs have been minimal.
Table - 1 shows that bulk of the sales of MNCs in India has been generated from sales
of irrational formulations. A study of the monitored 58 bulk drug production stiows that
the tendency of the MNCs in bulk drug production has been substantially reduced.(See
Table-%). . : .

The government have reduced the duties and levies in imported bulk drugs ignoring
the fact that it would adversely affect the Indian bulk drug producers. In the last two
years, a number of bulk drug manufacturers have stopped production due to proliferation
of cheap bulk drugs in our country. The MNCs have neither upgraded their technology *
nor introduced new technology. Most of their plants are old, though production capacities

have been increased but they have failed to compete cheaper bulk drugs produced

abroad. The other factor precipitating to this situation is that due to relaxation of

production control and import control, bulk drugs are dumped in the country in artificial

cut prices. Prices of the imported bulk drugs were raised after the indigenous -
manufacturers were compelled to close down their production plant: Country’s self
reliance in drug production is being converted to import dependency.

Research and Development:

In all the drug policy declarations, it was stated that due stress shall be giveninR& D
sector. So far, the government have failed to take any effective steps for obligatory

o]
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investment in R & D. Inreality, several MNCs have closed their R & D establishments
here. Ciba Geigy, Boots, Hoechst, Rohne Poulenc are such examples. Investment in
R& Din this industry is now less than 2 percent of sales turn over and R & D department
in the Plants of the MNCs are the smallest among all other departments. Future
development of production of new drugs would be through biotechnology route. Even
though there is no dearth of expertise and infra structure, Indian R & D houses are
afraid of the terms of WTO agreement which has clamped stringent clauses in genetic
science research. Indian research houses have been successful in developing process
technology of almost all essential drugs. With the enforcement of product patent system
scope of future development of process technology will also be stopped LI

Price Control

The pricing structure provided in the drug policies have been a severe eye sore for the
industries whowanted total decontrol of prices. The span of price control has been
narrowed down very sharply form one policy to the other. The details are as follows.

Policy Number of Drugs -
under control

DPCO,1970 All Drugs
DPCO,1978 378
DPCO, 1986 164
DPCO,1994 73

Only argument so far furnished by the policy formulators as to selection of drugs under
DPCO is that they want market forces to control the prices of drugs. Unlike any other
commodities, drugs do not depend on the choice of the users. It has been admitted by
the Chairman of Glaxo India Labs.,Mr.G. Thomas that - “What people do not realise is
the cost of manufacturing a drug is hardly twenty percent of price you pay. It is very
low part of the cost of the drug. Thw main cost of the drug, cost of research which can
be upto fifteen percent and the major cost is sales and distribution.” (From the text of
the speech at the meeting of CII,March,1992)

As against the claim of the industry that they earn only 3 recent profit, it is surprlsmg
that the share value and mobility of shares of the lndustry has remained always high.

Growth of Profits of Top Drug Companies

COMPANY SALES GROWTH% PROFIT GROWTH% DIVIDEND
92 '94 92 '94 92 '94 '92 '94 '92 ‘94
Ranbaxy 177 688 33 22 12 79 61 71 25 40
Glaxo 276 551 22 28 11 32 .-19 49 18 27,
Hoechst 118 351 2 23 6 32 57 136 20 25
Sandoz 97 290 24 1 4 22 65 3 16 25
Alembic 89 262 3 65 3 5 33 1 16 —
Cipla 73 244 14 24 9 24 27 21 30 32
Pfizer 65 214 13 25 4 20 8 86 10 30
Dr.Reddy’s 60 175 80 31 11 33 331 23 35 30
Boots 51 154 27 18 6 16 9 23 34 38
Parke Davis 51 137 10 7 3 17 17 13 20 35

Industry 2004 24 115 48
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Big pharmaceutical companies were detected to earn profit flouting the DPCO and
even the order of the Supreme Court. Though they have agreed before the Supreme
Court that they would pay to the government the excess profit earned by over charging,
but it was not kept and the companies for years together, continued flouting court or-
der. Not only this, the government had allowed these companies to increase the prices
of the drugs which were over charged. Example of some of the cases are given in
Table -3

Government's statement in this respect is that “The liability of 67 cases amounting to
Rs. 245.38 crores has been worked out and has been communicated: the details of
which are given in Annexure-l. Out of this, Rs.18.27 crores had already been recovered.
11 cases have already been finally resolved so far.” The cases referred so far are those
upto 1989 after which, the over charging had not stopped and the excess profit
accumulated are there very high. The companies had not paid this excess amount but
took the liberty of showing them in their balance sheet for tax exemption. “ Only M/s.
Glaxo Labs Ltd. has shown in their balance sheet their liability towards Drug Price
Equalisation Account. No income tax has been shown to have been paid on this amount
by the company.” (Lok Sabha question No.3807 12th August,1986). There is a large
sum of money to be available from the drug companies which shall be enougn to met
the expenses for setting well net drug control machinery. Instead, the government has
decided that to set up National Drug Authority estimated amount of Rs. 130 crores will
be required which sill b realised by imposing cess of 1 percent on the drug industry’s
turn over. (Business Standard; 30/8/95)This amount be certainly realised by the industry
from the consumers.

The feeble element of price control will be gradually given up by the government in
course of time. Within one year the government has decided to drop two drugs -
doxycicline and pentazocine from the list. Mereover, there will be no scope of enforcing
any price control on the newly introduced drugs any more.

Impact of Patents Act Change: .

‘The Government had introduced Paicnts Amendmen. Bill, 1995in March, 1995. This is
& step towards changing the existing Indiar Paisnts Act, 1570. Aiming to please the
U.S. drug multinationals who have been threatening India for retaliation under the
U.S.Trade Act, the bill provides uniimited tar ilities for MNCs than sought for in th WTO
- Agreement. The bill proposed granting of .:xclisive Marketing Rights (EMR) to the
‘patent holder for a period of five years o marketing and distribution of drugs. This is
worse than the product patent. There will be no need to take separate patent if any
drug is patented in any member countries of WTO. This will allow dumping of irrational
and hazardous drugs in the country. No national company will be able to manufacture

or import any new drugs. It will be slowly under the mercy of MNCs who will, according’

to their desire bring new drugs and price them at their own like.
The MNCs in India had not invested much in the past and had shown a passive response
to the government's liberal policy. A number of them had either sold their plants or
reduced manufacturing activities. In recent times no new drugs are manufactured by
them in their plants but are fully importing formulations from the parent countries. The
price of these drugs are to be paid in dollar terms. A vial of Acychlovir or anti hepatities
vaccine costs Rs.1,400 now. E T R e
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Due to the long patent protection time, 20 years of product patent and 20 years of
process patent, there will be no scope of manufacturing them in the country as most of
the drugs become obsolete much before when are replaced by new drugs. India will
have to depend on import completely for new drugs. No law, like DPCO or any of the
provisions of the Drug Policy would be applicable on the import. On the contrary the
government will be compelled to further relax/ withdraw whatever restrictions are still
applicable.

Conclusion:

There are many more areas where the recent policies turned blind eyes to act . Some’
of them are issues like banning of drugs, rampant misuse of loan license system, use
of generic names for essential drugs, monitoring of production of bulk drugs, reduction
of taxes on essential drugs,etc. The steps taken by the government in the past in these
areas have been very helpful to the industry. Governmer! is determined to intensify
these kind of action. ’

The task of organisations involved in the health/ drug action has therefore, become
more difficult. This meeting can decide to evolve a real drug policy aiming restoration
of self reliance in the production and research of drugs of different systems. A campaign
programme based on the alternative policy be launched throughout the country.



PRODUCTION PATTERN OF

TABLE -1

MULTI NATIONAL CORPORATIONS

THERAPEUTIC TOTAL
GROUP MARKE | SHARE |BRANDS| MNC %
VITAMINS 3458234 1910011 14| 1845100 96.60
SYS. & TOP. STEROID | 2123464| 1020635 70 945745 92.66
NUTRIENTS &
MINERALS 1636445 | 595471 6| 524347 88.00
COUGH & COLD &
ANTI ALLERGIC 3773211 1606917 151 1291994 80 40
ANTI-INFLAM./ANALG.
ANTISPASMODIC 4134327 2265906 17| 1499601 0018
.B3S & BALMS 480169 | 409675 ; 4| 266145 64.96
| ANTACID etc. 2599181 | 1431440 | 12| 845101 59 (-4
ANTI ANAEMIC 1454285 615755 51 289610 47.03
DIABETES, CVS., 4226006 | 1348542 14| 563277 41.77
EPILEPSY, etc.. '
ANTI ASTHMATIC 1235405| 275871 30 110959 40.22
ANTIBACTERIALS 12541714| 7618188 52| 2249402 29.53
ANTI PARASITIC/DIAR. | 2368640| 75649 70 173699 2571
ANTI T.B. 1776963 | 1045450 3| 186550 17 84




TABLE -2
SECTORAL PRODUCTION OF BULK DRUGS (1989-90)
(figures as percentage of total prodn.)

DRUG MNC INDIAN PUBLIC OTHER
TOP 20 SECTOR - INDIAN
ANTIBIOTICS
Penicillin - 34.6 38 . 26.7
Cloramphenicol (Production mainly in Small Scale Sector)
Palmitate '
Tetracycline 15.5 - : 42,5 42.0
Ampicillin - 56.9 6.5 36.6
(significant production also in Small Sector)
Erythromycin 25.9 66.0 - 8.1
Amoxycillin = 81.6 0.7 17.7
Gentamycin - - 100 -
Cloxacillin - 100 - -
Phenoxymethyl - = 100 -
Penicillin
Cephalexin - 99.6 - ' 0.4
SULPHA DRUGS .
Sulphamethoxazole (over 50% production in Small Scale Sector)
Sulphadimidine 0.1 - 99.9 -
Sulphacetamide - - 76.9 23,1
Sulphaguanidine - - = -
VITAMINS
Vitamin A 86.5 = 135 -
Vitamin B1 - - 100 -
Vitamin B2 - - 100 -
Vitamin B12 - : 100 - -
Vitamin C - 36,1 % 63.9
Vitamin E 100 - - -
Folic Acid - - , 100 -
G S T E
Aspirin - - = - 100
Paracetamol (Production mainly in Small Scale Sector)
Ibuprofen 75.8 - - 24.2
Baralgan 100 & s -
ANTI T.B
Streptomycin - - 46.5 53.5
PAS & its Salts (over 50% production in Small Scale Sector)
Thiocetazone - 100 - -
INH (Production mainly in Small Scale Sector)
Rifampicin (over 50% production in Small Scale Sector)
Ethambutol - 90.4 - 9.6

Pyrazinamide (Production mainly in Small Scale Sector)



SECTORAL PRODUCTION OF BULK DRUGS (1989-90)
(figures as percentage of total prodn.)

DRUG — MNC INDIAN PUBLIC OTHER
TOP 20 SECTOR INDIAN

ANTI PARASITIC

Chloroquine A 34.2 7.1 17.6 41.1

Metronidazole (over 50% production in Small Scale Sector)

Tinidazole (over 50% production in Small Scale Sector)

Dilaxonide 22.3 - - 777

Furoate

Furazolidone (Production mainly in Small Scale Sector)

ANTI DIABETIC

Chlorpropamide 42.5 - - ' 57.5
Tolbutamide 17.2 - - 82.8
Glibencamide 100 - - -

Insulin 100 - - P

ANTI ASTHMATIC

Fohedrine - - - 100
Salbutamol 11.8 - = 82.2
Terbutaline - - - 100
Theophyllin - 40.5 - 59:5
Minoph}’llln - - = 100

CAPDIOVASCULAK ...RUGS

Propanolol (Main production in Small Scale Sector)
Digoxin 100 - - -
Methyl Dopa - - 9.1 90.9
Frusemide 100 - - -

ANTI HELMINTHIC

Piperazine (over 50% production in Small Scale Sector)
Mebendazole (over 50% production in Small Scale Sector)
Pyrental Palmoate 49.4 50.6 - B

TRANQUILISER/ANTI-CONVULSANT

Phenobarbitone - - 100 -
Diazepam (over 50% production in Small Scale Sector)
VACCINES

Triple Vaccine 14.9 - ¢ e 85.1
Tetanus Antitoxin - - 28.1 71.9
Dip. Antitoxin - , - - 100

ource: Amit Sen Gupta, New Drug Policy: Not the Right
Prescription; Economic Times:24/9/94



TABLE -3
EXCESS AMOUNT PAYABLE TO GOVT. ON AC(OUNT OF DPEA

—— ————————————— ——————_—————————————————————— G ——— ——— —— - Gw ———— —— ———————

Supreme Court Case Companies:

1. Cyanamid 1320.52 100
2. Hoechest 7780.80 312.10
3. John Wyeth 506.92 45.00
4. Merind 2391.72 i
5. Pfizer 87.61 43.80
6. Franco India 14.42 1.42
7. Tamilnadu Dhada 37.97 ——
8. Anil Starch 12.77 -
9. S.G Pharmaceuticals 205.36 -
10. Ethnor 10.19 10.19
Other Companies:
11. Glaxo India Ltd. 7178.00 819.00
12. Sarabahi 20.00 20.00
12. Sandoz 74.68 37 .34
14. Pfizer 179483 49.00
15. Parke Davis 1466.15 -—
16. Abbott 182.38 91.19
17. Burroughs Welcome 191195 =
18. Lyka Labs. 678.73 e
19. VWarner Uindusthan 106.36 55.49
20. Boehringer Knoll 97«74 7 -
21. Carews 710.24 -
22. IDPL 336.45 -
23. Xrupa Traders 20.48 -
24. IDPL 37.30 ==
25. A.P.Chemicals 25.43 -
26. Maladi Drugs 116.30 e
27. Lupin Labs. 21.03 —
28. Bayer India 107,37 e
Total 23019.90 1584.54
8ource: Rajya Sabha; Unstarred Question No.4331 dt:25/08/93



Prescribing practice of Doctors and Unethical marketing practice.

A paper presented at the AIPSN seminar, New Delhi. Nov.5-7,1995
by- Dr.K.R.Sethuraman.MD., Professor of Medicine, J I P M E R.,
Pondicherry. 605 006.

"I would like to know what type of patiernit has a disease
than what type of disease the patient has." (Hippoctates).

Introduction. ,

Modern medicine 1is a miracle indeed! The advances i.ade in
the past 50 years in diagnostic tests, "designer drugs" and 1in
surgical and other interventional procedures are mind boggling.
Take the case of coronary artery disease as an example. John Hun-
ter, the Zamous anatomist of 19th century had said "My life is in
the hands of a scoundrel who chooses to raise my temper!". He had
coronary artery disease and it was he who coined the term angina
pectoris to describe the symptom; however, there was no effective
remedy and true to his words, he died suddenly during an alterca-
tion. But now you can pinpoint the blocks in the arteries and
correct them by plastic or suraical procedures. With such great
advances in operative and anesthetic skills, it is aven possible
to do any life saving surgery on a growing baby in its mother's
womb .

Killer infections 1like small pox have ..:en eliminated from
this planct and manv others have been rendered nreventable. The
advances 1in antimicrobials have made it pcssible to save people
from certain death. Advances in rehabilitatior. have made = lives
of thousands of disubled person more dignified and acceptable.
Advances in understanding the mechanisms of chronic diseases and
in designing specific drugs tor th:m have revolntionised the
management of high blood pressure, peptic ulcer, diabetes,
asthma, epilepsy etc. In fact, the greatest discovery of 20th
century in terms of simplicity, effectiveness and "millions of
lives usaved 1is not CT Scan or Bypass Suirgery, but sal!-sugar
solution (oral rehydration therapy) for treatment of diarrhea.

_Public Dissatisfaction- a paradox ?

The painful fact is, as medicine became more and more ad-
vanced, so did public dissatisfaction with it! This seems
paradoxical until oneocrealises that it is not scientific advance-
ment but humanistic medicine .that results 1in a satisfactory
doctor-patient interaction .and a harmonious hea;th provider -

‘client relationship.

This is mainly be:z .use of the dehumanising effect of pursuit

.0f scientific medicine at the expense of humanism. .GPEP report
(1984) of USA has strongly recommended that i;svmedlga} colleges
should train its future doctors in humanistic me§1c1ne also.
About 90% of health problems in the community are minor and self
|
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from the West. Often considers anything ancient as quite rational
and sound, and resists or belittles attempts at scientific in-
quiry into the traditional pre_tices.

If we have to usher in a new system of‘pealth care that 1is

just, equitable, optimum and non-exploitative, then all the

players have to necessarily change in the right direction.

THE ROLE OF HEALTH ACTIVISTS

Health activism is necessary to bring the players togetcher
for the common cause of providing rational health care.

The activists should realise that -

1. Health care seeker (patient) is not a consumer but a co-
provider of health for self.

2. Health care is a co-operative venture and not a commodity
transaction. < e

3. Care-seeker should be empoweréd with questions to ask a
care provider before consenting for treatment.

4. Campaign for “health needs' as against “health wants', a
campaign to promote primary health care and family practice and a
campaign to know the common health problem$s tuargeted at the
public will pave way for incxpensive and non-exploitative health
care. .
5. Campaign for a well rounded medical education including
humanistic medicine and family practice is an urgent need of the
hour.

The health activists should-

6. Organise a multi-disciplinary group of ccientists to
develop evaluation instruments to assess the influence of
placebo, Hawthorne and factor-x effects on health ar.d healing and
to put together training modules on these hec.ing processes for
medical curricula to render them scientifically Aacceptable ra-
tional practices.

7. Promote critical and unbiased media output that truly
empowers the people with relevant knowledge; counter any media
efforts to the contrary by effective monitaoring and follow up ac-
tion.

5 3

.8.‘ Follow the example of consumer groups of the West in
publlshlng unbiased Guidelines on products and services including
drugs, diagnostic tests and treatment procedures. "These should

have high visibility and high impact.

.9. Monitor the health care 'industry including hospital
services and campaign for Quality Assurance.

10. Campaign for banning of hazardous drugs and practices
(like foetal sex testing).

—. | -‘ | ! 1
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_ Muthaiyan. P & Sethuraman K.R., A survey of retail druq_sale
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in Pondicherry.

(The total purchase of medicines from five retail shops
during the entire month ,of October 1993 amounted to
Rs.10,32,360. Of this, 45% (by value) was purchased based
on doctors' valid prescriptions, 34% based on doctor's old
prescriptions (without revalidation), 11% by patients' self-
order and 10% by the drug store sales person's re;ommenda—
tion. The overall figure shows that about 21% was purchased
without doctor's prescription. The extent of direct purchase

of medicines is a cause for concerri. )
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initiated by IOCU, Penang are examples of ecfforts in this direc-
tion.

Fourthly, consumer education ‘and people empowerment to ex-
pect and get access to rational and quality health service as a
matter of right. This will be the most eftective socio—political
strategy but the most difficult and daunting one too.

JIPMER strategy

At JIPMER, Pondicherry, one of the premier wedical colleges,
we have an ERDU network of motivated faculty from clinical dis-
ciplines and pharmacology. "Catch then young, but catch them
anyway" is our philosophy.

Undergraduate training: During the first clinical year, the
department of pharmacology conducts two scminars - one on how to
analyse promotional literature and ethics of promotional gifts.
The second is on "Adverse Drug Reaction (ADR)}" monitoring.

During internship orientation course, a multi-disciplinary
team conducts a workshop for three days. On medical promotion,
we show a video "push, promote or educate" (source: IOCU) showing
the manipulative behaviour of a drug representative to influence
a general practitioner. The interns then comment on the skit,
using the “WHO list of ethical promotion' as a guide for focused
discussion. They also view the video "IN THE NAME OF MEDICINE'
(source: VHAI/IMA) and get quite powerfully motivated. = On day
3, the whole session covers rational drug therapy and ADR
monitoring in the form of group exercises. :

We have found that the immediate impact on interns is qufte
high - about 90% to 99% show positive changes. This reduces to
about 60% by the end of internship.- There is obviously a i.eed
for reinforcing these topics repeatedly.. * :

CME for GPs: Our ERDU team has similar CME modules varyina from
90 minutes to 4 days covering various issues on rational drug
use. For small groups, the workshop methodology works well. For
large groups, we use "panel discussion. forum" for a better impact
than lecture or symposium. We have conducted programmes on ra-
tional use of antibiotics, analgesics and anti-hypertensives.

Patient/consumer empowerment : In these days ‘0of corpora:i=
medicare, exploitation of gullible patients is a major scandal.
We have therefore formed an NGO to link up with various consumer
groups to promote the cause of citizens' right to health care.

CONCLUSION:
"In the race for quality, there is no finish line". It is
true of our efforts as an ERDU team. We welcome further col-

laboration and alliances with like minded groups to promote the
cause of rationality. :



Presentation from Rational Drug Campaign Cosmmittee on the Set
E ) h
Anniversary of the Bhore Committee Report with the slogaAs "Health for Al1l

SDYT and "Critical and constructive appraisal of the Indian Public Health
oclicy"™.

e

= By Dr. Maresh Baner jees.

» Lhairman, Rational Drug Campaign Committess.

Al. Introduction :

(I I thank the All India Feoples’ Science Network and the Delh: Science
Forum for taking up this right oppartunity to arganize and to host the
conference for health professionals and activists, on “he uccasion of the
Sdth Anniversary of the Bhore Committee Report (published in 1946). N

Vow B On  behalf of the Peoples’ Relief Committee and The Bengal Medical
Relief Coordination Committes: with the assistanca of lat: Dr. B.C.Roy, I
had the privelege to be a member of the team to submit memc: andum to  the
Bhore Committe2 in the year 1945 at the h=ight of the great post faainoe
mass scale eprdemics in Bengal. At that time people had very little access
to rudiment ry outdoor health care facilities, Acutely 111 patient  could
not, be admitted in the Govt. hospitale as @Y of the hospital beds vere
kept reserved ior the victims of Air raid and war eme - ency. :
1.23: During the crea! Benyal famine .and post famine epidemic. About U5
lakhe =f people died of starvation and ahout 30 akhs of people, died o
epidemics (as estimated by Prof. P.C.Mchalanobis & Frof. K.FP.Chattapadhya)
of malaria, chélera, small pod, tuberculosis, bronchrpneumonia, tet&nuw,
‘diphtheria, measles etc. All these were due to shortage of {ood, potable
watnair, poor sanitation, lack of treatmzit facilaities, preventive health
care and medicines. :

“. Background Note

2014 "The Ehore Committee Report of 1946" and "Health for Al7 by 2@ AD"
i W.H.0. - UNICEF in 1978, all these did not come out overnight, they have
got a long history ef develco;ment of health care syctem.

°
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2.2. From the vary begininﬁ of th2 primitive human society man evolved
various methods  of health care to take care of their health in .cases of
illness, injury, natural calamity and child birth.

B Frocedures adopted and progress made in the strugagle for existence,
better exisetence and better way of 1ife ~ through  human labouwr arif -

intelligence brought about by the productive forces with social evaluatian
with changing production relation,Tprimitivﬁclan society, slave society,
feudal society, capitalist scciety - with pheses of capitalism to
'imperialism. @
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2.4. = Similarly in the field of medicine frcem wrath ~f supernature
power, various types of magic remedies, superstitions of magic craft, witc
craft, animal/human slaughter to treat acute illri.2sses were practiced. Hot
% Cold therapy, horbal remedies wer= considered as rem~dical measures, ar
gradually developed a discipline of social stience, from an iﬁdiVidual ar
to social art for remedies. :

2.5. Science has advanced much more rapidly in comparison to the slc
development of social progress with varying deqgrees in various parts of tl.-
world to keep pace with the development of lactest remedial measures,
diagnostic and theraps2utic medicines, tools and gadnoets, ’

2.6. - Social, economic, administrative and political conditions have set
up barrioers to makes available to the common people latest’ advancement i
various fields of medicine and surgery due to their inanility o pay tor i q
or due to social, religious, cultural and tribal taboos and prejudices ana
lack of health consciousness. '

e

A.3. Blorious heritage of Indian Medicine -

3.1. Since the onset of Indian Medicine overcoming the past’ legacies an
assimilating the positive features, about 3000 vyears B.C. i.e. about 500
years ago, the Indian medicine developed with;ﬁeip and guidance  of Rishi
Indra, Sankaracharya, Dhanwantri, Charaka, Suszhruta, Jiboka etc. till 1627
A.D. & this had been the oolden chapter of the Indian medicine,and durin
this time were published famous treaties - Charaka Samhita, Sushruta
Samhita. The Indus valley civilization with excel lent development of health
care system and the Ankarbhat templesof Kampuchea are examples: .0of qolde
days of Indian Health care system (Rahul Sankirtanya). :

J.2. Subsequantly, du2 to rep=ated fore.gn invasion, gradual ‘forein

domination in various parts of the country, with mixing up of various type

of socio-economic, religious, ~ultural and political set up, &'l  theswe
created multifaceted social, economic, religious, cultural’ and political
contradictions. All these advers=2ly affected the prore=ss of Indian syste

of medicine, which suffered from cortradictions, stagnation and decay.

Ja S As an inevitable outcomeof all | those ' constraints, the India

Medicines along with Ayurveda, Siddha, Unani System of Medicihe failed t«
keep pace with the developing ¢ ientific capitalist system of medicim: from
the .womb of feudal system in kecping with the progressive developmen¥ o“
sci=ntific system as an outcome of industrial revolutior. it ;

3.4. From 2nd half of 17th century till 2nd half of 19th century the
scientific system of medicine was aradually dominateud Ey the British i
major parts of India except in a few places by the French,uPoﬁtquese ant
Indian system of medicine. " ; RIS S

3.5. In the first part of 19th century th.- English people started settinc
up of medical schools. These doctors were posted in the health centres, thi
subdivisions and Bistrict Head Quarters Army ar | Fali~e barracks, indigo
planters, to serve the colonial intersst of health care for the Army.
Police, Administrators, Merchants and Native fAgents supervised by the
British Surgeons, ignoring the health care of the common peopls of our
country, who were the major victims of illnesses and epidenics. The sc



called modern system of medicine was intraduced for perpetuating and
strongthening foreign domination in our country.

44, Efforts before achieving Indian independence

4.1. In 1938 about a decad:? befor= India achieved freedom, when Netaji
Subhash Chandra Rose - Fresident, Indian National Tongress did set up  a
National Flanning Committen with Jawaharial Nehru as Chairman, and a sub
committee for formulating national Health Folicy was constituted for
improvement of  the Health Service 1n the country, which should b=
preventive oriented and rural oriented as the people of the rural areas are
under served and under privileqged.

4.2. In the Health sub committee of the National Flanning Commi:tee persons
like Dr. E.C.Rcy, Dr. A.R.Ansari, Dr. Santak Singh Sokhay, or. Jdivra)
Mehita, Dy . N.M. Joysocaria, D & Fhan Sahet; Habkaim . Aimal Ehan, Cal .
J.k.Kripalani, Dr . J.C.Roy, Col. S.mnodur Rehaman, Dr. G.V.Deshmubkh  wers=
included. The subcommittee submitted ite interim report on Slst August 194@
highlighting 13 points concerning health care of our - ountry, summary of
which are noted below - 5

4.7.1. To improve the health condition of the people priority snould be
given to "raise nutritional standard by improving the balanced food with
" atleast 2400 calories for an adult and it should be increased for those
doing hard labouwr as suggested hy the Leangue of Nations.

4.7.2. India should adopt & health  Care system with ntegration of
g
preventive: and curative health care under single adrministroti on. '

4. 2.3, SBuch integrated health care system, fpreservation and maintenarce of
such health care should be under state control and ressonsibility.

4.2.4. For proper {unctkoningib¥ such health organisa- - " importance should
be laid on research in the fields QL reyention, Jdiagnosis, tre.tment of
dlspases and also for development of, 1nrlocnous eysteom of medicine.

4.2.5. In view of pancity of quallFlpd medical men  and women  in the
countr,y,  to set up large number of tra:nxng centres to increase the number
of qualleﬁd doctors rapidly.

4.72.6. ~long with the above to set up large number of training centres for
large pumber of health workers, they should be trained in elementary care
to tackle the practical health problems in the ' community, first aid,
peirsonal and community hygiene. Ther= should be one community health worker
per 10@@ population to be attained within 5 vears period.

4.2.7. Within next 1@ years thers should b2 one medical man or woman for
every J000 people and 1 bed for 1500 people. Ultimately there should be one
gualified male or female doctor per 10200 people anc one bed for =svery 600
people with adeguate provisions for maternity cases.

4.2.8. Medical and Health organisation should be-so devised with =2ocial
obligation and proper organisations set up to offer free service to  the
people by whole time medical officers. In each medica:d teaching institutdion
a chair should be set up for social training of the medical students in
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medicine and national Mh:=2alth.

4.2.9. Adequate steps should Lo taken to make India self swttricient, 1n
productiaon of drugs, biological products. suraical and giangnostild
instruments and apparatuses and other medical suppi:eo. :

4.2.10 A pharmacopeal committer should be  formed ca, draw oup Indian
Fharmacopea. To  organise research in drugs and  phytochemicals  that i

being commonly wsed 1n ouwr country.

4.2.11. All secret remedies propagated o the market not disclosing the
compositions and contents shall not be alloued to be marketed.

4,2.12. No individual or firm, Indian or foreigrn cohould be allowed to hold
. 4 . . .
patant rights for any substance useful in human and verterinary medicina.

4,2.13. Attempts should be made to absorb practitioners in  Ayurveda and
Unani system of medicine into Lhe state Health organisation by giving the
further training in modern scientific medicines. Medical trainming in ever:
field should De pased on scienti fic methode.

Regarding other systems of medicine i.e. Homeopath ., Naturopathy 1t ics
pessential to undergeo training on modan scientific medicines in all its
aspects.

Concluding Mote -

It is wvery significant that such people’ oriented, preventive orientet
inteqgrated with cwative and promotive health cars system witih integratiol
of various system of medicine with scientific up dating. Training of large
number of medical and paramedical peoples did set up a ideal before th
doctors, and health workers. Some of the points re ommended by the Healtt
sub committee were incorporated in the Bhore Committe:z and in the National
Health Flan s but not implemented &s yet.

E.1l. Bhore Committee Report -

lals = The "Health Survey and Development Committee" was set  up by the
British Govt. in 19473, completed i1ts report in 194646,

| : 4 N gy Frem
1.2. During 194% at the height of Indian National movement {for freedom  , tag
th= Britieh Colonial rale. This committer had the advantage of getting som:
guidelines from the National Health sub committee, welfare state movement
of the Reveridage committees in U.K., and developments social health servics
s v.DOVLS "OQgnave . " 2
in USSR, tRe Biogest partner of the antifascist war, Dr. Henry Siaoerist
of John Hopkins Institute of WU.5.A..

Wil 3o

1.3. The Health Suwrvey and Development committﬁeAmembwrstmne as follows -

1. Sir Josoeph Bhore pe Chairman
ii. Dr. F.&.Amesur

iid. Dr. A.C.EBaner jee

iV Dr. A.H.Butt

Vo Dr. E.V.Chandrachud

vi. Dr.(Mre) D.J.R.Dadabhay



i il . Dr. J.R.Grant
111. Dr. M.A.Hameed

Gen. Sir Bennet
Bir. Honry Holland
1 s Sir Fredriclk Jamess

g N.M.Joshi

11i. Lt.Col (Miss)H.M.l.acarus

i v Pandit L.K.Maitra

Ny Dr. Lakhanaswami Mudaliar
2 N Dr. U.B.Narayan Rao
#xvii. Dr. Vishanath
‘viil.Maj.Gen. W.C.Paton

kM . Dr. E.C.Roy

U Mr. F.N.Sapru

WY 4 Col. B.Z.Shah

iHite DrF. B.Shiva Rao
Hxill.Mrs. K.Sufi Tayab i
wwive Dr.o H.R.Wadhwani.

#¥ve Dr. K.C.KE E Raja - Secretaiy

‘oint+Secretaries -

“Mvi. Dr. M.Ahmed
»xvil.Capt. A.Baner jee
viil.Dr. K.T.Jungalwala
ix. Mr. Man.Moharn

Ko Dr. S.Rama krishnan

T.4. Summary of the cuiding prrifciples of the Bhore Committes were —
a. No individual should fail to secure adequat® medical care because of
his inability to pay for it. :

D Modern medicine demands progressive development of medical science -
both short term and long t=rm with development of vakiuusvtypes of medical
diagnostic and therappuiic, cadgets and also for prevention of dispases
should be mad= available to-all, with special emphasic for the rural peopl=
who are mostly under served. They suffer from various calamitics and
epidemics, ) - ’

We are highly indebted to the vast rural peasants who provides our {food and
comm:2rcial crops,they should be given du» priority in the field of health
care, to these sections of people who suffer from various diseases.

4. "= Health care with integrated:preventions, promotive and curative care
to ensure maximum benefits to infants, children and mothers. They should be
provided with adeqguate food pure water to maintain health and prevent
epidemice.

[ - Feople should be taught general education alongwith tiealth education
on@é  personal hyngiene, breast feeding of new borm  babies. . These people
should undergo training in domestic and enviranmental sanitations disposal
of waste, alonqgwith potable water supply.

‘

&. — Health service must be placed very near rather close to the people +to

°

=
P



enswre maximum benefit with switable flexibility of med oal and paramedical
man power , meadi cines and equipmeaEnts. The @Htenticwﬂ?healtn care shall
primarily include delivery of mothers by (rained midwife witi, sanitabtem
measures.,

e = Medical educations shouwld be extended upgrade alongwith nurses and
paramedics For  providing progressing health care coveaErege  upto furthest
periphery of human habitation. One medicsl college for & to 1@ millicn
prople.

3. - Centraly, RR India Institute of Medical Goictce  with a1l th=
disciplines of medical sciesncs should b2 set up  with develonment of
research facilities Afor training research cadres, for training of +the
medical teachers. Similar set up can be started in b var  ous states, . to
keep pace with the latest advancement of medical science.

Y ~-  Medical education should be socral B oriented. Need for fullest
cooperation  and understanding is very vital for the success-of  the both
preventive and  cuwrative health ©asre  alongwith  propagation of  health

education. ; .
1@. = The Health set up showld be democratised, decentralicsec  with

involvement of local peoples organisations  and repre.entives including
wamen to oener elf help among the 1dcal people alangwith survey of
illpess, to itdentify the causes and cources of infection, and local methods
to do away with,and to inveolve in family pianning and child  immunisation
and sultable measwres for dispozal of washe.

11. - Suogeste Introduce gradation of Health Care delivory units based
on population ot agae and adminietration «et up ~ witnin two decades with
9 oyearly development plans, state/district/sut division(talum), blcck,
primary health centres, subsidiary Health Centres etc. with special
emphasis for malaria, s.t.d., tuberculosis, cholera, leprosy, kalaazar,
tetanus, diphtheria, small pox, filaria etc. The nearest medical ~0lleq:2
should serve as super referal hospital.

n

D - Bet up for primary health centres have been laid down as follows by

Bhore Committee - (no single medical officer unit was sugoeste.)

Medical QFfficers -
Fublic Health pMurse o
Nurse -
Midwives -
Trained Dais ) -
Fublic Health Ingspector-

PRy £ by

Health Assistante - ’
Fharmacist o4
Clerks - 2
Inferion Servants - R

e Detailse have been worked out in following chapters -

I. Intiroduet i on
II. Modern trends in organisation of health service
ILL . Long term health service for the peoples

(-



IV, Short term Health service for the neople
My Nutrition of the people

Ml Health Education.

WET Fhysical Education.

VIII. Health services for the mothers and chaldren

Ix. Health services for the schocl children
X. Occupational Health including Industrial Health.
) B Health servicez for certain important dise 2~ malaria, tuber-

culosis, small pox, cholera, plaque, leprasy, veneral disgases,
hook worm, filariasis, guinea worm, mental diseases and mental
deficiency, disease of th~ eyes and blindness prevention.

XII. Environmental Hygiene.

XIII. Housing - Rural and Urhan

XIV. Fublic Health Engineering - including water supply, general
sanitation, control of insects - mosqui toes, rodents, river;ponds &
flood water paollutian.

AV GQuarantine — seqgrenqation.

XVI. Vital statistics.

XVIT. Organisatioc, and Administration.

XVIII. Professional Education - wmedical, general and post graduate, nursing,
pharmacists, vuarious grades of paramedical education, denta! education

ect.
XIX. Medital research - training and institutes should be cet Up.
XX. All India Inctitute of Medical Sciences.
XXI. Druns equipments and other requisite manufacture and supply
AXTI. Indigenous syster of medicine to be devel uped
XXI11T. Regulation o+ the responsibilities of the medical professics to

serve the community. s
XXIV. Emplo,ment of demchilised Medical Men.
XXV, Establishment of committee “to- maithtain standards of medical
- eéducatiun, both qndergraduaté and post graduate.
XXVI.. Population problem - Family Welfares Programme.
XXVII. Alcohol in relation to health,
XXVIII.Institution for medical library.service
XXIX. Medical Legislation = - L L
XXX, Fimancia! Implecation of health programme
XXXI. Employment of persons wheo have reéchéq'super,anmuat1on.

C. 1. Present Day Health Problems of India -

b R (8 Incia is the 2rd largest populated country of the world after China,
with population of 91 crores in'duly 1993, Growth rate is about 16.8
million people per annum, almost equal to the population of.Oustralia and
-New ‘Zealand taken together, Birth rate is 29 per 1000, death rate is 8.5

per 1000.['%92]

1.2. There is 16.5% of the global population inhabitating on only 2.6% of
qlobal land area in India with a burden of 22% of global morbidity (various
types of illnesses), 31% af global illiteracy with 2.8%.0f the glebal drug
production, out of which 1.8% drugs are irrational and hazardous, about 15%
to 20% of the diseases are drug induced in owr country.

1.7. In India, about S0%Z of th= p=2ople are below poverty line, 1.4 million
die within a vyear of their birth, mainly due +to lack of preventive
medicines  and sanitation. 60% children ars born under weight dus to poor



nutritional status of the mothers. 74Z of the people live 1in v111a5 S .

Infant mortality rate is as high - pwr 100@. Literacy rate is about &%
amongst male I8Y amongst female, 943women_fer 1002 male. Only 454 of the
peopl2 hav: access to potable waterg ov of India failed comply with Mar-

de Plata resolution on water decade ending in 199@. About 25% to 3IQXL people
have got access to mod=rn drugs in 1993 that also .artially. Due
Industrial and finance policy alongwith modification of Drug Pollcy a;J
Patent of 197@, the drug prices are going up sharply. Th= new DPCO rnduced
span of price control on 72 drugs only and raised the MAFE to 100% on those
drugs under control, rest including most essential drugs are not under
restriction on production, price control, and Pnport import control _are
sharply going beyond the reach of common peopl ,domvmum%xwd°~ the *3~‘“l‘m“

22, omd mame F°\7 wauges . ’
1.4. Though EEs,.peocple live in villages, 23% people are in cities and urban
armas but 70Y% of the health care resources are spent for urban areac,
inspite of the {fact that rural pecople are maior victims of various diseases
and epidemics. There are very few doctors/nurses to man the © rural health
centres with scanty supply of medicines and other facilities.

Socio Economic deterioration and lack of political will: -

1.5. With inflation and price hike 1in essential commodities, rising
unemployment, high rise in foreign loan; about 407 of the total budget are
being spent for debt services. Not taking steps against corruption,
dehoarding of millions of crores of black money, devalu.tion of rupees =tc.
have placed India in 134th positicon out of 178 natiuns of the world, as a

result  health budget of both central and state govts. have been pruned
alongwikl ack of social and rural oriented motivation, amongst the health
workers and lack of determined political will ‘on the part of the Govt. far
betterment of Health care of the pEDplE. ™ :

1.6. Inspite of basic quidelines =nunc1atpd by the = 5 : <
National Health sub committee, fundamental basic nuld@l:hés pnuncwated by
thre Bhore Committee. Later on World Health Drganlgatans Alma - Ata
declaration of“Health for all by 2000"in 19,3 with 1@ pointslprogfamme for
implementations. With major emphasis on implementation of primary health
care a key to the solution of the problem. The Govt. of india has accepted
to abide by the directive of Health Ffor All by 2000 AD, inspite which this
Govt. of India has failed to implement any of the 10 conditions till to
day.

1.7. -~ Under the existing conditions of our country it i1s not.possible for
the Govt. of India to implems=nt "Healtn for All by the 2000 AD" mainly due
to its lack of political will with positive determinacion and anti-pecnle
socio economic policy alongwith negative move for privatisation of Health
Care gradually, rather commercialization of Health Care.

D.1. The way out -

D.1.1. The key slogan of the seminar "Health for All - Now"

It has to be realised that without a determined political will of tho covt.
in power backed by the socio-economic and other logistic support alongwith

active invalvement of the people with organised broad b sed mass campaign
Such slogan could not he implemented or realised, rather it will remain as



a gimmick, to hoodwink our perople.

Critical assessment of National Health Policy of India

D.1.72. 0On healthy mandays labow output of owr people warking in the fieldes
and factories economy of the country alongwi th its sccial =1l F1 o mainly
depends. But the health care of these peopl= are baing neglaecte N othe main.

Balsde "Health" doe
Nt

; .
not mean mere absence ot disease and infeérmity  but
total physical, me €2

conomical and social wellbeing.

D i o e The broad outlines of the national health policy ‘or the pecple of
our country should be to implem=2nt a system of compréaensive positives
healtlhh care system with provision for promotion of healtn Dreveﬁtzcn &6
disnasn, prompt diagnosi= and treatment 1n cass
with facilities for toration of health, and rehabilitaion  im Aoy mal
m2ans  of.livelihcod. Such h2alth car= should cover all seCions of ceople
in all stages and facets of life from mothers woumb tao  top, It chould
—over every individual without any discrimination aof his socal, mcanomic
religious status, politica: affiliation, caste, creed, colowr of the <bin
and other constraints.

aof 1llnessor injury 21 o

D.1.5. Formulation of such comprehensive Matiornal health polcy  ang its

implementation has been criminally neglected during the last 4 ves o of
aur national independence by owr national planners and poiiticgg leaders
governing our countr . I ipite of the fact, that even afier receying clear
cut  ouide 1 nes  fros Lhe National Flan Health GSub-c omittee . 194,

sutansive health plon formulation suggesting pasitive proagmatic B fora

implementatic. by the Phore Committee in 1946 and  WHO- MICEF ~ 3., 4t
declarction of Health for ALL Ly 2000 AD" in 1978 with ite 1@ poivg o«
lines for implesentatian, to which Govt. of Indis LS Sign;try B e
implementation in our country, by 200@ AD.

D,1.4. The drafters of  ow Indian Constitution ignored the pegjoe-
inherent.  right to enjoy good health and to receive proper health “are
which sHould have been incorporated into the fundamental rignts chapte .
owr  constitQtion instead of placing. it under non obligatory direcg, .
principles of the states

Balads The Govb. of Inca did set up several commissions  and committe,
only to shelve their recommendations for good after esach election :
nocdwink the esasily gullible people of our country and at the same time i
not fail to point th: accusing fingers to the doctors, paramedics anc
pecple for their non-cooperatior. :

Dol B Our National planners and political leaders of the Mational Flan
Committee have ignored thes importance of E@Dples‘ Health Care improvement
as a positive measure for the economic growth of the country by the way of
the man day loss dus to sickness and maximising the sconomic growth through
the ocutput Qfﬂ@malthy man days labour, and have failed to incorporate“@ight
to health care,in the fundamental rights chapter of ocuwr constitution.

D.1.9. The doctors, nuwses and the paramedical staff have failed to realise
the importance of their service to the society by playing an effective role
as a leader in the health care movement team to fight out the anomalics and



constraints cocreated by the soclio-economic an9 bureaucratic Cmnstrainﬁs‘ i
discharging =occial and profrssional obligations to the prople . at large.
Father a section of profession is still under the spell of affluent wes 2N
countries outlook of commercialisation of health.care, pullding up persona.
economic arnd wvice carrier thereby creating increasing gap between the
profession and the people, aoften exploiting th= people unde the garb of
health care.

3

E. Implementation of Health Policy

E.l. Implementaion of comprehensive Health Folicy cannot be taken up o oir
isolation. It isvitally integrated and insepara.ly linked with, the various
facets of the Ssocio-economic system of our country. This is dependent on
provision of aduate food, potable water supply, suitable clothing, proper
housing with mderate degree of sanitation along with disposal ' of .waste,
basic educati@® with health education, viable employment agoption ot
measures againt environmental pollution, preventi /e messures against
communicable dseases etc.

E.? cucces of Implementation depends on total Lntegrééion with the
. iln = - ) ) B K Qvda »3 i 5 )
National deviopm2nt programmes starting from,f2udal back log with radical

land refarms and to do away with colonia legecie oy, development of

agricultura Production and animal husbandry augmentation. At th= sam= tims:
massive devlopment of industrial production with improvement of industirial
rFelation. brash programme to ensure rotable water supply. To ensure  bas.c
educationslangwith health education, with development of hygienic: habits.
Improvempt of roads and communication, social serice and ot-er essential
infragtrﬂture'

E.Z. Coftrainte in the way of implementation should be removecd. Within the
present S0Clio-economic, political and leqgal fabric it will bev,an. uphill
task t overcome all these constraints within & short i ae urless and until
all dctions of peopl= are properly organised and unit d with determined
leit:al will to remove the constraints. To begin with to start changing
the (rection such as proper utilization of existing“rgsou“qesg to develon
worh culture, decentralisation of power, democratisation with involvement

of N® people through their respective mass organisaLiDns,“lqcal panchayets
apd CdVEE iodies to do away with the lopsided pl nning and "half’' hearted
irl@menta' I maladmini stration, bureaucratic bungling, corruption,
g2ty indiscipline etc. ) '

ne  present direction and orientation of the health policy should also be
changed from urban to rural oriented, from individual to commuriity, from

major emphasis on curative to preventive, with due priurities for emgrgency
cases, babies, pregnant and nursing mothers, old, invalid-handicapped etc.
The health administration should be contrnlled by the medical rmen having
training in  administration and not by the non-technical bureaucr “ts,:

inviting participation of the local peaple for local  planning and
impl=2amentation.,

E.4. At the same time proper allocation for Health Eudget is véry - vital.
Bhore Committes and WHO sugqgested allocation of 10% of he National"pudg@t
should he earmarked for health sector. But Govt. of India - is” gradually
reducing Fimnancial allocation for Health. <

1@



Economic and Folitical weekly of 3Ird June, 1995 repaorte

YE AR HEALTH EXFENDITURE EXFENDITURE IN HEALTH  EXFEMDITURE (1
FER CAFITA IN RUFEES  “IN MILLIONS OF HUPEa& FREVENTIVE HEALTH-
CARE TN MILLIONS

OF RUFEES
1989-9@ 120, 103 107
1990-51 127 100 58
199192 119 : 95 a7
199297 116 54 gz

This is causing very serious set back in development of health care in  the

tace of increased inflation, increasing incidence of disea-es like mal aria,

tuberculosis, diarrhoeal diseases, gastro-enteritis, kalaazar, viral

diseases, aids, cancer, infant and maternal mortality, under weight® babies,

incr=asing inciderce of‘accidental injuries on roads, ruailways .and c*her

transports and various types of industrial accidents, anti social  and
Cterrorist activities, natural calamities, etc.

E .S To meet all these Health problems it is essent  :1 to set up. suatable

health infrastructure starting. from remote rural arsas to urban  areas
includ. g big cities.. All these are manned by inadequate number of statf —.
doctors, nurees, pharmacists, midwives, other group of paramedical staff

and shortage of Medicines. There are no doct.rs’in  many remote areas,

doctor population ratio is 1 doctor{qualified) forideto &000 prople i
rural  areas, where as 1 doctor for S02 to 700 people .n urban areas.

Madical-paramedical manpower picture is upside down. Dr. KeN.Rap.“ reported
that there shduld be atleast 2@ paramedics per doctors, but thorecare nine

param2dics per doctor. Moreover 70% of .the health care expenses ars done
for urban area to cater to the needs of 28% of the people living in urban

areas and only 20% of the health budget is epent fir 72% rural prople, most
of * them &dre poor, under nourished and are major victime of 1llresses  and
epidemics with scanty supply of potab.le water. So reallocation of healtt
budgets needs wrgent revision to make it neople orieted, rural orientecd
and needbased. ‘

F. Medical Education

L] ’

Fala The national health pelicy document published by the Gowt. of India
in 1985 states in the chapter "Medical and Health Education", it has been
mentioned that effective delivery of Health Care servires waould depend very
larqgely on the patuwre of education, training and appropriate orientation
towards community health of all categories of medical and health personnel
and their capacity to function as an integrated team ..." ..." is reviewed
in terms of national needs and priorities and curriculum and the

training programmes should be restructured to produce personnel of various
grades of skill and comnpetence who are professionally equipped and socially
motivated to deal with effectively the problems within the existing
cconstraints. Towards this end it is nécessary to formulate separately a
"National Medical and Health education policy" which :-—

e
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i. sets out changes required to be br.ouaght in the curri-ular contexts an
training programme of medicil and health personnel of verinus levels or
functioning. B '

ii. takes into account the need for estahlishing the extrenely essential
interrelations between functioning of various qgrades,

iii. provides guidelines for produccion of | :alth personnel of the basis o+
the realicstically assessed manpower requir=2ment and,

all
iv. ensures that personnel ofjlevels are =socciclly motivated toward:

rendering community health services.

Even after one decade since 1985 nothing has been done by the Govt. of
India to formulate a separate Medical' and Health Educe ion Policy ‘or it
implementation. :

F.2. Objectives of the medical education of our éountry shmuld»be to. trair
up adequate number of basic doctors suitable to  tackle devitality,
morbidity, mortality due to communicable and endemir diseases prevailing ir
our country alongwith promotive, preventive, curative and rehabilitati o«
health care with mavimum care for the poor and undersarved section of the
community. Their training should be patient cor-iented and cirectly field
practice oriented with adequate flexibility and adaptability to satisfy the
health care needs of the people in rural and urban araeas, Ffields anc
factories, sites of production, construction and human habAtatiun.

Fe3. We need large number of basic doctors with adequate clinical acuman
to diagnose and treat common diseases prevalllng amongst reople without the
help of sophisticated diagnostic ond therapaoutic gadges. They should alsce

be trained in those nadgeta whenever available. ‘e doctors alongwith
other sections of paramedics and local pe(nle and panchayets shall have +tr
play the role of a leader in the field of health core. Thoecn teams - shoulu

involve and educate th2 local peopl= how to safequard their own hnoalth,
domestic health, community health, environmental health, immunization and
family wel fare programme etc. ' '

F.4. During the last 47 years the Govt. of India has failed to introduce
such type of basic doctors, inspite of recommendaticns of EBhore ‘Commi ttee,
Adarkar Committee, Mudaliar Commltteef Kothari Committee, Gani Committee,
‘Srivastava Committee, Sokhey Committee, Duraiswami Committee; K.N.Rar
Committee, Hathi Committee etc. most of the recommendaticns of the
committees were not taken up for consideration. '

F.3. Present day medical educations are curative Liaced, wban  based,
mostly thecoretical, disease oriented than patient oriented, isolated from
the people and their health problems, ard society at large. The present

socio-economic conditions prevailing in our country is mainly responsiblea
for creating half baked doctors, specialists and superspecialist  diploma
and deqgreer oriented, without any field practic:’ training  ese hospital

housestaf{, ruwal oriented in rural health centres, direct.y getting
admitted into postgraduation imnediately after internshis, to  make ‘then
qualified sc=== emedical quacks. They are motivateu to convert nealth care
as a trade with too much dependence on medical gadgets and flourishinq
nursing homes charging high fees. They are fit far at{luent se ctions, of

12



a dozen metropolitan cities of India or for export to the dfflu“”’
=210 countries. Moreover there is no wsystem of QONgoiLnag me2cli

¥

—ation to update their knowledge, nor there are any facilities for hasic
in various disciplines of medicine.
Fultiy The undergraduate medical couwrse should be of & vyears duration

followed by one years internship to get temporary registration, followed by
cne year residential house steffship in a teaching hospital, followed by 2
YIS, compulsory rural service to get permanent registration to securs
permanent jobs, independent private practice, or toc go for post graduation
and super speciality.

Fa 7w Within & week of selection by the F.S.C the doctors mhall have  to
undergo one  year training concerning various adaministrative and Gther
aspects of health service like I1.F.S., T.m.5%. There should be an I.M.S.

service cadres with eqgual facilities like other cervices.

F.8. Special arrangements should be made to upd te their krnowledge and re-—
registration after every 5§ yrs. till the age of 65 vyrs. arter urdergoing
compulsory refresher courses as per schedule. oA

e
e

F.9. Medical tﬂarhnrs should bz a separate stream. Besides postgraduation
they shall have to undorgo medical teachers training in various disciplines
alongwith research project training in  various disciplines sy

spb-pgrmmy and modern medical training methods. They shall
have to accompany studente during field practical trairing. They should b
provided with incampus residence and other escential facilities..

c-;%, Parambdical Education y -

T L T PR~

@

G 1% There .are great snortage of. various grades of paramnedics, nurses,
pharmacists, dant1rts, rad1ovtefhn1cians, laboratory technicians, nedical
computer, “physiother apists, - multzpurpose health . workers, - opthalmic®
tnchniczans, dental - technicians, 0. T._nurs1ng, mental health nurse, medical
instrument - technicians etc. So ‘large number institutions shall have to be
set for training various groups f par(ned1ca1 technicicng wzth facilities
for updating thenr training. '

G.Z2.¢ These Paramedlcal Training Institutions could be set up‘.attmched tith
medical colleges, or technical colleges, or district or upgraded hospitals.

G.5. - There should he compulsory first aid training for the G.D.A., other
haspital LiaFF, ambulance van driver. Training should be  arranged for °
hospital cooks with food values 'in diet, proper sborage, preservation of
“Food, snrving the food to the pat19nts w1thout outside contaminations.

H. Drugs & Phar-aceuticals

H.1. Drugs a&re one of the most essential part {for the treatment of patients

and also for prevention of diseases. The Hathi Committee in 1975 dave clear

cut  guidelines regarding Drug Folicy and development of Fharmaceutical

industry, ‘identified 117 =sssential drugs needed for India and restriction”
af Fera equity not more than 40% etc.



The Inéian Fatent Act of 1970 is a definite landmark in development of Drug
Indus=try,  to’ make ow country self sufficient in drug technological

development, intrcduced product patent not process patent, patent period 5
to 7‘years onlv.

H.2. In 1979-80 it 'was assessed that to fulfill drug needs as an essential

componart of Health far Al by 2000 AD, India will require abhout Rs. 14,000

crores‘-wérth of essential drugs at the price level of 1979-80. EBut due to

inflationy!, _f3c1t Financing,; devaluation of Indian Rupees, heavy drainangs

of funds &ue to Debt Servicrs, adoption of new economic and  industrial

polxry,= fera: ejquity participation of 51% or above, modification of 1986

Drug Polz”v, and adoption new DPCO 1994, amendment of Indian patent act,

mpmbnrk P'eef the.World Trade Drgan1uat1an by the Govt. of India.lIndia

shall héve - tm manu{agture Pscential drugs to the tune of Rs. 40,000 crores
by 2002 AD to mﬂet "health need of 'the people besides export.,

H.3. Growth of Productimn of Bulk Diugs and formulation in India during the
last 5 yearsi Saurrf ~ Annual Report of the Dept. of Chemicals and Fetro
uhnmlca s - 19q4 95

Y E A R it . EUL.HMDF\"'G RS. IN CRORES FORMULATIONS RS, 1IN CRORES
199@»91 g " 730. 00 3840. 00

1991-92 i . 900.00 4800. 00
1992-93 1150. 20 £000. 00

| 993-94 . . izze.de £900. B0

19594+-95 ! © 0 1518.00 7935, 00 (3,250, 06
(Estxmated)

312k Maver'g¢.
The figures refd. above shows that it will not be possible to produce
42,008 crores of Rup~es in worth of druge by 2020 AD. Moreover Rs. 1781.40@
crores worth’' of Drugs were =xported in 1993-94 including Bulk Drugs and
for mulatlnn. '

‘H.4. In Indza there are over 70,000 drug formulations in the market, hardly
10,000 of- thnsq are rational. Thﬂ World Health Organization has dnnt1f1nd
about ”SB to gmm,drugs with which 9%% of the common diseases prevailing in
our country could ‘be treated. The Govt. of India should set up due priority
to manufacture these drugs. In this respect key role should be played by
the publxc sector, and national sector, small, medium and big shall have to
be involved. All drugs should be iih generic names. Over Ks. 400 crores are
bring spnnt annually in creati’nng brand names )cub¢k'& baimg /meluded im lax pres

\;+vut4wwo 02 (Lo d‘\’b\-@.ﬁ-
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H.5. Research and Development

This is very vital but most neglected. Research BExpenses on rugs

Y E AR RUFEES IN CRORES

199192 8@ -
1992-9F 9

199394 125

Research is very vital in the :phere of Drugs, more so due to emergence  of
new diseases and flare up of old =ndemic and epidemic diseases. Due to new
economic and industrial policy indioencus researches will be crippled.

The Govt. shall have to put major emphasis on research. Fart cularly India
should be proud to posses over 160D plant species of medicinal value and
250 species posses aromatic value. Bo greater importance should be given on
phytochemical research as was suggested by Acharya F.C.Roy and Dr.
R.N.Chopra. Research . in genetic Engineering, biotechnology has assumed
greater importance.

H. 6. Drug prices are coing high day by day due economic and industrial
policy ., modification of 1986 Drug Folicy, New DLF.C.U, Amendment of FPatent
fAct EBill, Jjoining World Trade Organization and unconditionally =sccepting
Intellectual Froperty Rights, general agreement in Trade and Tariff, Trade
related investment measures. All those have led.to price rise in ecessential
drugs “rom 25% to 250%. The drug coverage has altready down frem 3I8% to 15%
“af the people. ‘ : :

N e Indigenous developmen% of the§apeutnc and diagnostic ~achinery and
various other instrument, for scientific research equipment: has aswumed
greater importance alongwith training of personnel to man those equipments
and also to ~epair thoss when out of order. .Over Re. 1000 crores worth of
sophisticated machines lying out of order. ' !

H.8. Drug Induced Diserases

Over 20% of diseases in cur country are drug induced due to hazardous drugs

and irrational prescribing habits. So all the hazardous druges  should b=

banned. There should be special training course in - the undergraduate

rducation on”clinical and gpplied pharmacology and adverse drug reactions:

centres should be set up in variols parts of ‘the country.

After graduaticen onqgeing education orn latest advancemaent in drugs with its
biocavailability, pharmacokinetic and pharmacodynamic propertiez alongwith
adverse drug reactions study. '

In & recent survey made in Chiha published in "Gwen' Hui Eau" on 28/8/95
from Sannghai, quoting Fublic Health Dept. figures - "For the last few years

due  to intake of wrong medicine about one 1akh ninety thouzand people die
annually......."Every .year on an average twenty lakhs of people are being
admitted into hospitals for taking wrong medicines, without knowing adverse



drug reactions, lethal doses or stopping the medicine: before recovéry....“

0Of late Govit. of India has suggested setting up of adverse drug reaction
study centres in % places excluding eastern India. These centres have not
been started as yet, no protocol have been fixed till now.

I; Concluding Suggestions

I.1. Policy decisgion of the Govt. of India with determined political will
with constitutional obligation for incorporation in the fundasental rights.

I.2. To incorporate and integr ste health sector w.ith the national
development plan with increased financial and other logistic support with
involvement of people and peoples’ organisation at every level of decision
making of plamning and implementation. ., '

I.3. Medical and paramedical manpower development in  various disciplihe’
with due scocial motivation to man the hedlth delivery units — bNew PHC, FHC,
ERlock Health Centres, Rural General Hospitals, Subdivisional ard ‘gistrict
Hospital, Medical College Hospitale, Super specialist Hospitele, HoSpital
for Children, Maternity, Tubercuiosis; Mental diseases, Leprosy,
Cardiology, Traumatolagy, Cancer, Infectious disemas:s etc. ‘ ‘

1.4, Integrated preventive health care with child immunisatién, pctable
- water supply, provision for adequate nutrition, disposal “éf waste,
sanitation domestic and environmental and ecclogiceal. ’

I=Sa Mass education drive alongwith elementary healh education ior, all.
Education regarding promoting of health and precautionary measures against
preventable diseases. Education regarding food values and food bhabits
alongwith fYood preservation and prutection from contamination.

I.6. All essential drugs both preventive and therapeutic be made freely
available to &ll those who will be in need, of good quality =t an
affordable price, with provision for free supply to the indigent.

I1.7. To ensure viable employment for all in vari us me.ns of livelihood
with abolition of child labour. '

1.8. Special measures to be adopted for industrial health and other
occupational diseases and accidents with regular health check up for them.

1.9. The tenpoint Alma—-Ata declaration are as follows :

i It realizes "that health, which is a state of complete physical, mental
and social wellbeing, and not-merely the absence of disease or_ infirmity,
is & fundamental human right and that the attainment o©of tie hifghest
possible level of health is & most important world-wide social coal  whiose
realization requires the action of many other social and economic sectors
in addition to the health sector. 1

ii. The existing gro%s inequality in the health status of the . people

particularly between developed and developing countries is of common
concern to a&ll countries.
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z i Economic and social development is of bazic importance to the fullest
attainment of health for all. The promeotion and pr 3 af the health of
the people is essential to sustained economic and sccial development  and
contributes to a better quality of lif2 and to world peace.

1 Vs The people have the richt and duty to participate individually and
callectively in th=z planning and implemontation of their health care..

A omain social target of covernments, intasensabtdor i 0 o T g
i @ world e aning decad i th Rar
A" . Fedsaaar : ' & 13 the P P

part of development in the spirit of socia Jusmt iy m,

W Froamary health ntial health care hbased on

sients fiocally “ovnd ly  acceptanir wehhods  and
able to indilvidus i¢ T conaunlty through

participation and at Ehe communi oy and country can

maintain . at every ' age of develaopment. 't for s arn 1mtegral part
both  of the couwntry’s health syscem, of which 1t 15 the central function
and main focus, and of the overall social and economic development of the
commurity.

vii. Primary Health Care :

fddresse the main health problems in the communit s, prov

7 |
ceentive, cuarative a

1ding  promotuve
ative gsrvictes a. cordinglyg

iormbatyy Lo

Inciundes at least : educatior concerning prowv. 11 health pro lems a
meloods praverting ard oo
cooer nutrition: an ac

mtrelling then, proamo.con of fomd supnly

at 1o
materfal ” oand  child cealth care, including family ptannings immuni ¢ ation
egaine®  the major infectious diseasesy prevention o coitroil  of local iy
endemic  diseasa2s; appropriate‘treatm@nt of common diseases . and injuriess;
and provisicn of essential diruge: '

ciquate zuppiy of sbfe woter and . vasic sanit

Sheuld  be  snstained by integrated, functicnal  and mutual ly—-suppor v ve

roaferral systems.

Relies, &t  local and  referr
phve ' ol ariue, nurses, midwives, awdi liaries  and community workers X
applicable, as well as traditional practitionerse as needed, switably
trained socially and technically to work as a health team and to respond to
the expressed health needs of the community. “

&l levels o e th workers, inciuding

o

viig. A1l govérnments should formulate national policies, strategies and
plans cof action to launch and sustain primary health care as part of a
comprehensive  npational hsalth  system and  in coordination  with @ other
sectors.

ide, ALl countries should cooperate in & #pirit of partnership and sorvice
to enswe primary health care for-all people. In this context the joint
HOAUNICEF report on primary health care constitutes a solid basis for the
further development and operation ef primary health care throughout ths=

world. ;

e



He An acceptable level of health four &all th
2000 can be attained through a fuller and
.resources, a considerable part of which is
military conflicts.

I.1@. All these as suggested above cannot
resolution,; haolding professional or snlective

= We shall have to launch country wide broad
with all sections of people, profecsional and
peoples FRepresen

bett
now

be

= people of world by tné yeay

er use of . . the world’'s
spent on armaments  and

. e

implemented in/ adopting

convention.

based mass movement unitedly

mase

organisations,  N.G.0 =,

tatives 1in Farlia.e U, Ascemblies and Pahéha/ets for a

prolonged pericad to winover the demands. of peoples health car- as su;geatéc

above.
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ACTIVITIES OF COMMUNITY DEVELOPMENT MEDICINAL UNIT

Activities

Community Development Medicinal Unit (CDMU) is engaged in promoting
Rational Use of Drugs (R.U.D.) and ethical prescribing and therapeutics.
The major way of achieving this, is through regularly organizing
seminars, trainings, orientation courses, involving active participation
from various professionals like doctors, paramedicals pharmacists,
nurses, universities, drug activists, non governmental organizations and
institutes. This activity is taken up through C.D.M.U. Documentation
Centre. The hallmark of CDMU Documentation Centre is collection and
dissemination of unbiased drug information to people from all walks of
life, and it has attained national importance and is enjoying an
international accolade, by being in active networking and collaboration
with similar organizations, through exchange of drug bulletins,
newsletters, journals and other relevant information.

Currently; CDMU Documentation Centre is focussed on, and has initiated
a series of Training Programmes on "Rational Use of Drugs". The
programmes encompass different topics, relevant to the main theme like
- (a) Diarrhoea and role of 0.R.T., and R.U.D. in diarrhoea, (b) Mother
& Child Health, Safe Motherhood, Immunization and relevant R.U.D., (c)
Malaria - its cause, preventive aspects, rational therapy for malaria,
(d) Rational use of Antibiotics, (e) R.U.D. in Acute Respiratory Tract
Infections.

For training purposes, CDMU has a good collection of audiovisual aids,
on topics relevant to our training. Training programmes have been, and
are being successfully conducted in different parts of West Bengal. In
November and December, a series of programmes have been fixed up in
Tea Gardens of North Bengal. CDMU Documentation Centre has slowly
updated and expanded its journal and book sections, facilitating the
catering of information to different scientific streams. CDMU also has a
prized collection of Press Clippings of all health-care related topics,
from all leading newspapers published in India. CDMU Documentation
Centre provides access to information on request, regarding Adverse Drug
reactions, Iatrogenic diseases, doubtful drug combinations, drug
regimens and a variety of medical topics. Reknowned experts from
faculties of different medical colieges provide their help at all times.
W.H.O. has published in its "Essential Drug Monitor" - a news journal,
the name of CDMU's "Rational Drug Bulletin" as an internationally
recognized source for information relating to R.U.D.

CDMU Documentation Centre has plans of diversification, by introducing

prescription audit services, and a regular Adverse drug reaction
monitoring centre.
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Its membership is open to all individuals/institutions interested in this
field.

Contact Persons

1. Mr. M. Sarkar
Associate Secretary
Community Development Medicinal Unit
86C Dr. Suresh Sarkar Road
Entally, Calcutta 700 014
Phone: (033) 245 2363

2. Dr. (Mrs.) Moitrayee Mandal
Coordinator
C.D.M.U. Documentation Centre
47/1B Garcha Road
Calcutta 700 019
Phone: (033) 748553

3. Dr. Amitava Sen
Coordinator
(Address as above)



Structural Adjustment Programmes and the
Pressures by International Agencies on Health Policies

The World Development Report 1993 is the

most comprehensive document of the World

Bank regarding the Health Sector as a
whole, ‘and in that sense embodies the basic
understanding of the Bank towards this
sector. In this paper I shall try to critically
analyse the essential formulations being
made in this document, as well as attempt to
project the implications of these
formulations on the future development of
health infrastructure in developing

countries.

Before embarking on this task, however, it
would be useful, first, to take a look at the
specific juncture at which the World Bank
has chosen to make its views on the Health
Infrastructure public, in such gi et detail.
Structural Adjustment Policies, now being
enforced in the country have been in force in
many Third World Countnes (mainly in
Affica and South America), for a fairly long
period - in many cases ovcr a decade. Such
policies, thus need to be viewed in a global
context, specifically in the context of the
attempt by developed market economy
countries to gain access to the growing
markets of Third World Countrics. These

" policies attempt to encapsulate the ‘frce
market’ ideology as a guiding principle, and
are designed to place the ‘market’ in a
central position of dominance, where it
would act as the principal, if not sole,
arbitrator of all processes. At a global level
such a position is extended to encompass
the concept of ‘free trade’ - a_.concept that

has been _captux;ed in its full essence by the
GATT treaty of 1994. :

What Lies Behind the Safety Net

The World Bank has obviously has had time
to analyse the effect of its Adjustment
Policies in the countries which started on
Adjustment policies around 1980. One fact

°

(Dr.) Amit Sen Gupta

that obviously must have leapt to the eye
was the ‘rolling back’ of many gains of the
previous decades, however insubstantial
they may have been, in the areas of Health
and Education. As a result of the adjustment
Policies, at the behest of the Bank, many of
these countries had drastically reduced
resource allocation in these areas. The
‘danger signals’ from these countries were,
for example, cchoed by the UNICEF in the
following manner : “For the first time in the
modern era, a subcontinent is sliding back
into poverty. The number of families in sub-
Saharan Afiica who are unable to meet their
most basic needs have doubled in a decade.
The proportion of children who are
malnourished has risen " ¢ The UNICEF
went further in squarely blaming such
condition: on the debt burder imposed by
the Bank’s Policies on these countries,
noting : “The tctal inhumanity of what is
now hanpening is reflected in the single fact
that even the small proportion of interest
which Africa does mandge to pay is
absorbing a quarter of all its export earnings
and costing the continent, each yecar, more
than its total spending on the health and
education of its people.” ¥ and further,
“Great change is in the air as the 1990s
begin. . -

And great change is needed if a century of

-unprecedented progress is not to end in a

decade of decline and despair for half the
nations of the world. In many countries
poverty, child malnutrition and ill-health are
advancing again after decades of steady
retreat. And although the reasons are many
and complex, overshadowing all is the fact
that the governments of the developing
world as a whole have now reached the
point of devoting half of their total annual
expenditures to the maintenance of the
military and the servicing of debt. ®



The report essentially accepts its complicity
in the process of this slide back when it
says, “Because cuts in government spending
are usually central to an adjustment
program, health spending is likely to be
reduced. In many countries early cuts were
indiscriminate and failed to preserve those
elements of the health system with the
strongest long term benefits for
health.”(emphasis added)® Having
accepted that its Adjustment Policies were
responsible for rather unpleasant fallouts in
many countries, the Bank found it necessary
to suggest certain remedial measures. These
measures, had to be of the kind which did
not fundamentally endanger the Bank’s
Adjustment policies in these countries, but
which at the same time could initiate some
sort of "disaster management’. The Bank
hence starts talking of a "safety net’ for the
poorest, who are feeling the brunt of the
Adjustment policies most acutely. The term
used is in itself interesting, implying as it
does the hazards associated with the
Adjustment Policies, thereby requiring the
use of a safety net. The WDR 1993 is
essentially a prescription for setting in
motion the erection of this safety net.

The nature of the safety net the Bank wants
in position is not determined by any
altruistic concerns for the victims of its
Adjustment Policies in developing countries.
Rather, they are an extension of the very
same concerns which led the Bank to push
for the Adjustment policies in the first place.
[n the seventies, the capitalist world was
going through a crisis of its own leading to
a sharpening of inter-imperialist
contradictions and thereby a greater urgency
was felt for carving out Third World
markets. The precise mechanisms tailored to
efficiently carve out the ‘global cake’ was
pushed through in the recently concluded
GATT agreement. But much earlier, the
World Bank, working as the ‘battering ram’
of the capitalist world, had moved to initiate
policies - called Structural Adjustment
Progra-mr'nes’? that, it hoped, would make -
markets of the Third World freely accessible

on one hand, and at the same time would
bring an element of stability in these markets
for long term exploitation.

Let us see how, in more concrete terms. the
kind of thrust these policies would like to
have in a country like India. In the schema
of seeking out markets in the Third World,
India occupies an almost unique position.
The ‘middle class’ consumer market in the
country is estimated to cater to a population
of around 100 million - i.e. larger or
comparable to the total market in the largest
countries in Europe and about 40% the size
of the entire domestic market of the United
States. There is thus a special interest in
‘prising’ open the Indian market for various
global players to exploit. In order to nurture
this market it is also necessary to increase
extraction of surplus value from the 800
million who do not constitute a part of this
potential market. This is precisely what is
sought to be achieved through Structural
Adjustment Policies that have been initiated
in the couniry - by way of fiscal austerity
measures designed to cut Govt. spending
and subsidies in social sectors, reduction in
direct taxes, increase in administered prices,
deregulation of the labour market, etc. In
other words, policies designed, on the one
hand, to increase the paying capacity of the
target population in the potential market
and, on the other hand, to keep the rest of
the populace at a level of mere subsistence.

However, as noted earlier, the signals
emanating from the countries that had taken
up Structural Adjustment Programs in the
early phase, were disturbing for the Bank.
Disturbing not because of its actual effects,
but because the effects threatened to totally
disrupt the stability of these countries, and
thereby of their markets. Markets in Sub-
Saharan Africa and in some countries of
South America almost ceased to exist due to
widespread dislocation of local economies.
The safety net formula was hence required
to bring back a semblance of stability in
these countries, and had to be extended to

- countries now going in for Structural



Adjustments, so as not to repeat the past
experience.

The safety net formula can thus be also seen
as a partial strategic retreat of the earlier
World Bank prescription of total withdrawal
of the State from all social and
infrastructure sectors. While the Bank
continues to pursue its policies geared
towards private takeover of other
infrastructure sectors like Power,
Telecommunications etc., in the area of
Health and Education it has had to do make
certain concessions to the logic of state
support. However such concessions are
grudgingly advanced, and in fact are
responsible for the large variety of
inconsistencies contained in the Report. The
attempt is still to formulate a package which
involves minimum state involvement, as the
intent is not to make provisions for
comprehensive health care that required, in
the words of the Alma Ata Declaration of
1978, “All governments should formulate
national policies, strategies and plans of
action to launch and sustain primary health
care as part of a comprehensive national
health system and in co ordination with
other sectors. To this end, it will be
necessary to exercise political will, to
mobilise the country’s resources and to use
available external resources rationally.”®
The WDR 1993, in sharp contrast, believes
in the necessity for a political will to restrict
health care access when it says, “As
policymakers try to reach compromises,
they must deal with powerful interest
groups ....... and strong political
constituencies, including urban dwellers and
industrial workers.”®

Thus essentially the report is an attempt to
formulate a package of interventions, and
push for a policy that can sustain the
overwhelming number of people in a
developing country at a level of mere
subsistence. Anything beyond this is
anathema, and is strongly disapproved of in
the Report. For, after all, the Report is
designed to keep state support at a

minimum and not to provide health care.
This is stated in so many words, “Adoption
of the main policy recommendations of this
Report by developing country governments
would .....and also help to control health
care spending. Millions of lives and
billions of dollars could be saved.
(emphasis added) ¢ But even to make
provisions for such a package requires State
support, and this is where the Report goes
into a series of convoluted reasonings to
work out a comprehensive set of rules tor
state intervention. In order to do so the -
report also goes through the exercise of
compartmentalising health into a series of
"nuggets’, to which it assigns scores with a
novel computing system called DALY's
(Disability Adjusted Life Years). The whole
exercise is to reduce health to a series of
mathematical calculations to determine
which interventions “optimise’ returns. To
this end the report states, “When
governments become directly involved in
the health sector - ..... policymakers face
difficult decisions concerning the allocation
of public resources. For any given amount
of total spending, taxpayers and, in some
countries, donors wanl to see max:mum
health gain for the money spent. An
important source of guidance for achieving
value for money in health spending is a
measure of the ccst-effectiveness of
different health interventions and medical
procedures - that is, the ratio of costs to
health benefits (DALY's gained) ® It is
interesting to note here the Bank’s concern
for the taxpayers, as ultimately this is the
constituency, or in other words the market,
that the Bank wishes to address and nurture

Cost-effectiveness is important for the
World Bank as it candidly admits, “Using
cost-effectiveness to sclect health
interventions for public tinancing does not
necessarily mean spending the most
resources where the burden of disease is
greatest. Instead, it means coricentratingon ™~
the interventions that offer the greatest

. possible gain in health per public dollar

spent.” (emphasis added) *” It is such an



approach that impels the report to exhort
the use of iodised salt for endemic goitre but
abhor "government action in nutrition’. The
report clarifies this - “There is a strong case
for government intervention to improve
health by improving nutrition, but not for
interfering generally in food markets, except
in extraordinary conditions such as famine.
Government action in nutrition has often
been wasteful because it has duplicated
what private markets do and has paid too
little attention to the causes of poverty and
to cost-effective measures that improve
families’ knowledge and capacity to feed
themselves adequately.” % The calculations
to justify this is simple if one understands
the World Bank’s logic. Salt iodisation
requires little resource inputs, and the costs
can easily be passed on to the consumers.
But actual intervention to raise nutrition
levels would interfere with the market - a
cardinal sin as far as the World Bank is
concerred. So a hands-off policy is
recommended, except in times of famine.
Under more ‘normal’ conditions
governments can limit their intervention to
telling (and not providing) people what they
should eat. Intervention in nutrition would
attract the World Bank’s ire as it is not cost-
effective and "distorts’ the market,
irrespective of the fact that protein-energy
malnutrition affects an estimated 28% of
children and iodine deficiency goitre affects
7% (an overestimation by some accounts).

The fragmentation of health into discrete
components, to facilitate calculation of
DALYs, reinforces a model of health care
that has its roots in technological
determinism. It follows from the belief that
technological solutions can be applied
piecemeal to health problems of a
community, to the virtual exclusion of social
and economic determinants. Thus the belief,
for example, that governments can fulfill
their objective of controlling diarrhoeal
diseases by efficiently distributing Oral
Rehydration salts, without intervening in
provision of safe drinking water. While not
discussing more details of such an approach,

already in vogue in many countries including
India, it would probably suffice to point cut
that this approach is a necessity as far as the
World Bank’s compulsions arc concerned,
rather than a logical need.

Retreat of the State

The need to repeatedly emphasise that state
intervention, and thereby resource inputs,
should be kept to a minimum, has led the
report to take strangely contradictory
positions. While reiterating that public
funding of health care needs to be reduced,
the report is forced to contend with the fact
that in most developing countrics such
funding is abysmally low. It thus grudgingly
admits, “Adoption of the package in all
developing countries would require a
quadrupling of expenditures on public
health ....There (in the poorest countries),
paying for an essential package will require
a combination of increased expenditures by
governments, donor agencies, and patients
and sonie reorientation of current public
spending for health.” (emphasis added) "
But the crux lies in mobilising the extra
resources to quadruple spending on health.
No answers are offered, except for
references to good work being done by Non
Governmental Organisations (NGOs) and
the possible help by donor agencies. Except
in Sub-Saharan Africa, such aid accounts
for, 1.5% or less, of the total spending on
health in developing countries and even the
report does not visualise any major increase.
NGOs are dependent on either foreigr
donors or government funds, or act as a part
of the private sector. The World Bank is
obviously caught in a contradictory
situation, and has no solutions to offer.

The report is on much firmer ground, in
terms of internal consistency with its other
positions, when it argues for increased
involvement of the private sector. The intent
is at least transparent and consistent with
the need to reduce public sector
involvement in health care. The report thus -
argues for private sector takeover in most
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areas not covered by the Bank’s minimum
package. This, it is posited, would increase
‘efficiency’ and ‘consumer satisfaction’.
There is a clever piece of argumentation
which shows that public funding is already
low in most developing countries, and a
formal role for the private sector, with the
state acting as a regulator of the market for
health care, will only work towards making
the present system more efficient. The
report argues in this vein, “People often pay
dearly for supposedly ‘free’ health care.
Recent household surveys in India,
Indonesia and Vietnam indicate that each
visit to a government health centre actually
costs patients two to three times the amount
of the low official fees. Bribes aside, the
indirect costs such as transport and the
opportunity cost of time spent seeking care
are substantial. Since patients are already
paying for supposedly free or low-cost
health-care, new user fees, when
accompanied by reduction in indirect costs
and improvement of services, may increase
utilization.” ¥

The private sector is portrayed as the
paragon of efficiency. Efficiency is a term
difficult to quantify in the area of health
care. The report obviously equates
efficiency with fast turnover, easy
accessibility and possibly, consumer
satisfaction. Whether these considerations
really go towards improvement of the
quality of health care is however a debatable
issue. The report for example lauds the
performance of private practitioners
working in the slums of Bombay thus -
“Competition among health providers in
developing countries can improve the
quality of services as perceived by patients
and thus increase consumer satisfaction.
....... competition among private physicians
in the slums of Bombay, for example, is
intense, with private practitioners offering
convenient evening hours, short waiting
times, and readily available drugs to win
patients from other private practitioners and
from public clinics.” * Contrast this with
innumerable studies on private practice in

India, which has shown that practitioners
chronically overcharge, use too many drugs
and use inappropriate medicines, not to
speak of various reports of malpraxis. One
study says, “...private physicians serving the
urban poor in the slums of Bombay have
grossly inadequate awareness about the
treatment regimen of leprosy..” and further
that, “..(they) do not consider standard drug
regimens in treating patients suffering from
pulmonary tuberculosis. The drugs which
were used were found to be three times
more expensive than the standard
regimens.” () The situation is probably best
summed up in the following terms : “Its (the
World Bank’s) implication continues to be
that markets can do little wrong and that all
economic growth is necessarily to the good
......... Government intervention in the
economy, on the other hand is always
regarded as guilty until proven innocent.”

Impact on Infrastructure Development

Let us now turn to what is possibly most
fundamental to the position of the World
Bank - the need for the state to withdraw
from areas of infrastructure. It has been
discussed earlier how in the area of Health
the Bank feels compelled to slightly dilute
its position, but regardless of that, this
remains an overrictsg concern in the
Report. It is a pos::.c that needs to be
addressed at a generic level, because the
Bank’s position is dictated not by concerns
of feasibility but by ideological
considerations. These ideological
considerations necessitate that the Bank
make a case for a global push in developing
countries, for the state’s withdrawal from
areas of infrastructure. Yet, it is a germane
question, whether such areas are at all
amenable to market forces, and if so at what
stage. As has been pointed out, “It is
common knowledge that savings/ -
investments (and labour productivity and

incomes) are low in a developing country.=-—— -~ °

There is no ‘'market demand’ for basic

' infrastructure services. This is where Adam

Smith’s famous argument in favour of the



State - erecting and maintaining those public
institutions and those public works, which,
though they may be in the highest degree
advantageous to a society, are however, of
such a nature that the project would never
pay the expense to any individual or small
number of individuals, and which it
therefore cannot be expected that any
individual or small number of individuals

should erect or maintain - becomes
obviously relevant.” 9

It would be interesting here to examine in
some detail the kind of spending that is done
by countries on health care and the
percentage of such spending that is borne by
the public sector. The following table gives
the comparative figures :

Income and Health Spending in 34 Selected Countries
(countries with population >20 million in 1991)*

COUNTRY GDP % of GDP % OF
PER SPENT ON PUBLIC
CAPITA HEALTH  SHARE

COUNTRY GDP % of GDP % OF
PER SPENT ON 'PUBLIC
CAPITA HEALTH SHARE

TANZANIA 100 4.7 68.1
ETHIOPIA 120 3.8 60.5
BANGLADESH 220 .32 43.8
ZAIRE 260 24 33.3
NIGERIA 300 2.7 444
INDIA 330 6.0 21.7
KENYA 340 13 62.8
PAKISTAN 400 3.4 52.9
SUDAN 420 33 15.2
EGYPT 610 2.6 38.5
INDONESIA 610 2.0 35.0
PHILLIPINES 730 2.0 50.0
MOROCCO 1030 2.6 34.6
SYRIA 1160 2.1 19.0
COLOMBIA 1260 4.0 45.0
PERU 1285 3.2 59.4
THAILAND 1570 5.0 22,0

TURKEY 1780 4.0 37.5
ALGERIA 1980 7.0 77.1
IRAN 2170 26 517
SOUTH AFRICA 2560 56 511
VENEZUELA 2730 3.6 55.6
ARGENTINA 2790 12 59.5
BRAZIL 2940 42 66.7
MEXICO 3030 3.2 50.0
SOUTH KOREA 0330 6.6 40.9
SPAIN 12450 66 - 788
UK 16550 6.1 85.2
ITALY 18520 7.5 77.3
FRANCE 20380 8.9 74.2
CANADA 20440 9.1 74.7
UNITED STATES 22240  12.7 44.1
GERMANY 23650 3.0 75
JAPAN 26930 65 73.8

Source : Calculated from data in World Development Report, 1993.

An analysis of this data shows very clearly
that countries with higher income levels
spent a larger percent of Gross Domestic
Product on Health and, further, these
countries also have a significantly higher
percentage of these costs paid for by the
public sector. Thus what we have here is a
clear illustration of the fact that developed
countries have been consistent in following
the logic that development of health
infrastructure requires state funding. Yet the
Bank tells us, arguably at the behest of these
very same countries, that in order to
accelerate economic growth developing
countries must cut public spending on health
infrastructure. This is however not a novel
method of argumentation any more - we

have heard similar logic being put forward
in the pressure being put or developing
countries to change consumption patterns in
order to reduce the threat of ‘Global
Warming’ while the global North can
merrily continue its unsustainable
cousumption pattern.

So the Report has a series of
recommendations designed to opcrationalise
the withdrawal of the state, like reduction in
support to medical education, research
activities, tertiary care etc. To legitimise this
the report cleverly ‘uses’ the terms of
discourse common among public health
professionals and social and community
health activists. Concern is expressed for
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poor communities and women, and a case is
sought to be made for reduction in tertiary
care expenditure so that the same could be
reallocated for primary health care. The
issue which it skirts in the process is that
infrastructure development does not take
place piecemeal. There are certain minimum
facilities that need to be built up,
irrespective of their level of deployment.
Thus for example, it is not feasible to have
primary health care exist in a vacuum
without tertiary facilities also being set up.

In fact the report itself contains reference of

previous infrastructure development in
developing countries having helped in
partially tiding over the disastrous
consequences of Adjustment Programmes in
many countries, when it says, “....especially
in the earliest adjustment programs,
recession and cuts in public spending slowed
improvements in health. This effect was less
than originally feared however - in part
because earlier expenditures for
improving health and education had
enduring effects.” (emphasis added) " Yet
the final prescription is to cut down on
infrastructure development, if not totally
withdraw from it.

The concept of targeting is used to argue for
the narrowest possible base of beneficiaries
for the minimum package suggested by the
Bank. The principal villain, that we are told,
needs to be excluded in this exercise is the
organised working class - a section which
finds repeated mention as being responsible
for garnering too many benefits of
government supported programmes. One
may argue about the truth in the specific
charge made against the organised working
class, but it should be understood that the
Bank is also making a specific political
point. While a market demand does not
ordinarily exist for infrastructure
development, organised sections of the
working people can and do orchestrate such
a demand. This has been so in all developed
countries at various points in their history,
and infrastructure development in these
countries has been accelerated by such

organised demands - in addition of course to
the real needs of :heir ruiing classes. Thus if
the Bank today i. z2en to be harsh on these

stifle islands of organised demand for
infrastructure development in developing
countries.

Finally, the report also indicates how donor
agencies would and should modulate
policies of developing countries and give
them the ‘desired’ direction. A veiled threat -
is implied in the following assertion -
“Countries that are willing to undertake
major changes in health policy should be
strong candidates for increased aid,
including donor financing of recurrent
costs.”(18)

Future Trends in India

India’s situation in terms of spending of
Health Care is different from most
developing countries on two counts. At 6%
of GDP spent on health care, India spends
more on health care in percent terms than
most developing countries. At the same
time, at 21.7%, public spending of the total
expenditure on Health Care, India is one of
the lowest in the world, both in actual terms
as well as in percentage terms. Health
spending in India is thus already heavily
distorted in favour of the private secctor.
There are signs that the distortions will
further sharpen as India embarks on a
‘corrective’ course under the tutelage of the
World Bank. On the one hand trends of
charging fees in putlic health facilities have
started gaining gro.d, and the emphasis on
“Vertical Programmes’, i.e. programmes
designed to follow the World Bank’s
piecemeal, cost-effective return based
approach, is being strengthened. The Indian
government receives a pat on its back on
this count in the report - “In India, where
state governments account for more than
three-quarters of total public spending for
health, the central government is attempting

' to act as a catalyst for more cost-effective

resource allocation by earmarking its funds
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for immunization, treatment of leprosy and
tuberculosis, and AIDS control.” " The
message is clear - the central government is
valiantly trying to cover up for the
‘wasteful’ state governments. In its
recruitment policies too the government is
looking for avenues to cut down on
infrastructure, a step which too the report
finds cause to comment favourably upon -
“In India the Ministry of Health is planning
to hire 8,000 workers for a leprosy control
project on a per diem basis rather than
engage them as civil servants with virtual
lifetime guarantees of employment. ¢ (Note
: This is part of a Rs.302 crore World Bank
project in 66 endemic districts for Leprosy
Control. It is a nice illustration of how
donor agencies, while providing only a
small part of health care costs, can
determine policy directiois.)

On the other hand private medical colleges
are sprouting and there is a proliferation of
private facilities catering to the ‘high end’ of
the market, or one can argue the only actual
market that exists for health care. The
movement is towards creation of islands of
‘excellence’ in general conditions of
subsistence existence. However, how far
such islands are sustainable in the absence of
government supported infrastructure is a
moot point. It has not happened in any
country till date, to the limited exception of

the United States, though even there the
extent of public funding is as high as -14% of
total health care costs.

Conclusion

A lengthy conclusion is not being attempted
here, as the inferences are fairly simple to
draw. At the risk of repetition, it may be
mentioned that the WDR 93 is a fire-
fighting measure drawn up by the World
Bank, after the feed back received about the
disastrous consequences on healih care of
Adjustment Programmes in many countries.
Having set out to do so, the repori appears
to have had to contend with too many
contradictory impulses. Thus, while setting
out to work out the case for a ‘safety net’
the report ends up in re-emphasising the
virtues of state sector withdrawal from
health care. In other words it only manages
to reiterate the same policies which had
compelled it to think of the necessity for a
safety net in the first place. Strangely, this is
being attempted in the background of the
fact that developed countries show little
signs of actual dismantling of health
infrastructures, which are publicly funded, in
their own countries. India, has chosen to
follow the World Bank’s logic. It is to be
seen how long such a logic, and its
attendant fallouts can be sustained.
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. Towards Alternatives of Health Case

Every man aspires to be healthy. From time immemoriél
man has been interested in trying to control diseases., 'The
medical men, priests,'traditional practitioners)herbalists,
magicians and others, all HRXERXX undertock in various ways
to cure man's disease and or to bring relief to ‘the sick.‘

In India all the systemg;from ancient era to modern timé, all
are in practice in the society)simultaneously.Heélth care
systems of various forms starting from Governmental system,
private sector, non-Governmental Voluntary organisations,even

individual endavours are in vogue.
m .

The practice oféEiZhical médicing2@6ri5;2533is_baséd on
diagnosing and treating illness as they affect }ndividual
patientg, In India, as in other develoning countries,the
majority of disegses and major diseases are from variety of
infections or copmunicable diseases.This means that the
diagnosis and treatment process fdr individual patieng;
is being applied to a wide range of disedases caused by micro-

X Duansumdany) DvWinommen
organisms; which are always present in the communitxx In other
words they are continually circulating within a community.

A particular patient who suffers from a disease at one parti-
cular point of time is cured by using sﬁitable medicines.
This implies that the process is quite effective for that
particular patient. However the diseasgrﬁémains in the
comnunity level - it is not prevented or eliminafed. The
community itself remains infected though_the one individual
has been temporariiy improved or cured. Howevéf, the envir-
onment has not changed and neither nave the conditions under
which the community lives; So the disease occurs against
often in the same individual who was treated and ;ured
earlier,

It is not difficult, therefore to understand why the

clinical medicine approach by itself has not been shown to

nave had a significant impact upon the health status
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indices of populétlons suf-erlng primaeriiy rrom communicable
diseases,

In contrast, "Primery health éar@ﬂ an approach evolved
over the lpst two décades, has proved somewhat effective within
these same population. Primary health care differé from clinical
medicine in two fundemental waysta} its scope 1is much broader,
b) it is based on promoting a co-operative'relationshib with
the community, where it is attempted for implementafion. Clini-
cal medicine focuses on patholggical conditions afflicting -
individuals,. primary he:lth care broadens t!:t focus to include
pathological conditions that .persists in the voﬁmuhities as a
whole., Where clinical medicine actively d;agnoses and treat
patients who are 'Passive recipients", Priméry health care
involves and collaborates with individuals and commﬁnitiés-
as a whole in 1learning to actively diagnose and treaf them-
selves,

Irony is that though philosophically Primary Heaith care
system is accepted by the Government, little is done on this
aspect, Monetary allocation for pealth'is béing curtailed in
successive five year plans, iﬁ Planned budget is always heger
in respect of demand of the population., It is interesting to-
note that the bulk of the planned budget of health of both the
union and the 8tate Governments 1s expenéed ;n constructions

pdmimsdpadive cogy, . -
and maintenance of buildings  ard-wazes of employees and on cura-
tive aspects, Very littles;ggtﬁg‘aciually utilised*forﬁvréventive
and promotive healtgivfﬁétitutional;sed approach for advencement
of medical science and technoldg& is beyond the feach of vast
majority of the population of the chHruntry. ‘s = resplt till
today only 20% of our people have a:xcess to modern mddicine and
84% of health care cost is borne privately.

The slogan "People's Health ir people's‘hands" has today
received universal support. The Go ernment!s 3tatement-of:§ealth
policy recognises this bosition while stating "Also over thé

years, the planning pre¢cess has become largely oblivious of



- ,;u}';‘!’ ' -3_ % v b
I the $act that the ultimate goal of achieving' a éatisfactor-y

ncalth status for all our people & cannot be secured without
invelving the community in the identification.of:their_health
needs and priorities as well as in the implementation and mangge..
ment of the various health and related programmes", unfortunately
there is a basic ka lack of clarity of th? concept of conmunity
participation., Another miscdnception is to view‘phe» rungl‘communi-
ties as homogeneous units. As a result there is nn(clear visipni‘
regarding how community participation can be ensured in vast tracts
of rural India which is divided on the lines of class, caste and :
religion, The tendency is to solicit support from the village
"sarpanch" or other influencial members of the village which
is most areas means landed sections and oftén high castey

If the planning is done in proper way, the result is encoura-
ging, The example of dbmprehensivp Rural Health Progec+ started
in 1971 can be sited for review. Dr. Rajnikant Arole and
Dgﬂ%ﬁebella Arole started it in a smell town Jamkhed in ‘Maharastra,
the husband end wife team initially conducted discussion with
villageps and found that health fespeciaily prevenfive health vas
a relatively low priority for these marginal subsistence farmers.
They were more interested in getting enoygh food, safe drinking
water, stable housing and clothing froles decided to focus first‘
on these "felt néeds of the community", Young:farmer ] groups and
Mahila Mondals (Women's groups) were organised, These groups were
taught by Project staff., They began to spread information and
impart training in a wide range of community ngelopment programmes.
These programmes included new seed variety introduction, guarenteed
bank loans, promotion of cottage industry skills and sinking

tubewells,

At the same time, the project glso started a medical clinin
and later a 30 beded hospital, These facilities effered treatment

on & sliding scale fee-for service basis. They quickly became

heavily utilised by all strata from villages surrounding Jamkhed,’



The experience of Sahid Sib Squar Seva Samity, a Vom

organisation of District town Burdwan in West Bengal, is also very
glittering, Hgiisb also the Voluntary Health Workers: including women
from the whole district come for training of the basic health needs

of the people, As these volunteers work in their community in the
arena of simple curative care,'services for mother and child health -
and family welfare) antenatal and perinetal care, safe delivery,‘
immunizatjon, nutrition by at hand available foodstuff as well as

an array of health education and community development apti&ities ihe b
are of treémendous success. It is estimated that they are‘able -to handl'
80% of the illness episodes from the villages, They also run health
clinics as a referral centre for curative aspects, The more. complica-
ted cases are referred to Burdwan lMedical College, ‘

- Many similar activities are going on in differentrparf"of'the _
State. The experience gathered from these activities, planning is beinv
made by Paschim Banga Viggan Mancha to conduct » Planned activity in
the State., A pilot project has been conducted in Katulpur Block in
the District of Bankura., Five Blecks have beern selected in Bankura Di
strict for this sort of work. Attempts are being7made to conduct this.
activity in atleast one block of every district, by constituting
District level and Block level co-ordinating body, with other organi-
sations,

Health activist volunteers are being selected from 'ﬁhe
community where they reside, A sizeable eection of themiare“women.
They ars being trained with health and related problems under the
leadership of their team leaders; selected by them amongst themselves,
- They are conducting surveys with the population, The basic objecfs of
survey are to identify the health and related problems of that area.
With the help of Panchayet and local youth, women, club,peasent and
other organisations and effeetive individuals, a local ievel health
action plan is formulated, Local level interventions are yielding
prompt results, Attempts are being made to utilise thejGovernmental
facilities, which are ought tolavallable for these people as effect-
ively as they may be, In qQther words demands cre being generated

and specified from the people ad pull the Govexnmental machinery
e A



J& weive the prebiems am far as practicable, The cemmunity nas te taxe
ro-poaa;bility in certain aapeéta te build up and te maintain the faci-
lities required for them. Peeple, whe are propul; educated and metiva-
ted , also actively partieipate te achieve their their health needs., Seme
of them become active against addictien, superstitiom etc. A large sectien
of peeple express their interest in knewing about the management of preven-
table n.ncon-nnicahlc’diaoasou. Centinueus health edueation pregrarme iau
essential te sustain the spirit in thea.

Tot2l literacy, 1land reforms, generation of work for all,
proper distribution of food and nutrition, proper housing, safe
drinking weter, sanitation; maintenance of proper environment,
mental and physical recreatioﬁ, fighting against superstifion ’
prope£ and pxoEEXReRE prompt; freatment of aifﬁénts, health eduéé-
tion etc. have a role in improving the situation of the community
as well as the nation, Improvement of the conditii..s prevailing
now can generote self reliance, For this reason, éﬁgpigé funding is
to be properly planned, ’ ‘
| To. sum up, for any tangible change 'in the field of health, radi
éal redemarcation of priorities in the whole health care delivery
system~haveato-be initiated ;'Proper scientific approach is to be
taken, Hard political decision to greatly increase spending on Pri-
mary Heilth care is to be tuken, For the Primary Health Care system
to function acdequately, it has-to be made answerable to local bodies.
.This in turn would require steps to democregtise the functioning
pof the Panchayat system and much decentralisation of administrative
and fiscal powers., ‘In the absence of such measures,$Health for all
by 2000 A D ' will only be a éiogaﬂ,'not a programme translated

into action,

Presented by =
Dr. Kuntal Biswas,

Paschim Banga Viggan Mancha. .
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Health as a Peoples Movement
Dr.Vijay Kumar & Dr.M.V.Ramanaiah AP Jan Vigyan Vedika

People did participate in health movements prior to the PSM or other health
activist catalysed movements. They fought with the bureaucracy and political struc-
ture to provide them with a hospital and, if a hospital is already there, for more drugs
and doctors’ regular functioning. They are absolutely correct in doing so as they
believe in a concept: ‘Disease, doctor, drugs.’ This is believed in not only by the
common man but also by common doctors and other intelligentsia, the bureaucracy
and local politicians. The real concept of health which the PSM propagates is limited
to a very few. )

The WHO says that health is a positive concept and depends most of the time
on issues other than drugs, doctors and diseases -- such as drinking water, sanita-
tion, nutrition, housing etc.--and people do demand these things as ordinary needs.
An extra flavour in understanding these needs as health related is yet to catch up to
the imagination of the masses.

'90% of the people are criticizing the functioning of the existing governmental
health infrastructure and more than 90% of the people are against closing them
down and handing over to private people. 80% people are ready to pay something to
the govt. according to their income for the services which they get from the gowvt.
health infrastructure. The sample studies conducted by the State Institute of Health
and Family Welfare (SIHFW-AP) with the help of Jan Vigyana Vedika clearly indi-
cates the above feelings of the people.

It is against this background that health is consciously included in the post-
literacy activities in the name of ‘Arogya Deepam'’ or Light of Health in Nellore Dis-
trict. Nearly 2/, lakh people are included in this in 100 villages and hamlets.

The salient features of the programme are:

1. The organization is provided by the literacy network upto grassroot level. District
ievel programme groups and academic aroups are formed.

2..Finances are provided by thé Ministry of Family Welfare, Gol through BGVS and
Dept. of Family Welfare, Govt. of AP. Equal amount is contributed by villagers as
cash apart from other help. '

“3. Initial sensitization is over in all the villages in which the 110 villages covered by

IPP IV are also included and commitfees formed.

4. Training programme for all the organisers has taken place at various places.

5. The villagers themselves conducted the survey, consolidated it, prepared the
village health plan and conducted the health festival. '

The Survey This is one of the most important aspects of the programme.
a) the village health group (‘dalam’) takes the responsibility, divides the households
amongst itself, gets training on how to do the survey as many technical aspects are



involved. .

b) the villagers give personal information including on issues such as abortions, child
deaths etc. In one sense the entire information collected is the property of the people
and it has to be handed over to them. :

¢) The survey is consolidated in the presence of the dalam and also discussions are
held with village elders. ;

Village Health Festival

a) The plan is prepared by the dalams at the village in the presence of activists and
elders based on the survey details. The district academic group assists.

b) The plan which is unique for the particular village differs from that of other villages
in many aspects. ¢ :

C) At the same time, it stimulates the plan of other villages as there are many com-
mon problems. .

d) the data and village health plan which belong to the villagers is put to them in a
public meeting i.e. the Village Health Festival.

e) there would be a qualitative change in the mood of the entire village when they
come to know the health scenario of their own village. They feel so much for the

infant deaths and communicable diseases. They cut a sorrowful smile when they . _
hear about the incidence of worm infestation. Lots of suggestions follow and the final
test for the village is over: it is decided then and there itself how the health plan is to
be implemented. '

Village Health Plan Broadly the plan divides all the health related problems of
a particular village into three parts. ‘

)

1. The issues that can be tackled by the villagers themselves without govt. help.
2. the issues that require govt. help
3. the issues requiring long drawn out battles against the government.

The details of the plan often include:

a) immunization .
b) drinking water and sanitation
c) health education
d) nutrition
e) training of village health activists
f) tackling islands of disease ,
Among all these issues, the last requires some explanation.

Village Health Activists These are the activists, 2 per 500 population, 1 male




and 1 female, selected by the dalams and approved by the Village Health Festival.
They are given residential training for 15 days in a hospital where obstetric work is
adequate. These two apart from giving first aid act as academic wing of Arogya
dalam. The training costs are paid by the villagers. The money is collected from each
household. This strategy is taken up consciously because at any point of time the
Govt. may withdraw its support to the programme as was done during the Anti-liquor
Struggle. There is a criticism that they may become quacks. All precautions are
taken in the training. The training material is in the process of production after ex-
perimentation and field tests. This is graded material and skills required for health
activists.

Islands of disease To our surprise, we found 100 cases of malaria in a village
of 500 people. 180 cases of leprosy in a village of 600 people... .The present ap-
proach of the govt. system is not noticing this problem and acting upon it. In arogya
deepam this is specifically tackled and pressure mounted on the govt. to provide
‘minimum curative package'. Unless these islands are tackied the statistics remain
high or low but we speak always about the averages but not specific cases or vil-
lages.

Not an alternative structure The entire structure that is created is not an
alternative to the existing health infrastructure but an aid to that and also a pressure
group over it.

—...Joconclude .. Iti: possible to create a peoples health moven and bring

about attltudinal cher. Je where people do not think about health. It it Lossible to
generate demand not qnly on the present health infrastructure but on various other
issues like drinking water, nutrition, land and minimum wages, housing etc not only
as mere needs but as health needs also.

It is possible to generate enthusiasm amongst the village youth and involve
them in health related activities.

The only problem in this is that there is no end to the programme and the health
in scientific terms is related to various aspects of societv right from our traditions to
the present socio-economic situation. We speak about this theoretically but when it
comes to the point of ‘movement’ a lot of antagonism is expected from the existing
socio-poiitical institutions.

| feel that the peopies movement for health is going to be the aiternate at tne
present tragic situaticn of peoples health where almost all the communicable dis-
eases have started a resurgence and the others have become more virulent.

The Govt. of AP-appointed a team to study and evaluate the Nellore pro-
gramme so that it may be replicated in other districts of AP. But as far as Neilore is
concerned, this-is only a beginning and the real task is ahead.
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UNDERSIANDING (HE HEALIH WORKERS
A POIENIIAL FUR CHANGE

|

= Py i ARAKAMAN |

She goes by many names. |n some places the ear)jest
Mame 1s still in use - A.N.M. - Auxiliary hurse midwife.

And  now the term most commonly wused s Multipurpose

Health Worker, Female - MPW(F) and Multipurpose Health:

Worker, Male - MPW(M), Indeed this term and ,concept had
been 1n use in two states Karnataka (Mysore) ¢ West
Bengai, t111 1953 pue Was disbanded, as the mood in the
fFitties & sixties were all  in  favour ot separate
Unipurpose workers tor ditterent Progrdmmes. [t took
another committee (Multipurpose Workers Committee 19/3)
and a lurther 10 years ot contusion to 9et back to this
hame,

lhese changes h name and homenclature also reflect
changes 1n policy and perceptions., Une

important reason for the reversion to nultipurpose

Worker concept is the recognition that mdintaining a
separate  cadre of Unipurpose workdr¢ for varjous
vertical health programmes (malaria worker, filaria
wWorker, leprosy control worker, ANMs etc.) was neijther
tinancially nor tunctionally a sound Proposition.

However we must recognize one signiticant policy shiftt
that occurred in 197/, thz viliage level health worker
or community - health worker was introduced as the
centerpiece of. public health delivery., This was partly
out of a realizatijon that though the deticit in trained
doctors was being overcome, the elite urban orientation
of the doctor would not be broken. Compulsion did not
help. boctors resented it and both training and
disposition made 1t difficult tor them to .cope with
rurai health needs. . Mohjle clinics too had hot
succeeded. ihe name “community health worker (CHW) was
later chanaed to CiH.v, - community health volunteel .,
In 1yl tp:s Was .again moditied to ' the term village

health guides.

lhe phllosuphy'underlying the community healith worker
idea 'S of  community_  control, In providing the

backgr ound Lot thhs programme when it was launched =the

Ministry ot Health and tamiiy Weltare had stated {bovt,
et India lylvag,t .

"No conscious and adequate efforts have $o0 tar been made
to nvolve the community in taking care of itselt and
seeking assistance when such assistance i€ needed. As a
result, the community has tended to become servile and
it has to depend on assistance when such assistance was
Provided. Ihe community should become conscious of what



't can do itselt and when Lo call ftor assistance ,.....
that improvement cannot be brought about merely by
increasing the doctors or the output of ued1c1ne but by
making each individual realize the neecd tor simp'!e steps,
in sanitation, prevention, promotion etc. ' of health
activities, some of which make remarkable <changes " in
morbidity and mortality pattern in our country"., | g

lo achieve this goal the community health worker was to
be chosen by and trom the community and provided with
the wherewithal tor handling minor aijlments, thus
serving as a link betweed the PHC and the community and.
providing the much needed health education to the
village population, tor this work the government
committed a sum ot Ks. 600 towards -honorarium ' and
another Ks., 600 for a medical kit .~ for-the whole year.
Ihe responsibility ror getting the best out ot the CHW
lay with the community i1tself - with a promise of full

support trom the government., lhis $theme. hever really4f

took oft, A tew states ofticially declined to _even
attempt it. Most ot those who attemptéd it concluded
Lthat 1t was not a workable jdea. At present the, schenme
is all but giveun up. ' ! " ;

It 1s n the background ot these discussions ‘-on the
basic philosophy ot the health worker- that  the
multipurpose health worker force began to be built up”
From the mid eighties. |he multipurpose workers were to
replace the multiplicity ot . tield level wunipurpose
workers or various ditterent schenes - malaria- worker,
smallpox wvagcinator, ANM, leprocy worker etc. loday it
is estimated that there are about 2 -.lakh multipurpose
workers., lhough this force 1is clearly seen as part ot .
the government statt and distinct trom the community
health worker or village health guide scheme, .the
concept underlying the community health worker ' is

relevant to the functioning ot the nulti purpose hellthoj

workers, ¥t 8 B1kE ,¢@H

WHO ARE IHE ANMs?

Al ANMs are women, Multipurpose workers (male),

are also important but tend to be .less otten recruited

-.and  play a lesser role as compared to the women. ' in
-lamilnadu tor example there are 8,000 ftemale health
workers in —about 8,UUU sub-centres catering to  about’
5,UUU population each, In contrast there are only about

population. Ihe administration percieves th
unionized and unwilling to work but persistent - in

4,Vu0 4 Y .
vu male health workers and they catergni u;ggui'

increasing demands. Ihe thinking is té lock F3&r wiys_tﬁ“:
abandon the male worker altogether and 9o for a temale-

only worktorce. Ihe remale wmultipurpose uorkqgf;in

i
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contrast, is widely appreciated as hard working and to quote a
senior health cfficial the only person doing anything in public
health. (Much oi what we say for ANMs in this section applies to
them also, but wz have chosen to focus on the female MPW or ANM).
Most ANMs come, attracted by the security that the job brings - a
regular salary and other employment benefits. In rural areas,
this is one of the few well paid jobs open to women-comparable to
that of a school teacher. ANMS in most parts of the country draw
basic salary ranging from Rs.700 p.m.to Rs.1200 p.m. with a net
take home pay of between Rs. 2000 to Rs. 3000 p.m..

The average age of starting work for most ANMS was 22.7 according
one study done in Maharashtra.

Even though the qualification needed was a 10th standard degree
it was found that in the last decade more and more women with
college education were looking at this occupation seriously. In
the absence or other job opportunities the demand for this job
grows. The Maharashtra study showed that a smaller population of
higher caste women opt to be ANMS, whereas there 1is a larger
proportion of ST, STs, Christians and Muslims. Often women who
are single, widowved or separated also opt for this vocation.

This composition of the ANM workforce has its advantages for
they would be more willing to reach out to another section.
Fowever it also does imply that & better quality of support is
needed to erable their functioning.

The functions of the ANM:

The major function of the ANM ma& be listed as follows:

a) Provide motivation and education for the family plénning
programme. Fulfill their quota for sterilization, as well as for
oral pills and distribution of condoms.

b) Immunize all babies

c) Maintain records of all pregnant women ‘and new born babies.
Maintain the growth to health card for infants and under five

children.

d) Carry out almost all . aspects of antenatal care especially
distribution of iron-folic acid. ’



e)

t)

9)

T h)

i)

J)
k)

Lablets. Assist at delivery and render post-natal
care., ‘ ‘

Carry out the entire child heaith programme
activities especially on diarrhoea, control "of |
acute respiratory intection; nutrition education,
vitamin A prophylaxis etci-

Health education T
- Disease surveirllance

Londuct school health progfﬁlies

Larry out almost all the Furttions of the vertical

health programmes that hééd to be done at the .
village level - tuberculodid &nd leprosy control, .
blindness control, malaria control, filariasis
control and so onh. :

Render basic curative serviqés.

Look arter local sanitatioh. aspects especidlly
distribution ot bleaching powWdér and disintectihg .
wells & overhead tanks with 1t LG
Form mahila health committaes; village committeds
etc. to ensure effective - health education and.
community participation.
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lhis impressive |li1st ot tunctions i$ amelijorated by two
facts. One is that in most areas somé funhctions |ike
application of bleaching powder (otten pompously
reterred to as cohtrol ot epidemics) and malarial
control operations are seen as the male MPWs tunction
and the ANM is relieved of this. lhe second 1important
aspect -is that an ANM has only about 500 to 100U
households %9 look atter. [f it {s located without too
much spreac; this 1s not an unmanagéable proposition.
It would tv-'n identitying and attdnding on about 15U
pregnant wcuin  and intants in & Y8adr  and this would
involve visi®ing 4 to 9 villages regularly in an area ot
about 3 Sq. iiumetres,

In practice :owever most of these tunctions remain on
paper. In well administered programme the tirst 4
functions - FP, immunization, maintaining records . of
pregnant women and new born children ;, and provision of
antenatal care may get realized. In many cases only FP
or not even that, gets realized.

DIFFICULIIES & BUIILENEUKS 1§

Why 1s this so? - 0wl

lhe @#nazwers li1e in four main areas. Une i:asoh - 1s her

status within the health services, - : | M. ﬂﬁ

’

lhe second is her status as a woman, often doubly
disadvantages by her <caste, her low inhcome ftamily
background .::d "her marital status - single, widowed,

‘divorced etc.

fhe third is srublems of logistics,

And the tourth is the structure ot the health services
itselt., '

SIAIUS. IN HEALIH SERVICES

Within the health services, .the multipurpose health
worker, tar trom being the community's organiser and

voice, becomes the last rung in a hierarchy. Ihe buck

stops with her, She is posted to & sub-centre , with
usually no support 4 and ‘no- systéw of rewards or

recognition for services rendered jand it is upto her to ..

achieve all the targets. No one #1sé is accountable,.

Also, often there are large vacancies and ANMs are
required to hold addl charge of vacant posts, making the
task and the jurisdiction unmanageablé . -

Y
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priority areas, Utten tases ot salaries or permanent -
positions GbGeaing withheld tor monthd til| sterilization

o . : ] . : ";:'. ,Q At
5 L e W v.gﬂﬁ

; : ' o X P T o
_.She is undar pressute.to pertorm; especialiy-—~ in-~ high=i-




targets are met are heard. As a result ‘NMs often pay
extra out ot their own salaries toc motivate or transport‘*
patients at their own cost (in the absen'e ot the 'PHL
jeep) ltor sterilization operations. ’

Mer concentration on tamily plannihg work oOestows her

with a low standing in the community., Her advice on

curative care 1s seldom sought and dueé to lack of drugs,;
training or back-up services 1s $éldom valued. Indeed

In a number ot ways, doctors ténd to run down their

curative abilities, |

IHE ANM AS A WUMAN s

Yoy 0‘;'“
lhe ANM 1s a woman. UYuite often §ﬁ§'§§ §1ngle. separated
or widowed, '~;.t

<

s?*%"x Liby §"’“‘l¥s ‘

lhe popular connotation of &'} U' 3

stigma. And her having to spé&R BB spieing . méth&d§ gt
use of condoms, ftitting copp8f IWARE her 55‘%58 ¥
target of eve-teasing and sexud .hs PESEREAL - frow " both’
village heads and youth.. '“fwf:?f'f

lhe ANM is dependant on the comﬁunity tor a homdé. té
stay, tor water etc. ihere have béeén cases whers thé
sarpanch has demanded the transter ot an ANM because shé
warded of his sexual advances or Whére local youth hava .
thrown — stones on her home at nignt,. thus terrorizing
her, '

Lases of rape and murder ot ANMS, especrally whil
walking long distances trom one village to another |
known., ' ¥

é
3

Ihe popular image ot ANNS as a lbose womeri, the stigma

oF a-nurse, the problem or a tranttdrable job, all makae
marriage offers more ditficult, * [hése have also beén

soutrces of marital discord amongst Already married ANMS|

o olten, the ANM tinds herselt &l16né . and vulnerable.
Her tamily cannot shitt when shé {8 " transterred. Hér~
Job too requires her to work .aidonét- (he villag!
community does not own her and thd hé!lth services doés
not back her, 8 ‘

“PRUBLEMS UF LOUGIS)ICSY ;

Very oftén the ANM finds that shé Sione “mans' the sub
centre, lhe MPW male is missiHd" Ldc the male MPW areé.
paid out of state funds their vatdncy position tends to
be higher). the ANMs buu to LlUUU househqlds may bé _in
one village or even 3 or..4 nearby villagés: Lbut otten.ﬁm
especially in tribal areas can ba- §pféad out in 10 to~1%
hamiets over a wide area., |h&n MNobility becomes a




problem. bven a monthly visit to each hamlet becomes
ditticult. snd quite otten she stay$ in 4 nearby town
and even visiiing her tield area takes tine!

In a low literacy, backward area, in a population of
S0uu, there way be over ZUU pregnant women and over a
lUul0 under % children., MWithout any organized support
from the comaunity this can become an impossible Lask,
It children are mobilized to one place tor immunization
by community members, or pregnant women come to meet her
during her visit to the hamlet (as is possible in an V/.
anganwadi centre) , her task is quite teasible. But It '
<he has to persuade every case, meeting them all
individually at their homes with no local support, the
task 1n ympossible,

une miust aiso temember that tor a number ot reasons =
vacancies, improper sub centres or . PHL distrabution,

“1<oldted hamiets or tarlure to create new sub cenlres or
PHLSs whete needed - a ccnsiderable part of the
population zay be outside any planned programne
interventioi lhough this problem must be viewed in the
context tha. even where thére are statf they do not
function as - <pected, nevertheless uncovered hamlets are
a probilem thit heed to be attended to. Quite often these
areas are just assighed on paper to an MPW |

IHE STKULIUK: OF IHE HEALIH SERVILES

tliciting community support, making the health worker
the c(ommunity's representative, is all wel) said, but

has proven an elusive goal,

tor one the village is not a homogenous entity, 1t
appointing the health worker without community
involvement and from outside i1t creates problems, g9iving
the community a role orten means that only intiuential
vocal sections make the «choice based "oh secctionsal
considerations., ' ’

Moreover the training 1s provided often by ive-
motivated, - prepared minor bureaucratic -
functionaries ot the medical! @8stablistiment who are
supposed to teach the health worké&rs how they shouid
Leach the comMmunity. 3 :

1he leadership that this cadre needs can seldom be
provided by a medical doctor, himselt having |little
orientation to community mobilisation, or even sympathy
tor the MPW's problens. ‘ ‘

woals 11ke integration of indigenous system are stated
but neither their training nor their daily leadership 15 ..
1n any position to provide inputs in such areas:. -

7
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A concept |like decentratvsation ot the heaith services

SO impotrtant to thys programme have. never eveh been:

understood by an overwhelmingly hierarchical top-down
approach to nealth care. tvery programme envisages a
conmpletely mechanical implementation Iot " packages
prepared centrally - providing |little room at all tor

any creative contribution of either the community or the

health worker.,

foday when there are an estimated two |akh women 1in
this cadre spread across the country there 1s an wurgent
need tor a fresh look at the whole problenm.

Ihere 1s a case fror hope. |here are instances of many
ANMs who have proven themselves as primary health
workers and village communities which have reciprocated

by taking her as their own, providing her support and

protection and honorihyg her. Examples trom all over the

world and ftrom NGU groups have also reiterated that a

potential exists.

SIKATEGIES FUK INILRVENILUN

Ihe 4 cornerstones on which a strategy ot intervention
must be constructed . are,

a) Burlding up the morale ot the health worker
force,

b) building up a mechanism ot Froviding support . to
the multipurpose health worker. B

¢) Building up the 1inks ot the health worker torce
with the community. Ihis implies a chanyed

understanding ot the role ot the community and 1ts

organized forms vis-a-vis the health worker's role

and the role of Lhe health establishment in -the
delivery ot health care. ool

d) Builtding up the capabilitiés ot the heaith worker

force - with specific reterence to the ability to
identify local community's needs and to respond to
them,

POINIS FUR ACIION

lo realize the above policy cornerstones we suggést a
number of actions trom which the district otrticers may
draw depending on their own preferences and the
situation ot his or her districts lhere are only some
possibirlities based on experience trom here and there.

Ihe 1ist could be much itonger. : . B dp Vo 1 R

a) lraining ¢ lhere is a major scope tor lntervcﬁtion



here. [Is training today didactic? Does it talk down to
the health worker: ur i1s 't participatoryv Does it
buritd up her selt contidence and self-esteem¢ Are the
trainers motivated: po tne trainers share a commitment,
even a passion tor health care? o the trainers
understand the concept ot health worker as empowering a
communityy

lo many NGLUs who are working in the area of
health, these are not new concepts. In fact, this is
the centrat axi1s ot their work. As  NbUs they have
limitations 1n expanding thewr work. But a persuasive
district otticer can get their help tor conducting the
trayning programme. their help is needed not only tor
fresh trainees, but even more important for th-service
training, 1o listen to the health worker's problems,
sympathise with Lhem and help them and district
ofticrals evolve concrete action _.points to overcome

" their obstacles, NbOs can help.,

In the absence ot NGUSs {or even i1n their
preseiice us'ng thewm) one needs 3 evolve a well-
oriented, coamitled team of trainers - a (eanm made of
persons with a teel tor the problems on tie ground. Make
this' team responsible not only tor training the health
workers initially but providing in service support to

those so trained tor at least a year or so. And make
them at least Partly accountable tor the results that
the health workers delijver, lhere are training

Thstitutes coming up tor health workérs in wany -
grstrict., Une needs to pay attention to them to ensure
that fthey can play theie role. 3ut one will probably
Still need to involve NGUs ‘in the training process.,.

~
Ll

b) Building up morale has been done by distkiqt
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ofticers spending more time with this section-of health
personnel and participating 1n their tunctions.

schemes of rewarding health workers who have
achieved good community support (not just targets) or
made good innovations or taken fresh initiatives will
also change their own 1mage. Ihe positive experiences
of such health workers should be highlightcd —not only
amohgst them but in the community as a whole.

tven publicity ~ managers and media, must
consciously create a new image tor the health worker
ynstead of merely emphasizing a mystical doctor. = For
exanple the tact that a good health workers' village
level interventions saves far more suftfering and deaths
than a doctors must be widely known to the community.
fhe concept of health worker as tirst level curative
interventioh is one message that will evoke considerable
resistance especirally trom doctors but in many areas
this message 1s needed. '

c) Measures to support the health worker are very
important. Une has to have a special mechanism by which
grievances ot health workers especially sexual

harassment or hostility trom the community can be
f1stened to sympathetically and discreet yet firm
action taken. special ettorts to ensure she has a place
to stay 1n the village, that her basic needs are met
(e.y. there is a toilet in the house), and her personal
problems are understood are important., ihe success' of
many N6U led CHW programme is largely due to this, But
do the presept supervising structures of the health
worker understand the need ftor such suppaorty

—

bupport should also extend to the concep

teedback provided tor her to learn?

>ince such support may not be possible 1n tbday's

prevailing work atmosphiere, some reaching out trom the

distraict level, however symbolic will go a long way. A
grievances day for heallh worker's perhaps? Special
lectures by suitable eminent persons - a _ NuL!) _doctor
aclivist or a Gandhian social worker? Ihe possibilities

are many. Unce the need is recognized, wmlch can be
done,

10 ) . of A : T \u

t of her
curative and related tunctions, For example when she
refer« cases of acule respiratory infection does the PHC
doctor run down her prescriptions or praise 1t?¢ Is a



d) support 1s not only trom the health depattment
and the district collector. How does one organise.
supportl from the community? How does one make the
community own her?

Partly by creating & demand tor her services.
this requitres socral mobilisation, an understanding of
what are the ,determinants ot heaith and disease and the
role the h=zzlth worker plays. Kalaj)athas and songs -
yes. But has a meeting been organized in the village
attended by a senior person (collector? medical
ofticers? <doctor? B.U.U.¢) which has introduced the
health worker and her role? 0Did the village decide to
honor .her when there were ne cases of, say, polio last
year¢ Vid the collector tactrully suggest it to the
gram panchayat chairpersons to do so? (Ur perhaps he
had to thrust the i1dea down). Indeed do panchayat
leaders known aboul the health worker's role and the

_role ofr _panchayat members in supporting as well as

T monito: ing her work. What are the measures taken to
build a vrapport at least between the elected women
members and the ANM? 1o build & relationship ot
patrtnership! Nol that the ANM Fasses oh tamily
platining quotas to them (as horror of horrors many

- states lhave started doing thanks to the nature ot |

bureaucratic Thhovation (Avoid)). Nor that the
panchayat members or chier starts making demands and
11liny complaints romediately. But a sense ot
partnership! One carn start with participatory one day

workshops :i Lhe sub-bilock (1rHU?) tevel for a cluster of

gram panchayats, to be attended by the women members of
thhese pancirayats, the ANM aund the medical ofticer.

e) Bul beyond such administralive measures' 1s a |
conceptual one, ihe hhealth worker as a community's
spokesperson - as a change agentl Not the person
who Kkicks the cat (sic - Bureaucracy i1s a series
ol kicks, the tast person kicks “the céatl)_
(Avoidl). But a- a merson who initiates actions
and plans on behalt ot the community. f(ne health

i1 .



pyramid is to stand inverted, I|he cosmunity telis
the health structure what it needs. the health

structure dues nhot deliver health in packages on .

behalr ot the people.

In practical terms this translates to a single -
point ot action, Building the health worker's
~capabitities to understanding the telt needs of people, .

going beyond it to understanding the real needs and 1ts
relationship to needs as people perteive them, "It mean
a healtn worker being able to ftormulate the most
appropriate strategy or ltocal action-plan including the

‘ability to choose trom ditterent availabie technologtcal

optrons,

1s this (oo much ot a demand at the pfé%ent

stage? As an immedrateliy achievable tarqet - yes, But
as a direction - not so, Ekven being able to maintain a
simple but comprehensive register ot her SUU0 households

and their health status can be transtormed trom a boring -
chore, that it is now, 1into a tool of planning which it

was meant to be - 1t this concept 1s understood.

Gathering health intormation @éxists today .as  a.

delineated task but 1t never happens for there is never
any f(ise rtor such i1ntormation gathered. lndeed a health
worker has in some states to tifl over 18 registers.
But: . what use are these registers and trorms pul to?
Velhi 1s too distant ltor any feedback,. Uniy 1t- it is a
part of local planning can 1t -‘make sehse to collect so
much itnformation,

loday the panchayat laws atter the - /3rd
constitutional amendment requires an annual village ptan:
to bLe submitted. May be no one is serious about it. -
But can such an register lead to a village health 'plan?.

Why not take the amended laws seriously? At least in 'a
rew panchayats?

Admittedly this is a challenge ot . Lhe tui&re.

But tor a young, committed district oftticer tiie building |

up .ol such local capabilities constitutes the real

worthwhite challenge. Not the achieving ot targets set .-

up 1n some back room 1n Delhy or worse at the World Bank
HQ at New York! :

_ "R PROPOSAL FUK CHANGE - REDOING THE CHW PROGRANME

loday a situation exists. Hultipurpose health workers
ex1st as the lowest order in a hierarchy. |hey exist
isolated from communities. lhey exist as obedient

servants not as creative individuals. How does . one -

begin the changet i ’ .

A concept tried out earlier was that ot commuhity heaith
workers or village health guides 4nd link voluntears or

12
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health volunteers. Ihe concept was of one health
volunteer or link volunteer tor 20 to 3U houses and one
CHW (CLommunity Health Worker) or VHt (Village Heal th
Guide) as she 1s termed ror each hamlet or village, |he
role ot these community heaith workers . and health
volunteers was to use the catchy phrase ot the 19//
document, ‘o place People's Health in People's Hands'.

lhe scheme ‘Es a non-starter in many ways. Ftor one they
were unpaid workers, doing this work part-time as social
service. At best they were paid a paltry sum ot Rs.50
per month and provided with a very minimal medical kit
which hardly served the purpose. More <crucial, the

recruitment, training and deploymeﬁt and support to
these volunteers were leftt to the health departwment and
nei1ther the PHC doctor nor the other government
persunnel at that level had any conception ot how to go

aboul mplementing this. Indeed to expect the health,

bureaucracy by itselt to deliver, given its own track-

record and motivation at the village level was wishful

thinking. tinally the whole programme took place in an
environment where the 1t1ocal community were not
censitized or prepared to undertake théir new role and
uti1lise the community heatth worker tor this., Schenmes
based on volunteers cannot take place in the absence of
any sveral mobilisation ettort. Une can learn a fev
jessohs==={n- thiz regard trom the togal liter .Yy

camnpaigne. S e o

—

—

Before theq;o(al literacy .caipaigns were lauriched, . the

KFLP proyramme ot the adult education departments based
its l1i1teracy delivery on a cadre of Ks. 1UU per  month
paid w~volunteers, wilh caretul arrangements to _provide
supervision and adequate togistic management, But this

- apimator® was never able to arouse much enthusiasm or

cooperation ftrom the community. In contrast the iLCs

threw up tens ot thousands ot veclunteers who without any
honoratrium whatsoever were able to give ‘new. I1te to
adult ltirteracy work. ’

(he dytierence 1n Lhe approach lay in the tact that the

'.récruntment and deployment ot volunteers in the total
“Iiteracy . campaign was done pot as part of a goverriment

type scheme but as a people’s movement. lo be ertective
the volunteers had to see themselves not as part of the
government mechanism but distinct trom it, lhey were to

¢

be articulating community . concerns, - not . merely '

implementing a government scheme: lhe . leadeiship~ tor.

this torce was provided by a district level organisation
created tor this purpose - where both NLGUs and -the

® 13
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government participated as partner§. iny mn those
districts where the NuLUs leadership was etrective dad
the programme succeed. . ;

Similarly 1t the health volunteers are to be lrecruited.
trained and deployed Ly tite health department there ' 1s
l1tLle chance of success., bul 1t this could be done by
an NLU or at least a specially created leadership which
understands voluntarism, success 1S much more likely.
_Again |ike the total literacy campaigns 1t recru?tneng.
training and deployment ol Lhe healith volunteers 1is dqne
as part of a major social mobilisation campaign built
around a theme ot people's empowerment, there 1s a much

greater chance of success.: et e

Une also needs Lo create a small but committed
structure of ftull-time persohs wWlto can monitor the

programme provide support tuv these cadre .4 heip them

enhance the community's role, All these 3 essentiral
ingredients of a ILL campaign - a maj)or soctal

mobilisation campaign, and a rtull-time committed support .

and monitoring provision need to be tried out 1n- the
health ;ohtext too. '

Ihe  relationship of the MW with this community health
worker in this new approach must be clearly understood.
Health volunteers are not under the MPW, lhey are
channels through which MFW's can reach out to the
community, kspecially 1n tar tlung areas and in
“backward areas with high morbidity & mortality rates
such an assistance 1s essential for a MPW to pertorm
even her most basic functions ot maternal and chiid care
and family planning. 1f on the ‘other hand, one is
serious about MPWs realising all their tunctions as
currently understood, then without such a torce
assisting her, 1t is inconceivable that anywhere she

will be able to do Jjustice to all her tasks.
Utyrlisation of existing PHL resources requires such
channels ot interaction with the community, "

Ihrs tresh approach to the community healtn woirkers "is
necessarily tentative. Ihere are however a few pllot

14



programmes on in this area which not only build around
this concept but also hope to use this health volunteers
Lo sensitise and involve the panchayats, especially the
.women members, so that the gains ot the campaign can be
sustained.

peftore we conciude we must note that in a sense this 1S
not a new concept at all. ihe book People's Health in
reople's Hands’ edirted by Lr, 5. Antia (published by
FRLUW, Pune) lists over LU examples * ot major health
programmes which have used precisely this approach with
good tesults., it s only a question ot studyiny these
examples and thinking into how to handlé the problenms
posed- by replication ot these ettorts on a wider
district ltevel or block level scalé; Besides in most of
the HNul.success stores quoted in thid book the NsU has
pasically taken over all pramary headith care tunctions
by providing 2 paraliel structure tor primary health
care 1n that area. Neither most NtUs nor the government
would want this to be the main torm ot public health
delivery for the country. lhe alternative approach
recommends creating a parallel structure only tor a
temporary period to censitize the local seit-government
bodies and the community using the community health
wortier &t the vehicle for doing this. Subsequently the
loci . self-government bodies must be eq. - ped with both
the capabitities and resources to pltan tur their health
and the ‘commuiity health workesr must be supjrted by
these bodies with their structure. :

B
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A. Introduction

When wailing, poverty stricken parents were burying their new born infants and young
children by the millions, they were reassured that health was their fundamental birth
right; that primary health care was the key to solve all their problems: it was low cost,
participatory and empowering. In the same breath they were told to wait for 22 years
to achieve that elusive goal of health for all. What self-conceited and presumptuous
arrogance to assume that a mother, whose young child was dying in her hands
because she had no access to a few cents worth of piperazine, should care about
what would happen in 22 years! '

In September 1978, the World Health Organization (WHO) in collaboration with the
United Nations Childrens Fund (UNICEF) organised an International Conference on
Primary Health Care in Alma Ata, USSR. The participants noted with great concern
the deteriorating health status of vast sections of people and expressed the need for
urgent action by all governments, all health and development workers and the world
community to protect and promote the health of all the people. The Conference
concluded with the Declaration of "Health for All by the Year 2000". This Declaration
proclaimed that primary health care (PHC) was the key to achieve Health for All by the
Year 2000.

The Alma Ata Declaration of 1978 was doomed to fail the moment it was born
when the words "by the vear 2000" was added. The 22 year long interval took
away in totality the urgency of the problems facing over a billion people. National
governments and international agencies became complacent. Action gave way to
rhetoric - rhetoric that began during the International Conference on Primary Health
Care in Alma Ata. [t is interesting to recall what Mr JP. Yadav, the Indian
representative to the Alma Ata Conference said. Among other things he stated,

"... It is important that health care should not mean provision of all the
sophisticated health facilities to a few and denial of even the basic essentials to
many... The health scene in most of the countries of Asia and Africa suffers
from severe distortions. It is painful to say so, but this is the truth, the harsh
truth. The city gets the best, the village the least. In India over the years we
have built magnificient hospitals. All of them are in the cities... But we are
now laying greater emphasis on primary health care in rural areas - on
narrowing the gap between the village and the city, between the health
“haves' and "have-nots'. The new direction which we have given to our
health programmes seeks to take basic health care to the doorsteps of the
people in the villages!(1)"

These admirable sentiments and noble ideals were the solemn promises made bv the
official Indian Government representative to the world community in 1978 - promises
that would transform the lives of the vast sections of suffering and poor Indian children,
women and men. The promise was that the Indian Government would give a new



direction to its health care services, formulate and implement a national health policy
based on PHC as outlined in Alma Ata in 1978.

What has happened to the promise of greater emphasis on primary health care in rural
areas in order to narrow the gap between the village and the city, between the health
"haves" and "have nots"? What has happened to the promise of a new direction which
was supposed to be given to the Indian health programmes to take basic health care to
the doorstep of the people in the villages?

The answers to the above questions are contained in a critical analysis of empirical data
on the health situation in India in 1994. This was reported in the journal, Health for the
Millions, November-December 1994, published by the Voluntary Health Association of
India, New Delhi. The report, among other things, states:

"The health scenario of the country is in an abysmal state,
notwithstanding the islands created by the five star private hospitals and
nursing homes. In spite of the Pariiament adopting the National Health
Policy in 1983, the health situation in the country today is a cause for
deep concern. There is considerable consternation in the minds of health
and development experts as well as NGOs and other organisations
involved in the promotion of health care at the grassroots level. The
present day "Epidemic of Epidemics" is a reflection of the extreme
deterioration of health services resulting in the failure to provide effective
preventive and curative measures. The recent episodes of plague and
malariz and the defunct health care delivery system in half of the country
causing immeasurable hardships to millions of people in the country have
ominus portents."

Neither India nor any other country represented at Alma Ata, has fulfilled even a part of
the promises the official representatives gave to the world community.

Since 1978, enormous numbers of documents have been published on PHC. But
people had different interpretations of what PHC was although the original description
of PHC as recorded in the Alma Ata documents is quite clear and transparent as the
following paragraph shows:

"Primary health care is essential care based on practical, scientifically sound
and socially acceptable methods and technology made universally accessible to
individuals and families in the community through their full participation and at
a cost that the community and country can afford to maintain at every stage of
their development in the spirit of self-reliance and self-determination. It forms
an integral part both of the country's health system, of which it is the central
function and main focus, and of the overall social and economic development
of the community. It is the first level of contact of individuals, the family and
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the community with the national health system, bringing health care as close as
possible to where people live and work.(2)

Perhaps the particular section of the above statement which made PHC a non-starter
was, "... it forms part of the overall social and economic development of the
community." This statement was based on the enormous amount of both historical
and contemporary evidence that major long-term improvements in health and survival
are not, to any large extent, determined by medical care or specific health interventions.
To the contrary, far-reaching improvements in health result from social, economic, and
political changes. These changes lead a community or a nation to an improved standard
of living, fairer distribution of resources, more adequate returns for the work people do,
and fuller assurance that the basic needs of all people will be met. For example,
tuberculosis was controlled and almost eradicated in Western Europe long before
specific antituberculosis drugs were introduced. However, tuberculosis continues to be
a major public health problem in developing countries even though there are potent
drugs to treat tuberculosis.

It is quite clear that PHC as it was defined in Alma Ata implied a very fundamental
social revolution. Unfortunately for some people there is only one meaning for social
revolution and that is communist take over! Therefore, there have been efforts to
undermine the implementation of PHC as agreed upon by all member states of WHO at
Alma Ata.

The Alma Ata Declaration was based on the fact that ill health and malnutrition
among the poor are biclogical manifestations of a socio-economic disease.

Factors such as:

- foreign debt;

- international and national income maldistribution;

- exploitation of the primary (agricultural) sector:;

- the commoditization of agriculture;

- overt or hidden under-employment or unemployment;

- illiteracy particularly female illiteracy;

and an array of other factors are some of the macrocauses of this socio-economic
disease.

Poverty rather than any microbe or parasite is the key vector of ill health and
malnutrition.

The above list of macro-elements does not mean that there are no micro-components in
the causal chain which need correction; and they are more intimately and easily seen to
be directly related to ill health and malnutrition.



B. National Response to the Alma Ata Declaration

PHC as defined in the Alma Ata Declaration was never implemented in any of the
WHO Member States since the task of implementing was entrusted with the medical
establishment. The reason for non-implementation was given in an article in an issue of
the WHO journal World Health in the early eighties. The writer compared the
implementation of PHC services by the medical establishment to landlords given
the responsibility to implement land reforms.

At Alma Ata it was unanimously agreed that one of the first initiatives towards
introducing PHC would be to shift resources from the urban, hospital-based high
technology curative services to PHC services in the rural areas where majority of the
people lived - peopie who were in urgent need of PHC because they were the ones who
were poor and fall ill more often than the minority of affluent people in urban areas.
The concept of PHC, with people having a major role in health promotion and
taking an active role in decision making was seen as a challenge to the medical
profession who feared that PHC would demystify medicine, jeorpardize its
authority and threaten its absolute monopoly over health care.

The fact that developing countries were not implementing PHC prompted Dr Hafden
Mabhler, former Director-General of WHO to issue a challenge to these countries in
1983, five years after Alma-Ata (3). "If you take a group of doctors from medical
schools throughout the developing countries and put them through an
examination on PHC, then the overwhelming majority would fail." This was
Mahler's challenge. Medical schools in developing countries took the easy way out and
ignored the challenge. He added a postcript to this challenge - "In theory you can
have PHC inspite of doctors. But in reality we, the doctors will always win if we
decide to fight PHC. Because we have developed this conviction that we are
God's chosen representatives on earth." No one seemed to have read the
postcript.

In implementing PHC, the medical establishment gave its own definition:

- Health for All became health care services for all

- Health care services were then equated with primary medical care and
- Primary medical care was defined as the first contact medical care

This simplistic definition and implementation has resulted in a situation where
paramedicals provide "PHC" services to the poor in the rural areas and highly
specialised consultant clinicians provide the same "PHC" services in the teaching and
tertiary hosptials to the affluent sections of the population in the cities.

Dr Mahler gave additional reasons why PHC was not introduced in any country.

"PHC as conceived in Alma Ata failed because of doctors - too many doctors -
and because doctors practice inappropriate medicine. Health of millions may be



at risk because of doctors. Doctors may be one of the main factors holding back
progress in the health of poor countries."

These were the startling facts presented in the World Health Organization's "Progress
in Primary Health Care: A Situation Report”, published in 1983 on the fifth
anniversary of the Alma Ata Declaration. This report brought together information
from 70 countries containing 64 percent of the world population.

The report had this to say about doctors in India, "... In India, doctors' inability to
understand the importance of prevention and hence their lack of interest in the
various health programmes, is to a large extent responsible for the inadequacy of
rural services." '

WHO believes that what is needed is inexpensive preventive methods rather than the
kind of drug-centred technology practised by some members of the medical profession.

C. Internaticnal Response to the Alma Ata Declaration

~ In retrospect it would sesm that the major focus of the international response to the

Alma-Ata Declaration was the successful attempt to.completely separate the macro
causes of a social disease of which ill health and malnutrition are the biological
manifestations, from the micro-elements in the causal chain which needed
correction. It was into the micro-elements that internaticnal agencies and donors put
all their expertise and resources - vertically implementing selected components of PHC
such as growth monioring, oral rehydration; breastfeeding and immunization, provision
of food and family planning. There were referred to bv the acronym GOBI-FF and
UNICEF began implementing them globally in developing countries.

Unfortunately all the interventions under GOBI-FF do not seem to have made any dent
in the global problems of ill health and malnutrition.

Therefore, again in retrospect, it is also clear that attempts to solve problems which are
caused by socio-economic factors, through purely technological interventions are
doomed to failure. And this failure will te even more certain when these technological
interventions are top-down and people have ne participation in the decision making. A
classical example is oral rehydration therapy (ORT) which has been described as
potentially the most important advance this century.(4)

Numerous studies have shown that home made cereal-based gruel is in many
circumstances the most effective therapy for children with diarrhoea. This was the
management of diarrhoea routinely used by all the cultures in the South for centuries.
Cereal water was also used as weaning food in the homes of millions of poor families
around the world. It is cheaper, more acceptable, more consistently available and more
effective in reducing dehydration, stool volume, vomiting and weight loss from diar-
rhoea than is the standard WHO sugar-based formula - oral rehydration therapy (ORT).
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Unfortunately with the introduction of modern medicine into these cultures, the
management of diarrhoea was medicalised, mystified, institutionalised ~and
commercialised. The production of aluminium-foil packets of the WHO formula has
grown into a multi-million dollar industry.

Initially, ORT packets were distributed by UNICEF and governments to mothers free
of charge. But as the demand grew, so did the expense, to the point where ORT
consumed too much of the countries' national health budgets. With the IMF demanding
cuts in public spending in order to maintain the servicing of foreign debt, most poor
countries could not sustain the increasing costs of ORT packets. They yielded, under
pressure from advocates of privatization, to go'commercial.

As a resuit in many developing countries several brands of ORT packets and drinks in a
variety of flavours are being marketed. But all these are beyond the reach of the poor.
And yet the experts are asking themselves why the worldwide ORT campaign has fallen
so far short of its goals. These experts have still to learn how a potentially
empowering health technology, when introduced top-down, without adequately
considering all the socio-economic constraints can. fail and worst still, be
transformed into yet another means of exploiting the poor.

How did the separation of the macro and micro determinants of ill- health and
malnutrition come about? It could probably be traced to a 1979 article in the New
England Journal of Medicine by Drs. Julia Walsh and Kenneth Warren which proposed
a programm. of “selective” PHC which would focus on a smaller more attainable set of
objectives.(5) From this was born, much later, the concept of the UNICEF sponsored
Child Survival Revolution which focussed on four basic health interventions designed
to save the lives of millions of children each year.(6) Food and family planning FF were
added .ater to the original four-growth monitoring, oral rehydration therapy,
breastfeeding and immunisation - GOBI.

With all due respect to UNICEF, there is great concern whether GOBI-FF and the
Child Survival Revolution really address the root causes of child misery in the world.
There is also great doubt whether the goal of health for all by the year 2000 can ever be
achieved through GOBI-FF and Child Survival Revolution, which completely ignore
the operative parts of the Alma Ata Declaration - "... PHC is essential care based on
socially acceptable methods and technology made universally accessible to
individuals and families in the community through their full participation and at
a cost that the community and country can afford to maintain at every stage of
development in the spirit of self-reliance and self-determination."

ORT is a good example which demonstrates that GOBI-FF violates the PHC concept.
Home made cereal gruel was a socially acceptable technology, easily accessible
and always available in the community. The wheel was in place. The only thing
necessary was to help roll the wheel. Instead, enormous resources were put into
re-inventing the wheel. In the process the new wheel designed first became oval
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4nd wnen assumed a square shape and 1S now stuck and retuses to move. The
experts are wondering why the ORT campaign has fallen short of its goals.

How can people living in absolute poverty take the prime responsibility for the
health of the individual and family just through GOBI-FF?

How can people in absolute poverty make choices such as:
- lighter workload and more food during pregnancy;

- long term commitment to breastfeeding;

- adequately feeding a child during illness;

- using packetted ORT;

- .child spacing;

- overall food availability for the family.

All of the above are linked to a state of poverty. Decisions on lifestyles are severely
limited for the poor who lack access to minimum income. They live unhealthy lifestyles
because they are poor.

Poverty has increased in spite of .the. decades of UN sponsored development
programmes. Table 1 shows the percentage share of the poorest 20 percent of the
world population in global opportunities expressed in terms of trade and economic
activity in 1960-70 and 1990. This group has become poorer in the intervening period.

Almost all the poor people live in the South (Table 2). Poverty in the South is due-to
the fact that, among other things, the advanced industrialised countries control world
output and trade (Table 3). This table shows that about a fifth of the world's
population consumes over 75 percent of the world's resources.

Table 1: Percentage share of the poorest 20 percent of the world population in
global opportunities expressed in terms of economic activity

Percentage share of the poorest 20 percent
in economic activity
1960-70 1990
Giobal GNP 23 1.3
Global Trade 1.3 0.9
Domestic Savings 3.5 0.9

Source: Human Development Report 1993, UNDP




Number of poor Percentage of

Region (millions) population below
poverty line

1985 1990 1985 1990
All developing countries 1.051 1,133 30.5 29.7
South Asia 532 562 51.8 9.0
East Asia . 182 169 13.2 11.3
Sub-Saharan Africa ) 184 216 47.6 17.8
Middle East & North Africa 60 73 30.6 33.1
Eastern Europe 3 5 7.1 Tl
Latin America & the Caribbean 87 108 22.4 24.9

Source: World Development Report 1992, World Bank.

Table 3: World output and trade

Countries Population Percentage Percentage
(million) share share
: of total GDP of total exports
G7 650 65.9 54.8
G23 1200 76.2 73.9
Developing countries 138 4100 23.8 26.1

Source: World Bank 1990 estimates, World Bank.

G7 countries: Canada, France, Germany, Italy, Japan, UK and US.
G23 countries: Advanced industrialised countries (includes G7).

GOBI-FF is a watered down version of the original Alma Ata Declaration and depends
on effectively applying technical solutions, top-down, to outstanding health problems
but completely fails to address the social. economic and political causes of the very
same health problems.

UNICEF has de-politicized the Alma Ata Declaration to make ‘it more acceptable to
funders from the North. In doing so it has limited, from the outset, the potential to
bring about real and lasting changes to the health of poor children.

At best GOBI-FF is an international effort to drastically reduce the number of children
under five years who die or are disabled each year from common preventable diseases.
It has ignored the fact that low cost strategies, which are culturally acceptable and
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affordable are already available. If these are "social_ly". marketed, they can be expected
to reduce morbidity and mortality.

But the question which has not been raised or answered is:
- saving the lives of children for how long?
- and for what future?

If we fail to raise and answer these questions we will end up like the person who sees a
baby drowning in a river, jumps in and saves it, then sees another baby in the river and
then jumps in and saves it and then sees a third... That person is so busy saving babies
that he does not see or look upstream to realise that there is a man throwing babies into
the river!

As mentioned earlier, attempts to solve problems that are fundamentally social,
economic and political in nature exclusively through technological interventions are
doomed to failure.

How does growth monitoring help a malnourished child whose parents are too poor to
buy food for the child? Causes of malnutrition are poverty and repeated episodes of’
diarrhoea and infectious diseases. Do we focus on the social causes or the biological
causes or both? The former involves working towards empowerment, equity and social

- change. The latter involves technical interventions such as immunization and ORT.

Clearly both should be integrated within a comprehensive approach - the PHC concept.
But unfortunately UNICEF has opted for the purely technological top-down approach.

UNICEF estimates that for every one hundred dollars spent, one child's life is saved.
This indicator is deceptively simplistic. It does not take into account the more
important set of quality of life indicators. We do not know how these children, who
have been saved, are living; nor do we know whether these children are dying at an

older age. Or do we need to have yet another indicator - UIOMR (under ten mortality

rates) - to find out what is happening to the children saved by GOBI-FF?

Without changing the forces that give rise to and maintain poverty and an inequitable
control over most resources, health promotion efforts will be very limited in their
effectiveness. GOBI-FF and the Child Survival Revolution cannot therefore, be "the
engines to drive PHC to the far corners in every country” as the USAID administrator
wanted us to believe (7).

There are two other aspects of GOBI-FF which need to be examined:

- It has been estimated that women provide more health care than all the world's
health care services put together. Yet this easily available and abundant resource
has no role in GOBI-FF, except of course as passive recipients of contraceptive
drugs and devices.



- The role of drug multinationals and private enterprise in GOBI-FF as producers of
ORT packets, mass marketing specialists and suppliers of drugs and vaccines.

D. People's Health after. the Alma Ata Declaration

1. Five years later

The WHO report published on the fifth anniversary of Alma Ata refers to the extent of
the tragedy measured in human suffering and death - deaths that could have been

prevented by PHC.

- Half a million mothers die during childbirth each year in South-East Asia and
Africa.

- One hundred and twenty-two million infants are born each year. Of these about 10
percent or over 12 million infants will die before their first birthday. A further four
percent or approximately five million will die before their fifth birthday.

2. Ten years later

o

UNICEF's State of the World's Children, 1989 stated,

"The 1980s is "the Decade of Despair'. Both in underdeveloped countries and
in the USA the gap between rich and poor is widening. Progress towards the
international goal of Health for All has virtually stopped and in many countries
has been reversed. For the world's poorest people, average incomes have
dropped by 10-25 percent. More than one billion people - or one out of every
five - live in a state of absolute poverty. In the 37 poorest countries, spending
on health has been reduced by 50 percent and on education by 25 percent. In
over 50 countries primary school enrollment has been falling."

An article in an issue of WHO's World Health Forum stated, "The prospects for
achieving HFA by the year 2000 AD have seemingly dimmed in the face of
deteriorating world economic conditions" (8). An article in a later issue of the same
journal posed the question, "What is the international climate of support for HFA?”
The answer given was, "All too often it is ice-cold."(9)

3. Fifteen years later

The World Development Report, 1993, by the World Bank states,

- The poor lack access to basic health services and receive low quality care.

Government spending for health goes disproportionately to the affluent in the form
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of free or below-cost care in sophisticated public tertiary care hospitals and
subsidies to private and public insurance.

In middle income countries, the bulk of the population, especially the poor, relies
heavily on out-of-pocket payments for health care services.

Public money is spent on health interventions of low cost effectiveness while
critical and highly cost-effective interventions remain underfunded. In some
countries a single teaching hospital can absorb 20 percent or more of the budget,
even though almost all cost-effective interventions are best delivered at lower level
facilities.

Much of the money spent on health is wasted: brand-name pharmaceuticals are
purchased instead of generic drugs, health workers are badly deployed and

supervised and hospital beds are underutilized.

Before and nine years after GOBI-FF

The following two excerpts, taken from UNICEF's "The State of the World's Children"
reveal the mortality and morbidity figures for children in 1982 and 1992.

(a)

(b)

Every day of this last year more than 40,000 young children have died from
malnutrition and infection. And for every one who has died, six now live on in
hunger and ill-health which will be forever etched upon their lives. ..

... To allow 40,000 children to die like this every day is unconscionable in a world
which has mastered the means of preventing it. (The State of the World's Children,
1982-83).

A quarter of a million of the world's young children are dying every week, and
millions more are surviving in the half-life of malnutrition and almost permanent ill
health.

This is not a threatened tragedy or an impending crisis. It happened today. It will
happen again tomorrow. (The State of the World's Children, 1992)

Infants and young children continue 'to die in equal numbers in 1992 nine years after
GOBI-FF, as in 1982. And several millions continue to survive in utter misery in 1992
as they did in 1982.

Can any one prevent children dying in such large numbers?

PHC as defined in Alma Ata offers the only solution. There is no second-best
approach.
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E.

Challenge to NGOs

Seventeen years after Alma Ata and after the enormous resources that have gone into
the various interventions in the name of PHC we do not see any dent made in the
incidence of global poverty, ill health and malnutrition. Over one billion people live in
absolute poverty; about 2.5 billion people live without any regular access to even a few
basic essential drugs.

The tragedy is that PHC was never implemented the way it was defined in Alma-Ata.

It can be implemented, IF:

il

We agree that what we need for PHC is not extra resources but change in
attitudes. Whatever resources are available, if they are used in the spirit of social
equity, we move towards Health for All - Now.

We accept that micro-interventions in PHC will succeed only when the macro-
policies are implemented concommitantly or in advance. These are the
interventions that tackle the socio-economic causes of ill health and malnutrition.
They include equity oriented development policies such as:

- land reform;

- small farmer credit;

- price incentives for food producers;

- subsidization of agricultural products;

- labour intensive agriculture with high priority for food crops;
- equitable food distribution schemes;

- female literacy.

We revise undergraduate and postgraduate medical curricula and train doctors
with the motivation and skills to provide PHC and to accept the challenge Dr
Mahler posed to our medical schools in 1983. .
We encourage our universities and research institutes to change their interests in
research. In addition to developing technological solutions to combat the recurrent
biological manifestations of the social disease, our scientists and research workers
should put more effort and resources into research that will provide lasting
solutions for the economic, social and political causes of ill health and malnutrition.

How can we make all the "IFs" come true?

At national levels, there is no concern for social equity in governments' health policies.
People have lost faith in multilateral aid through international agencies or bilateral aid
with strings attached.
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There is therefore, an urgent need for a new approach to mobilise the interests,
commitments and resources of a broader constituency of support for the poor. It is
quite clear that the current approaches have failed. There is a need to move with
different partners, to find different sources of support and to use different mechanisms
to bring all possible pressure to bear on the problem.

A new and interesting development is taking place all over the world. Socially-
conscious people from different walks of life, disillusioned with the apathy of their
governments in tackling urgent problems, are organising at the grassroots level to plan
and implement development strategies to improve the lot of the underprivileged.
Substantial contributions to health and well-being have already been made by this non-
governmental sector. Many NGOs (non-governmental organisations) in the South have
pioneered several health related development projects which meet the needs and
enhance the participation of the communities they seek to assist and which recognise
the role and needs of women in the development process. More importantly these
programmes are all sustainable. The major thrust of these is to alleviate poverty by
empowering people to improve their own lives.

Literally thousands of socially-oriented indigenous groups exist in the South. All these

groups provide some form of PHC to vast numbers of people who have no other

sources of help. These groups are waiting for additional ways and means to apply their

energies and leadership. Social and political activism is not new, but it can be put to

new use at local, national, regional and international levels. This will enable concerned

individuals and groups to bring their views and the power of the people to bear on
ineffective, misguided and exploitative officials and agencies.

The Consumers International Regional Office for Asia and the Pacific in Penang (CI
ROAP) is planning to provide an international forum for the non-governmental sector
to mect, share experiences and plan future strategies. This international forum will take
the form of a People's World Health Assembly (PWHA) tentatively scheduled for 1997.

The need for the PWHA arose because governments and inter-governmental agencies
seem to have ignored the commitment made at Alma Ata in 1978. Since then the
member states of the World Health Organization (WHO) meet each year in Geneva to
plan strategies, draw up action programmes and revise old strategies to achieve this
goal. In spite of the enormous efforts and resources that went into these World Health
Assemblies, we seem to be nowhere nearer this elusive goal. UNICEF's GOBI-FF
programme has not touched the root causes of poverty and ill health.

It is clear that the World Health Assemblies, as a world forum of health policy makers,
have not succeeded in changing significantly health care policies that would be directed

mainly to the poor majority.

What we need is an alternative world forum for health NGOs to discuss and promote
their views for achieving more equitable health for people and for organising concerted
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action. Hence the People's World Health Assembly which will bring together com-
munity leaders from around the world who have been working with people providing
relief, direct health care, education, research and policy development.

The People's World Health Assembly will provide:
- apolitical statement to the world, that the agenda for better health lies in the hands
of people, and people's organisations and that governments have, by and large,

failed to meet peoples' needs.

- opportunities for the national, regional and global NGO health communities to
analyse and evaluate the accepted and frequently pronounced health strategies.

- opportunities for the national, regional and global NGO health communities
working on various aspects of health care provision to act in cohesion.

The major objectives of the Assembly are to:
a. look at the Alma Ata Declaration on Primary Health Care and examine why the
various components of the Declaration have not been implemented in most of the

member states of WHO.

b. on the basis of the Alma Ata Declaration, prepare a programme of action for the
NGOs.

c. ~prepare a strategy and activities for a campaign to urge the governments in the
South to take definitive steps to implement the Alma Ata Declaration on PHC.

b



References

L,

o

(V9]

Statements by Participants at the Plenary Sessions, International Conference on
Primary Health Care organised by World Health Organization and United Nations
Children's Fund, September 6-12, 1978, Alma Ata, USSR,

Report of International Conference on Primary Health Care, ibid.

WHO, Progress in Primary Health Care: A Situation Report, Geneva, 1983.
Lancet, August 5, 1986.

Reported in Gregory Friedman, Oral Rehydration Therapy and the Children's
Revolution, working paper on the Future of Health and Health Care Institute for
Food & Development Policy, October 24, 1984.

UNICEEF, "The State of the World's Children", 1985.

McPherson, P., International Health News, February, 1986.

World Health Forum, Vol. 8, 1987.

World Health Forum, Vol. 9, 1988.

£



