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HE2LTH FCOR ALL - NOW

INTRODUCTION : o Te : :

The single most important need for all of.us is good health.
It is more important to us than all the wealth in the world., It

1s true that all of us living must eventually die-but while we live

if we must bPe hn a position to enjoy our lives and live to the
fullest extent, we must., be healthy.' I1ll health and disease also
leads to premature dealth for drores of our people, While in
many sountries of the world a child born can expect to live on

an average for 75 years or more an Indian child can expect to
live for only 57 years. While in many countries of the world

for every 1000 children born less than 10 will dle in the first
year of life, in ous oouﬁtry almost 100 wlll die within one year-
more than ome in every ten.

Even this figure does not tell the truth for 1t as an
average of the rich few and the many who are poor. The poor
have a for worse situation and die far more easily than the rich.
2nd more importamt such figures hide the fact that,while they
live, the poor suffer from repeated attacks of dlsease and their
grouwth and development is so stunded both physically and
mentally that they can never live fully.

WHAT IS HEALTH 2

"Health is not the mere absence of disease. Health is
a state of complete physical, mental and social well-being"
(Definition of Hezlth by World Health Crganisation). what
is it that our beidg heal thy depends on?

Being Heal thy depends essentially.on our having adequate
food to‘ eat, safe water to drink, a clean environment to live
in, proper employment and proper lelsure, It is these five
components that are essential to heal th.

HUNGER :

Tt is meaningless to talk of good health when most of
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people who die of hunger are séenwas dying of some disease or

the other. & body weakened by hunger is a prey to every passing
illness. A mild diarrhoea, an attack of measles, a chest infection,
a fever ~'which in a normal healthy person would be only ahfew days'
inconvenience that would go away by itself, is enough to kili‘a'
malnouri shed person especially children, 'Thus it is that the
‘coﬁmonest cCause of death of children are conditions like respiratory
(chest) infection, diarrhoeas, measles, all of which need mever have

caused death at 2ll but for the malnourishment.

Malnoprishmeqc also leads tc a stunting of the physical
growth of the child, so that it can never rccllze its potential.
(The average weight of the Indian rural male is as low as 44° Kg.
while of the female is only 40 Kg.). '

The root causes of malnutrition lie in poverty - in the
inability of our people to purchawe the food they need. There
1s, except on occasions, no true ,scarcity of food. Indeed ocur
country grows enough food - even to export if necessary. And
if needed we have the capacity and the knowledge to produce

much, much mrmare.

A BALANCED DIET:

Is melnutrition caused by lack of knowledge about the type
of food to be eaten? Scientists say that a prOpe;kdiet - a
balanced diet for an average Indian must include adequate staple
grain like rice or wheat or jowar, and adequate pulses. It must
inélude about 170 gms. of vegetables, about 65 ml. of fats and
hil; 55 gms. of sugar and at.least 250 ml. of milk or equivalent
value of meat, fish or eggs. If a person has all this he needs
no special health foods, no tonlcs to maintain his hezlth., Fecod
is the best tonic,

Gmains like rice or jowar or wheat is the main food.. It is the
chief supplier of energy for the body. The fats and oils are alse
a rich source of,energy and especially in children they are
important, as the stomachs of childern are swall and they cannct

eat tco> much of just rice or wheat. Fish, meat, ecas =nd milk
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Other than these the bodylalso need small amounts of
substances called vitamins. Carrots, mangoes, leafy vegetables,
and fish, meat especially the liver are good sources of Vitamix-2
a substance essential for our eyes & skins. Lack of thig is a
major cause of blindness in India. Fish, fruits & vegetables

are a good source of Vitamin-cC, cgpecially lemons, guavas, amla.

Even green chilles & other fresh vegetables & fruits contain this.
A lack of this leeds to painfull bleeding into the skin and jeints,

Milk, eggs & meat provide Vitamin-D, However a good exposure
to sunlight is by itself enough to provide enough Vitamin-D &
deficiency of this substance which is essential for strong bones and

teeth is thus commoner in women who stay indoors atl the. time.

Then there are minerals, like iron which is needed for the blood
clacium that is needed for bones and iodine. Thesd too are
obtained from good, and the bal anced diet suggested would provide
all of 1t,

However the average Indian finds such food far out of his reach.
His money is just enough to bu§ the staple grains that he needs and
some salt and perhaps a few chilles, and if money permits a bit
of dal. 2n average Indian family of about 5 or 6 people would
regquire ‘almost: 3.5iKa. 0f rice‘or lowar or wheat and =bout a

quarter kilo of pulse per day. This itself would cost at least
rupees twenty per day and even this is a great struggle to obtain.
And one has to remember that on many days there is nc work to be had,
Or there is sickness that prevents him from earning - a wage. It is
for these reasons basically that the poor do not have a bal anced
diet. They krow that milk is good for children, that eggs are

good for health, that green ve-etables are good, that mcat and

fish make you strong - but they caonnot but ite

There is nothing much that & doctor can do, as a doctor to
remove this single most important cause of ill-health. Were hn
to prescribe & tonic or a milk powder or health food he is
actually depriving the family of much needed frod. Such health
foods and tonics are frauds promoted by drugs companies to make
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vegetables, banaras, guavas, or@ngeé and lemons are all healthier

and more nutritious that any tonic and far cheaper 06,

COMBATTING HUNGER:

Then what indeed can be done to tackle hunger and ensure our
health. The single most important measure is to ensufe employ-
ment that provides the minimum income necessary for a person to
live as a human being. This %ould mean effective formulation and
implementétion of laws regarding land reform and of ensuring a
mirnimum Wage for agricultural workers and indeed all other
categories of workers. Whatever the circumstances the minimum
wage canndot be less that the amount needed to provide the minimum
food, clothing and shelter needed to sustain life and this can be
determined by scientific calculations.

Ensuring employment must .also in the present context mean
rural development programmes and technologies and industrial
development stratergies that are able to absorb\thé entire labour
force and provide gainful employment to all.

NUTRI TION EDUCATI ON3

However a proper programme of nutritional education may
be needed in addition to ensuring & minimum income, especially to
help parents make optimum use of the scarce resources available to
piovide proper nutrition to children. Malnutrition in children
is often compounded by wrong feeding practices and ineffieicnt
use of available resources.

Breast feeding during the first 9 months of life is one
effective guarantee of good health, The change to bottled milk
powders and infant formula is a major cause cf preventable infant
deaths and in most cases should never be done. Even where
bottles are to be used close attention need to be given to washing
the bottle and plastic nipple in boiling water for at least 5
minutes or better still feed the infant with a clean spoon and
avoid the bottle altogether.

Young children also need for their body weight a higher amount
@) i enerav and roteine. My AFdRFEar +Bo EBarma 2 sr7am 43 s o8
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cheap’f;uits like banana etec. should be given them as also a
greater content of fats and oils.

FOOD SUPPLEMENTATION SCHEMES:

Food subsidies are no long term solution as they are difficult
tO sustain due to high costs and more important as they create a
culture of dependency.  However given the abyssmal poverty of some
sectlons of the population and the impact that it has on the food
1ntake of the sections within these sections which are most 3
vulnerable to the i1l effects of malnutrition namely chlldren and
pregﬂnant women, food supplementation or sub51dy schemes remain
an essentlal component of prlmarv health care, It is therefore
essential that the spec1a1\nut;1tlon programmes, the ICDS
'AngaDWadi‘ based programme‘and mid-day school mesls pro&ramme be
strengthened and expanded alonag with schemes like the 'food for
work! programme. Efforts need also be made +& administer them
effieiently, and in a corruptien free manner and to ensure that
these subsidies reach the sections that neced them HOSt,

SAFE DRINKING WATER:

After. food, the single ricst imporéant déterminant ef health
1s the avallability ef safe, potable drinking water. wWater is
an eSSentialpcrmponent of all iifé. Today the efferts Le secure
adequate water for one'sg egsentlal needs DCCUDlL” the energles
and time ef most. houselolds, espeClally of the wemen.  There are
many districts especially in Punjab, Haryana, Andhra and Tamil 2
Nadu where the water so obtained had deletericus levels of
fluorides ~ % substance %hat leads 53\crippling of a considerable
section of the populatien. At cther placps hlgh levels er iron
or salt makes the water diffkcult to drink Indlscriminate
dumping of €actory effluents egpecl ally from chemical compahies
and tanneries have alsc rendered water hazarc)us for drinking in
many areas #ll over the cOuntry,'as for example 1n and areund
Madras, Nerth«arcet eta.

More cemmenly, water-is a.carrier of dangereus germs ot
dl seases like dlarrhOea, cholera, typhoid, pcllcmyelitis,
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drinking water are therefore the two sides of the same cain.
Scientists estimate that almost 80% percent ef all preventable
incidence of sickness can be eliminated by provision of safe
drinking water alcne., !The status of health in'the ecuntry should
be measured' not by the number of dnctors it Has but by the number
of water taps' - a very true qucte indeed to which are may add the
number 3f water taps wlth water in them.

Provisien aof gafe drinking water and preper sanitary facilities
is not an insurmountable preblem even with already available
technnl)gy. What weuld concretely need to be done for this in
your area? One may for example need a) proper censtruction of
walls taking all the necessary safety precatitions to prevent
centaimhation #) chlorination ef wells ¢) filtration 'plants
in urban areas and larger rural habltats with a regular piped
water supply 4) preventien of defecation near tanks and streams
frem which water is used for drinking purposes e) eonstruction
i - lcéally apprepriate, cheap and culturally acceptable latrines
along with a proper sweage dispusal system in urban and larger
rural habitats f) deflucridation techniques or identi fication of
safe drinking water scurces in flueride and iren affected areas
g) prpventlng factories and sweage disposal systems from dumping
untreated or hazardoues waste into river and other water sources
inclding the sea. If indeed this is euch an important, yet in most
places af easy measure, why has it not been dcne?. There are many
reasons for it but one major reaocn we should nete i's because we
the péople have noc demanded it - despite the fagt that diarrhoea
has killed and polic has crippled more of our children than any
ether %ingle disease! Eventually ene We can enstre o@r own
health and it is high time we nrganlzed anﬁ ensured safe -
Erinking water’in OuUr Ccwn area.

There are however many areas 1n the country where availability
cf any water is a great problem. In such areas'enginaering WO rk s~
minor o major will have to be taken up or new tgcbnglcg;es like
desalination of salt water admpted.

ENVI ROAMENT s &

The thifd dmbort e et o ardf atids o et b SR e &



. R i
to hoth industries and to the inefficiknt smoky chulhas are a!
major cause of chronic cough and other respiratory pr?biems.
Indiscriminate use of peséicides and unsafe unsdientific‘disposal
vf industrilal wastes,~poiséns the land . and water in many areas. :

BIOLJUGLCAL ENVIRGSMENT : M
A ; . _ s

"Man as part of the iiving world, and related by evolution to
all living things, 18§ alsoAéffected by ainy serious affection of
the living worid. Cuttihg down of £rées and green plants-debrive
the air of oxygen sc essenial for 1life. e indiscriminate
killing off of so many plants and animals Has altered the delicate
balance in nature on which all life depends. This as well as the
unpl anned urban and ruralfdevelOpmént that leads to dirty cesspols
water in all ecur cities and towns have becomeg idéal breeding
greunds for mosquitmes and flies and other carrlers ef disease.
The-ﬁosquitne alene is known to be a vector of 5 dlseases in
Ip&a: Malarla, filaria, bralnfever (viral encephalitis),
viral feverw (dengue), haemorrhagic fevers (fever with bleeding)
the  first three of which are major causes of death and di;ease.
Flles are the carriers of diséasé_like typhoid, cholera, womms
and dysentery and many other discases. The sand-fly causes
Kal a-azar in many parts of Bengal, Assam, Bihar and Orissa.
similarly pests on crops are. also rapidly muitiplying. con'trol
of such pests whether affecting man or crops is possible in the
long run only by ensuriing a proper ecsldgical balance and a
healthy environment., Measures like pesticides may be neadded in
a limited and controlled manner but seldom will it by itself offer
a solution. (The fallure & prvgrammes iike the National Malaria

Control Programmes‘are related to this).

SHELTER 3

However by envirunment we need also include the social
environment, The provision of good shelter and clothing is one
major aspect of this, A person with adequate clothing hiving
in a well véntilated house which is not over crowded within
the house or located in an over crowded area is far less likely
to be affectadd by 3Jlsease then the millions vf homeless scantily-
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0f the various respifatury infections, by far the most

serlous 1s tuberculosls. Dedgbite various:programmes the

incidence of tuberculosis centinues to rice and is mure than

million today. Of there despite the fact that good drugs are

available 5,00,000 dle every'year., On :the other hand, tuberculosis

which was a eommon disease in the. West once is now almost

éradicated ‘there. This is not prirarily due to drugs but to less

overcrowding, better shelter and nutrition, Even in India,

tuberculosis is prlmarily a diseas. of the poor and a reflection

of their standard of living. _ ik

Cc
+

EMPLOYMENT ®

(1)

Another aspect of social enviromment and a essential ;
pre—reqﬁisite for health is proper employment and lelsure,
Proper employment is not only essential because an income
purchases:food & clothing and shelter but it is essentiel
as an end in itself for mental and social well being. Indeed
man' s prime want is to play a productive and useful role in
society and hié satisfaction 1s most when his employment ensure
this. And his lelsure he can use for rest and for developing
all the various aspects of his self that all contribute to
being a complete human. Indeed a social environment free of
onnfllets and tensions, meaningful employment and adequate
‘lelsure are the basls for mental and e001a1 well-belng for
a truky healthy citizen., (The basis of many a social disease
like sulcides, alcoholism, drug addictions, crime are to be
found in the lack Af satisfactry work and related soclal tensions).
Just as only healthy individuals can make a healthy society, it
" 1s also t#ue that a healthy soclety is needed for healthy
individuals,

HEALTH EDUCATTON

To nearly all people much of this is cormon knowledge.
Medieal sclence has only helped establish that most disease
result from a lack of these essentlaly requirements. Madical
- sclence has helped us understand alsoO how for example diarrhoea
results from contaminated water so that not only c¢an be prevent

AR " Gl ey .. - Y o L,
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This knowledge about how our body works and about how dl seases
are caused is another egsential pre-requisite of being healthy.
It is necessary that not only doctors and nurses or health
workers know about this but that every person has a ‘minimum
1dea of it, so that they can understand their own bodies and
keep 1t healthy.

Health education should also include a minimum knowledge
of dlagnosis and treatment of simple disecases. Take for example
diarrhoea. If dlarrhoea is watery and not associatfed with blood

or mucus the hest and only correct treatment - is to give the

'Lpatient plenty of fluids. The fluid adviced can be prepared at

the home by mixing a scoop of sugar and a plnCh of "salt in a
glass of bolled water, Alternatively rice water with some salt
added is also good treatment. The majority of deaths Aue to

‘diarrhoea, especially in children can be prevented ky this one

measure alone. Indeed more deaths have been prevented due to
thls one advance than any‘other single advance in medical sittence
in these last few decades.

similarly colds, simple cuts & bruises, an occasional body
ache or headache can all be treated with pIOper knowledge.

Heal th education should also be adequate for people to
identlfy certain serious diseases like polio, measles,
chi ckenpox, tetanus etc. so that they seek medical help early.

Measures to rrevent diseases like tetanus & rabies, knowiedge
about 1Pmunization, knowledge about occupational health hazards-
all arc eseential aspects of being health,

EDUCATION :

Obviously a literate person has far greater access to such
knowledge than an illiterate person, Literary is an essential
eomponent of health. But mere literacy is not enough, The level
of general education is important. General education increases
the 'health' 1iteracy' of the people. It enables them to under—
stand their health problems and how to identi fy, prevent and
control them. It helps them make maximum are of what is provide
to them including mutritional supplements, vaccinations, medical
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disseminate a lot of knowledge about health, and the access to
thisinformation is directly related to literacy.

women's literacy and séhooling of girls needs special
emphasls for the impact ofethis on society & the family,is
much more, , § i ‘

,, " @ 5 O
.Indeed just like food, water, shelter znd work, education

must be also considered an esgsantial éompohent of being healthy.

MATERNAL HEALTH'CARE :

One area where medical science has led %o a great benefit
is about pregnancy and childbirth. There was a time wﬁen many
- and even more children died due to pregnancy and at
childbirth, Now we can in most cases detectyproblems of
pregnancy well in advance and take proper steps to save the \
lives of the children, and mother. wWe know that a pregnant o
women needs extra nourlshment and should have more rest and "
should be spared heavy work., We alsc know that if‘they have '
many children too soonm and too frequantly iffendangers the
lives of the child a nd the mother, It is recommended that
the first child should be after the age of 21, the second child
should be after a gap of 4 years at least and there should be

no third child. This is essentlal to safeguard her hedlth,

Suitably trained persons - both doctors and health workers
can datect-the pregnancy cases where natural delivery is not
pBssible or dangerous and in such cases the child can be safely
delivered by an operation or forceps. Wwhen natural delivery takes
place we can ensure by simple hygilentc meagures that ahy trained
nurse knows that the delivery is safe and that there are no

complications for the mother.

CHILD & CARE :

The newborn .child fed on breast milk from a heal thy mother
is likely to be healthy., Immunication pretects us agalnst a
few major killers like tetanus, diphtheria, whooping cough o
measels and polic. Proper nutrition and fesding practies are also
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®irth, and many more (about 40/1600) die in this age grOUp
due to ca uses related to childbirth indirectly,

The reagen for ‘this lies in the poor health of our mothers
and the*difficulty in getting or total lack of matemal’ afd
¥

child care in most of our villages. . Even if they are available

women are not adeqﬂately aware of whys they need étch‘help and
the vasty difference sugh help will make to their I1ives and that
of thelr children's. The children of il1literate women die Far
more often,‘than those of literate mothers. Studlies have even
estabili shed rel ationships between numbers of years of schoéling
of the mother, and infant mortality. ¢

P ’,

This is not only related to the proper socio-economic

background of .the illiterate and the knowledge about healfh
thet literacy contributes but also to a critical awareness of
their own Eeality and their attitude towards it.

The inability of the illiteréte woman to make the correct k)
choice - to ensure the health of ﬁheir children, their own health
and of their children, thelr inability to plan for the future
security for €he family leads her to reject the temendouS-pressures
that the'government exerts today for the family welf;r; progranme
and thereby she sériously ondang@rﬂ her own heal th,

THE F2MILY PLANNT NG PRUGRAMME:

3 .

Indla'is one of first 5ountries in the wonld to have a major
national family planning programme. Enommous resburces have been
spent on it - in the last five years plan period alone - more
than 3000 cromss have been spent on it, Nearly half thé budgetary
allocation for health care goes to famlly planning - yet the
programme hao not succesded. The crude birth rate over ' the
last 1) years has remained static at about 31/1000 as against
a 22/1000 that it was supposed to reach. Or in simpler words
despite 3000 crores spent there has been almost no change at
all in kirth. rate, The measeje of family planning has been
literarlly taken to every cormer of the country, roughly to

every village & every home -~ to meet with only a poor response,

I

TR A oy - oy e e e SIS AURLESTRS L celmiui e SRl il AL T



=3 12 sa ‘ =

1s the only lung.term investment or savings they can make. When
they are eld er sick it is only their .children that they can fall
back upon. (In a better income graup in our ceuntry or in more
develnped ccuntriea savings is.in the form of a home, 1n a bank,
pension, prevident fund etc) . New when 10 aqut c* 100 children

die the need ® ensure a living child and that #30 3 male Chlld
“ecemes a matter of para meunt impertance., The less of a Chlld
for a mnther is a matter of great ageny. and guilt, fer the being
she bhrsught into the world and loved so intensely is Lust as the
was unable t» pretect it. But the millieng of mothers are voiceless
and we deo nct hear them cry. And even as they. cry they need to ge
thrsugh it agaln - tu Mear meore children.

-

Cnly in a seclety where there i3 seecial security and low
infant mortality will the birth rate cume down. and ealy-in a
®9clety where the weman is literate and liberated eneugh to make
her cwn chelees will family welfare bp‘reallzed. There are
ceuntries like Cuba where there 15 ne Family Planning Programme
at all yet the birth rate is lew. There is no pepulaticn problem
in any ef the develeped countries ef thé world., Indeed all of.
them want more people. Tha day cur women are educated, they day
they are able to ensure the survival nf thelr children and become
actlve participants 6f social develepment, that day family
planning will beceme universal. Till then all we can de 1& to

sure easy access fer every mother to health services which-
inclvde family planning and tn infermation abaut family planning.
The money belng wasted en many of the schemes be better spent ir
educating women, providing rasic health care and en development
PrYgrammes.

PREVENTION OF ENDEMIC DISEASES :

12
b

Good knowledge of the way diseases spread cvnsequent to the
advanc=ments of medical science have also helped us vempletely
eradicate some diseases like small pcx which once killed mi'llions
of peaple every year. It has made 1t also peossible fer us to
eradicate sr rontrol may of athers. Take guinea wrmen for example
with existing kn»>wledge and}fechnolcgy regseurces it is pnssible

oy K i L " - oy,
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er take endemic goitre which is limBted to «the vfoothills of
the Himelayas, the Terai area, and to north east. This is a
i sease ‘that causes children to be born mentally related due
t lakk bf sk 1odine in. the diet, Providion of iodized salt
alone, (The details of prevention of a few endehic diseases
specific to that area must be undertsken at this point].

FUNCTIONS OF HEALTH SERVICES :

When ne of us as;an individual suffer frem many ef these
diseases there is little to be cpne but to see'a 'decte -,  But
let us never forget that is fost instances, had we acted together
earlier we e>uld have taken measures or forced the goavernment to
take measures that weuld have ensured that none of us ever undergo
ihat'diséase at all. ' However when we do fell shcke we do needya
trained person fe examine us and tell us what eur ailﬁent is2. Is
it just a comman con that will pass off by .itgelf?:

Is It jaundice’ If it is jaundice is it the type which we
mus-(commcnly see, which is mnhst cases begomes alrlght by itself
previded we take rest and preper dlet or is it a different variety
whlch we need to take treatment or very rarely even undergo an
@perwtj)n7 ‘Je all need to know something abbut the ceumen diseases
but knowledge aheat diseases is ncWw so fuch that sOme pagple -
be it a’ ~emmunity health worker, a nurse or a doctor,=are needed
whose;pfnfessian is to provide Health care, B " ’

1 .: B s W Do

There are many discases that we get due to eut body's own
mechanisms being inddegquate - elther due to defects inherent in
eur cells or due ‘e the ody being uneble to cepe with an
everwhelming an external factsr, Good medical; care help eur
body be resteced te 1ts normal function or at leé%t amelierate the
symptoms theérewy lessening the suffering'causeﬁ‘by diseaSes. Often
medical science 1s inadequate to do el ther and we need to accept
the dimitatiens ef this ecience and adjust our 1i%es accerdingly.

. ‘ ; For ) R

Death is inevitable. Medical science can preven: a number
~f preventable deaths, postpone it and make it kess agnozing.

The functien of health services -~ the para medical werkers, the
doctyrs & ndrses, the primary health centres and hegpitals, the
drugs and diagnosis equipment like X-rays is to find the causes

.- g = "y " %4
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Unfortunately thwugh there are tens of thousand-s- wf dcctors,
and even some of them are unemployed, the wvast maJority &€ our
perple have no access t» health care. These who are rlch enough
.te pay and live in cities have access to the best‘equipment and
drugs and decters and they cansume the major part cf what iw

spent for health. The peor especially those living in eur villages

have no access te any medical care, Even if tuere is a prlmary

heal th centre nereby it 1 Uﬁd*”"tcffﬁd poorly equipped and usually i

lack the basic drqu needed to provide primary health servi fes.
The general hespitals are overburdened and themselves terribly
unsanitary places, the medical staff there overworked and the '
health care provided mr'stly"inefﬁ@i@nt. .

COMMUNI TY HEALTH WDRKER': 2

;Q‘(

It has been repeatedly been stressed that proper access Jss
medical care must be based upon deploying adequate numbers of

sultability trained and motha}ed eymmuni ty health workers, A

community health workers is a person of your own village, who

2

has studied at least upto 6th standard in school, who is tra;ned'
te recognise eommon 1llness and treat them. He gan alsc recognlze
more serieus: illness frr which 'he will advice yeu te see a doctor.
He will alsc be abhe to agsist at delivery, give immunization to

H

children amd advige regarding prevention of other diseases. e

) *
may be a peasant whm works his land who only spends a few hours
per day on such wcrk or a local traditional healer er dai trained . .
for this purpocse. i ; hs 4

<
[

The precense of such a perscn or person in ycur village means
that yeu need nnt run t& a decter or to a far off centre,;but can
have basic health services at ycur doorstep sfrom a person yeu
trust. Dres yeu viliage*have ane such worker, who is easily

accessible wm‘you when you eor yeur child has a health pL‘b¢emp

If not you must ensure that one of in the village be’ irainéd, for it.

\
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the district or taluk hospital. Even here no mere than some 150
drugs are needed to take care of all the possible medical treatment

you may ever need.

Unf»rtunately in most places including these 25 primary health
centres these 25 drugs are not avallable. Even at taiuk and
district level hospitals often ‘there 25 drugs are not available -
not /to speak ~f the:150, But at the same timeevery local drug
shup and even at villages there are freely avallable hundreds of
cther tonics and injections and tablets which are of no use at all.
Because pedple d> not know the causes of their dlseases they often
take ternics and ether tablets 'for feeling better or strpqger‘

But thesg medicinés waste our money. Then why are they tﬁere &t
all? Why do deators prescribe them? Wwhy 4o gevernments allow
them? Wts:¢o> cempanies make tiefe?

Of all these euestions enly the last has an eaEy-answer.' The
companies make them because they get a let of money bg selling them.
We need - to énSure that our governments and doctors do not encourage
such useless drugs that waste eur money. We also need t6|ihSist
that the drugs essential in that area are cheagp and easily '

accessible.

OF_DOCTCRS:~

Last of all, we need doctors,too, at ieast in every primar&
health centre there must be two doctors - doectors who are 1ntereated
in oerv1ng the penple. They can help when our ewn kngwledge and
tpaining and that of the community health »workers.ls irfadequate.
Orctors are alsc needed as scientists to find eut more about the
causes of diseases sp‘as to discover ways to prevent the diseases
and to treat them. In every district there sheuld be at least one
hospital where modern scientific instruments are available and
speciallsts in varicus fields are avallable t» treat serieus
‘@onditiéns nr rare diseascs. They also need te provide training
to newer nealth persennel and educate people abgut the causes of
111, health and the way %o be healthy.

HEALTH PEBICIES :-

If many docters teday to not do this it is also because
amondgst ether factors the people do not know encugh to ensure it.
We need ‘th» koew wiat we need for being healthy and what we need to

., " - e
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have proper, equitable access to health or the other benefits
that advancements in medical science have made possible.

Good health needs far more than doctors and drugs. The - 2
struggle for being healthy is part of the struggld agalnst cond_'Ltlons
that make 111 health possible. It 1s a struggle #or good food,
good water, a clean environment, for good employment & for
lelsure. It is a struggle for a better quality of llfe.» Science
gives us the knowledge and the pOSSlblllty of makincj geod health .
care avallable todey but to make this a reality, soclety must
be wiliing to reuistribute available resources“__so that these basic
heeds for all are met. This then is the true meaaing of Health
 for all by 2?0f Ad. i el >

¢
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A P8M APPROACH TO PRIMARY HEALTH CARE

The Deglaration‘ﬂf'Alma Ata marked a historics step in the
history of health. It was the first clear international decla—
ration that health which is a state of complete physical, mental
and social-wellbeing, and not merely the absence of disease @i
infirmity, is a fundamental human right and that the attainment
~ of the highest possible level of health is a most important world-
wide social goal whose realization requires the action of many
other social aqd economic sectors in addition to the health
sector' 1.

The Alma-Ata declaration was a major step forward for it

was beased on an understanding and implied that

(a) 'the main roots of poor health lie in the living

condi tions and the environment in general, and more
specifically in poverty, inequity and 'the unfair
redistribution of resources.in relation to needs, both
inside individual countries and internationally.

(b) That the people have the right and duty to participate
individually and collectively in the planning and
implementation of their health care.3

(c) Primary health care, defined as "essentisl health care,
based on practical, scientifically sound and socially
acceptable method and technology... at a cost that the
community and country can affort to maintain atevery
stage of their development in the spilrit of, self-reli-
ances & self determination.. is the key to attain the
target of health for all by 2000 AD'4.

Unfortunately despite the brilliant polemic and sweep of this
declaration, its implementation lags far behind, and now 22 years
since its adoption in practical terms, at least in India, this ‘
great slogan has had little impact. Unfortunately the World
Heal th Organization who gave this call, has its contacts limited
to the health ministries and to medical and alliegd professionals,
and it is to these sections that the task of implementing this
programme went. One critic ruefully comments 'Handing over the
implementation of PHC to the medical establishment was eimil ar
to handing over the implementation of land reforms to landlords.'S.
Ope outcome was to attach 'health for all by 2000 AD' as a slogan

to already existing or on-going programmes or to set new series



The other major thrust of the present pfﬁmé%y'health
cave programme, as it is in India, is the éstablishment of
primary health centres and the deployment of community health
workers-both at subcentres and at village levél. Thies too has
run-into serious problems, ‘Not only is the number of heaith
workers that have been trained and deployed far short of what is
needed, but even those who are_ﬁeployed yield only a limited
quality of health service., The selection, training, monitoring
and motivation of the community health workers is so poor thst most tend
tend to drop out & some even migrate and set up as quaék medical
practioneers themselves. 'Community participation', one important
planned feature, is in most places completely ahsent. Almost
no résearch, planning or trajg;ng goes into identifying the

problems gnd working cut the Eactics_of heal th care delivery.

'
For the medical establishment, it is business as usual.
The last 10 years have seen the mushrooming of corporate private
hospitals and a number of private capitation-fee based medical
colleges. A top few eminently 'succesgsful' doctors preside
over medical association, act on medical councils, advise
governments on health policy, serve on\its commitees and working
groups, influence governmental deci stons by virtue of their
physician-level nersonal contacts with decision makers and in
many a case even dominate researéh and private practice. The
entire primary health care campaign and the Health for all by
2000 AD. slogans are seen as emﬁty politician's glogans or at
best as the department of P & SM's responsibility. Clearly

no major change is likely to be contributed by these sections.

It must be recognised that members of the medical profession
can do little in their professional capacities to achieve this
goal. Medical & paramaedical professionals are well positioned
to investigate the causes and conseguences of ill heal th.
However they can rarely fackle the root cause of ill-heal th-
hunger, poverty, shelter, water, sanitation, employment, leisure
etc., Without tackling these basic questions-primary heal thcare
as spelt out by the Alma-Ata declaration is not realizable.

This differentation between the wider concept of primary

i *

health care and the narrower ccncept of primary health services

or basic medical services was nct made in the original declaration.



Lt is pOSéible with adequate political backing and administra-
tive will to immediately achieve, such medical care at least in
large areas of the country. It is rossible for socially minded
doctors, helpted by donations or grants to provide such basic
medical services in remote rursl areas or even in urkan areas’
where the poor have limited access to such health services. There
is a record of numerous doctrs from a'wide variety of backgrounds
the catholic hospitals associations, the peOpl@‘s polyclinics of
andhra Predesh, the work at Nagapur, at Chikmagalur etc., who

have undertaken such work. Such work is a valuable contribution
but in terms of the actual contribution to the health of the
community as measurable by indices the‘impacﬁ has only been
marginal. JImpact on health itself can only take place by the
implementation of primary health care in its broader concept.
Though provision of health services and essential drugs are a part
of the concept of primary health care, they are not the major part

or the focus of primary health care.

This should not however be interpreted to mean that health
professionals have no role in the implementation of primary health
care. The word 'doctor' is itself the derrivative of the word
'to teach' The doctor and other health professionals are locked
upon as a source of knowledge about health and discase. Today
many of the iéeas prevalent about disease, both right and wrong
and most of the health policies have been contributed by the medical
professional. 'To view disease as an affliction of an individual
by a germ and lose its sccial dimensions is the result 5f«a curative
bias, that the PHC approach sets itself against. The result of
such a bias in the sphere of health policy is to search fortechno-
logical or managerial sclutions to what are essentially social
issues. The doctor has contributed to such a bias and the doctor

can contribute to its unmaking al =o.

The people's Science Movement and indeed all other individual
group's & organisations desirous of realizing the goals enchrived
in the Alma Ata declaration need to plan for intervention to
prevent the demise of a powerful conceptfHealth for all, by
2000 A.D." A great concept should not be allowed to dissolve

into platitudes.

One of the primary areas that people's science movements
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Health education has many limitationé and pitfalls.
Much uf the health education current today is-technical,
fragmented and culturally in-appropriate, other than being for
that situation irrelvant. Thus a health worker may deliver a
one hour lecture on diarrheea, without ever mentioning that the
water source in that village should be safe. Instead she would
probably preach a'sermon on cleanliness, suggest using boiled
for water all drinking purposes and finish with suggesting
oral vehydration therapy. -By'the time she reaches the most
useful part, both sympathy and inevest would have been lost.
Or a class on nutrition may tell all mothers assembled that
they must give milk, egygs, fish, fresh fruits & vegetables to
their children - when mOSt of them are going hungry for want‘of
ability to purchase riee. Even in many a people's S8cience
movement lecture we tend to leave out social causes and
possibilities of remedial collective action and insftead stress on

technical causes and individual solutiens.

It would of course be of little use if health eduoatién
lectures were only poiemical or philosophical in nsature and
discussed and curative knowledge will need to be imparted. But
where collective action is the only real solution and the basic
problem is a health determinant like water or. nutiition or
sanitation, health education should be aimed at exposihg such
causes and appropriate remedical collective action. The
health professional should provide the technical information,
if such is needed, to justify, a PSM effort to organising such

action.

Could health by itself serve as an entry point for
collective action? The health worker-can she become the agent
of social change? Can oppressed people be organized around
and for hesalth issues.‘ Though this debate is far from over

some Tndian experience

U

s have replied in the negative. ‘'Health

(
@

work they feel has only weak political implementation and
without a proper political context not much of genuine people's

participation can be achieved in community heal th work done.

However most are agreed that 'health should be one of

the activities of a group trying to organise the rural poor
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The reception and popular response to proper health
education is also limited by the dominent culture of seeking
a pill or an injection as an instant remedy instead of trying .
fprra more scientific understanding of the cause of disease.

They -come to the health professionsl for a 'cure' and not for

edue., Many health education strategies’ therefore choose

to combine therapewtic services with oral educaticn-both within
the governmental and in the non-governmental sections. Thus

the women waiting to see a doctox in the gueue befbre a primary
heal th centre are given an half-hour lecture before he arrive§,
or while they are welting fox «helr turn, | Orielse efter.seeking
the doctor they have to see a social worker who spends a few
minutes talking to her about her disease. Both these of course
are rare events, and only in .an occassional centre, usually

run by a sccially concioug doctor 4o they really occurs

Experiences in the pecple's science movement, though
undoubtedly limited, have found greatest success where the health
education has been done in the form of a mass campaign. The
media used has been popular lectures, slide shows, streét-theatre
(the Kalajatha), posters and to a limited extent video. The
popular response from the audiente has been very positive but it

is difficult to evaluate the gains of such general health cgmpaiagns.

Campaignes focussed on specific issues especially on pro-
vision of essential drugs and the drug policy have had a much
greater impact. The KSgP in particular by its wide dissemi~
nation of books on essential drugs and on'‘hazardous or imprational
drugs, have been able to make a mark on drug ceonsumption &nd pres-
cription patterns. To this end they have held seminars and guest
lectures for doctors, campaigned in the local press, used posters
and . 77 news papers and kalajathas to disceminate their views on ‘.
drug policy. Their successful efforts to e¥pose multinationals
selling anabolic steroids by intervening in the usual 5 star hotel
drug promotional campaign also won them popular support and media
coverage. Such a wide variety of activities ‘and on such a
scale needs a major organisational network and this the KSsp ¥
had. The KSSP organisational growth is a result of the wide
varieties of activities the KSSP takes up-covering issties like

environment, science, education, health, rural technologies

Ld



a broad-based organisation has helped all PSMs in carrying out
effective health campaigns. The K.R.V.P. the Log Vigyan
Sangatana are some of theother PSMs who have held such campaigns on
heal th. '
another factor in the success of many KSSP programre is
their educational éampaigns not only on health but alsoc on en-
vironment, do not stop at awareness generation Ienbre (o(e) ‘el hule)
mobilizing people for cwllective action, The scope for such
health education campaignes which lead on to direct collective
interventions by the people have not been adegquately explored
by other PSM groups & health activists magnly due to theilr
organisational weaknessess.

But as the PSMs continue to expand the scope for such action
increases exponentially. It is possible non to plan for campaigns
for total immunization or control of diabotical diseases. It
is also possible and meeded to campaign for implementing iodized
salt distribution in the Terai & other iodine deficient areas
of the north while at the same time opposing the ill advised move
to ban common salt, commercialize salt production-handing it over
to large monopoly houses all in the name of preventing a wide

incidence of goitre that is far from esteblicshed.

It is possible today to campaign extensively for ensuring
provision of the 25 essential drugs within 1 km of any habitation
and for banning hazardous ﬁrur - In celect areas it may be even
possible to launch health mLCﬁLlon combined with collective actlon
against diseases like gyddeswcrm infestations which are poten-
tially easy to eradicate and even against di-eases like leprosy,

% measles which are potenti~lly eraficsble even within the present

systzm with exi - ting medic 1 knowuitedge..

succassful health education work however needs a lot of
careful planning and knowledge of local conditidns and culture.
T+t also needs an analysis and understanding of the health problems
involved. Given the bi-s of the medical establishment and official
structures today, one is seldom able to rely of officisal
documents and pronouncements alone to evolve a people's unders-
tanding ef the issue. &as a rosult one major =2rea of people's

intervention has been to study health issues critically, subject

W - L S Ly
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There are many g”.ups notably the groups associated wi th

Medicos friends gircule, A.I.D.A.N. Helhi Science Perum,
Karala Shastra Sahitya Parishat, F.M.R.A.I° who have @ade
major centributiuns in this regard. Though due to their organisa-
tional struo%ure:most such groups have limited themselves to presenting
critiques, "such critiquas are essential for future action. Thefic
critiques ceuld have formed the basis for collective action by

«ther greups like ymuth movements, women's organizations etg, but

in practice such a cross-fertization has net occufred'to any

signi ficant degree.

N L4

Most such analytical, theeretical contributions are desk
work relying largely un seconéary date or compllat%qns#fraﬂ
various published scurces. There are however a'pumber‘of
significant health surveys and field studies by health activists
which Ras formed the basis for cri tiques. Health problems ! @
comsequent to the Bhopal gas»traéedy, occupational disease iﬁ;
selective areas & industries,, the general health survey and the
study of ‘primery health centre facilities in Kerala are .some
examples ¢ f suchvintervention. It needs be p(inﬁed eut that
the majyr medi¢al research institutes with el aberate reaearch

~

facilities seldem study such tepics. The marked reluctance of
such institutes to undertake study en areas of immedi ate
relevance to peﬁplé,wespeciélly if the .topic is likely ts» be

controversial ane ge against local vested interests in well

"

known. Unless health activists intervere actively in guch
areas of research work, the PSM's and democratic groups will be
unable to intervene in both the for mulation cf health policy
er even identify the deleterfeus effects of 11 coneieved

heal th or developmental’ strategies. 3

Even theeretical werk, based en analysis ef published data
has a significant rnle to .play. The drug policy 1sone ares p
where health activists.in India can take pride as being the
sole force to haveﬂoppnssed the gevernment's censistent pro-
‘industry and anti-health policies. .And nost of thig lrters
ventlon in based en study done by various health activists
- themselves. Simllarly en patent iaw and on iwmdisation of sal t,
efficial pulicies have been sub jected to cristical analysis and

have become  or are borom it the i aean et e, B NSE i S - ol
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critiques or evslve al ternative strategies. There is an urgent necessity
for health activists to widen its contacts ameng traiped and :
sincere health prOfeSSiONalS‘WhO'Can help., A large number of

dnctors, espet¥ally junier dectors and medical sttdenfs and

many with gnod academic backgreunds are irter@sted in a ;ocial

activity ef the medical sy stem

and willing to contrlbute SO 3 LG ol
Their participatien in the work ef PSM should be ensured.

Can PSM s go beycnd health education campaigns® (both general
health awareness and en specifiec issues) and bevend présenting?
critiques and crificil reviwcs of heglth'policy? Can it attempt
to tackle the aoncept-of primary health care in its entirety?

Can it by its wwrk ra.se the level of health in a measurable
fashion or e~ntribute to such® a rise in heal th esatatl;ls'>

-y
3

One approach to these questions is to work en a meAel-

to take up an area varying in size from a village to a taluk .
er district and in this area &ttempt to render primary health
care. Teo eften what is rendered is only-bésic medical services
and then in the leng run the results are not wdequately rewarding,
However there are attempts te integrate in such a medel, basic
medlcal serv1ces ‘with major heul th educational camndlgns,
1ntroduct1un of scientifi~ imputs to upgrade exlsting rural
technologies andlaunching rural development scbemes that
ganerate emplcyment, provisien of better «wutrition not only o
through ineome generétinﬁ but by a more optimal use of available

esources especlally for children, prmvision of'gafc drinking -
water and elementary sanitation and above all literacy educutlon

and scientific awareness. The perpke' g science movement is
better equipped than mcsti,greups o implement such an appreach,
It has within 1t folds esnsiderable experienge in rural technologies
in literacy. and non forhal education, in running campalgns on
issues espeially using lockl art-ferms as a vchlcle i9r new
ideas, in drinking-water and Saﬁltﬂthﬁ wbrk - and in running
basic health services. It should be thas possible for such

a model to the built up with the available experience imithe PeM - g,

When bu1ldlng such models one rfieeds remember the past PaM

experience, that success ful campaligns need s critical size for

A g

raising enthusiasm & for success. If work is too microscopko: in .

47 ¥
diversiens, success is less and the preject merely peters off.*
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automatically rzaplicable all over the ceuntry, “by virtie of

its being successful in one place. Even for the model area to
succeed social inequ-ities will pose a problem but we need not
essume they are insurmountable ones. (Such a model cannot therefore

be posed as the road to success of primary heal th care) . ¥

Then what would such a model contribute? It could by its
very preseﬁce and success help to pose the issue of an alpernative
stratg%ﬁ to health care and development. It copld demon‘Frate
that health for all is possible - now, .given the administrative and
political will. It would help bring, by virtue of its experience,
the issue of health on to the .agenda of nationai priorities -
where it iz theie notionally but not in practical terms. In
organizational terms it would mean mobilizing new sections into
PSM activities and adding a newer dimension to activitgl &% aimed

at social change,

What we should not do when the PSMs:take up primary health
care work is to confine it to health services, and to health
professionals. Thereby we would be going back to locating health
issues as separate from other social problems and nurture the
belkef that good health can be won by technological- or managerial
inputs alone. PSMs can organize people around health issues
only - if they link it up. “ith other issues of development -
especially literacy, education andemploymeent,

One area of expanding PSM activity that offers immediate
scope for linking with the health issuve is literacy. The concept
nf functional 1literacy as understood oy Sy ue; dnckudes an
understanding of hLealth., Literacy, and education by themselves,
independent of all otherfactors have been-shown to be major
determinant of health status. Women's literascy in particul ar
has been shown to affect, independent of other parameters, women's
health, attitudes to family planning, number of childfen born and
infant mortality. The process of imparting literacy is a useful
vehicle for the generation of scientific awareness of which health

»

awareness is an important aspect.

One major new area of contribution of PSMe 'is in adult
literacy. With the landmark suvccess of the Ernakulam campaign
and the subsequent initial experience of the on-going total

1iteraecy campalgn in Pondicherry Goa and Foral s i+ fa 15kalr +hat



by ope#ation smiles - a project for 100% immuni zation in
Ernakulam district. Diaorrheal deaths & mortality have come ‘
down significantly. In Pondigherry too a health phageis likely

to follow the total'lite;acy campaign.

The cdoming Bharat Gyan Vidyan Jatha, being orgénized by the
people's 'science movements of India isone major avenue for health
activists to enlarge the scope of their work. The B,G.V;J. aims
to organigze one culturul groups of volunteers from all walks of life
in each of the 500 odd districts of India. In each of these
districts the jatha will give performances at 120 &o 150 centres,
Their performance is aimed at creating an awareness af Litenaoy.
and science. The’'basi® organizational task of the EGW is to

organize 60,000 centres all over India to receive thesetroupes.

Each centre will also identify s resource persons to give 10
lectures each on€topic-. One of these topics is 'Being Heal thy' -
a basic talk expalining the causes of diseases and the need and

nature of primary health care,

The .generation of such wide and diverse voluntary network
of activists by the pecople's science meovement Opéns up vast
potentials for future action by the beqple”SSCience movement,
LiteraCy is de&finitely the major follo

d=finitely the issue we need to addre:

But it is not pousible to open un actual teacring work in all

these 60,000 centres as foliom Up, nor wil

sustain even the active centr-g with = single point programme

of literacy alone. Health is Jefinitely one major thrust area

for follow up work in these centres, The follow-up work may

take the form of health education campaigns or even of intervention

in areae like immunization, guinea worx eradication St€.

Or there may be areas where we could attempt cemprehensive
primary health care. It 4= premature at this stage when the
60,000 centres exist only on paper to plan for a detailed follow-
up but we need to start thinking akout it. we can however state
confidantlsy that ‘the very attempt to train 60,000 voluntures
to give a talk on primary health c&Fe in every village of India,
is an unique attempt that is bound to throw Up a major manpower

resource for futureheal th activities,
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BACAGROUND PAPER 'ON HEALTH AND PSM'S
Presented at 2nd All India People's Science Congress,
Calcutta,
; BY DELHI SCIENCE FORUM,

India was s signatory to the "Alma Ata Declaration” a
adopted ‘by the World Health Essembly in 1978, which gave the
call "Health for all by 2000 AD", Today, 10 years after the
Alma Ata declaration, the state of health in India makes the
country one of the most backward in this respect. The facilities
in some of our hospitals may be among the best in the world and
the same can be said about our doctors, This, however, does
not determine the health ofnation. The only true index of a
nation's health is the state of health of the vast majority
of people, andnot that of a privileged few, 1In this regard the
Government 's own "Statement on National Health Policy" (1982)
states "The hospital based disease, and cure-oriented approach
towards the establishment of medical services has prodived
benefits to the upper crusts Oof societ. specially those residing
in the wrban areas, The proliferation of this approach has been
at the cost of providing comprehensive primary health care
services to the entire population, whether residing in the urban

or the rural areas™.

POST-INDEPENDENCE EXPANSION IN HEALTH SERVICES

However this should not detract from the fact that since
independence there has been improvement in many areas, both in
terms of growth in in rastructure andinterms of their actual
impact on the health status of our people. The following table
gives an account of the progress made.

Table - 1

IMPROVEMENT IN HEALTH FACILITIES/CONDITIONS SINCE INDEPENDENCE

Year Life expe Infantmort No. of Population No. Doctors
tancy at ality rate hosptials per bed of per lakh
; ‘ PHCs popln.
1951 32,1 180 2694 3199 725 16.5
1961 B Sk .. 1as5 3094 1930 2800 17.6
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It is however important to understand both the content

and the process involved into this progress made in the health
sector, There is a tendency to cite the above figures to make
out a case for positing that this pProgress has been adequate, and
hence no major policy interventions arenecessary. The health
services at the time of Independence were a function of the socio-
Sconomic and political interests of the colonial rulers, Conse-
quently they were highly centralised, urban-oriented and catered
to a small fraction of the population, Public health services
were provided only in times of outbreaks of epidemic diseases
like small pox, plague, cholera ete, The post-independence era
witnessed a real effort at providing comprehensive health care,
and in extending the infrastructure Oof health service,

Even the West wemt through this rapid phase of improvement
of health services, after a périod of stagnation, at the turn
of the century. 1In the early days of the Industrial Revolution
the bulk of workers who came to work in factories frOm the
countryside suffered from malnutrition, communicalble diseases
and high rates of infant and maternal mortality, When it was
realised that the very suffering of the people was endangering
‘industrial production (and théreby profits), active steps were
taken to dramatically imrpve publicchealthvservices. Economists
who had considered medical expenditure as @ mere consumption
item, realised that allocation on health cére was actually an
investment on increasing preductivity of labour., Another
major thrust was provided in the aftermath of the Second World
War, when with the rise of organised workingclass movements and
the consequent development of democratic consciousness in many
European countries the concept of "Welfare States" was mooted,
For example the National Health Scheme in Britain, which is highly
regarded even today, took shape under the Labour Government just
after World War II, a rough analogy can be drawn wkth this and
the Indian situation after Independence, Consequent to the
transfer of power in 1947, the character, amd as a result the
. long term interests, of the ruling sections changed and conse-
- quently their intereest and motivations were qualitatively
. different from that of the British.. Their own interests requie-
. red a major thrust towards building of an infrastructure to

re——
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At the same time major scientific discoveries revolutionised
the treatment and prevention of many diseases. These have
contributed greatly to the increase in life expectancy and
in reduction of mortality. The antibiotic era has made it
pessible to control a larger number of infectious diseases,
for which no cure was earlier possible. Rapid strides have
been made in the field of immunisation, diagnostics, anaesthesia,
surgical technigues and pharmaceuticals. This has had a
dramatic impact on mortality and morbidity rates all over the
world, There are pitfalls of an absolute dependence on tech-
- nological solutions to health problems, but it is definitely

true that in many instances newtechnologies have had a major.
impact, However the imporvements in ourhealth delivery system
have not kept pace with the needs of a vast majority of our
people. So much so that the Government's "Statement on
National Health Policy" (1982) is forced to state "Inspite of
such impressive progress, the demogfaphic and health picture
of the country still constitutues a cause for serious and

urgent concern",

BAILANCE SHEET OF HEALTH

The following statistics give a picture of the state of
health of our people:

Only 20% of our people have access to modern medicine,

~= 84% of health care costs is paid for privately.

-- 40% of our child suffer from malnutrition. Even when
the foodgrain oroduction in India increased from 82
million tonnes in 1961 to 124 million tonnes in 1983,
the per capita intake decreased from 4dﬁgms. of cereals
and 69 gms. of pulses to 392gms. and 38 gms, respectively.
Due to inceeasing economic burden on a majority of the -
people, they just cannot bug the food that is thepreti-
cally "available", .

-~ Of the 23 million children born every year, 2.5 million
die within the first year. Of the rest, one out of nine
dies before the age of five and four out of ten suffer
from malnutrition,

-- 75% of all the diseases in India are due to malnutrition,
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'50% of children and 65% women suffer from iron defi-
ficiency, anaemia. :

Only 25% of children are covered by the immunization
programme. 1,3 million children die of diseases which
could have been prevented by immunization, §
1/3 of the total population of India is exposed to
Malaria, Filaria and Kalazar every year,

550,000 people die of TB every year. About 900,000
people get infected by Tuberculosis every year.,

==nAbout half a million people are affected with lepsory,

vom am

which is 1/3 of the total number of leprosy patients
in the world, .

70% of children are affected by some intestinal worm
infestation, |

1.5 million children die due to diarrhoea every year,

A comparison of Infant Mortality Rates (i,e, number of deaths

under: the age of one month per thousand live births) of some
countries in 1960 and 1985 shows that many countries with a
poorer or comparable record 20 years back are today much ahead

of India,
TABLE - 2
Country IMR IMR
in 1960 in 1985
Turkey 190 84
Egypt 179 93
Algeria 168 s 81
India : 165 _ 105
Vietnam 160 ‘ 72
China 150 36
UAE ‘ 145 35
El Salvadeér 142 66_
Jordan 135 ; 49
Sources: *State of the World's Children:? 1887 - UNICEF,

INADEQUATE RESOURCE ALLOCATION

One of the Principal reasons for the ababanna o oLy 2

. DAL
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TABLE - 3
Plan Beriod % share of Health
: Budget

1951-56 3.32

1956-61 S o S

1961-66 2,63

1966-69 . 2511

1969-74 : 4@l

1974-79 ' 1,92

1980-85 1.86

1985-90 - 1.88 (esstimated)

Source: GOI, Health Statistics of India, 1984.

The government spends just Re.3/- per capita every month
on Health., ( This may be contrasted with the estimated average
expenditure, incurred privately, of Rs.15/- per capita every
month) The following table gives a comparison of the percentage
of govt. allocation on health.

2 TABLE -~ 4
Country % of central govt, expenditure
allocated to health (%983)
India 2.4 '
Egypt 2.8
Bolivia 3l
Zaire i Fd
Iran . Dial
Zimbabwe 6.1
Kenya 7 0
Brazil 743
Switzerland i 13.4
FRG 18.6

Source: The state of the World's Children-1987,

Moreover, even these meager resources are not equitably
distributed, 80% of the resources is spent on.big hospitals and
research institutions which are situated in metropolitan cities
and large urban centres. They cater to less than 20% of the people.
On the other hand just 20% of the resourcesis spent on primary
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TABLE - 5

COMPARISION OF NO. OF HOSPITAL BEDS IN RURAL AND URBAN'
AREAS (As on 1.1.1984)

No. of Hospitals % of total No.of Beds %of total

Rural 1994 26 .37% 68233 ' 13.63%
Urban - 5287 73 .63% 432395 86 .37%
Total ‘ 7181 100, 00% 500628 100,00%

Source: Health Status of The Indian People, FRCH, 1987,

Of the total number (just over 2 lakhs) of allopathic
physicians in the country, 72% are in urban areas. Further, only
15.25% of all health personnel work in the rural primary health
sector of the government., As a result of the highly inadequate
Govt, intervention in the health sector people are forced to take
recourse to the private sector in health care. By this kind of
an approach, health has been converted to a commodity to be
purchased in the market. Only those who can afford it can avail
of the existing health facilities. It is thus clear that health is
perceived by the Govt. as a low priority area with grossly inade-
quate resource allocation, and a skewed pattern of utilisation of
these meager resources. This is afundamental problem in the health
sector which calls for rethinking refarding the whole developmental
process in this country,

Here another disturbing trend needs to be mentioned. In the
last few years there has been large scale investment by theprimate
sector on curative services. With encouragement from the government
for the first time in India big businesshouses are entering thefield
6f health care. 1In addition to the fact that they areexclusively
meant for the elite, the trend is also an indicator of a certain kind
of Philosophy within Goct. circles regafding health care, It is the
kind of thinking which draws inspiration from a World Bank report
which says "presenﬁ health financing policies in most developing .
countries need to be substantially reoriented. Strategies favouring
public provision of services at little or no fee to users and with,
little encouragement of risk-sharing have been widely unsuccessful".l
(de Ferranti, 1985). This, in other words, is a prescription for
increased privatisation. The National Health Policy Statement says
"With a view to reducing governmental expenditure and fully utilising



in providing health care to all., Increased privatisation
in health can only serve to exclude the most impoverished

_ sections, pricisely the section who need health services the
 most!. The answer to theGovt's inability to find sufficient
~resources for health programmes certaihly cannot lie in
taxing.the community £of provision of health care.

LACK OF HOLISTIC APPROACH

Health services, in the traditional sense, are one of the
main but by no means the only factor which influence the health
status of the people. Today the concept of social medicine
- recognished the role ofsuch social etonomic factord on health as
nutrition, employment, income distribution, environmental sanita-
"tion, water supply, housing etc. The Alma Ata declaration states
'“heaifh, which is a state of complete physical, mental and social
well bring, and not merely the absence of disease or informity, is
‘@ fundamental human right and that the attainment of the highest
‘possible by‘level ofhealth is a most important world-wide social
goal whose realisation requires the action of many other social
and econokic sectors in addition to the health sector". Flowing
from this understa ding, health is not considered any more a mere

function of disease, doctor and drugs.- Yet even today the existing
public health infrastructure in India is loaded in favour of the

curative aspects of health,

For a country like India, it is possible to significantly
alter the health status of our people unless preventive and pro-
motive aspects are gikten due importante. An overwhelming majority
of diseases can be prevented by the supply of clean drinking water
by providing adequte nutrition to all, by immunizing children against
prevalent diseases, by educating people about common ailments and
by providing a clean andhygienic environment. It has been estimated
that water-borne diesases like diarrhoea, poliomyeilitis and
typoid account for the loss of 73 million work days every year.

The cost in terms of medical treatment and lost production, as conse-
guence, is estimated to be Rs.900 crores-which is about 50% of the
total plan allocation on health!

Yet according to the Govt's health policy statement (1982)
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50% of the total rural population, Where these centres have been
set up, they are under staffed ang suffer from lack of medicines
and equipment .

Another major drawback has been the difficulty in attmacting
doctors to serve inp the rural health scheme. By and large doctofs
opt to work in rural Centres only as a last resort. This refelcté
on both the quaity and motivation of medical personnel manning
Primary health centres. Unwillingness of docbors to serve in the
rural sector is also an indictment of our medical education system,

The curriculum is heavily loaded in favour of curative medicine .1 ¢
and within this in favour of diseases fonfooming to themortality - ’
and morbidity profile in the West, During their period of
training medical Students are taught to rely oh sophisticated ‘
disgnostic aids, Such training ensures that medical graduates are
iil-equipped to work in conditions prevailing in the rural areas,
Moreover the medical profession isinvested with an aura of glamour,
which unfortunately is seen to be lacking in Service in the rural
sectors,..*

It needs also to understood that entry into medical colleges
is by and large limited to those coming from a higher socio-economic
stratea, pPredominantly from urban areas, who Consequently find
it difficult to conceive of working in nural areas, Even when
uneploument among doctors is not uncommonm doctors are unwilling
to take up jobs in PHCs. A two pronged strateqgy is required to
tackle the situation. Medical curriculum has to be reoriented
and entry into medical colleges needs to be regulated in a
manner which ensures amorebalanced "mix" of students. ®Pide by side
incentives have to beworked out to attract doctors to the rural
health schemes., After all its is impractical to believe that
doctors xgxxhgxxxxaixhxaikhxxxxxmgx,are natutally fired by
altruistic motives ang with feeling of "service to the poor",

At the same time, within the medical fraternity, there is a strong
resitance in changingehthe dge old concept of health as function

of doctors angd drugs. Implementation of recent concept of Primary
health care requi es a certain degree of demystification of
Medical Science..  But within the established medical bureaucracy
and in the entrenched sectionsof the medical fraternity there is
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However all theseprogrammes nead tooperate through the rural
health scheme, but as they have separate administrative controls,

they are not accountable to the rural health scheme. As a result
there is needless duplication of administrative manpower, costs

and often confusion regarding aims. While the basic aim behind the
vertical programmes of giving emphsis to problem areas is laudable,
they need to be administratively integrated with the rural health
scheme, Otherwise they will continue .to work .at Oross.putposts with
the rura] health scheme, often at Qreat cost to the available material

and human resources,

COMMUNITY PARTICIPATION :

The slogan "Peoples" health in people "hands has today
received universal support, Diverse agencies cutting across all
kinds of ideological positions accept that community participation
is vital to the sustenance of Aany comprehensive health programme.
The Govt's Statement on Health Policy also recognises this position
while stating "Also, over the years, the planning process hasbecome
largely oblivious of the fact that the ultimate gola of achieving
a satisfactory health status for all our people cannot be secured
without involving the community int the identification of their
health needs andpriorities as well as in the impdéementation and
Management of the various health and related programmes", Unfort-
unately there is a basic lack of clarity on the Ceoncept of community
participation, Often, especially in official circles, it is taken
to imply that the community participates in collectively receiving
health services! A strategy developed by the Govt, to bring about
community participation is the Community Health Worker (CHWD scheme.
The scheme involves recruitment and traing of a Community Health
Workers from every village community, The CHW is required to
interact with the PHC system on hehalf of the village community
he repr sents. 7The scheme was introduced in 1977, as part of the
Govt,'s Rural Health Scheme, nased on the recommendations of the
Srivastava Committee (1975). The guidelines for the selection of
dandidates for the CHW schemes ares

1) They should be permanent residents of the local community,
perferably women. (in 1981 it was recommended that all
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leaps and bounds. From a meager 0,14 Crores in the First Plan it
went up to 409 Crores in the Fifth Plan, 1426 Crores in the Sixth Plan
and finally to a proposed 3256 Croees in the Seventh Plan. Yet the
birth rate has remained static at around 33 per 1000, for the last
decade. How then is the continued increase in expenditure on family
planning to be'justified?

Actually the basic problem lies in the inverted logic that a
falling birth rate preceds socio-economic development. The
experience in countries all over the world hag shown that exactly
the reverse is true., The family planning brogramme as it stands
today, is another example of attempting to find technological
solutions to soeial problems which reqguire societal measures.
Moreover, the family planning programme with its fetish for tarngets,
places an added burden on the health care delivery network, ‘which
it is ill equipped to earry. As a result there is a further
whittling down of the already meager relief that the primary health
care system provides. As noted in the case of other vertical
programmes, the family planning programme too needs to function in

an integrated manner with the rural health scheme.

CRISIS IN PHARMACEUTICAL INDUSTRY:

Though there continues t> be a greater emphasis on the cﬁrativé
aspect of health even this area is plauged by a variety of problems,
Tmis is examplified by the total anarchy which prevails intc the ... .
production and suppby of medicines. Ohly 20% of the people have
access to modern medicines. There are perennial shortages of
essential drugs, while useless and hazardous drugs flourish in the
market. There are 60,000 drug, formulations in the country, though
it is widely accepted that about 250 drugs can take care of 95%
of our needs., The market is flooded with useless formulations like
tonics, caugh syrups and vitamins while anti-TB drug production is
just 35% of the nesd. While 40,000 children go blind every year
due to Vitamin-A Deficiency, Vitamin-A production was just 50% of
the target in 1986-87. The production of Chloroquine has shown a
decline in recent years, at a time when 20% of the people are

exposed to Malaria every year.
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tqrnoyer of the Pharmaceutical Industry has increased by leaps
and bounds and today, globally, it stamds next only to the
Armaments Industry. The growth of the Industry has been
phenomenal in India too. From a turnover of Rs.l1l0 crores in 1947,
it rose to Rs.1050 crores in 1975-76 and today stands at

Rs.2350 ‘crores,

In spite of the growth in Pharmaceutical production in the
country, however, morbidity and morality profiles for a large
number of diseases continue to be distressingly high. It is thus
c'lear that there is a dichotomy between the actual Health '"needs"
of the country and drug production. It is also obvious that a mere
arithmetic increase in Drug production cannot ensure any significant
shift in disease patterns. Hence, if this dichotomy between drug
'production and disease patterns is to be resolved, some drastic

measures are called for to change the pattern,

The Pharmaceutical Industry in India has developed along the
lines followed in developed countries. The reasons for this are
twofold., First, the Industry in India being in the grip of MNCs,
drug production has naturally followed the pattern of production
in the parent countries of these MNCs., No attempt has been made to
" assess to actual needs of the country. Secondly, the India/Drug
Industry caters principally to the top 20% of our population, who
have the purchasing power to buy medicines. This is also the saction
which is amenable to manipulationsby the high power marketing strategies
of the drug companies. Moreover, in this section, disease patterns

do roughtly correpondent to that in developed countries. ‘The
industry is thus able to meglect the needs of 80% of the population
andyet make substantial profits. It sees no ned to change its pattern
of drug producfion and thrust of its marketing strategu. One is
unlikely to see any change in these areas unless the industry is
compleeled to change by stringent regulatory measures, by the ;pv
Government. UL . ] )

Further, drﬁgs differe from other consumer goods, in that

while the consumers have a direct say in the purchase of consumer
goofd, such is not case for drugs. Drugs are purchased on the
advice of doctord., Even in the caseof over the counter sales of

drugs, docctors and chemists have role in d:termining themarket
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large the curriculam has very limited relevance fo the existing
situation in the country. On this the report of the Medical :
Education Committee, Ministry of Health and Family Welfare says,

"The present system of medical education has had no real impact on the
medical care of the vast majority of the population of India"., It

is thus the not suprrising that what doctors prescribe have little

relevance to the disease patterns in the country.

What is probably even worse is the fact that doctrs, after
passing out of teachinginstitutions, have almost no access to
unhiased duoug information. As a result their prescribing habits are
moulded by informatbon regularly supplied by drug companies.

Thig inf-ormation for obvious reasons, is manipulated to support the
production pattersn >f the drug industry. So ulti tely what
medicines the patients gets is determined not by his actual needs
but by what the drug companies feel are necessary to maximise their

profits.
TINCORRECT PRIORITIES OF GOVERNMENT

The problem is compounded by themanner in which the government
makes estimates for drug reguirements. whe most important criterion
used for this purpose is basad on 'market needs'. Given the scenariae
related above, this can neverf reflected the actual drug needs of the
country. °LToday, a need is created forvarious inessential durgs,
by salves pfmotion campaigns conducted by drug companies, Thus for

ecample Vitamins and tonics in large doses are prescribed laon- with
antibiotics. This is a 'created need', though Vitamins and tonics

are sameof thehighest selling products in themarket.

India accounts for about 18% of the world's population, many=-
factures andmarkets only 2% of ‘the total global drug production,
out of which barely 30% are essential, to meet the drug needs
to drug to treat 24% of the total global morbidity. Thefollowing
table gives us some idea of the shortfall in essential drug production.
(Though the gravity of the situation ismore than waht the table indi-
cates, as the demand éstimategiven for 1982-83-based on governmert
figures are a gross under estimation. Moreover for 1986-87 the
Chemicals Ministry has even stopped giving gurues for demand esti-

mates, and supplies only figures fortarget of productioni)n

TABLE - 6
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Chloramphenieol T 300 11146 300 7160
_Ampicillin T. 200 142.27 380 158,45
Vitamin-a MMU 77 52,00 140 69.34
INB (anti Tuber-

cular) T 250 288.50 325 188.59
Chlorogquine T. 200 w194,57 o 41d 177,61
Dapsone (Anti Leprosy)T 200 86.90 60 25.51

Diptheria Anti Texin MU 800 653157 800 -691.08

Source: Indian Drug Statistics, 1984-85 Ministry of éhemicals and
Fertilizers, GOI. & Annual Report Department of Chémicals
and Petrochemicals, GOI, 1987-88,

The Indian sector in the Pharmaceutical Industry(including
both private and public) has the capability to produce all
essential drugs. Yot the multinational sector continues to play
a dominant role. Ihe mercenary attitude of drug multinationals is
responsible for holding the- health of the country to ransom. They
market drugs in this country which arebanned in their parent count-
ries. They use the country to test new drugs with dangerious side
effects and in a variety of ways flout the law of the land with
inpunity., Health related industry has the second largest turnover,
owlr over, after the armaments industry. Today the predatory nature
of thepharmaceuticals industry appears ready to outstrip even the
arnaments industry. he conctol of drug multinational companies on the T
the Indian market is alsmot complete. There are more than 50 MNCx
in the drug markst in India. “ifteen such companies control as mmnah
as 31.8% if the total Indian market. MNCs in theprocess have earned

huge pr fits while charging exorbitant prices for their products.

There have been persistant demands that the Multinational
companies should be nationalised. In fact this was one of the
recommendations of the Hathi “ommittee set up in 1974 ‘to go into
the problems of the Pharmaceutical Industry. MNCs are still being
allowed to operate in this country on the plea that they bring in
new technology. Yettheir record in the last decade shows that their
contribution in this field has been less than the gmall Scale Sector,
Today the MNCs reap super-profits by mainly producgng inessential
drugs. The following table gives an account of the contribution of
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TABLE-7
COMPARATIVE CONTRIBUTION OF MNCs AND NATIONAL Cos

(Top 85 Cos.)
(Rs.in Crores)

Class of Drug Total pfod. MNCs (40) National (45)
ESSENTIAL
Antibiotics 256.,5 82,9 173.6
Anti~T.B, 29,2 (32.3%) (67 .7%)
Anti-T.,B, 29,2 4,0 2542
Sera-Vaccknes 15 0,5 1.0
(33,3%) (66.7%)
INESSENTIAL
SIMPLE REMEDIES
Tronics 320 20,1 11,9 )
(62,8%) (37.2%
Cough&Cold 557 41.4 145
(74,.3%) (25,7%)
Preparations
Rubs &Balms 12,5 1243 0.2
(98, 4%) (1.6%)
Vitamin 98.0 78.8 19.2
i (80, 4%p (18.6%)

Source: ORG Retail Survey, April 85 to March 86,

The new drug policy announced in December 1986, instead of
spelling out measures for control of MNCs has granted them even
nore covtcessions. It has allowezd increased profitability on
drugs and has reduced production controls, The recent trends of
import liberalisation and peoduction and pPrice decontrols are in
line with the present “over ments attitude to industry as a whole,
However the drug industry is Probably unique in that it has adirect
bearing on the lives of almost everyone, The Government has never,
while formulating its drug policy, takenitibo account this uniguences,
As a result "market"forces" are being allowed to determine the
avai labi lty andprices of drugs: VIn g situation w ere only one out of
following a Policy which is detrimental to the interests of an
overwhelming majority of people,

ROLE OF VOLUNTARY AGENCIES

Probably the single largest contingent of Voluntary agencies
are involved in work in thehealth sector. Unfortunately thenet output
Of their work has not been commensurate with theextent of their
Presence. One of the najor problems has been themultiplicity of
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are depedent on the quality of those heading such projects, which

- ultikately works as a constraint in replication of. pioneering

efforts in different conditions. Moreoverthe nead to develope
modtls for replication are not rec0gnlsed as a priority by most,
These problems are often compounded by the multip’licity of dunding
agencies, each with differing perspectives. This results, at times,
in agencies having t> modify their outputs to suit the needs of

‘funding agencies.

Compered to Government services the coverage by the Voluntary
sector in Providing primary health care is negligible and will remain
S0 indeed, the basic responsibility forhealth care must rest only
with the state. ?enCe the contribution of the voluntary secti»n in
India necds to bemassessed in terms.of the kindof innovative ideas andproc
programmes it has becen able to throw up in thelight of its experiences,
With the voluntary sector three broad trends can be identified. “ome
;gencies are engared primarily in providing curative services,

There are others who have attempted to impémented the concept of
Primary Health Care by also inclduing programmes almed at community
participation and preventive care. @ thlrd set has taken up broader
issues like land relations, agr cultural wagesm power structures

in villate communities etc., in addition to health issues,

The latter two trends have come up with alternate models for
primary health care. Unfortunately véery £  of them aresuch as
can be replicated under different conditions all overthecountry.  The
reasons for this are many, but some may be highlighted. Most
a gencies depend heavily on the drive aﬁd initiative of 2-3 indivi-
vidls. As replicability is not seen as a priority little thinking
has gone into formulating strate ios that do not depend on the
quality of a 2-3 project leaders. The costs involved, sources of .
funding and their impact on replicability ha-e also -not been
worked out. Another notable trend is that, 4n looklng for alternate
modesl, emphsis has been on "parallel" structures andmechanisms
outside the state .run PHC structures-i.¢ the outlook is to build
new structrres to by passor even run counter to the existing health
delivery netw-rk, for nationwide impact, such an enterprise would
neither be successful nor desirable. further, such fundamentally
differently structures may in fact be envisaged only under alter-
native socio-economic structires and this, of' 'course; is why the

need 1s felt by someh~alth groups. to engage themselves in taking -
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in the purely socio~cconomic political dokain, PSMarganlsationb
work both to promote greater consciousness about the issue and to
creat working "models" -i.e, viable and replicable structures with
the potential for becoming nationwide alternative policies and
impéementathon mechanisms. In the health sector, as perhaps in
education too, this would necessarily inv-lve working, in a broad
sesnes, within existing institutional&other structures and looking
for altecrnative models&mechanisms for the State Health Delkvery
System, with well-defined roles for PSM and other peoles' organi-

sations,
ROLE OF AIPSN

The AIPSM has the potential forintervening in a meanginful
way in the health sector. <t has thetwin advantage of having an
All India reach and a relative homogeneity of purpose and approach,
There is also the in-built scope for exchange of views-among
constitutent organisations. Moreover already existing linkages
with organisatioqs of medical and para-medical personnal can be
strengthened. “uch advanta es confer on the AIPSN the necessary
impetus to overcome many of the shortcomin:s of woluntary agencies
cited above. The broad direction of AIPSN's lnvslvement in healt h
should be along the following liness

. Policy issues: Work out its perspective on Health Policy, Drug
Policy etc., #A campaign almed at the policy makers can be
planned based on this perspective.

--Mass ca,paigns: Based on the AIPSN's basic udunderstanding
regarding health some fuadamental demands need to be formulated.
These can be taken up as campaign issues among the general
public, Given the nasgent stage of develppment of the Peoples

Scilence Movement in most stages, the cgmpaign should be foeussed
on a few key demands.

-~ Linkages with health delivery personnel: Lingages need to be
built with organisation of doctors, para-medical personnel,
medical representatives etv. Such linkages can work also to
attract these sections, involved in health care delivery, to
the Peoples Science Movement,

-~ Models ofor Primary Health Care: Initially in a few selected
areas the AIPSN should develop models for Primary Health Care.
Based on the experience gained strategies for replication can be
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The most probelematic area in the Health Care Delivery
system in the country is the interface between the PHC system
and the users of this system i.e. village communities. The
AIPSN can have a major role to play in this area. It can play
the catalysing role in making the PHC system more answerable
to the community. It can also work towards sensitising communi-
ties to issues to issues related to health, so that instead of
being passive receptents of Government servies they can involve
themselves in the decision making process. Such interventions
also require demooratisation of the political and administrative
set up, with much greater powers being reserved for local
b odies right down to the panchayat samities. Here again the
AIPSN can play a major role in association with local democratic
Oorganisations of thepeople. Given such a perspecpesctive the AIPSN
with its All India reach, is in a position to work out models for
primary Health Care which can be replicated all over the ECURLEY,
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The Community Health Cell (CHC) is a Study-Reflection-Action
experiment drawing upon the rich and varied experience in
Community Health Care from all over our country.. In the
initial phase, tWwo members of the existing team travelled
dybuer the country interacting with Health and Development
projects. The team nou continues interactions from its

base at Bangalore, Karnataka.

The Study-Reflection-Action experiment has been based on
interactions which are open-ended, non-formal, non-threatening
and a reflective exploration of past experiences and future

plans.

The purpose of the CHC experiment has been to build a
framework for an alterpative approach to health care,
based on a diversity of micro-level experiences., The
attempt has been to look at philbsophical ac-umptions,
goals, methodologies, successes and failures, strengths
and weaknesses, opportunities and threats in order to

build the components of a new paradigm.

A necessary first step of this approach has been the

experimentation within the team with a non-hierarchical,

participatory, mutually supportive effort in its working.

This has led to democratic decision making which has a

team-sustaining effect and smoother function. The team has

a few full timers, while the part-timers contribute at
aisiwiel



their convenience, such that their participation has a
flexibility ranging from half-a-day contribution,

through alternate day work, to even alternate week
contributions to the team. In addition, there areh number
of associates on the CHC network, coming tog=sther off

and on.

The catalyst proczss has generated activity for the CHC

team, ranging from participatory reflections, perspective planning,
exploration, issue-raising, networking, documentation,

inputs into training programmes, workshops, seminars and

Action research on Community Health related issues.

The CHC team participates with individuals, whether health
professionals or otherwise, field based project groups,
Resource and Co-ordinating groups and Government agencies
interested in exploring Community Health Action in its

various dimension.

"The topic range Spanc Rational Drug 'herapy, Alternative
munity health training,

medical educatlon,x nvirohmsntal health isdues, Health

Policy matters, Medical Pluralism and Intagration of

Traditional Systems of Medicine in Health Care and so on.

In short, anything of relevance to Community Health.

The definition that is emerging from our interactions
opver six years is that

"Community Health is a process of enabling

people to exercise collectively their
responsibility to their own health and to
demand health as their right. It invelves the

increasing of the individual, family and

community autonomy over health and over

organisations; means opportunities, knowledge,

skills and supportive structure that make
health possible

0...3



To make Community Health a reality, the present health

superstructure has to be:

* more 'people oriented!’

* more 'community'! oriented

more socio-epideminlcgically oriented
more democratic and participatory, and

* more accountable.

The paradigm shift is to be in our thinking of health and
health care from the orthodox medical model of health to
understanding, appreciating and practicing a social model
that will tackle health problems at its deeper roots.
This shift of emphasis should take place at all levels
and at all dimensions of existing health care planning

and management.,

The Technological/Managerial components of the neuw

Paradigm include:

P
3K

Apprapriate Technology for Health

#

Community organisation and participation in Health

3
e
>

Community/Village Health Workers
Involvement of Traditional Hezlers, Dais
and indigenous system

* Education for Health

Health with Integrated Development

* Community support to Health Care ~- financial/

resources,

.l..ll'



Sezaan
critical ,alues/issues of the new Paradigm include:

Social Analysis, conflict management

Individual/Community autonomy

Medical Pluralism

Accountability and socio-medical audit of health
services

Demystification and skill transfaear

Community building =fforts

Participatory Team decision makimg.

Despite some negative trends like Commercialisation of

medicine, mushrooming of medicalised health projects,

verticalisation of health efforts and cooption of

Health by status—-quo forces,

an emerging growth of peoale/project/group awzre of the

it is heartening to note

deeper dimensions of Community Health 'symbolised by:

a. new approaches in Government policy reflections,
b, 2 growing base of uiliage hzalth workers,

c. involvement of non-medical health a2ctivists in

health care issues,

d. health issues becoming part of the educaticn

process, and

e. health issues emerning in cther movements, like
the Science, Environment and Women's

movaments and so on.

0000'5
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A time has come to take critical stock of the Community
Health Action reflection and,cxperimentation in India

and identifying the enabling/empowering dimensions so that
groups like the People Sciesnce Network can build their
health action sfforts within this cmorging paradigm.
Ultimately all Community Health action initiators have

to ask themselves the following three guestions:

1. Will we work together to nut pressure
un the established medical system to cemmit

itself to this new visicn of Health Care?

|2 Will we work together to nut pressure
on 'Health Policy and decision makers' to
move beyond policy statements and aest
community nealth oridented programmes and

actions off the ground?

3, Will we uwork with the people and their
organisations to spable and empouwar them
to get the means, structures, opportunities,
skills, knouledge and organisations that make
health possible?

All these are unpanswered guestions. Micro level experiments
have shown that a lot is possible, but macro lsvel change
requires a cecllective understanding and 2 collective

vision,

WE EARNESTLY HOPE THAT THIS PEOPLES' HEALTH SCIENCE
CONGRESS WILL BEGIN THIS PROCESS.

00..06
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PEOPLE 'S PART ICTPATION IN HEALTH: THE CATALYTIC ROLE OF THE

KERALA SASTRA SAHITYA PARISHAT (K S S P)

V. Raman Kutty

INTRODUCTION: Community participation has been accepted as a
major factor in health development strategies in the context
of health for all by 2000 AUD.l This marks a departure from
earlier paradigms where health was seen as a purely 'techno-
economic' problem: technology being inapgropriate and/or
unavailable, and if available, resources being constrained
80 as to make access impossible for most of the population.
This rethinking has come in the wake of the WHO's adoption

of the policy of primary health care as the appropriate‘bne
for reaching health for all, when it was realised that health
development in most of the third world followed inappropriate

models.

But community participation cannot be understood in
isolation from the realities of the social situation. If the
power structure of the society and the resource misallocation
that it has given rise to is ignored in promoting community
participation, then it is likely to degenerate‘into a passive
participation as 'beneficiaries', and not participation in
decision makinqz, This would only serve, in the hame of
community participation, to legitimise exploitation in the
health field.

Non governmental organisations (NGO's) are seen as
nodal agencies to promote participation by people in health
activities. This is because in most developing countries,
government institutions are apathetic to the real needs of
development in the rural sector. Moreover, NGO's also seem
to inspire more confidence in the people than government
organisations which are often viewed with suspicion due to
various reasons. (Here NGO is used in the sense of any
organisation other than profit making commercial concerns,

not connected with the government).
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these organisations, one can recognize 2 types: research and

analysis oriented, and action oriented.

But it also true that many NGO's do not offer a viable
alternative in development. 'Lip service is often paid to
such phrases as 'community based' and 'community participation'.
Many projects are seen as offering neither responsibility nor
opportunity for decision making locally. In many instances,
decisions are made nationally by the elite. Often foreign
managers and their salaries absorb a large percentage of the
available funds>. At best theée types of NGOs offer a bland
volutarism which smacks of charity; at worst they degeneraté
into agencies subtly serving th=z interests of foreign organi-

sations or governments in the country.

L

It 1s in this ‘contesxt that we propose the unique role
and experience of the Kerala Sastra Sahitya Parishat (KSSP)
as a model for development effort from the people in the area
of health.

HISTORiCAL: The KSSP was formed in 1962 as an organisation of
sciencé writeres in Malayalam. It evolﬁed from earlier
societies in the fifties primarily concermed with the problems
of those who were trying to popularise science topics in the
local language. Very soon it grew into a. association which
welcomed anyone interested in science and prepared to accept
the scientific method as a guideline to analyse problems of
man, life and society. This growth also meant that the orga-
nization changed its style from detached deliberations of
intellectuals to active action oriented programmes and invol-
vement at grassroots level. It was sustained by a very
democratic style of functioning and grew to have numerous

branches througnout the state.

The Parishat has a guiding philosbphy which can be
summed up as ‘'science for social revolution'4. In other
WOrds, the scientific method forces us to see (a) all processes
as constantly subject to flux or change, and (b) the potential

of science as an agent to bring about change in a desired



Thus the KSSP has been in the forefront of all major
movements in the state towards a more people-oriented policy
in areas such as energy, health, environment, and planning.‘
Notable among these are its involvement in studies on the
ecosystem of Kuttanad, on the pollution caused by various
industrial units in the state, and its championing of the
cause of preserving the silent wvalley, a veritable gene pool,
. against submersion by a proposed hydroelectric project. This
latter struggle earned the KSSP many epithets, from friends
and enemies alike, notably that of being ‘anti-development'.
But in the decade since the project was abandoned, most
people have accepted the wisdom of the KSSP in opposing the

silent valley project.

The KSSP sees its involvement in health as part of
this overall scheme. Its major thrust area in health has
been, for a long time. the need for a‘rational drug policy.
Kerala is a state where the demand for health care is being
exploited to the fullest extent by national and international
lobbies alike. ‘It offers one of the major markets in India
where congiderable amounts of irrational and even dangerous
drugs are being sold. This is the resﬁlt of an unholy
alliance between profiteering firms and some not very dis-
cerning doctors. ' The Parishat launched ics campaign for a
rational drug policy with seminars, discuésions and meetings
all over the state, taking the drug issue right to the people,
A major initiative was the seminar 'A decade after Hathi-
committee" in 1985 in'Trivandrum. It can be said that the
KSSP was responsible for the revival of the Hathi committee
report from the guiet ckblivion to which it seemed to be
delegated by the amthorities.

Health activities initiated by the KSSP took many

forms. Some of these, over the years, have been:

1. organising of thousands of health classes for the

people in 1985,
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i drug information packet for the doctors,

5. the health survey: in 1987, which was an occasion for
educating Parishat activists on the public health issues
in the state,

6. the call for boycott of Union Carbide products following
the Bhopal industri=zl disorder, and the campaign against
the callousness of MNC's opefating in underdeveloped
couhtries,

7. most recently, the initiative to utilize' the 100%‘1iteracy
drive in Ernakulem district to make a campaign for 100%

" Ammunisation in tre district,

- The Parishat shares with other health movements in

India a strong critique of the existing health system, which
is characterised by hospital and curative orientation, urban
bias, and elitism. But it does not subscribe to the view that
it is futile to attempt to reform it. The KSSP has stated its
desire to see a dialogue between scientific practitioners of
different systems so that points of convergence méy emerge,
But the KSSP does not support the vicw that modern medicine

is an alien science and should be reiected in toto.

The theoretic«l framework for the KSSP's health

activities can be summed up as follows:

1. Health of -the pesople cannot be seen in isolation from the
socio-econcmic prccessas arcund us. It cannct be reduced

tc an equation cof doctors, drugs, and technology.

2. The increasing technoiﬁgical complexity‘cf modern medicine
has led to an alienation of health care from the people
for whom it is intended. This is turn results in exploi-
tation of the people by unscrupulous professionals,
companies, and others in the health field. Knowledgé
is the best guard against such exploitation. So the KSSP

aims to arm the people with information.



3. Ultimately, ‘health for all’ cannot be achieved without
active support from the people not only as beneficiaries,
but also in the decision making process. So the KSSP
tries to act ag a catalyst in inducing people's partici-

pation in health.

The greatest advantage of the organisation over its
fellow sroups active in the health field is that it is not
confined to health activities alone. Thus KSSP worker is
aware of the links bbuWan the campaigns for cleaner water,
better stoves, and the drive for promotion of oral rehydra=-
tion. He sees the organisation push the campaign for 100%
literacy to one for 100% immunisation, and how literacy helps
create the demand for immunisation. This is a unicque role

which very few other corganisations are fortunate to emulkite.

Moreover, health ﬂctivism in KSSP is ndt confined to
doctors or health profussionals. The 'demystification' of
health is an important part of our strategy to take health to
the people. The grassroots level acceptance and democratic
functioning of the organization provide a better environment

for promoting health setion.

SOME CONSTRAINTS: But being a mass orgsnisation has its own
problems. Most voluntary organisations Ina India play a
complementary Or substitute roic. Because government organi-
sations are inadequate to perform their own tasks in health,
voluntary agencies try to replace them or substitute their
work in some areas. They do most of the jobs which ought to
have been undertaken by the government agencies themselves.
The Parishat does not believe in this philosophy. We think
that in a democratic polity, polular pressure can and should
result in a more responsive role by government institutions.
This often means that some avenues of activity are resorted
to only as a last measurec The KSSP is also particular not
to be involved in major projects involving donor funding.
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The KSSP, eventhcugh an crganisation committed to the
ethos of science, has had very little opportunity so far to
initiate original research. This has been compensated to a
large extent by the involvement in action research as ‘in the
development of smokeless chulhas or the health survey. The
Integrated Rural Technology Centre is a specific step in Ehis
direction to initiate research appropriate to the needs of the

people.

In.conclusion, tie XSSP in health strives to act as a
catalyst for people's participation. Without this, we beldieve,

¥
no programme in primary health care shall ever be successful.
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A YPHOPLES' CLINIC™ - EXPERIENCES

“"RAMACHANIRA REDDY PEOPLES POLYCLINIC®™ as it is
now called is an institution which is serving people of
Nellore District and its adjacent districts in its own
humble way. It is managed by a trust. It may be inte-
resting for an activist in the health movement, to know
the experiences of a hospital whose basic concern is common

man and his ailment.

BACKGROUND & DEVELOPMENT OF THE PEOPLES CLINIC

Dr.Ramachandra Reddy's activities and the evolu-
tion of the Peoples Clinic cannot be seen or understood
Separately. They are so closely interrelated that a brief
account of hig activities is necessary to understand the

guiding philosophy behind the bPeoples clinic.

Inspired by the National movement in the thirties
when the country was politically electrified, or, Ram, as
he is fondly called, was drawn into the struggle against
British, Coming from a VEery remote village of Nellore
District , he was able to Seée, experience, appreciate and
understand the suffering of the vast masses of the rural
side. These people got very little food to eat, practie
cally no clothing on them, Hnaciated to the bones. No
worthwhile shelter, Literacy unknown. Chil.dren utterly
malnourished. Production primitive. Superstitions ram-
pant, almost bordering on Tribal culture. Added to this
is the attrocities of the landed gentry, the religious

clergies and the harassment of the police. He wanted to
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With this background, he having become a doctor,

wanted to utilise his knowledge and technical gkills in
the service of the downtrodden not only in the field of
medicine but in social, economic, educational, cultural
and political fields. His area of work also extended to
organise intellectuals., He established Science Clubs, drawn
intellectuals(College teachers, doctors, lawyers etc),
into it and was able to inculcate scientific attitudes

through its activity.

He has grown to a stature that he pPlayed key role
to avert communal clashes in Nel lore Town. He became a

legend in his own lifetime.

The influence of his activities moulded the
thinking and working pattern of the doctors and staff
of the hospital. He caught the imagination of the
youth and mobilised them in the service of the down-
trodden. The Peoples Clinic slowly emerged and evolved

into an institution and with a philesophy of its own.

BEGINNING:
The Hospital was started with the team of three

doctors. Ofcourse, Dr, Ram's name is synonimous with the
clinic. He brought modern medicine in a revolutionary way
within the reach of the poor people. He and his team of
doctors did a lot of promotive, preventive and curative
work, on a very large scale. He himself being an eminent,
skilled and exceptionally genious doctor he was able to

train many doctors to become proficient in their skills.
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Taking note of the strong family traditions in

rural India, he used to utilise the services of the family
members in attending the sick, instead of the hospital-aides.
He evolved a new concept of a family member attend a patient,
more or less as medical-aids, with good results. In the
course of treatment, he was able to communicate with the
family members of the sick people about health, hygenic and

pPestglence etc. During this process he was able to convince

the people and dispel many a superstition in them. At the
same time, he would demistify the therapeutic wonders achie-
ved by Modern medicine., At times when communicable diseases
(cholera, maleria, filaria, small pox, meseals, chicken

pox etc.) become epidemics he used to go to the villages

and take the people into confidence and saw to it to prevent
in first place and to treat those who are affected. In a
very short time he was able to achieve spectacular results

in all these epidemical forms of diseases.

Another important area of his mass education is
nutrition. when people had mythical understanding about
food (“bread,apple,barly etc. are better food for sick
people®), he used to give proper perspectives in a relevant

situation,

Eventhough other doctors and staff members of
the hospital worked in the same direction as that of Dr.
Ram's, the hospital got personified in him. We are zealousely

guarding the traditions set by Dr. Ram till now.

As the Hospital grow into an institution, more

and more joined and to dav it is a8 fullv arcwn nalsr~l 3 ns o~



-low
The doctors, 120 of them, trained in the above said tradi-
tions, spread all over Andhra State. They have been able
to reach out the most needy and neglected sectiocns of

the Society.

CURR ENT ACTIVITIES:==

Apart from the curative area of health, the ingti-
tution is engageg in many other activities, in the path shown

by Lr. Ram,

In the recent past, youth drawn from rural Nellore
Wag trained both in health education and limited first-aid.
These paramedics guide the people in their respective Villages
to take necessary preventive steps amongst the community
and guide those who need curative treatment appropriately
and in time. They also give relevant information to the
Health authorities and get various preventive measures
implemented in their Villages. These health workers have
got many achievements to their credit in the fight
against diseases like cholera, malaria etc. and to get

immunization done on a large scale in rural Nellore.

In the field of health education our doctors
used to educate patients and their families about misg-
conceptions and misunderstandings (tonics, injections,
health drinks, food habits etc.) in the day to day life,
Most of times own Prescriptions are bounded by W.H.O.
‘ list of essential drugs. We scrupulously avoid unnecessary
drugs, hazardous drugs and irrational drugs. This method

is evolved through persistent discussion and education of



- S
they can manage medical, surgical and obstritic problems.
It is such type of basic doctor, we feel, needed in the
present indian situation , where the specialities are
mushrooming up, mostly taking Care of the rich, leaving
the majority of the poor to either lack of medical faci-
lities or to the Fresh medical graduates, who were given
little training in Medical Colleges in dealing with the
rural medical problems, The paramedics are also trained
in such a way that most ¢f them cannot only atteﬂd to the
needs of the ward, 0.P., , Operation Theatre but acquire

basic skills in the technmiques of X-Ray,E.C.G.and Laboratcry.

Through this institution of Health, we have immense
opportunities to penetrate intc the closed groups of the
Society, (who have been shielded by various vested intere-
sts) and give them some out lock cf health education and

scientific attitudes,.

Through exzhibitions, cultural programmes, book publica-
tions and public meetings, our doctors are inculcating
scientific attitudes in common people. We are getting
good results in these fields. We found that people will
readily accept most of the scientific thinking in field
of health (breast feeding, ORT etc.) provided they are

properly communicated and convinced.

At times of natural calamities, our institution teams
rushed to those areas and helped the affected in its
own way (Great Bengal Famine of 1943, Rayalaseema Famine

of 1952. Tragedly of Tidal wave of Coastal Andhra of 1977
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We have to go a long way in the aspects of preyentive
health and the institution is gearing up for this task.
On curative side our work worth mentioning. Daily on an
average 350-400 out-patients will get consultation and
treatment from the doctors. The in-patient turnover is
6,000 in a year, with its 175 bed capacity. The Major
surgical procedures done per year more than 1,200 and
the Minor surgeries will be to the tune of 5,000 per
year, This large turnover of patients on the curative
sector is one of the factors which makes the doctors
panetrate into the Society and reach the remote villages.
One of the main reasons for this large turnover is the
cost effectiveness. The modern medical facilities are
catereg to the needy at a low cost because of the sacri-
fice and industry of the doctors and staff and also be-

cause of the ethical methods that are adopted.

In the conclusion, the institution is being recog-
nised as the one for people, and they own it and protect
it. But all this is not achieved smoothly. It has to fight
against many odds, against conservative outlook, against
many attitudes. In one sentence it is a swim against curr-
ent and it continues to be so. It is not possible without
the services of many and dedicated youth, who has come to
work here as doctors and paramedics. With their dedica-
tion, determination and steadfastness, they worked in
whatever form demanded of them.

The tremondous mass support this activity received

from the people, sacrifices by various imdividuals and
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Catholic Hospital Association of India is a national
organization of 2,222 member hospitals, dispensaries, health
centres and social service societies spread throughout the
Country. Our member hespitals are noted for quality and
efficiency of services and utilization of latest technolegies

and advancement in medical science.

Very often, missionary sisters and priests had started these
jnstitutions in needy areas where suffering humanity had no
other option for health care. Some of them started in a very
humble way and grew into impressive institutions. It was the
compassion and healing spirit of Jesus Christ that motivated
them to go to the extreme rural areas and to the peripheries.
But as the years ‘Jssed, critical evaluation makes us

realise that some of us have lost the original vision and
commitment to the people. Survival and maintenance afthe
institution beceme the focus of attention. Sephistication
and incorporation of advanced medical technolegy turned out
to be the answer to survival. Some of these modern changes
are not affordable by the poor majerity and the fact remains
that we fail to realise the additional burden we place on the

poor due to this.

CHAI,holding on to its original vision, endeavours a
critical analysis of the health situation in the country

in relation to the socio-economic and political situation.
Very often many of the health problems, in a detailed
analysis, ultimately are due to an unjust distribution of
land, unegual sharing of profits, exploitatory marketing
systems and unfair wages. This leads to poverty of many and
surplus for a minority. It 1is this poverty-stricken
majority that have malnutrition, recurrent illnesses and
chronic diseases unattended adequately. It is the weak women
of this majority who will be doing hard labour inspite of
carrying a baby in an anaemic body. They will deliver a low
birth-weight infant which will continue to have a poor
weight gain and succumb to many infantile disease.

T T L T T e M L o e o R B e LA o



mosquitoes in plenty. They are fondled and cared for by
elders.who'caugh out tuberculous bacilli. Theilr weaning foods
are mixed with water drawn from the village pond which

carry any number of Rota Virus, Amoebic Cysts, Round Worm

Ova, Hepatitits Virus, Typhoid and even Cholera Bacilii,

Out of whatever little money their parents earn toiling

many hours in the hot sun, a good share is spent in the

local arrack shop which is run quite profitably by the rich
business class. This business class will see to it that no
saving schemes survive in the village as it.will make the
poor villagers stronger in facing any financial crisis.

Only when such savjing schemes collapse, the poorest of poor
will fall at the feet of the money lender and become more and
more chained to him. k"

Health can never be a reality in such a vicious circle.

No amount of medicines or efficient medical staff can ensure
the total well-being of that community.

In the ligpt 6f the above analysis we realise that unless
people are made to take care of their own health, HEALTH

FOR ALL BY 2000 AD will be a myth. It is this "enabling"
process that CHAI has been facilitating through many of

its programmes. Ultimately we went "empowered" communities
who can understand their health problems and take appropriate
remedial measures. We believe that the poor can do
"something" for themselves and they are "somebody" in
society. The poor man with a number of miseries, a great
deal of incapacities and innumerable needs, poses before us
as a man who has lost his dignity. Ve want people to
rediscover their dignity and self esteem. They should

also rediscover their potential in achieving remedial
changes. l

OQur awareness building programmes are aimed at raising a
critical consciousness level of the community so that

they will be analysing, cuestioning and challenging people
on various relevant issues. Based on the community's



insisted upon, based on a prioritization. Those health
activities which will bring about maximum desirable changes

in society and those activities which require minimum resources
input, deserve a high priority. If people are involved in
health activities it becomes a people's movement. It is

this movement we are facilitating through our orientation
sessions, training programmes, follow up and evaluation and
replanning of various projects. Many of our hospitals are
getting reoriented in undertaking community based health

care programmes. Many institutions have taken up training

of local ocommunity health volunteers te increase the army of
community health movement. At a national level we organise [ _
programmes for leaders of community health projects. We

also icentify appropriate resource persons in various parts

of the country and strengthen regional resource team for training

more workers.

o~

CHAI has taken leadership in coordinating many of the isolated
health activists groups and promoting linkages among them.

We also facilitate exchange programmes between people based
health movements of other countries such as Philippines,SAARC

Countries, Latin America etc.

Another attempt of ours is to influerice the doner agencies
in America, West Germany, Holland, Switzerland, etc to
direct more funds to 'people based! health programmes rather

than sophistication of big institutions.

RATIONAL DRUG THERAPY: Drugs being one consumer item in
which the consumer has no say in the selention and use,

was our majwr concern foypmany years. This consumer item

was misused widely knewingly or unknowinglﬁ. The prescriber
nhas to apply maximum ethical principles co* sidering :
financial status of the patient, cost benetit ratio,

actual indication, side effects, availabili cy of

alternative drugs etc. Through various cor'rentions, training
programmes, our publication Health Action , We have promoted
the concept of essential drug and ratiomal drug therapy.
Many of our member hospitals have made a cor:iiclous attempt
to remove all banned drugs from their pharma'ies.

Some institutions have a "Therapeutics Commi+ -ee" which
I R ey, 5T o e Ly the
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hospital formulary. Still the pressurising marketing
technics of many drug companies are influencing our
institutions. In the field of quality control of available
drugs we do not have enough facilities to monitor and report
promptly to member institutions. Even at Government level
only four states in India have adequately equipped drug
testing labs and partial facilities in ten states. 10
states do not have any quality control tcst labs. To meet
this lacunae in service, and ensure the quality of the
drugs, CHAI is planning to start a central quality

control lab ef its own.

The necessity of public opinion andconsumer pressure on the
prescribing ‘doctor, for the effective implementation of
rational drug therapy is quite significant. Our publications
including Health Action magazine continuously try to educate
the masses in this regard..

CHAI had initiated to bring together the producers ef
essential drugs who also believe in Ratiocnal Drug Therapy.
The plan is to form a cooperate body of these producers for

pooled procurement of bulk drugs and ensuring steady production

of good quality essential drugs at reascnable prices.

MTere® NF MiDICAL [ECHNOLOGY : We are protesting against
misuse of any medical technology. The Amniocentesis for

séx determination and descrimination to girls are strongly
condemned. When Ultra Sound Scanning and CAT scanning became
the fashion of the day an unhealthy trend to overuse them

was noticed. The Doctor-Medical Technology Axis was
unfavourable to the poor man. We also expressed our distress
in the growing commercial cooperate sector hospitals,
especially by the business groups and non-resident Indians.
The value system cultivated in these institutions is damaging
to the medical profession. . ©

There are attempts to study .and campaign against unnecessary
surgical procedures such as Caesarean, Appendicectomy and
unnecessary Iab investigations.



which if explained to mothers can save millions of dying
children. We had organized 9 regional workshops for
Paediatricians and Paediatric nurses in reorienting them
in diarrhoea management. Each hospital 1is supposed to
start an Oral Rehydration Corner in their gut-patient
departments and in the paediatric wards. An innovative
attempt to expose ORT to the general public was done in
the twin cities of Secunderabad and Hyderabad by starting
demostration counters at Railway Stations, Bus Stands,
Post offices, Museums etc. during last SURWEF :

Tmmunization is another scientific technology that. has to
reach every common man for a safer future generation. Social
mobilization for immunization is one area to which CHAI had
given emphasis last year. There was overwhelming response

from our member institutions for taking this up seriously.

We believe many of the herbal and home remedies practiced
through generations in various parts of the country are
effective. It is cheap and affordable to the people.
gcientific ‘bases of its action is yet to be discovered.

A lot of research 1if undertaken in due course might generate
many effective indegenous drugs eg. Reserpine, Vincristine

etc. We encourage the practice of herbal medicine.

CONCLUSION : CHAI believes in peoples' welfare through
peoples' power. This power of the people generates from
awareness building and peoples' organization. Science

movements contribute enormously to peoples' awareness.
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The Declaration of Alma - Ata

Primary Health Care is the key to health for all

In a world in which four - fifths of the population has no
access to any permanent form of health care, and in which millions
more are disenchanted with the service provided by conventional
health systems, primary health care is the key to achieving an
acceptable level of health for all. The International Conference on
Primary Health Care, held at Alma - Ata in the USSR from 6 to
12 September 1978, drew up the fundamental principles of this
far - seeing concept and embodied them in The Declaration of
Alma - Ata. Urgent national and international action is needed now

to translate these principles into dynamic, practical programmes.

WORLD HEALTH ORGANIZATION * UNITED NATIONS CHILDREN'S FUND
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Declaration of Alma-Ata

The International Conference on Primary Health Care. meeting in
Alma-Ata this twelfth day of September in the year Nineteen hundred
and seventy-eight. expressing 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 of. the
vorld, hereby makes the following Declaration :

I

The conference strongly reaffirms
that health, which is a state of comp-
lete physical, mental and social well
being and not merely the absence of
disease or infirmity, is a fundamental
human right and that the attainment
of the highest possible level of health
is a most important world-wide social
goal whose realization requires the
action of many other social and eco-
nomic sectors in addition to the
health sector.

11

‘he existing gross inequality in the
health status of the people, particu.
larly between developed and develo
ping countries as well as within coun
tries, is politically, socially and econo
mically unacceptable and is, therefore,
of common concern to all countries.

11

Economic and social development,
based on a New International Econo
mic Order, . is of basic importance to
the fullest attainment of health for

all and to the reduction of the gap
between the health status of the
developing and developed countries.
The promotion a-d protection of the
health of the people is essential to
sustained economic and social deve-
lopment and contributes to a better
quality of life and to world peace.

1V

The people have the right and duty
to participate individually and collec-
tively in the planning and implemen-
tation of their health care.

\Y

Governments have a responsibili.,
for the health of their people which
can be fulfilled only by the provision
of adequate health and socia! measu-
res. A main social target of govern
ments, international organizations

and the whole world community in
the coming decades should be the

attainment by all peoples of the world
by the year 2000 of a level of health
that will permit them to lead a socially
and economically productive life. Pri-
mary health care is the key to attai-



ning this target as part of develop
ment in the spirit of social justice.

VI

Primary health care is essential
health care based on practical. scien
tifically sound and socially acceptable
methods and techno!ogy made univer
sally accessible to individuals and
families in the community through
their full participataion and at a cost
that the community and country can
fford to maintain at every stage of
their development in the spirit of self
raliance and self-determination. It
forms an integral part both of the
country’s health system, of which itis
the central function and main focus,
and of the overall social and econo
mic develorment of the community.
It is the first level of contact of indi
viduals, the family and community
with the national health system bring
. ing health care as close as possible to
where people live and work, and con
stitutes the first element of a contin
uing health care process.

VII

Primary health care :

{. reflects and evolves from the eco
nomic conditions and socio-cultura]
and political characteristics of the
country and its communities, and is
based on the application of the rele
vant results of social, biomedical and
health services research and public
health experience ;

2. addresses the main health problems
in the community, providing promo
tive, preventive, curative and rehabi
litative services accordingly ;

3. includes at least : educat.on con
cerning prevailing health problems
and the methods of preventing and
controlling them, promotion of food
Supply and proper nutrition, an ade
quate supply of safe water and basic
sanitation, material and child health
care, including family planning, immu
nization against the major infectious
diseases, prevention and control of
locally endemic diseases, appropriate
treatment of common diseases and
injuries and provision of essential
drugs:

4. involves, in addition to the health
sector, all related sectors and aspects
of national and community develop
ment, in particular agriculture, animal
husbandry, food, industry, education,
housing, public works, communica
tions and other sectors and demands
the coordinated efforts of all those
sectors:

6. requires and promotes maximum
community and individual self-relia
nce and participation in the planning.
organization, operation and control
of primary health care, making fullest
use of local, national and other avai
lable resources and to this end deve
lops through appropriate education
the ability of communities to partici
pate:

6. should be sustained by integrated,
functional and mutually - supportive
referral systems, leading to the prog
ressive improvement of comprehen
sive health care for all and giving pri
ority to those most in need;

7. relies, at local and referral levels,
on health workers, including physi
cians, nurses, midwives, auxiliaries



and community workers as applicable
as well as traditional practitioners as
needed, suitably trained socially and
technically to work as a health team
and to respond tqQ the expressed
health needs of the community.

VIII

All governments should formulate
national policies, strategies and plans
of action to launch and sustain pri
mary health care as part of a compre
hensive national health system and in
coordination with other sectors. To
this end, 1t will be necessary to exer
cise political will, to mobilize the
countr’s resources and to use availa
ble external resources rationally.

IX

All countries should cooperate in a
spirit of partnership and service to
ensure primary health care for all peo
ple since the attainment of health by
people in any one country directly
concerns and benefits every other
country. In this context the joint
WHO |/ UNICEF report on primary health
care constitutes a solid basis for the
further development and operation of
primary health care throughout the
world.

X

An acceptable level of health forall
the peopie of the world by the year
2000 can be attained through a fulley

and better use of the world’s resour
ces, a considerable part of which is
now spent on armamants and military
conflicts. A genuine policy of inde
pendence, peaces, and disar
mament could and should release ad
ditional resources that could well be
devoted to peaceful aims and in parti
cular to the accelaration of social and
economic develpment of which pri
mary health care, as an essential part
should be allotted its proper share.

* *

The Inernational Conference on
Primary Heallh Care calls for urgent
and international action to develop
and implement primary health care
throughout the world and particularly
in developing countries in a spirit of
technical cooperation and in keeping
with a New Internaticnal Economic
Order. It urges governments, WHo
and uUNICEF, and other international
organizations as well as multilateral
and bilateral agencies, non-govern
menta! organizations, funding agen
cies, all health workers and the whole
world community to support national
and international commitment to pri
mary health care and to channel inc
reased technical and financial support
to it, particularly in developing cour
tries. The conference calls on all the
aforementioned to colloborate in int
roducing, developing and maintaining
primary health care in accordancs
with the spirit and content of this
Declaration.

3rd All India People’s Science Congress

Sub - Congress on Health Bangalore

8th to 11th March
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Contemporary Developments in Drug Industry ﬁ?A
- Amitava Guha, "
T COMMUN Yy MTALTH CELL
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Situations in drug industry in recent times BAW6/undergensy
rapid changes, There has been high profile activities from the
Transnational{TNC) drug companies to affect the policies inwvolved
in drug industry. Vigorous criticism from the people have influ-
enced the making of policies in many countries. Even WHO had
formulated guidelines for drug policy. The greatest concern of
the world drug situation had been rational use of drugs, availa-
bility of essential drugs, pricing and quality of drugs. It is
evidently clear that drug policy involves number of policies,
In recent past there has been deterioration in all spheres of
policies and it was found that of all the things interest of the
country was sacrificed first, It will be not only time taking
but most shocking task to umvail the anti-people and pro TNC
steps taken in the field of drug industry in recent past. It is
therefore attempted here to reflect some of the important areas
where immediate attention is needed to improve the damages done
in the areas related to drug policy.

Licensing Policy

On 8th May,1952 Drugs and Pharmaceuticals were put under
the first schedule of the Industries (Development & Regulation)
Act. According to this Act all manufacturers excepting the Small
Scale manufacturers would require to appeal for Registration
Certificate and Industrial Approval,

Ist instance

The licensing Committee in 1953 decided the term "New
Article" of IDR Act and parameters of exemption from Registration
Certificate was also decided. Between 1953 and 1966 only 17 TNCs
applied for such exemption which proved that all others violated
the decision. Therefore, to enforce I(D&R) Act, the Govt. had to
revise the exemption limit for fixed assets of the companies in
the following manner. f

January, 1964 : Rs.25 lakhs February, 1970 Rs.1 crores
April, 1978 : B8, 3 crores August, 1983 : Rs.5 crores

2nd instance s

It was again violated. The Govt. had to undergo a make
shift arrangement to glorify the laws and exemption was provided
under carry on Business licence - The objective was -

"In the case of an industrial undertaking required to be
registered under Section 10 of the I(D&R) Act which has not been
registered within the time fixed for the purpose of carrying on
business' of the undertaking after the expiry of such period®.

3rd instance :

In 1980 the Department Industrial Development appointed a
special Task force for studying the rampant violation of licensing
system. In 17th October, 1981 New Industrial Policy was announced.
The policy provided. Recognition of excess Industrial capacity
or Recognition of Excess Production (RIP) over the licenced -
capacity. This was made even violating the Drug Policy of 1978
where it was stipulated that all foreign drug companies will
have to produce bulk drugs at least 20% of their total sales
turnover,

This liberalisation of the Govt. was also violated, A
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produced 211 items without any valid licence, Therefore, the
ultimate was delicensing,

Delicensing :

Industrial policy declaration of 1980 stated that the
principal aim of licensing is

a) Utilisation of indigenous capital and materials for increased
production,

b) To meet the requirement of national priority

c) To ensure uniform development of the industry

d) Import Substitution,

1978 Drug Policy imposed sectoral reservation system for
production of Drugs. 108 bulk drugs were declared as reserved in
the following manner.

Only for Public sectors - 17 bulk Drugs
Only for Indian Sectors - 27 bulk Drugs
Open for all Sectors ~ 64 bulk Dxmgss

This providedtremendous incentive for the developmentof
technology and production of essential drugs by the Public Sectors
and Indian Sectors, which was correctly observed by National Drugs
and Pharmaceutical Development Council, Against such observation,
the Govit. declared that "keeping in view of the need to stimulate
industrial growth and simplifying the industrial licensing policy
and procedures®. On March 16, 1985 the Govt. declared a scheme of

anotherdelicensing. At that stage 12 drugs and in June '85/82 drugs were
delicenced. The position became as

Life saving category - 13 drugs delicensed
Essential category ~ 10 drugs delicenced
Marginally Essential

Category ' = 52 drugs delicensed.

Reseveration for both Indian & Public sector was confined to
only 18 drugs .

In the meantime, the Indian sector had developed technology
for at least 66 bulk drugs out of which 22 were delicensed.

Consequence of delicensing was such -
The TNCs jumped to procure licences for those reserved
bulk drugs and prempted the production capacity of many.

i 1 : A # . This has not helped the mprovement
of production, It was found that out of 90 monitored bulk drug
slight improvement was found in the production of 13 drugs and
only seven bulk drugs were produced more than the target but all
others were under produced till 1986»87f Therefore the shortfall
of production has to be made up by import while TNCs under utilised
their capacity. Govt,'s favour of TNCs interest were further
accentuated by decision of broad banding, which was for the first
time made applicable to drug industry. This allowed the TNCs to
manufacture at least 100 more drugs without obtaining any licence.
Despite all liberalisation production of essential drugs showed
a very little improvement. *7zhle-1

FERA Liberalisation

Pointing the inadequacy of Foreign Exchange Regulation Act,
1947 the 47th report of the Law Commission on "Control and Punish-
ment of focial and Economic Offences" mentioned -
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by shrewed and dexterous persons or sophisticated
means greately affecting public welfare but detection
is unusually difficult.

' Based on these findings of Law Commiscion, Public accounts

Committee in 1968 .recommended that the Govi. must take measures
in repairing the leakage of foreign eXchange occuring in the cource
of imports and exports of goods through irvoice manipulation by
appropriate legal measures. Accordingly.a Foreign Exchange kegula.-
tion Bill was introduced in 1972, The objective of the bill was to
consclidate and amend the laws regulating certain payments, deal-
ings in foreign exchange securities, transactions indirectly

affecting foreign exchange and import and export of currency
Billion and its proper utilisation in the interest of economic
development of the country. It was further assured that the effect
of the Act would be reviewed and ammendments would be made if the
measures are proved to be inadequate, But .lways reviews were
made and changes were enforced comtrary to the interest of the
country,

According to Sec. 29(2) of Foreign Exchange Regulation Act
1973 all companies (other than barking) incorporated ebroad or
where non-resident involvement was more than 40% as well as branches
of such companies were asked to obtain Reserve Bank's permission
to carry on their activities. But the Appendix-I of the Act enlisted
..'Drugs and Pharmaceuticals Industry in a totally unrestricted
manner", Hathi Committee criticised this position and recommended
that - ; :

a) The multinationals should be directéd to bring down their
equity to 40% and further progressively reduce it to-26%.
and that too should be done in such a manner that majority

f the shares are diluted to the Government financial
institutions to aveid dispersed holding of the shares.

b) To nationalise the multinational corporations.

The drug policy of 1978 could not do much in this aspect
but declared that 'multinationals who were engaged in production
of formulations only are required to bring down foreign eguity to
40% forthwith', This was 1lso vioclated by the multinationals at
ease, Thereafter, the Govt. decided that no pressure would be
given to those multinatiocnals who irwolve high technology in pro-
duction. In reality large ngmber of the Indian drug companies
employ high technclogy in the manufacturing process. The OPPI then
appealed to the Govt. for extention of Article 14 of the Consti-
tution of India to multinationals., The Govt. assured that "Equality
of law" would be provided although this evoked strong protest from
Indian drug companies. But the multinationals started diluting
shares little belcw 40% and thus became Indian Companies. Thus in
1988, excepting six all TNCs operating in India became Indian
companies and freely started grabbing the facilities enjoyed by
purely Indian companies,

This is ridiculous in the sence that evem in most of the
developed countries the definition of foreign companies are very
strict. In Japan, France, Australia, companies have more than
10% to 20% of non-resident equity capital is considered foreign
companies.

- The pattern of equity dilution of TNCs are alsc dear that they
retain absolute decisive power. For example, May and Baker retained
40% of Rs,45 lakhs shares and remaining 27 lakhs share are distribu-
ted among 61,314 share holders. The other wav of retainineg Bower o
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The fdlowing articles which will be found in almost all companies's ’
memorandum provides the absolute power to the parents which are

- Power to appoint one third of non-reliving Director

- Power to appoint and remove Managing Director

- Power to appoint and remove Chairman of the Board of Directors

- Power to appoint and remove the Vice Chairman

- Power to veto any resolutions by one of the ex-officio Directors

On the top, the Chairman isusually given a sccond or casting vote,
These apart; th& memoranda are usually found to have such clause
as - that no resolution shall be deemed to be passed by the Beard
or Committee, unless a Director designated for this pUrpose Trom
the parent company cast an affirmative vote in favour of resolu-
tion., It is evidently clear that no Board can function in detriment
to the interest of the parents who are the none but the Supreme
policy maker, TNCs yet these companies are considred as 'Indian
Companies' by our Govt.

AS a result, the principle cbservation of 47th Law Commission
of foreign currency manipulation remains unaltered, Following
illustrations will establish it :

s The out go of foreign currency by way of repatriation
has increased (See Table

25 Balance of export and import is not only negative but
outgo of hard currency has increased (See Table )

3 Import of raw materials to produce inessential and was

OTC drugs have increased.

Other danger the TNCs pcsses is that the potentially large
capital base of them along with the liberal licensing policy have
put the Indian companies to face most unequal compitition. The
TNCs in India have generated a large equity base and a very large
reserve capital which had increased delet/equity ratic.to such
extent that the borrowing capacity of the TNCs have reached “o
an enormous extent(Sce Table -~ ). No Indian Company can stand
against such' powerful capital base.

Company Original Shareholders' Borrowing Equity i
equity Ffund Debt ratio ing power
GLAXO ' 0 02 47 .36 7.90 150,18 79 .62
Warner 0570 Sl 1232 150425 930
B urrcughs 0.50 1527 308 7 10,521 27,37
BOOTS 0.10 8.88 2:96 1.:0.33 18,80
RICHARDSON 0.002 553 2550 120,38 10.56
RECKIT 0.30 10.97 ey 110,00 21,94

CIBA 0.03 10.64 8.64 1:0,20 73 .91
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Pricing Policy: - Pricing Dlays a major role iIn determining profit

. in pharmaceuytical industry. Incre: in -rice effects much more

in profit generation than the decrease in manufacturing and
marketing expensess Therefdre drug companies always try to incfe-
ase the prices of druygs even throuygh they had faced a bitter
criticlsm all over the world.for over pricing. In 1970 Hrffman-La-
Roche preferred- to pay £ l.6.,million to British Govt, than to

reduce the excessive se¢iling price of Valliym and Idbrium. But it
was estimated by the Monopoly Commission that Roche made ‘a profit

of £ 41 s million from the sale of £ 6.8 million of these two

drug in that period,

Prices of drugs generally falls due to the explary of patent
and increase of economy of scale so long as i1ts consumption keeps
expandings. We have seén the prices >f Choloramphenicol ceme down
to 50 palsa from Rs.12/- in 1950 for egch capsules. In recent past
same happened with Rifdmpicin within the span of five years prices
came down from Rs, 5000/~ to Bs, 2500/- per Kg. of the bulk drug. Yet
the Govt, was convinced of the industry's argument that prices of
drugs has not raisen in commarison to that for other commodities,
It #is also falsely claimed by OPPI that the prices of drugs are
cheapest in Indla., We find that landed cost of finished formuyla-
tion of essential drugs are higher those of the indigenous products,
It is more applicable in the case of bulk drugs. Imported bylk
drugs are mostly cheaper than the lndlgenously produced ones., This
is a major reason for the drug companies erying £or more nuymber of
drugs be put under OGL,

Drug Price Control Order(DPCO) 19792 imposed price control
on 487 bylk drugs in three categoriess The TNCs reacted in
different ways to thwart the price control measures. They want
to court and procured injunctions for stay against Govt, order.
They openly violated Govt, order by less or no prodyction of
essential basicdrugs. The INCs mampaigned that thefftvare not able
to earn profit by producing the drugs in India dye to DPCO, It
will appear from table no. @ that most of the TNCs improved their
-performances in the years of 1986-87 and 1987-88 and excepting six.
all increased their assets.Agc jrigate gross profit of the industry
was found to be 17,4 percent dyring this perind, Under the
clrcumstances thc Govt compromised with the Indystry and declared
new DPCO in 1987, ' It was properly deserved by WHO in the World
Drug Situation(1989)"Already prior to the ‘new Drug Price Crder.
the prices of all drugs showed a 30% mark—-up and drug company shares
were selling at a premiym! While declaring DPCO'87 the Govt,
could not clearly define the criteria for categorisation., They
only listed 26 drugs in. category I but left the selection of :
Catecory II drugs under & Committee. Although the Govt. said in

DPCO'87 that the principle of keeping the .drugs under Category-I
' is cover all drugs reqguired under National Health Programme but in
reality they considered only six out of eleven diseases covered
under National Health Programme,

Prlor to fixing the list 'of drugs under Category-II there
was 1ntense lobbying by the industry to aiming to keep as many
drugs as possible beyond the price c¢ontrol category. As a resylt.
we find that the TNCs have by large enjoyed excellent exemntion
from price controly STable No, will show that the 18 top TNCs
functioning in Indila enjoyed price control exemption ranging from
30% to 98%., It 1s also inteéeresting to note that the Committee for
selection of Category-II drugs nrepared. certain criteria of which
we find that the Committee itself vinlated all these criteria while
selecting the drugse.It was found that a large number 2f drugs
like Vitamin A,Vitamin-C,Chlororopamides Indomethacin, Clonidine.
Hydralazine etc, swere left, The Committee declared that druygs
with & tyrn over-more that 50 lakhs per year would come uynder
prlCe control, Byt this was not made applicable to Jruns like

- AP ey D . Tagr 4o e s b I g s T
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The Commiitee also decided thqt no monopély or near —-monopoly druc
wounld be left oyt 9f the list, But drugs like:Neospnrin,Dilosin.
Benedryl:. Haemaceel.,Zolandin:, etc. which maintain almost monopdly
share in Sales were ndt considered. The Committec selected 140
drugs in the Category-II list, This als» coyld not nlease the
industry. Protest came from all of them. In the last one yvear
13 more .drugs were dropped from the list and 20 others are in
active consideration. The Govt, alsn shifted a number of drugs
from Category-I to Category=II, This is not 2ll the Committee
had €2 prepere andther report in the mid 1989 which virtgally
recomanded price de-contrnl. :

The system of leader nrice is enjoyed by . the TNCs who arec
m2>stly brand leaders »f the hich turn »ver driugss. - The other
partners in the indystry also ﬁollow the leader price but provide
trade incentives at a high rate,

Therefore: the consumérs are in no way b‘ncflth out. ok-thils
systems There was a system of price equalisastion and a fund was
maintained under the head Dryg Price Equalisations Accouhts

This fund was abolished. 1In Supreme Court TNCs were <¢onvictcd as
charying over the Govt.recommended prices. They wer. ordered to
refund the excess profit earn to DPEA byt the fund stand’ apolished
It is surprising to know that DPCO'87 had allcwed these TNCs to
increase prices 2f almost all drugs for which they were convicted.
The other area which contradicts the mational interest is the
cancellatinn of pooled price system,

The recent move 2f the indystry which has almost convinced
the Govt. is total abolitilon of DPCO and 'self regulatory wnrice
system' would replace it. The Secretary »f the Pharmaceytlicels
Dents, has already announeged that the Govt, is in favoyuyr of 1it.

The 2ther concern is that in recent past 2ll the new drugs ]
introduce are not only of me too nature byt consist of » Vfry high
prices - Some of them cost Re«99 per capsule:and Rs, 160 per vial of
injection, We need to analyse whether we ne«d them at this moment,
Develorment of science and technﬁlOny was ruthlessly suprcressed
in India duyring the cnlonial perind and the most immortant devise
used was the Datcnt System 1948 at the initiative »f Kehru 'Patent
inqulry Committee' wes formed uynder Justice Bauxi Teckchand, His
recommendations were placed by then Minister Shyama Prasad
Mukherjer who also tried to intrnduce a bill in 1953 t» chenge
Patent Act. Later:, in 1957 another Committee was prepared with
Justice N,Rajagopala Ayenger and the Chemical TFChnﬁlﬁngu DrGS.
Venkateswaran. They prepared"Repndrt on the revision of the patent
ILaws DBased on this report attempt was made to introdyce = new
Patent Act, which was successfully stalled by TNCs for 12 years
M, P. Mr.Zoachim Alva complaint that"More than 30 foreign drug
companies have declared an unholy war against this blLl
ultimately. in the bill was passed and Indian Pstent Act.,l190
was born. This Act, has been considered as a model to. the 3rd
World countries. This act has grestly helped the Indian Drug
Industry to grow. It dnes not allow any psatent for drugs. Patent
is applicable only on process technology that too for a period
of maximum 7 years. This has he =1lp us t2 introduce number 5E drugs
before thelr global patent expired., :Technologically Indisn
Companiles were free to develop technology for a large number of
drugs f£or which international patents were to5 expire macn Later
and they actually produced and marketed these drugs. To-dav
horizontal trensfer of technology helped a largé number £ small
companics to produce bulk drugs some of whom are involved in
export also. Similarly. the national research laboratories also
developmd number of technologies for bulk drug production. This
woule not have bern possible in gbsence of Indian -Patent Act,1970,

There has been move from some quarter to change Patent Act
B [ o e L T s e



The proponent of this change are suggesting this Act, has
been a block for import of modern technology. But they have
suppressed the fact that the technical colaporatinn agre-ments
by Indian companies have increased from 183 in 1970 to 1,041 in
1985, 1In Pharmaceuticals oyt of 41 technnlogical colaborations
during 1979 to 1985 Indian companies were .involved in 39 cases
where the Indian Patent Act., had not played eny restrictive role,
e Brazil raised the questisn of an intecrnational patent policy
in the léth General Couyncil of y.N.O. in 1961, In 1972 yNCTAD
Conference at Santiag> decided that clauses f Paris Convention
would be changed in favour of 3rad UWorld Coyntries.

The UNCTAD draft prepmared in 1975 was Spnosed by Group of
7. In the conferences held from 1979 to 1985 desnite opposition
from only two countries draft was approved. The whole matter was
taken in GAIT. Question of Trade related Intellectual Property
(TRIP) was raised. Meanwhile USA developed *The Omnibus Trade &
Comnetitiveness Act' of which suner 301 was imposed on Brazil.,
Japan and India, Brazdl was blamed for the reason that they had
kept pharmaceuticals oyt of Patent system.

In Geneva Conference of GATT India surrenderéd by accepting
the Pymta-Del-Este resslytion that in »rder to fake TRID available
national laws will be made available. This betrayal and surrender
t> the pressure of UY.8. will ultimately result in t» changing of
Patent Act in favour »f the interest »f TNCs caysing @ great harm
»f self reliance and ynlimited price escallation will f£0ollow in
quick succession,

Import Policy: Policy rcgarding immort has been criticised by both
the industry and consumerss We find that there has been world wide
criticism 2f the TNCs for uytilising trensfer pricing arrangement
for earning high profit. The TNCs in India have been ignoring the
import restrictiongsput on bylk drugrs intermediate and other

raw materials. 1In meny occasions they were either importing bulk
drugs from their own parent organisations and charged a higher
price of the same bulk drug in our couyntry while they have not
utilised the production cepacity dinstell-d at their own factory

in India. In 1978 drug policy cenalisatinon of immort was encourag-
ed but later it waes discarded in the mid eighties. The (table no )
shows how the TNCs have earned money by simple transfer pricing,

A difference »f Rs, 24,338 per kilogramme becomes endormous when at

ton of the drug 1s imported, In 1987-88 import of 42 bylk drugs a
were shifted from restricted items to General Licence category.

Out of this 42 drugsronly 6 drugs were life saving and essential
and 10 drugs had n» price control, having unlimited profit potential,
Bulk drugs like Ibunrofen. Pyrazinamide, Corticosteroids.

Eohedrines Methyldopea., Chloroquin, Chloramphenicol which are
manufactured here byt import is also allowed. Man y TNCs who
enjoy monopnoly over these drugs d» not produce them here as import
is allowed and therefore enjoy an excellent scope of utilising
transfer pricing system, '

Import of Refampicin has been in large guantities and is
exempt of excise duty. Insnite 2f the technology being available
in India it is difficult t» produce bulk drug as 105% import duty
imposed on the raw moterials, Some instances 2f similar cases
are given bolow.



::(8)s:

Bulk Drug % of Dyty Intermedlate/raw-materials % of Dyuty

Trimethoprim  100% 3:,4:5 Trimethoxybenzaldehyde  134%
Refampicin nil Raw materials 105%
1~Dopa nil Vanillin 135%
sulphadiazine 100% Intermediaste : 135%
Corticosteriods 100% Intermediate 135%
Chloroguin nil Lthozy methylene dicthyl G

| malnate iy

This indicates that thc present import policy is discouraging
not only production but also devclopment 2f indigenous technollegjy.
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RESOLUTION ON UNIVERSAL SALT IODISATION PROGRAMME

Endemic goitre and Endemic cretinism are important Fublic health

problems in parts of India especially, in the sub-Himalayan belt.

To control this problem the Govt. of India started the National

Goitre Control Frogramme in 19461. The strategy used was to supply

iodised salt to people in the affected areas combined with

legislation to limit the use of non iodised salt in those areas.
% The manufacture of iodised salt was entrusted to the Public
Sectaor.

L pat

.

A review of the policy in 1981 found that the National Goitre
Control Frogramme had not made the desired impact and a committee

was  formed to recommend changes in Policy if required. This
committee did not go into all the reasons of failure of the NGCF
Tike wvirtual absence of Public health education, failure to

subsidise the programme effectively, administrative failures in
checking smuggling of non iodised salt etc. Instead, strangely
they took the position that it was impossible to successfully
implement the programme if it is localised to a particul ar
region. Their panacea for all the ills plaguing the programme was
‘Universal Todisation’. This meant totally phasing out of non
iodised common salt from the Indian market and replacing it with
ITodised Salt by 1992. An important corollary to this was the
throwing open of Iodised Salt manufacture to the Private Sector,
thus ending the monopoly of Public Sector in this area.

We the delegates of the 3rd All India Feoples Science Congress
have serious apprehensions regarding this new policy for the
following reasons:

1) The escalation of the scale of operations is 1likely to
adversely affect people living in the goitre endemic areas.
The iodised salt manufactured by the private sector is likely
to find its way to the Metropolitan and other wel] devel oped
markets rather than to the real needy living in the goitre
endemic areas.

2) Even now the quality of control of iodised salt is not
effectively monitored. With the gquantum jump in the
production, this would become much more difficult to enforce.

3) Frivatisation and free market principles as sought to be
incorporated into the new policy, by its very dynamics, will
cause an inexorable shift to the higher priced iodised,
refined salt at the cost of cheaper iodised crystal salt.

A) The cost of salt by current estimates may go up by 100-200%.
Aawwidé This would entail an additional burden of Rs.500 crores
annually to the Indian consumer. This price differential has
already resulted in smuggling of cheaper non—iodised salt into

endemic areas.,
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The ‘Scientific evidence’ supplied in support of the new
policy has been questioned seriously and has not been rebutted
satisfactorily. Surveys purporting to show ‘newer’ endemic
areas as well as the methods to prove the concept of sub-
cretinous brain damage have been challenged on conceptual and
methodological grounds. It has also been pointed out that
consumption of iodised salt by a normal population may not be
as harmless as sought to be projected. :

In the light of these facts the delegates of the 3rd AIFSC feel
that the present strategy of Universal iodisation is one in which
the costs are borne by the consumers and the benefits accrue to
the monopolies. Moreover the new policy ignores the fact that
endemic goitre and cretinism are problems with diverse
developmental and ecological causes. A programme to combat Iodine
deficiency should essentially contain flood control measures,
checking deforestation, s01i] improvement, proper use of
pesticides and fertilizers and general eco-restoration in
addition to salt Iodisation. The Iodisation itself, in order to
succeed, shouwld be confined and concentrated to endemic areas
orly. The birth of babies with endemic cretinism is a tragic
waste of human resources. In fact this is the problem which needs
to be tackled urgently by a programme implemented vigorously in
such regions. The focus should not be allowed to shift from these
areas by the imperatives of the free market economy .

The 3rd AIFSC therefore, requests the Govt. of India to review
the current policy of Universal Iodisation and drastically revise
it. Eefore formulating a comprehensive new strategy an open
discussion should be initiated involving scientists, social
workers, economists and peoples science and health movements in
the country.



HEALTH
THIRD ALL INDIA PEOPLE,SCIENCE CONGRESS
8th - 11th March, 1990
at BANGALORE

First information brochure and invitation to
SUB CONGRESS ON HEALTH

FIRST ALL-INDIA MEET OF HEALTH ACTIVISTS

The All-India People's Science Network is a network composed of
People's Science Movements from all over the country who are actively
engaged in the building of a mass movement for creating scientific
awareness and in intervening in key areas to ensure that science and
technology is used for the benefit of the people.

The People's Science Movements have, to varying degrees and . with
varying success, been involved in the field of health. The broad
understanding that these groups share on the health situation in the
country was formulated in the form of a background paper at the
second All-India People's Science Congress held at Calcutta.

It was also decided, at that meet, to evolve a broader consensus
on health, to share the experiences of health activists and to evolve
a common action orogramme In issues and areas that crv  out for
immediate intervention.

It is in this background that we are now holding this convention
of health activists from all over India, as part of the 3rd All-India
People's Science Congress at Bangalore. The sub-congress on health
will start on 9th morning after the common inaugural programme on
8th evening and will close with the plenary session on 11th.

We request your active participation in the congress.

Cbjectives:

b

Sharing and critical review of experiences of all voluntary
organisations and social activists in the field of health.

i ssic »T main  area for intervention and necple
arti icn in ensuring health for the people.

3 Irga veen groups and individuals involved in health
st avolving mechanisms for continued interaction
and axchance of infermation

4. Plan action programmes for future people's participation with

specific reference to the on going Bharat Gyan Vigyan Jatha
and to future people's science movement activities.



Progr‘ammg: See separate sheet.

Participants invited:

- AIPSN organisations and socially conscious health professionals,
medical students and service doctors association sponsored by AIPSN
orgamisations.

- Health activists from organisations like MFC, VHAI, AIDAN, Students
Health Home.

- Leading academicians and professionals who have contributed to or
are working on social dimensions of health.

- Representatives of WHO, UNICEF and Ministry of Health and other
professional health bodies. ’

Delegate Fee: Rs.50.00

Address for Communication: Dr. Amit Sen Gupta
C/0.Delhi Science Forum
B-1 2nd floor, LSC
J-Block, Saket
New Delhi-110 017.

Phone: 665036/6862716



THE PROGRAMME

INAUGURAL SESSION - 8th March, 1990 - 10.00 AM

Key note address on

'"HEALTH SITUATION IN INDIA'

Dr.D. Banerjee
Jawaharlal Nehru University, Delhi
SESSION II - 8th March 1990 - 2.00 PM

AIPSN Annual Meeting
SESSION III - 9th March, 1990 - 5.30 AM

SUB CONGRESS ON HEALTH
SESSION - A - PEOPLE'S INTERVENTION IN HEALTH

Chairperson - Dr.B.Ekbal

9.30 am - PSM Perspective on Primary Health Care
Dr.T.Sunderaraman

10.00 am - The K.S5.5.P & other PSM experiences
Dr.V.Ramankutty, K.S5.S5.P,

10.30 am - The MFC experience

10.50 am - The Andhra Polyclinic experience
Dr.Sesha Reddy

11.15 am - Ti'we "VHAI & AIDAN experience

Dr.Mira Shiva

11.45 am - Other Group experiences & discussion
1.00 pm - Lunch

SESSION - B - PRIORITY AREAS FOR PEOQOPLE'S INTERVENTION
Chairperson: Dr.Mira Shiva.

2.00 pm - Drug Policy - Amitava Guha, FMRAI

(%]
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3.00 pm - The National Health Policy & Vertical Heallh
Programmes :
Dr.K.P.Aravindan, KSSP.
4.00 pm - Occupational Health

Dr.Amit Sen Gupta, DSI

5.00 pm - Resolutions on priority areas

10th March 1990

SESSION - C - WOMEN AND HEALTH

Chair person : Dr.Imrana Quadeer, JNU

9.30 am - Theme papers

Dr.Mohan Ram, JNU

Ms Vimal Balasubramanyan
12.00 -  Resolutions on Wamen and Healtl.

SESSION - D - ACTION PROGRAMME ON PRIMARY HEALTH CARE

Chairperson : Dr.Sesha Reddy

2.30 pm - Presentation of Action Programme

3.00 pm - Discussion and finalisation
SESSION - E - VALEDICTORY PLENARY SESSION

9.30 am - Presentation of Sub Congress Proceedings
Resolutions

Valedictory remarks.
NB:-In addition to the above nrogrammes, theire will be

a) Guest lectures in the evenings

b) Poster presentations.

e sjesie e niese
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Discussions in this area essentially centered on reported
proposals to do away with the Village Health Worker (VHW) scheme.
Following is the substance of the discussion:

It is believed that there is a move by the Government to scrap
the VHW-Scheme. In our view, this is a retrogressive step,
contrary to the spirit of the Alma-Ata Declaration y to which the
Government of India is a signatory. The VHW is an  important,
essential element of the Primary Health Care approach to achieve
the professed goal of Health for A11 by 2000 AD.

The perspective behind this scheme is stil) very much valid and
needs to be reiterated. The basic rationale of the VHW Scheme is
ag follows: i

a) Health Services are grossly inadequate in rural India.

b) Substantial proportion of health problems in rural India are
of such a nature that they can be competently diagnosed and
managed by a health~worker after a short period of training.
The health educational work and the work of promoting
collective health action by villagers can be effectively done
by such a worker. Demystification of medical knowledge can be
effectively done through the VHW'sg WOFK -, ’

c) A health worker coming from the same community is socially and
culturally closure to the community and more accountable to
the community.

Many health projects in the NGO sector and some PHCs in the
Government sector in different countries, validated this basic
rationale of the VHW scheme. If in India, the scheme has not
performed upto expectations, the fault lies with the implementing
departments and not with the scheme itself. The scheme should
therefore be implemented with following improvements:

1) Selection: There should be no nepotism in the selection of the
VHWs. The VHW should be selected by democratic organisations
of the people (1ike Panchayatms) .

2) Training: The training of the VHW should be vastly improved to
enable them to diagnose and treat simple, commonly occurring
ailments at the village level and to give assurance, advice to
villagers about ailments and about healthy practices. The
educators of VHWs should be well~-versed in and should believe
in the philosophy and practice of community health.

3) Drug Kit: The drug-kit should be expanded to deal with common,
simple ailments and the drug-supply should be regular and
adequate.

4) Simple, low—-cost , appropriate health educational, pictorial
material should be pProvided to VHWs to enable them effectively

2.1
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5)

6)

7

8)

carry out health education of villagers. Local art forms
should be adapted for health education.

The doctor and other PHC staff should not look down upon the
VHW but should provide adequate support.

Well establ ished, simple, universal remedies from non-
allopathic systems of medicine should be taught.

The VHW should draw his/her honorarium from the Panchayat and
the Panchayat should be provided with funds for this purpose.
Accountability to democratically functioning Panchayat is
superior to accountability to the health bureaucracy alone
since the PHC doctor is not in a position to really assess the
sincerity of the VHW.

The much better trained and hence much more capable, active
VHW would have to spend much more time for health work on a
regular basis. It is unrealistic and unfair to except a poor
person to regularly spend a couple of hours a day for a
pittance of an honorarium especially when nobody in health
sector does substantial honorary work. Hence the honorarium of
the VHW should be substantially increased, even though the
element of voluntary service to the community is reaffirmed.



WOMEN AND HEALTH

Given below is the substance of discussions and recommendations
in the area of Women & Heal th:

The areas requiring urgent attention are those related to
systematic discrimination against women from birth onwards - now
even before birth as seen in proliferation of sex determination
tests and female foeticide. Social discriminationlagainst women
is evident in several areas, and results in deterioration of
their health status. Thus women from |ower socio—-economic
backgrounds have to withstand a double burden. The issues which
must be addressed must include those which have wider social and
economic implications.

PSM organisations could work in more detail on some of these
areas and evolve demands for action and intervention:

Family Planning: Women’s health has been given 1little or no
priority in the health planning process and implementation of the
health programmes. Women's health has tended to be confined to
family planning or child birth rel ated issues. Ironically, the
Family Planning Programme which has substantial amounts of health
budget allocated to it has failed to show any decline in the
birth rate. Over and above this, the practice of target setting
and incentives have 1led to corruption of health workers and
coercion of women. This has marginal ised other aspects of primary
health care and led to avoidable complications. In the Family
Planning programme terminal methods geared at women are pushed in
the field. Mass sterilisation programmes without any follow-up
measures have assumed serious dimensions, especially since no
informed consent is being obtained. In this background PSM
organisations could take it upon themselves 83

1) Monitor Family Planning Camps and insist upon proper follow-up
measures. This would also involve a critical review of the
establ ished and practical norms for such camps.

2) Ensure rational contraceptive care. This would include provision of
informed choice of method of contraception, availability of
contraceptives and back up curative health services for side
effects.

3) Demand for Proper back-up health services to take care of
compl ications.

4) Demand for removal of disincentives directed at women eg. no
maternal benefits after second child, etc.

Use and Misuse of Science & Technol aogy

1) Prevention, diagnosis and management of other women specific

health problems 1ike menstrual disorders, pelvic infl ammatory
diseases, leucorrhoea, STD, cancer of the cervix, menopausal

3



3)

4)

problems, infertility, complication during child birth, etc.
have to be addressed to with greater care.

Eventhough the market is flooded with irrational, usel ess,
directly hazardous drugs, essential medicines required for
women’s health problems have not been made available at
affordable prices. Several medicines known to harm the foetus
are freely sold without warning on the label /packing.

While there is a proliferation of sophisticated technologies
relating to women, simple essential procedures eg. pregnancy
testing kits, early abortion etc. are not being made easily
accessible.

The increasing trend towards unnecessary surgeries like
hysterectomies, Caesarean sections etc. should be effectively
curtailed.

Women’s organisations have already been protesting against

)
conduction of unethical trials and introduction of newer
reproductive technologies. A widespread people’s movement to
support this is necessary.

Literacy:

1) Formal schooling to 9irl children at Jleast upto seventh

2)

standard.

Proper/correct education regarding menstrual cycle, and
reproductive process to school going and non-school Qoing
girls.

Sexual Discrimination:

1)

2)

3)

Demand for total ban on sex determination and sex—-preselection
technologies, de-privatisation of the genetic analysis
centres.

Protest against dowry, physical and mental violence against
women, crimes against women, separation from marriage without
providing maintenance, etc.

Equal wages for equal work , benefits such as maternal leave,
etc. must be given by both formal and informal sectors. A
consistent demand by PSM should be generated in this regard.

Other Areas:

1)

2)

Women have a right to safe and adequate drinking water, good
sanitation facilities and efficient non-polluting cook-stoves .
PSM organisations could provide informations and work out
suitable alternatives in each area according to Jlocal needs
and resources.

PSM could also take up specific health education in several



3)

areas affecting women including the general health issues of
the women and their family members.

Specific studies may be undertaken for occupational health
hacards in women’s work such as nursing, agricultural work ,
tobacco and beedi-rolling, coir, prawn shelling, etc.
including domestic work.

Appropriate tools and technologies can be developed for women
and made accessible at all levels.

Health education materials on women &% health issues which is
already 'available should be widely circulated and relevant
material should be evolved over a period of time in the areas
where material is not already available.

Finally, to give this issue a proper thrust, the AIPSN should
form a cell for women’s health action to take up systematic work
in these areas related to women.



OCCUPATIONAL HEALTH

Given below is the substance of discussions & recommendations in
the area of Occupational Health:

Identified areas where the AIPSN can do ground work :

1) Gather more data on prevalence of occupational diseases in
various parts of the country.

2) Review & popularisation of various acts pertaining to workers
health and safety.

3) Demand occupational health oriented training for Doctors
employed in factories and ESI scheme.

4) Efforts be made to draw the attention of Ministry of Health
towards occupational diseases and improve upon the severely
lacking diagnostic facilities.

3) The worker has the right to know about the occupational
hazards in his work place. AIPSN with its extensive reach can
strive to educate workers on this right. AIPSN should also
support the demand on the ground of any working gro towards
this cause and support the struggles taken up 8&9%?9;

6) A1l the constituent member groups should collect information
regarding any occupational hazards in their area and report
the same to the coordinator of the committee.

7) ILO resolution should be implemented by Government of India in
letter and spirit.

8) Pictorial exhibition depicting common occupational hazards be
prepared. ‘
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i
Sri M.S.Gurupadaswamy
The Hon’ble Minister for Chemicals & Petrochemicals

Government of India COMMUNITY HEALTH CE;\- éd
New Delhi 471, (First Floor)St. Marks a0

BANGALOAE- 560 001

MEMORANDUM ON PHARMACEUTICAL INDUSTRY
Sir,

The 3rd All1-India Peoples Science Congress, in pursuance to
discussions in the Health Sub-Congress notes with concern that
the new existing drug policy, which was introduced in 1986, is a
retrogressive step and has negated even the tentative attempts of
the 1979 Folicy to work towards a Rational Drug Policy.

It is further noted that the 1986 Policy had not, in any
substantial manner, worked towards implementation of the long
standing demands of the movement for a rational drug policy.
These demands had included ensuring availability of essential
drugs, reduction of drug prices, banning of irrational and
hazardous drugs; and for encouraging self-reliance in the
Industry., Instead the 1986 Policy has resulted in further rise
in prices, less availability of essential drugs, more
proliferation of irrational drugs and dilution of existing
measurers which would ensure a level of self-reliance.

It is hoped that the National Front Government will take
immediate measures to implement the promises made in its
manifesto regarding implementation of a Rational Drug Policy and
thereby scrap the anti-people 1986 Drug Policy.

In this background we wish to submit the following for the
consideration of the Government of India: ;

1) Whereas there is no Drug Policy in the country today but only
a pricing and licensing policy, it is necessary to formulate a
National Drug Policy keeping in view the necessities of drug
production based on the morbidity/ mortality profile in the
country. The government must, on a priority basis, draw up a
list of drugs essential for the country as also the estimates
of demand for these drugs, and ensure their availability at an
affordable price.



2) Whereas it has been the policy to use price control mechanisms

3)

4)

)

to ensure production controls, this has been seen to have an
adverse effect on Production of essential drugs. Even price
control mechanisms have been diluted after the 1986 drug
policy resulting in spiralling rise in drug prices. It is
necessary to strengthen price control mechanisms and at the
same time to bring in stringent production control measures
which would compel manufacturers to produce essential drugs.
It maybe mentioned that the 1978 drug policy contained
production control mechanisms, which were never implemented
and were formally abandoned in the 1987 drug policy and
through other industrial policy decisions. Further, the
tentative attempts to encourage generic names have been
shelved due to stay orders obtained by Drug Companies.
Immediate steps to resolve this issue are needed .

Whereas an estimated 60,000 formulations are today available
in the market, the WHO lists only 264 as essential drugs, and
the estimated 1ist of pharmaceptical entities with useful
pProperties numbers less than a 1000. This proliferation of
drugs has resulted in a plethora of useless, inessential,
irrational and hazardous drugs. Immediate measures should be
taken to ban all irrational and hazardous drugs in the market.

Whereas quality control facilities are largely lacking in the
country, it is absolutely‘necessary to immediately upgrade
such facilities on a priority basis. The government has
admitted, that drug-testing facilities are woefully
inadequate. Strangely however, the government now is
attempting to shift its responsibility on manufacturers for
drug testing. While manufacturers are responsible for ensuring
quality drug production, it ig ultimately the Govt’s
responsibility to ensure quality control. The Lentin
Commission report, in the aftermath of the JJ Hospital deaths,
has clearly brought out the existing criminal nexus between
drug manufacturers and officers responsible for drug testing.
This is an area which cries out for immediate attention.

Whereas today Multinational Corporations control an estimated
60% of the market their contribution towards the production of
essential drugs and introduction of new technol ogy is
negligible. MNCs deliberatqu produce less quantities of
essential drugs while they attempt to maximize profits by over
pProduction of irrational drugs and continue to produce with
impunity hazardous drugs which have been banned or restricted
in their parent countries. In addition they overprice their
Products through the mechanism of transfer pricing, and
thereby also contribute to the drainage of valuable foreign
exchange. Moreover they are Primarily interested in the
formulation market and have del iberately reduced production of
bulk drugs. All this needs to be seen in the background of the
fact that the UNIDO has categorized India in the group of
countries which possess indigenous technology to produce all
essential drugs. In such a situation it is worth reiterating
the Hathi Committee report of 1975 which had called for



6)

7)

8)

)

nationalization of the Multinational Sector in the drug
Industry, and to provide leadership role to the Public Sector.
It is evident that FERA provisions which consider companies
with 40% foreign equity participation as Indian Companies,
have not made an impact on the control of MNCs on the market.

Whereas, succeeding drug policy statement have mentioned the
leading role of the Public Sector in the Industry, the role of
the Public Sector has been gradually marginal ised. The policy
of the Govt. which has contributed to this needs to be
reversed. In addition the Public Sector, to be made more
efficient, needs to be rid of problems of corruption and
bureaucratic inefficiency. The Public Sector has played a
major role in the development of self-reliance in the
industry, and needs all encouragement.

Whereas, drug companies continue to, through this extensive
promotional network, propagate their products with the help of
false and misleading claims, there is no source of unbiased
information on drugs. Steps, legislative if necessary, should
be taken to put curbs on such exaggerated and false claims

made by drug companies. Concurrently the Govt. should
regularly publish material which provides to the medical
profession unbiased information on drugs. The National

Formul ary should be updated and the medical profession should
be provided with independent and scientific drug information
as is being done even in countries 1ike Sri Lanka and
FPakistan.

Whereas all products, other than allopathic formulations, are
today out of the purview of drug-testing and other control
mechanisms there is.a need to remedy this situation. The above
practice has led to unchecked proliferation of all such
products. All products sold as drugs should be brought under
the ambit of mechanisms for quality control, drug testing and
assessment of therapeutic benefits.

Whereas, there are attempts to change the Indian Patent Act of
1970, this Act has helped the Indian Sector to grow
significantly. Pressures are being put on the Indian Govt. by
the developed countries, specifically the US, to ‘change the.
Patent Act so as to allow MNCs easier access to the Indian
market. Any such change would immediately result in a steep
rise in drug prices and immensely harm development of the
indigenous drug industry. All1 such attempts should be
restricted and no compromise should be made in this area.

10)Whereas, no centralized authority exists to oversee and

monitor functioning of the drug industry, immediate steps
would be taken to set up a National Drugs and Therapeutics
Authority (NOTA). This body should have representations from
all sections and should have statutory powers. Such a body
should also be armed with powers to deal with 1Jlegislative
delays which block a number of attempts to cover gaps in the
drug policy.
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MAJOR DECISIONS OF HEALTH SUB-CONGRESS

Following decisions regarding Action Programmes have been
final ised:

I)DRUG POLICY

Given indications that the Govt. is seriously considering changes
in the present Orug Policy, it has been decided to organise a
signature campaign on this issue. The demands will be along the
lTines of the resolution adopted on Drug Policy at Bangalore. The
campaign sheet is attached separately. This may be duplicated by
xeroxing/cyclostyling or translated into 1local language and
duplicated, depending on the exigencies of the local situation.

The signature campaign is to start on 7th April, i.e. World
Health Day. This should be continued till April 15th. The
signatures should be mailed to the following address, and should
reach before 25th April:

Amit Sen Gupta

C/0 Delhi Science Forum
BE-1, 2nd Floor, LSC,

J Block, Saket"

New Delhi 110017.

The signatures are to be submitted to the Minister forf ‘Y-
Chemicals, Sri Gurupadaswamy, on 2nd May (date is as yetﬁcﬁ'
tentative) by a delegation representing the AIPSN. On the same ol

day i.e. 2nd May a "Demands Day" to be observed by the PSN| (')
organisations all over the country. The demands shall be as \|©
articulated in the resolution. The form of observing the "Demands
Day" will depend on the local situation. Broadly, it may take the
form of meetings, demonstrations before offices of appropriate
authorities 1ike State Drug Controller, picketing /leaflet
distribution at Chemists’ shops, wearing of Badges enumerating|
demands etc. We would also like to know what other suggestions
you organisation has in this regard.

All  PSN organisations are to write to the Ministry of
Chemicals immediately, demanding action in the area of Drug
Policy, along the lines of the Resolution adopted at Bangalore. A
copy of the resolution along with a covering letter from your
-organisation should be sent to the following address:

Sri M.S.Gurupadaswamy

Hon’ble Minister for Chemicals & Petrochemicals
Ministry of Chemicals & Petrochemicals

Shastri Bhawan

New Delhi 110001

A copy of tha above letter should be sent to our Delhi address
that is mentioned previously.



ITNUniversal Salt Iodisation Policy

On  this issue a National seminar is to be organised in Delhi,
some time in June. The tentative venue is Jawaharlal Nehru
University - to be organised possibly in collaboration with the
Centre for Community Health and Social Medicine in JNU. Efforts
will be made to invite experts in this area, including those who
support as well as those who oppose the programme. The attempt
would be to arrive at a consensus regarding possible changes in
the programme.

I1I)Other Areas

Discussions were held at Bangalore regarding possible scope for
interventions in the areas of Occuppational Health, Women &
Health and Primary Health Care. While no concrete action plans
were drawn up, some basic guidel ines were formul ated as possible
areas of intervention. These are given separately in the summary
of discussions of the Congress. Some of these recommendatiens can
be followed up in the coming months.

IV)Bharat Gyan Vigyan Jatha

The BGVJ, it was felt, is an unique opportunity for expanding
contacts of the health movement within the AIPSN. Resources of
the AIPSN groups, both in terms of manpower and software, should
be made use of to train people in propagation of health component
of BGVJ. Details regarding how this activity is to be
operational ised shall be circulated once they are finalised.

oln
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b 14 COMMUNITY HZALTH CELL
47/1,(First Floor)St. Marks Road
RESOLUTION ON PHARMACEUTICAL INOUSTRBANGALOAE - 660 001

The Srd All-India Feoples Science Congress, in pursuance to
discussions  in the Health Sub-Congress notes with concern  that
the new existing drug policy, which was introduced in 1986, is a
retrogressive step and has negated even the tentative attempts of
the 1979 Folicy Lo work towards a Rational [rug Policy..

It i further noted that the 1986 Folicy had not, in o any
substantial  manner, worked towards implementation of the long
standing demands of the movement for a rational drug policy.
These demands had included ensuring availability of essential
druge, reduction of drug prices, banning of irrational and

hazardous drugs; and  for encouraging self-reliance in the
Industry., Inztead the 1986 Folicy has resulted in further rise
i prices, less availability of essential drugs, more

proliteration  of  irrational drugs and dilution of existing
measurers which would ensure a level of self-reliance.

It is hoped that the National Front Government will take
immediate  measuwres to  implement  the promises made in its
2garding implementation of a Rational [Orug Folicy and

The Congress +usther notes that s

L) Whereas there is no Drug Folicy in the country today but only
a pricing and licensing policy, it is necessary to formul ate a
Natioral Irug Folicy keeping in view the necessities of drug
production  based on the morbidity/ mortality profile in the
country. The government must, on a priority basis, draw up a
Fist of drugs essential for the country as also the estimates
ot demand for these drugs, and ensure their availability at an
atfordable price.

2) Whereas it has been the policy to use price control mechanisms
to  ensure production controls, this has been seen to have an
adverse  effect on production of essential drugs. Even price
control  mechanismse have been diluted after the 19864 drug
policy resulting in spiralling rise in drug prices. It is
necessary  to strengthen price control mechanisms and at the
same time to bring in stringent production control measures
which would compel manufacturers to produce essential drugs.
It maybe mentioned that the 1978 drug policy contained
production control mechanisms, which were never impl emented
and  were formally abandoned in the 1987 drug policy and
through other industrial policy decisions. Further, the
tentative attempts to encourage generic names have been
shelved due to stay orders obtained by IDrug Companies.
Immediate steps to resolve this issue are needed.

3) Whereas an estimated 60,000 formulations are today available
in the market, the WHO lists only 264 as essential drugs, and
the estimated list of pharmaceutical entities with useful
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propecties  nunbers  less than a 1000, This proliferation of
drugs  has  resulted in a plethora of useless, inessential .,
irrational and hazardous drugs. Inmmediate measures should  be
taken to ban all irrational and hazardous drugs in the market.

Whereas qual ity control facilities are largely lacking in the

countiry , it 1s absolutely necessary to immediately upgrade
such tacilities on  a priority basis. The government has
admi tted, that drug-testing facilities are woefully
inadequate ., Strangely however, the government now is

attempting to shift its responsibility on manufacturers for
drug testing. While manufacturers are responsible for ensuring
qual ity drwg production, it is uwltimately the Govt’s
respansibil ity to ensure quality control. The Lentin
Commission report, in the aftermath of the JJ Hospital deaths,
has clearly brought out the existing criminal nexus between
dirug manufacturers and officers responsible for drug testing.
This 1¢ an area which cries out for immediate attention.

Whereas today Multinational Corporations control an estimated
60% of the market their contribution towards the production of
essential drugs  and  introduction of new technology is
negligible. MNCs deliberately produce less quantities of
essential druge while they attempt to maximize profits by over
production of irrational drugs and continue to produce with
impunity harardous drugs which have been banned or restricted
in  their parent countries. In addition they overprice their
products  throwgh the mechanism of transfer pricing, and
thereby also contribute to the drainage of valuable foreign
exchange . Moreover they are primarily interested in  the
formul ation market and have deliberately reduced production of
bulk drugs. A1l this needs to be seen in the background of the
fact that the UNIDD has categorized India in the group of
countries which possess indigenous technology to produce all
essential drugs. In such a situation it is worth reiterating
the Hathi Committee report of 1975 which had called for
nationalization of the Multinational Sector in the drug
Industiry, and to provide leadership role to the Fublic Sector.
It is evident that FERA provisions which consider companies
with 40% foreign equity participation as Indian Companies,
have not made an impact on the control of MNCs on the market.

Whereas, succeeding drug policy statement have mentioned the
leading role of the Fublic Sector in the Industry, the role of
the Fublic Sector has been gradually marginal ised. The policy
of the Govt. which has contributed to this needs to be
reversed. In addition the Public Sector, to be made more
efficient, needs to be rid of problems of corruption and
bureaucratic inefficiency. The Fublic Sector has played a
major role in  the development of self-reliance in the
industry, and needs all encouragement.

Whereas, drug companies continue to, through this extensive
praoamotional network, propagate their products with the help of
talse and misleading claims, there is no source of unbiased



information on drugs. Steps, legislative if necessary, should
be taken to put curbs on such eraggerated and false claims

made by drug companies. Concurrently the Govt. should
regularly  publish material which provides to the medical
profession unbiased information on drugs. The National

Formulary should be updated and the medical profession should
be provided with independent and scientific drug information
as 1% being done even in countries 1ike Sri  Lanka and
Fakistan.

&) Whereas all products, other than allopathic formulations, are
today out of the purview of drug-testing and other control
mechanisms there is a need to remedy this situation. The above
practice has Jled to unchecked proliferation of all such
products.  All products sold as drugs should be brought under
the ambit of mechanisms for quality control , drug testing and
assessment of therapeutic benefits.

) Whereas, there are attempts to change the Indian Fatent Act of
1970, this Act has helped the Indian Sector to arow
significantly. Fressures are being put on the Indian Govt. by
the developed countries, specifically the US, to change the

Fatent Act o as to allow MNCs easier access to the Indian
market . Any such change would immediately result in a steep
rise in  drug prices and immensely harm development of the
indigenous drug  industry. A1l such attempts should be

restricted and no compromise should be made in this area.

LM Whereas, no centralized authority exists to oversee and
monitor functioning of the drug industry, immediate steps
would be taken to set up a National Drugs and Therapeutics
Authority (NIOTA) . This body should have representations from
all sections and should have statutory powers. Such a body
should also be armed with powers to deal with legislative
delays which block a number of attempts to cover gaps in the
drug policy.

The Congress further demands that while in the past, changes in
drug policy have been made without consulting broader sections of
the people, in future all such changes should be made only after
@ debate involving all sections. The present drug policy should
be changed on the basis of a nationwide debate on the 1ines which
is now taking place on the issue of granting autonomy to AIR and
[oordarshan.
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KARN® TAKA RAJYA UIJNANA_PARISHAT

Indian Institute cf Science Campus, Bangalore - 1Z.

U Sy Fhone: 34U50Y
THIRJ ALL INDIA PEDPLE'S SCIENCE CUNGRESS
VIDYANAGAR, SANCALGRE
g uareh 18390

Dear Sir/Madam,

As you are alreédy aware the Third All India People's Science
Congress will be held at Vidyanagar, Bangalore Dist. during * 2
8 - 11 March 1990.

Oelegates are requested to feeling the reguired proforma
already sent by our office and send it alonguwith the delegate
fee of Rs.50.00 in the form of DU. Your early reply enables
us to arrange for return tickets, if needed. Vidyanagar is
about 25 KMs from Bangalore Bus station/Railway Station along
Bangalore Hyderabad Highway. After 25 KMs one find deviation
arroumark in right side indicating the route to Jayaprakash Narayan
You.f Centre which happens to the venue of AIPS Congress.

Following City Buses with Red Board and route No: F?dwdlkl R. r72ay g f
You have to get doun at Jayaprakash Nafayan Youth Centre stop. 231 08y
Actual venue meeting is located at about 3 KMs. Arrangements 282
are being made to provide transport facility from the busstand

to Jayaprakash Narayan Youth Centre Vidyanagar.

Delegates will be received by our voluntegers both at

city bus station and city Railway Statian.

Vidyanagar as a .cather similar to that of Bangalore. One
can manage with minimum luggage. A cot, bed and bed spread will
bs provided.

Tentative programme of each session and invitation is enclosed.

With recards,

Yours sincerely,

N P Aoz J

e ——

(M.A. SETHU RAD)
Hon. Secretary.



KARNATAKA RAJYA VIJNANA PARISHAT

Indian Insticute of Science Campus)} Bangalore - 12

THIRU ALL INDIA PEQPLE'S SCIENCE CONGRESS
VIOYINAGAR, 3ANGALORE

08-03%-1990
Session I 10-00 - 13-00 Inauguration
Session Tl 14-00 - 17-30 AIPSN
Annual Meeting
09-03-1990 Sub—Congress
Session III 09-30 - 13-00 Health
Self Reliance
Literacy
Session IV 14-00 = 17-30 Health
Self Reliance
Literacy
10-03-139390
Session v} 09-30 - 13-00 Health
: Self Reliance
Literacy
Session VI 14-00 - 17-30 Health
Self Reliance
Literacy
11-03-1930
Session VII 09-30 -

13-00 Valedictory &
Plenary ;



SESSION 6 (L)

| g9th March 1990
| Session 3(S)

0900-1300 H

1300-1400 H

Sub Group 4 (S)
1400-1730 H

FUTURE PROGRAMME

CHAIRMAN | -
Literacy status in India and its perspectives Shri Lingadevaru Halemane
Functional involvement of PSMs Dr. 8.C. Behar

Appropriate methodology in Non-Formal
Education of Girl- Child & llliterate Women Dr. Probal 8arkas

SELF RELIANCE CONGRESS

Chairman : Dr. A.D. Damadoran

Conceptual Issues of Self Reliance
— Dr. Prabir Purkayastha, Dr. Venkatesh B. Athtreya

Research and Development in Scientific And
Technological Self Reliance
— Prof. A.K.N. Reddy

Scientific Institutions in S&T Innovation
and Manpower Generation
— Prof. S.K. Rangarajan

Scientific Institutions and Self Reliance
— Shri. Dinesh Abrol

Discussions

LUNCH

Theme Papers
Chairperson: Dr. A.A. Gopalkrishna

Theme Paper on Energy
— Shri. Ashok Rao

Theme Paper on Electronics
— Shri. K.P. Nambiar

Theme Paper on Natural Resources
— Prof. V.K. Gaur

Discussions



Sub Group 4(S.1)
1400 - 1730 H

1830 - 1930

10th March 1990
Session 5 (S)
0930-1300 H

1300-1400 H

Session 5 (S1)

Session 6 (S)
1400 - 1730 H

Theme papers
Chairperson: Prof. M. Mahadevappa

Theme Paper on Agriculture
— Dr. S.K. Sinha

Theme Paper on Seeds
— Smt. Usha Menon

Theme Paper on Mass Consumption Goods
— Shri. Santosh Choubey

Discussion

Presentation by PSMs
Chairperson:

Presentation on Energy
— FOSET

Presentation on Electronics
— DSF

Presentation on Electronics
— FSD

Presentation on Oil Exploration
— PBVM

LUNCH
Chairpefson: Prof. M. Mahadevappa

Presentation on Agriculture
— Dr. Pathiyoor Gopinath

Presentation on Agriculture
— Shri. Praful Chandra.

Action Programme on Self Reliance
Chairperson: Shri. S. Rajagopalan

Presentation of Discussions on Energy,
Electronics and Natural Resources

Presentation of Discussions on Agriculture,
Seeds and Mass Consumption Goods

Action programme and Resolution



HEALTH CONGRESS
9-3-1990
SESSION - (3.H) - PEOPLE’S INTERVENTION IN HEALTH

Chairman Dr.B.Ekbal

9.30 H — PSM Prespective on Primary Health Care
Dr. T. Sundararaman
10.00 H — The K.S.S.P & other PSM experiences
Dr. A. Ramankutty, K.S.S.P.
10.30. H — The MFC experience
10.50 H — The Andhra Polyclinic experience
Dr. Sesha Reddy
11.15 H — The VHAI & AIDAn experience
Dr Mira Shiva
11.45 H — Other Group experiences & discussion
13.00 H — Lunch

SESSION — (4H) — PRIORITY AREAS FOR PEOPLE’S INTERVENTION
Chairperson: Dr. Mira Shiva
1400H — Drug Policy - Amitava Guha. FMRAI

15.00 H  — The National Health Policy & Vertical Health Programmes
Dr. K.P. Aravindan, KSSP.

16.00 H — Occupational Health
Dr. Amit Sen Gupta, DSF.

1700H — Resolutions on priority areas
10th March 1990
SESSION - 5(H) - WOMEN AND HEALTH
Chairperson : Dr. Imrana Quadeer, JNU

0930 H — Theme Papers—Dr. Mohan Ram JNU
Ms. Vimal Balasubramanyan

1300 H — Resolutions on Women and Health.

SESSION -6 (H)- ACTION PROGRAMME ON PRIMARY HEALTH CARE
Chairperson : Dr. Sesha Reddy
1400 H — Presentation of Action Programme

1500 H — Discussion and finalisation



March 1990
VALEL!ICTORY PLENARY SESSION
0930 -1300 H — Presentation of Sub Congress Proceedings and Resolutions

Valedictory remarks.

Popular Science Lecture Programmes

08-03-1990

1830-1930 H : (1A) Dr. Bhaskar Datta First 3 minutes
1830-1930 H : (1B) Dr. Raghavendra Gadagkar Insects

09-03-1990 X

1830-1930 H : (2A) Dr. A.G.V. Reddy Geological Exploration
1830-1930 H : (2B) Prof. Rama Prasad Water Resources
10-03-1990

1830-1930 H : (3A) Dr. V. Raja Raman Computers

1830-1930 H : (3B) Dr. J. Sreenivasan Global Warming



THIRD ALL INDIA PEOPLE’S SCIENCE CONGRESS

SESSION : 1
10.00 - 13.00 H

1300 - 1400 H

SESSION : 2
1400 - 1630 H
1630 - 1830 H

VIDYANAGAR, BANGALORE

8 - 11, March 1990

8 March 1990

INAUGURATION
Welcome Address

About AIPSN

Inaugural Address

President’s Remarks

Role of NCSTC

Role of DST(K)

Vote of thanks

COFFEE

Keynote Address 1
Keynote Address 2
Keynote Address 3

LUNCH

Convenors’ Meeting

Prof. J. R. Lakshmana Rao
President , KRVP

Prof. B. M. Udgaonkar
President, AIPSN

Shri K.H. Ranganath
Hon'ble Minister for Education,
Agriculture & Forests

Prof. C.N.R. Rao

Director, IiSc., ‘
Dr. Narender K. Sehgal | (L. /' (L/m/cfvv)
Director, NCSTC L E

Dept. of Science & Technology
Gowvt. of Karnataka

Shri M.A. Sethu Rao
Secretary, KRVP

Health - Dr. D. Banerjee
Literacy - Dr. M.P. Parameswaran

Self Reliance —
Dr. Prabir Purakayastha and
Dr. Venkatesh B. Athreya

Discussion on Narmada Project

Popular Science Lecture Programmes — Refer to last page



09-03-90

SESSION 3(L)

LITERACY SUB CONGRESS

CHAIRMAN:

0930-1300 H

1. Literacy Programmes in 8th Five Year Plan

2. Relapse and Recurtence
JSN & Primary Education

3. Science & Literacy

1300-1400 H LUNCH

SESSION 4 (L)

1400-1800 H

vi.
Vii.

viii

10-3-1990
SESSION 5(L)

0930-1300 H

1300 - 1400 H

CHAIRMAN — Shri. S. Achyutan
Experience of Literacy Programme
1978 NAE, A.K. Sinha
Gujarat
Karnataka
Tamilnadu
Kerala
Pondicherry
Rajasthan
West Bengal
Srilanka, Ethiopia,

Algeria, Tanzania, Cuba, Vietnam, China

PSM & LITERACY

CHAIRMAN: Dr. G. Ramakrishna
Science and Content of Literacy
Unifying role of Science

Relevance of PSM Experience
BGVJ & BJVJ
LUNCH

Dr. L. Misra

Dr. A. K. Jalaluddin

Dr. Sanjay Biswas

Dr. Ramlal Parikh

Shri. Madan Gopal

Shri. Ranjani Doss
KSSP

Shri. Mathew Samuel
Shri. RameshThanvi
Shri. Sakharatha Abhyan
Mrs. Sadhana Saxena

Shri. B. K. Shukla

Dr. Anitha Rampal
Dr. Vinod Raina
Shri. R. Radhakrishnan

Dr. T. Sunderaraman
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ALL INDIA FPFEOFLE"S SCIENCE NETWORK

E-1, 2nd Floor, LSC, J-Block, Saket, New Delhi 110017
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To
D. S P Fela$
[mmn/.lé/ Hea/p Ced

/Z,f; ﬁ.ﬂ €

Dear 22.)2%a%

We thank you for your letter confirming participation at the 3rd
A1l India Peoples Science Congress at BRangalore. Please find
attached details regarding accomodation and travel arrangements
agt Bangalore. If you have not done so already, please
communicate your travel plans to the following address.

Dr.M.A.Sethu Rao
Karnataka Rajya Vigyan Parishat
Indian Institute of Science Campus
Bangalore S60012

We look forward to meeting you in Bangalore.

Thanking You

Yours Sincerely

/J‘”‘f/ ‘I';'.'“ 2 ‘}‘(' /,] ﬁ' =
Dr.Amit Sen Gupta
(for A1l India Peoples Science Network)

Ps. . :Zk417CAbAk ?( AGS?V; oy AE-/QWZ/ af ggbszA%ME es £ percy
be foo labe noe> (6 send DD



Programne :

The programmee for the A1l India Peoples Science Congress is as
given below :

08.03.90 - Session-—-I 10.00 - 13.00 Inavngural session
Session-I1 14.00 - 17.30 AIFSN Annual Meeting

Parallel
Health,

09.03.90 Sessi1on—-I11 09.30 - 13.00 |
!
i Self Reliance &

Session-1V 14.00 - 17.30

10.03.90 Session—V 09.30 - 13.00
Session—VI 09.30 - 17.30

Literacy
Sub Congresses

11.03.90 Session—-VII 09.30 - 13.00 Valedictory Plenary
session

Given below is the programme for the SUB CONGRESS ON HEALTH to be
held in Rangalore as part of 3rd A1l India Peoples Science
Congress:

SESSION 1: PEOPLES INTERVENTION IN HEALTH
(9th March, 9.30 AM to 1.00 FM.)

Chairperson: Ir.BR.Ekbal

?.30 FM. = Primary Health Care and perspective of the
Feoples Science Movement.
* Iir.T.Sunderaraman

10.00 AM to - Critical review of experiences of various
1.00 FM waaaftisations in the field of health
* Presentations by representatives
of various organisations

SESSION II: PRIORITY AREAS FOR PEOPLES INTERVENTION
(9th March, 2.00 FM to S.30 FM)

Chairperson: Dr.Mira Shiva

2.00 PM = Drug Policy
* 8ri.Amitava Guha

3.00 PM = National Health Policy and Vertical Health
Prograinmes.
* Ir.K.P.Aravindan

4.00 PM = Occupational Health
* Dr.Mahesh Mansukhani



SESSION II1: WOMEN AND HEALTH
(10th March, 9.30 AM to 1.00 FM)

Chairperson: Dr.Imrana RQuadir.

2.30 AM - Family Planning programme
* [r.Mohan Rao

11.00 AM - Maternal and Child Health

SESBION IV 1 ACTION PROGRAMME ON PRIMARY HEALTH CARE
(10th March, 2.00 PM to S.30 FM)

2.00 PM ~ Presentation of Action Programme
* Dr.T.Sunderaraman

3.00 PM " - Discussion and finalisation of Action
FProgramme

In addition to the above there wil)l be:
a) Guest lectures in the evenings
b) Foster presentations



KARN® TAKA RAJYA VIJINANA PARISHAT

Indian Institute of Science Campus, Bangalore - 1z.
Fhone: 34u50y
THIRU ALL INDIA PEOPLE'S SCIENCE CJNGRESS
VIDYANAGAR, BANCALDRE
8 - 11 March 1990

Dear Sir/Madam,

As you are already aware the Third All India People's Science
Congress will be held at Vidyanagar, Sangalore Dist. during ' 7
8 - 11 March 1990.

Delegates are requested to feeling the .required proforma
alrsady sent by our office and send it alonguith the delegate
Fee of 1s.50.00 in the Porm of DU. Your early reply enables
us to arrange for return tickets, 'if needed. Vidyanagar is
abgut 25 KMs from Bangaiore Bus station/Railuway Station along
Bangalore Hyderabad Highway. After 25 KMs one Pind deviation
arroumark in right side indicating the route tao Jayaprakash Narayan
Yoults Centre which happens to the venue of AIPS Congress.

. 5 iy L - ¥ }*‘) /IJH/A‘ {
Following City Buses with Red Board and route No: / 2227 e ;
HdJ, B

Ed S

You have to get doun at Jayaprakash Narayan Youth Centre stop.
Actual venue meeting is located at about 3 KMs. Arrangements
are being made to provide transport facility from the busstand
to Jayaprakash Narayan Youth Centres Vidyanagar.

Delegatues will be receivead by our voluntgers both at

city bus station and city Railway Statiad. "

Vidyanagar as a .gpthey Similar to that of Bangalore. One
can manage with minimum luggage. A cot, bed and bad spread will
be provided.

Tentative programme of each session and invitation is anclosed.

With regards,

Yours sincerely,

M. .L\. StTHUﬂB—}‘.\

Hon. Secretary.



Karnataka Rajya Vijnana Parishat

Indian Institute of Science Campus, Bangalore-560 012, India.

Telephone : 340509 Telex: 0845-8952 KCST-IN
Telegram : KRVP Science

THIRD ALL INDIA PEOPLE'S SCIENCE CONGRESS, VIDYANAGAR, BANCALORE

KRVP No.é?“V/oﬁzlqu/ijyr 02.03.1990

Dr. Gopinath,
Community Health Cell,
W/1, St. Mark's Road,
Bancalore 560 00l.

Dear Sir,

Karnataka Rajya Vijnana Parishat is holdinog All India

People's Science Congress at Vidyanagar during 8 - 11, March
1990. There will be three sub-congresses on Literacy, Health
and Self-Reliance. I am herewith enclosing the invitation

of inaugural function and the proforma for delecates.

I request you to kindly send the delecates with duly

filled up proforma along with delecate fee of B. 50/-

(Rupses fifty) only/delegate. About 10 members can be
accommodated with lodging facility at Vidyanaocar and

others can participate by makinogtheir own transport
arrangements from Bangalore to Vidyanagar.

This letter is in continuation with your enquiry
over telephone about the Third All India People's Science
Congress.

With regards,

Yours sincerely,

oL RN |

o (M.A. SETHU RAO)
Hon.Secretary.

Recipient of NCSTC’S Prestigious Inaugural National Award 1988 for Popularisation of Sciemce
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KARNATAKA RAJYA VIJNANA PARISHAT
Indian Institute of ScienceCrmrus, Ban alore 12
Phone: 340509
THIRD g;L,1@@1@wggggggg§m§g;§§ggmggweRESS, BANGALORE
g - L1 March 1990

Format for Delecates

e

Name :

Age i -

Sex : M/ F

Residential Address 2

Occupation & .

Phone ¢ Resit Office @
Delecate fee Rs.50/- o B R o

sent oM ¢ Date ¢

Return journey reservation ¢ Yea / No

rejuired If yes, Please give details
P MO o e s s e e ROt e T
o o » & & 0 8 & @ 0 O Da-te . . . ) L] L
RJ. e ° csen-t On . . . - . ”
ny DD T i et el R e e R s S S e
Mode of Transnort A : Please give details

(Train / Bus / Air)

Any other information

T am enclosino a DD No., . . « « « = for Bs.50/= drawn in _
favour of "the Secretary , Karnataka Rajya Vijnana Parishat, ]
Bangalore.

Signature

P5: All communications to be addressed to the Secretary,
Karnataka Rajya Vijnana Parishat, Indian Institute of
Science Camnus, Bangalo e 560 012, Karnataka.



KARNATAKA RAJYA VIJNANA PARISHAT
Indian Institute of Science Campus, Bangalore 12

THIRD AL, INDIA PEOPLE'S SCIENCE CONGRESS, VIDYANAGAR, BANGALORE

8w A1l Mareh 18990

The All-India People's Science Network is a network composed
of People's Science Movements from all over the country who are
actively engaged in the building of a mass movement for creating
scientific awareness and in intervening in key areas to ensure
that science and technology is used for the benefit of the pecple.

The People's Science Groups in the country have a concern that
although thecountry has built a certain level of Scientific and
Technoiogical infrastructure, its subsequent development has under-
gone considerable erosion in the recent years. On the one hand,
the phenomenon of braindrain continues unabated, on the other,
the scientific community of the country is accused or 'Rnok delivering‘
the gecods”. Hence, there is a thrust towards import of know-how,
often ignoring these successes (no mattef How limited) of Indian
scientists . It is the contention of the PSM's in the country,
that even though Indian Science may not have produced the desired
result, within the desired time-frame, attempts to bypass 3L e
detrimental to the country's interests. While as scientists we must
learn from the body knowledge that is being perpetually expanded
by the scientists all over the world, the Indian society requires
a sustained mechanism to contribute to and to absorbd from this
growing fund of scientific knowledge. wWith this in mind, we
endeavour in this congress, to share our understanding with the

memb@ré of +the Indian Scilentific Community.

KRVP is now organising Third All India People's Segience
Congress at Vidyanagar, Bangalore from g+h March to 1llth March
1990. As a part of the cohgress these will be parallel subcongresses

on Health, Literacy and Self Reliance.

Objectives:

1. Sharing and critical review of experience oEL Ll veluntaby

organisations and social activists in thé field of health
-2
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2. Discussions of main areas for intervention and veople's

Participation in ensuring health for the people.

3., Interaction between grouns and individuals involved in
health activism and evolving machanisms foT continued

interaction and exchanae of inform~tion,

4. Plan action programmes for future people's participation
with specific reference to the ongoing Bharat Gyan Vigyan

Jatha and to future peonle's science movement activities.

Programme:

Participants invited:

- AIPSN Brganisations and Scientists, Encineers and Doctors,
Sponsozed by AIPSN Organisations.

- PSM activists and Members of Professional bodiss and unions
concerned about issues of Seientific, Technolocical and
Industrial Self-=Reliance

- Leading academicians, Journalists and Technocrats, etc.

Delegate Fee: Rs.50.00; draft to be drawn in favour of
The Secretary, Karnataka Rajya Vijnann

Parishat, Indian Institute of Science
Campus, Bangalore 560 012.

Address for Communication:

Sri. M.A. Sethu Rao,

Karnataka Rajya Vijnana Parishat,
Indian Institute of Science Camrus,
Bangalore = 560 012.

Phone ¢ 340509

% Vidyanagar is about 25 Kms. from Bangalore and has
dormitory lodging faci lities. If ascommodation in
hotels in Bangalore is required, Kindly write to us
immediately. £



KARNATAKA RAJYA VIJNANA PARISHAT

Indian Institute of Science Campus, Bangalore 12

Phone:
QFE o 340509
Resi: 321168

THIRD ALL INDIA PEOPLE'S SCIENCE CONGRESS, VIDYANAGAR
BANGALORE

}nformation to deleéates & Inwvitees

1. Our Volunteers with badges will be present at Bangalore
City Railway Station(city side) and Bangalore Bus Station

(ﬁbhﬂ&>fkﬁﬂv\\\cf : 3
2. Buses/Matadors with banners will be available from Bangalore

City Railway Station and there is a regular city bus to

Vidyanagar - Route No. 282 (via Majestic)

3. On the way to Vidyanagar Buses will halt at KRVP/KSCST
office at Indian Institute of Science and will pick up

delegates

4. Our volunteers will be present at the Airport and will take

invitees to the congress venue
5. Mess at Vidyanagar will start from the evening of 7th March 1990

6. For any assistance kindly contact

Shri G, Pandurange Asst. Administrative Officer Phones
KSCST 341652

& Shri Visweswara I.I.Sc. Bangalore ' 343370
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Onwards to day 3 of our Congress and the
final edition of the newsletter. People’s spirits seem a
bit dampened by the December rains lashing Chennai.
Where are the vibrant cultural performances from
our activists across the country? Why haven't we had
teams competing with each other for stage space
after dinner as we did at the Nalanda Congress?

As we have not been getting much feedback
on the newsletter, we are assuming that you are
bored by our long summary accounts of the plenary
sessions. We'll give you more cartoons and keep the
focus on the divergent perspectives of the delegates
on where they think the Science Movement should be
consolidating its energies in the years to come.

S&t and livelihood interventions

Dr. Raghunandan, DSF provided an overview of PSM
work in livelihood issues. Two dominant models for
intervention in S&T in rural areas: (i) small scale
industries that support capital-intensive urban
industries as their ancillaries 2) Gandhian approach of
KVIC industries. The PSMs have been trying to
evolve an alternative to both approaches. We find the
technology applied in KVIC to be household based with
very low productivity. Our focus is on using local
resources, local skills and sourcing local markets for
rural industrialization. There is a great need for
innovative application of S&T as technology for rural
industrialization is not available off the shelf. Our
approach avoids the pitfall of * big is best" and "small
is beautiful”. Small units can be networked into big
system. The idea is not for the PSMs to set up
industries but to develop working models. This can
also be a weapon against globalization,

Joginder Walia, Himachal : ;

After our intervention in organizing artisans, the
percentage that went to middlemen has reduced. Now
artisans decide how their profits should be invested.
Soap sales, Sujatha, Kerala

We require know how even for simple technology. In
the IRTC produced soaps the main ingredient is
coconut oil as 60% of households use it. Marketing is
directly through women's groups.

Fruit processing, Gautam Ray , PBVM, FOSET

There is enough space because it can be consumed locally
despite the aggressive marketing of MNCs. Technology is
not the problem in this case. Marketing is the more
critical issue.

Globalization, Infrastructure and S&T

Free Markets, Unfree labour

Dr.A K. Bagchi: I have no problem with the notion of
globalization as continous interaction between people But
today it is increasingly manifested as market
fundamentalism, as distorted markets. After 4 years of
WTO in 99, developing countries of the world exported
174 billion dollars of agrl goods. Subsidies of rich to their
own agricultural sector is 360 billion dollars. So where is
the free trade?

WTO converts process to product patents.
Consumers were benefiting from process patents. This has
been overturned in the name of free trade. Thereisa
conspiracy to break the power of labour and to increase
the power of capital. There is growing restriction of entry
of labour from third to first world.

The Govt of India guarantees 16 % profit for
foreign corporations which are given an absolutely free
run. Enron is the best example.

Dr.Ashok Jhunjunwala, Professor, IIT:

Infrastructural cost per telephone line for any operator in
India currently is Rs.30,000. To break even, each family
needs to spend Rs.1000 per month. Only 2-3% can afford
it today. If cost comes down to 10,000, 50% of the
population will be able to afford it. For the West, 30
dollars per month is the expense per family which
everyone can afford. As the market is saturated, the
West is not going to develop low cost technology. We need
to do it. AtILT Chennai, we have developed CORDECT, a
wireless technology at 60% of current cost.

However the Cable TV line cost is 25 dollars per month in
US and only 2 dollars in India. This is because we use low
cost technology supplemented by human power. So we are
trying to develop the same for telephones and internet.



Health Session
Eloquent Silence

Dr. Amit Sen Gupta, DSF: The National Health
Policy has been released unilaterally by the Centre
without even consulting the State Governments when
Health is supposed to be a state subject. The omission
of the concept of comprehensive and universal health
care emphasized by the NHP 83 and by our commitment
to the Alma Ata declaration of 78 points to an eloquent
silence.

The Draft shows no reflection of the current
understanding that Population policy never works
without accompanying socio economic changes. The issue
of rational drugs has not even been mentioned and
appears to have been relegated to the Industries
Ministry. The fragmentary, technocratic and vertical
approach to health care is reflected clearly in the
document.

The brief paragraph on women's health and the
complete absence of any mention of child health are
very disturbing. We see this policy ultimately as a
prescription for health privatization as revealed for
instance through the intention to subcontract PHCs to
NGOs.

Informed facilitator or marketing agent ?
Dr.K.S.Reddy, JIPMER

Health care was in the hands of people before the age
of medical colleges. The doctor was only a facilitator.
Then he started to monopolize medical practise. Then
he went a step ahead and thought that he was God.
From there it was only one more step for medicine to
become a business. Only here the seller also sets the
demand.

The medical profession is now addicted to
profits and the doctor has become a marketing agent.
The medical student no longer makes connection with
the social context of medical practise. The Public
Sector has to be our focus and we have to make it
accountable. The State cannot wash its hands off
providing accessible health care 1o all.

TINA to TIPA
Dr.B.Ekbal, Vice Chancellor, Kerala University and KSSP:
The fact that the GDP of several Multinational
companies is much more than that of countries indicates
the kind of world we live in today. This stark inequality
certainly has an influence on health status of people,
directly through the implementation of the structural
adjustment programmes and indirectly through increasing
poverty and unemployment.

There has been a 50% decline in spending on
health care in Sub Saharan Africa after SAP policies. In
India, public health expenditure is only about 21% of total
health expenditure. In all developed countries, the
reverse is the case except for US where it is less than
half of total expenditure. There is no Alternative
syndrome needs to be replaced by there is a People's
Alternative syndrome. We need to fight for a National
Health Policy with Primary health care as the basis,
people's participation in health planning and a rational drug

policy.

25-500

(9 Philosophy of globalization - "what is"
mine is mine, what is yours is also
mine”.

A.K. Bagchi




We are surprised at the breadth of governance failures across times, across governments and across
agencies from 92 upto 99. This one project could lead to the declaration of "Plan Holiday" by
Maharastra government.

High powered Godbole Committee that enquired into the Enron Power Project.
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In 1995, in its presentation
to the Government, Enron
promised a fixed tariff of
Rs.2.4 per unit. It sold
power to the Maharastra
Electricity board this year
at an average cost of
Rs.5.3 per unit.

Shanthanu

ToD Ay 's
ToeMATO

Micro soft charges
Rs.22,000 for its MS Office
programme. We are working
to provide a similar
programme in local languages
for Rs.300 to each village
kiosk.

_ Ashok Jhunjunwala

Interview with P.Sainath on his Photo Exhibition
So far 45,000 people have seen it in different cities.
What is important is that those who have seen it also
belong to the same class of women who are featured in
the photos. About 30,000 agricultural labourer women
saw it at the ALDWA Conference at Vizag. The response
from students in women's colleges has also been
overwhelming. At Stella Maris, Madras, Kanoria College,
Jaipur and Miranda House, Delhi the girls wrote poems in
the comments note book. I am very happy as I am just
about to take it to Pudukottai where it is being hosted by
the quarry women where the first shot was taken some

At the field level, our
work must be focused
on interventions such
as literacy, Continuing
Education, health to
more systematically
build the capacities
of elected Panchayat
members so that
decentralization
really means power fo

Lhelfmplf'.;_ years ago. I think it appeals to people as this is really a
sha Mishra, hard hitting political document minus jargon.
- Samata

Coordinator

A Satellite session was held in the office of the Accountants’ General (A&E) Tamilnadu in which Prof.T R.Janardhanan, KSSP addressed a
gathering of staff on the topic of “Environment and Pollution” which also had an overwhelming response from the administration that they asked
for more such sessions in the future.




DELEGATE’S DISCOURSE....

AIPSN's struggles should be oriented towards
developing alternatives both materially and
conceptually for rural based self reliance. Our
campaign should be pressurizing the public sector to
regain its leading role within the capital intensive
sector. We also need to systematically campaign on
public policy issues like drugs and health

Amitava 6uha, General Secretary, FMRAI

At this Congress, our focus has been on preparing
ourselves for an onslaught against globalization and
liberalization. I feel that we need to mobilize the
rural poor to launch enterprises to counter the
invasion of foreign products. Also there are thousands
of small groups engaged in environmental struggles.
Can we think of uniting the various groups to fight a
combined battle against the degradation of the
environment ?

M.K. Prasad, President, AIPSN

We must continue to organize women who have come
into our movement through literacy in ongoing
struggles for social equality. We need to strengthen
women through information and technology. How do
we build the leadership capabilities of women? How do
we struggle to build women's independent identity and
a consciousness of their rights as women?

Pushpa, Bihar

I feel that we must continue our anti-superstition
campaign in villages. Also we need to think more into
how we can use Science and technology inputs to
increase women's earning capacity and reduce the
burden of their éaily labour Our work must be more
intensely focused tawards the needs of villages and
the rural poor.

Namynnasnmy‘, Tamilnadu

Released : Book “Health and

Healing” by Dr.Shyam Ashtekar on
Primary Health Care for village
health workers

&
Health Calendar by UP BGVS

Our biggest task will be fo fight American Imperialism
which is wrongly being called globalization. We see its
brutal face in Afghanistan now. Our biggest and
immediate challenge is to safeguard the subcontinent.
Also we need fo challenge the feudal and backward
mentality of the fascist Indian state which is colluding
with American Imperialism. Finally, I feel we need an
Education Assembly just like the PHA, Dacca to carry
forward this campaign.

Rakesh Gairola, UP

I'm happy about the Congress. I don't see it as really
setting a direction as that is already there in the work we
are doing. This is more of an inspiration, a morale booster
for us. We need to intensify our work with poor women
and with Dalits as well - the most deprived section of our
population.

Vijayalakshmi, AP

Our direction - towards building mass movements,
initiating, associating with and cooperating in mass
movements. :
Gurjeet, Punjab

“I feel that even this Congress should have been more
linked to our existing work on the field. It is still heavily
English dominated, male dominated and lecture dominated.
People have come from a great distance at heavy personal
cost and what we do here should meet their needs. About
the future, we actually just need to consolidate the work
we have been already doing in the areas of literacy
health, education, enterprises. We have not really been
consolidating programmatic action in the larger national
sense.” d

Anita Rampal, B6VS

I think that given the current attacks on history and
Science it has become very important to bring back the
debates on Science and Reason. A strong assault on the
celebration of the so-called “Indian” Science by the
government is called for particularly as this is being
counterposed to "Western" Science which is actually a
product of Babylonian, Greek, Chinese and several other
civilizations. What we are abandoning in the process is
actually our rights over the common heritage of human
science that we have also enriched. We really also need to
engage much more seriously with mobilizing progressives
within the scientific community as this is the primary area
of the Science Movement.

Prabir Punkayastha
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