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REING HEZLTHY '

‘ (or)
HEALTH FOR ALL - NOW

INTRODUCTION :

The single most importaﬁt need for all of us is dood heal tl
It is more important to us than all the wealth in the worid.
is true that all of us living must eventually die-but while we
1f we must be hn a position to enjoy our lives and live.to the
fullest extent, we must be healfhy. I1l health and disease al
leads to premature dealth for drores of our people. While in

many eountries 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 firs
year of life, in our country almost 100 will die w;thin one ye

more than one 1in every ten.

Even this figure does,not tell the truth for it 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 ri
2nd more importmat such figures hide the fact that while they
live, the poor suffer from repeated attacks of disease and the
grouwth and development is so stunded both physically and
mentally that they e€an 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 Health by World Health trganisation), What
tsrlElithat our beidglhealthy depends on?z

Belng 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 ledanres ~ Tk As these fivg
components that are essential to heal th.

EITINI D o



. -
people who die of hunger are scen as dying df some disease or
the other. & body weakened by hunger is a prey to every passii
illness. A mild diarrhoea, an attack of measles, a chest infe
a fever - which in a normal heal thy persbh wouid be only a few
inconvenience thét would go away by itself, is enough to kill
malnourished person especially children. Thus it is that the
commonest cause of death of children are conditions like respi:
(chest) infection, diarrhoeas, measles, all of which need neve;

caused death at all but for the malnouri shment.,

Malnourishment also leads to a stunting of the ﬁhysical
growth of the child, so that it can never realize its potentia’
(The average weight of the Indian rural male is .as low as 44 K
while of the female is only 40 Kg.). : ko

The root causes of malnutrition lie in poverty - in the
inability of ouF people to pyrchaﬁe the food they need. There
1s, except on occasions, no true scarcity of food. 1Indeed our
ceuntry grows enough food - even tc export if necessary. 2and
if needed we have the capacity and the knowléedge to produce

much, much more.

A BALANCED DIET:

Is malnutrition caused by lack of knowledge about the type
of food to be eaten? Scientists say that a proper diet - a
balanced diet for an average Indian must include adequate stapl
grain like rice or wheat or jowar, and adequate pulses. It mu:
include about 170 gms. Df'vegetables, about 65 ml. ©f fats .and
~il, 55 gms. of sugar and at least 250 ml. of milk or equivaler
value of meat, fish o5r eggs. If a person has all this he need:
.no special health foods, no tonics to maintain his health, Fe-
is the best tonic.

Ggains like rice or jowar or wheat is the main food., Tt it
chief supplier of energy for the body. The fats and oils are :
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Other than these the body' also need s@all amounts of
substances called vitamins. Carrots, mangoes, leafy vegetables
and fish, meat especially the liver are good sources of Vitamix
a substance essential for our eyes & skins. Lack ofrthis is a
major causge of blindness in India. Fish, fruits & vé@etables
are a good source of Vitamin-C, especially lemons, guavas, amla
Even green chilles & other fresh vegetables & fruits contain ‘th

A lack of this leeds to painfull bleeding into the skin and joi

-

Milk, eggs & meat provide Vitamin-D, However a good exposu
to sunlight is by itself enough to provide enough Vitamin-D &
deficiency of this suhstance which is essential for strong bone

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

Then there are minerals, like iron which is needed for the
clacfum that is needed for bones and iocdine. Thesé@ too are
obtained from good, and the balanced diet suggested would provi
all of 1k,

However the average Indian fiﬁds such food far out of his r
His money is just enough to buy the staple grains that he needs
some salt and perhaps a few chilles, and if money permits a bit
of dal. An average Indian family of about 5 or 6 people wauld
require almost 3.5 Kg. of rice or lowar or wheat and dbout a

guarter kilo of pulige per day. s This itself would cost at least
rupees twenty per day and even this is a greaf struggle to obta
And one has' to remember that on many days there is nc work to b
or there is sickness that prevents him from earning a wage. It
for these reasons basically that the'poor do not have a balance
diet. ' They krow that milk is good for children, that eggs are

good for health, thast green ve'etéblﬁs are good, that meat and

fish make ycu strong - but they cannot but ite

There is nothing much that e doctor can do, as a doctor to
remove this single most important cause of ill-health. Were h~
to prescribe =z tonic or a milk powder or health food he is
actually depriving the family of much nseded fnod. Such health

foode and tonics are frauds promoted by drugs companies to make
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vegetables, banaras, guavas, orgnges and lemons are all healt
and more nutritious that any tonic and far cheaper toé.

COMBATTING HUNGER:

Then what indeed can be done to tackle hunger and ensure o
health. The single mcét important measure is to ensure employ
ment that provides the minimum income nececsary for a person t
live as a human being. This would mean effective formulation
implementation of 1aws regarﬁihg land reform and of ensuring a

'mmnimum 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 mini:
foods . lothing and shalker heeded to 90bt-i7 life and this can
determined by scienti fic calcuillations,

Ensuring employment must also in the present context mean
rural development programmes and technologies and industrial
development stratergies that are able to absorb the entire 1abc
force and provide gainful employment to all e '

NUTRI TTON EDUCATION:

HoWever @ proper programme of nutritional education may
be needed in addition to ensuring 2 minimum income, ésnecially
help parents make optimum use of the scarce resources avallable
piovide proper nutrition to children. Malnutrition in childrer
is often compounded by wrong feeding practices and ineffieicnt

use of available. resources.

Breagt feeding during the first 9 months of life is one
effective guarantee of good heal th, ‘The change to bottled milk
powders and infant formula is a major cause cf preventable infe
deaths and in most cases should never be done. Even where
bottles are to be used close attention need to be given to wash
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.
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cheap fruits like banana etc. should be given them as also a
greater content 'of: fats andicils.

FOOD SUPPLEMENTATION SCHEMES: , ‘

Fbod subsidies are no long term solution as they are diffic
to sustain due to high costs and more imﬁ%rtant as they create
cuiture of dependenéy. .However given t e abyssmal pov&rty of =
sections of the populatlon and the 1mpact that~it has on the fc
intake of the sections within these sections which are most
vulnerable to the ill effects of malnutrition némely ‘childran
preganant women, food supplementation or sub51dy schemes remair
an essential component of primary heslth care., It is therefore
essential that the special nutrition programmes, the ICDS
' Anganwadi' based programme and mid-day school meal%s prOgramme.
strengthened and expanded along with schemes like the !'food.for
work' programhe. Efforts need glso be made to administer them
effieiently, and in a corruption free manner and to ensure that

these subsidies reach the sections that need them most.

SAFE DRINKING WATERS,

After food, tﬁe single mecst dmportant determinant ef health
is the avallability ef safe, potable drinking water. Wéﬁer is
an essential. emponent of all life. Tnday the effarts i# secur
adequate water for cne's essentlal needs >ccupies the energies
and time ef most housedolds, especially of the wemen. There ar
many districts especially in Punjab, Haryana, Andhra and Tamil
Nadu where the water so obtained had deletericus levels of
fluorides -~ a substance that leads *5 crippling of a considerab
section of the populatien. At cther places high levels e iron
or salt makes the, water diffkecult to drink. Indiscriminate
dumping of €actory effluents espe;ially from chemical companies
and tanneries have alsc rendered water hazards»us for drinking i
many areas all over the country, as for example 1n and areund
Madras, Nerth Arcet etc.
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drinking water are thergfore the two gides of the same cain.
Scientists estimate that almost:80% percent ef ail preventable
incidence of sickness can’ be eliminated by provision ofesafe
drinking watgr alone. 'The status of health in the eountry she
be measured' not by the number of doctors it has but by .the nun
of water taps' - a very true quote indeed to which are may add
number ;f water taps with water in them!

Provisien of safe drinking water and prOper sanitary facil
is not an insurmountable pPIwblem even wuth alrecady avallable
technelsgy. what weuld concretely need to be done for this in
your area? One may.for exanple need a) proper censtruction of
walls taking all the necessary safety precattions to prgvent
centaimhaticn ) chlorlnatlon +f wells c¢) filtration plants
in urban areas and larger rural habitats with a regular piped
water supply 4) preventlon of defecation_near tanks and streams
frem which water 1s used for drinking purposes e) esnstruction
Jf lecally apprtpriate, cheap and culturally acceptable latrine
along with a proper sweage dispcsal system in urban and larger
rural habitats f) deflueridation techniques or identification o
safe drinking water scurces in flubride and iren affected areas
g) preventing factories and sweage di sposal systems from dumpin
untreated or hazardoues waste into river and other water source
inclding the Se3e If indeed this is guch an important, vet in
places an‘easy measure, why has it not been dcne’..*ihere are m
reasons for bl but one major reascn we should nete is because w
the people Have noc demanded it - despi te the fact thatwdiarrho
has killed and poliec has crippled more of our children than any
ether single disease! Eventually ene we can ensure our own
health and it is high time we organized and ensured safe
rinking* ‘water in our cwn area. '

There are however many areas in the country where avallabl
cf any water 1s a great problem., In such areas englneerlng WO I
minor or major will have to be taken Up or new technologies like
desalifiation of salt water adnpted. . “

s
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to both industries and to the inefficient smoky chulhas‘are‘a
major cause of chronic ¢ugh and other respiratory problems.

indiscriminate use of pesticides and unsafe unscientd fic dlsp
v industrial wastes, polisons the land and water in many area

BIOLUGICAL ENVIR®WMENT :

Man as part 6f the livirng world, and related by evolutio
all living things, 1§ also affecﬁed by a ny serious affegxion
the living worid., Cutting down of trees and green plants dép
the air of oxygen sc essential for life., The indilscriminate
killing off of s® many plants and animals has altered:the del
balance in nature cn which all 1ife depends. This as wadll as
unplanned urban and rural development that leads to‘ﬁirty‘ces
water in all our cities and towns have become 1deal breeding
gr@unds for mosquitres and flies and other cdrrierw eof diseas
The mosgul tre alene is known to be a vector of 5 diseases in
India. Malaria, filaria, brainfever (viral encephalitis),
viral feverw (dengue), haemorrhagic fevers (fever with bleedi
the first three of which are major causes of death and diseas
Flies are the carriers of diseasdé like typhoild, cholera) WO I
and dysentery and nany other discases. -Thé-sand-fly causes
Kal a-azar in many parts of Bengal, Assam, Bihar and Orissa.
Similarly pests on crops are also rapidly multiplying. Contr
0f such pests whether affecting man or crops is possible in t
long run only by ensurkng a proper ecological balance and a
héalthy envifnnment Measures like pest1c1des may be neéded
a limited and controlled manner but seldom will 1t by itself
a solutlon. (The fallure & prugrammes like  the National Mals

Control Programmes are related to this).

SHEL TER :

However by envirunment we need also include the social
environment. The provision of good shelter and clothing is c
major aspect.of this., A person with adequate clothing kiving
in a well véntilated house which is not over crowded within

the house &r located in an over crowded area is far less like



0Of the various respiratuory infections, by far the most
serlious is tuberculosis. Despite various programmes the
incidence of tuberculosis continues 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, tubercul
which was a eommon disease in the West once is now almost
eradicated there. This is not prirarily due to drugs but to lc
overcrowding, better, shelter and nutrltlon, Even in India,
tuberculosis is primarily a diseas of the poor and a reflectior
of their standard of liiwiimg. A

EMPLOYMENT ®

Another aspect of social -envircnment and a essentla;
pre—requisite for health is proper employment and leisure.
Proper employment is not only essential because an income
purchases food & clothing and shelter put it is essential
as an end:in itself for mental and social well belng. Indeed
man's prime want is to play a productive and useful role in.
society and his satisfactlon is most when his. employment ensur
this. "ARd his ltisure he can use for rest and for developing
all the various aspects of his self that all contribute tﬂ
being a complete human. Indeed a social eHVLronment free of
enfliets and Eensions, meanlngful employment and adequate g
leisure are the baslis for mental and social well-—bei‘ng o L
a truky heal thy citd zen. ¢ The bhasis of many a social diseaseb
like sulcides, alcoholism,_drug.addictions, crimer are to be
found in the lack nf satisfactry work and related soclal tensi
Just as only healthy individﬁals can make a healthy society, i
is also tfue that a healthy soclety is needed for healthy .
individuals. :

' HEALTH EDUCAct:r ON : .

To nearly all peOple much of this is common knowledge.
Medical scilence has only helped establish that most disease
result from a lack of these egsential requlrements. ‘M@dical
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This knowledge about how our body works and about how diseasc
are. caused is another essential pre~requisite of being healtht
It is necessary that not only doctors and nurses or health
workers know aboutesthis but that every person has a minimum
ldea of it, so that. they can understand their own bodies and
keep 1t healthy.

Heal th education shduld also include a minimum knowl edge
of Almagnosls and treatment of simple diseascs. Take for exan

.dlarrhoea. If dlarrhoea is watery and not associated with bl

or mucus the best and only correct treatment is to give the
patient ‘plenty of fluids. The fluid adviced can be prepared
the home by mixing a scodp of sugar and a pinch of salt in a
glass Of boiled water, Alternatively rice water with some s=
added is also gooAd treatment. The majority of deaths Adue to
diarrhoea, especially in children can be prevented ky this on
measure alone. Indeed more deaths have been prevented due to
this one advance than any other single advance in medlcal sttt
in these last few decades.

similarly colds, simple cuts & brukses, an occastonal bo
ache or headache can all be treated with proper knowledge.

Health education should also be adequate for people to
ldenti fy eertain‘se:ious diseases like polio, measles,
chickenpox, tetanus etc. so that they seek medical help early

Measures to rrevent diseases like tetanus & rabies, know
about iwmunization, knowledge about occupational health hazar
all are esesentlial aspects of being health,

EDUCATION 3

Obviously a literate pefson has far greater access to su
knowiedge thaﬂ an illiterate person, Literary is an essentia
iomponent of health ‘But mere literacy is not enough. The 1
of general education is important., General education increas
the 'health' literacy' of the people. It enables them to und
stand thelr health problems and how to identifyv, prevent and
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disseminate a lot of knowledge about health, and.the access to

thlsinformatibn is directly related to literacy. M i o
. B . e ;

Women'! s literacy and schoollng of glrls needs special
emphtasis for the impact of this; . on soc1ety & the famlly,is

much more. ' .

Indeed just like food, water, shelter and work, education

must be also considered an essential component of being healthy.

MATERNAL HEALTH CARE :

One area Where medical science has led to a greatfbenefit
is'about pregnancy and childblirth. Therc was a time when many
‘women and even more children died due to pregrancy and at ®
childbirth. Now we can in most cases detect problems of
pregnancy well in advance and take proper steps to saVe the

~ lives of the children, and mother. We know that a pregnant

women needs extra nourishment and should have more rest and -
should be spared heavy work. We also know that if they have”
many children too soon - »and too frequantly it endangers the
lives of the child a nd the mother, It is recommended that

the £ ret chlld?should be after the age of4,23;,  the second child®
should be after a gap of 4 yearsvat least and there should be
no third child. This is essential +0 safeguard her health

sui tably trained persons - 'both doctors and health wOrkers
can datect the pregnancy cases where natural delivery 15 not
p@ssible or dangerous and in such cascs the child cen be safely
delivered by an operation or forceps. When natural delivery. ta
place we can ensure by simple hygiencc meagures that any traine
nurse knows that the delivery 1s safe and that therebare no .

complications for the mother.

CHILD 3 CARE :

. The newborn child fed on breast milk from a heal thy mother
is likely to be healthy. Immunication pretects us agalnst a

ERLFTREENLE, - A
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birth, and many more (about 40/1000) die 1? this age grOUp
due to ca uses related to childbirth indirectly.
°

The rééoon for thls lies in the poor health of our mothers
and the dlfficulty in getting or total lack of .maternal and
child care in most of our villages. = Even if they are available
women are not adequately aware cf why they need such help and
the vast dlfference such help, will make to their lives and uhat
of thei:’children'sf The children of illiterate women die far
more often, than those of literate mothers. Studies have even
estabilished relationships betwesn numbersgof'years of? schoolin

of the motherp and infant mqgrtality. , Y

This is not only related to the proper socio-economic
background of the illiterate and the knowledge about health
thet 1iteracy contributes bit ~lso to a criticdal awareness of
their own reality and their attitude towardb it.

The - inability of the 1ll#terate woman to make the correct
choice - to ensurehthe health of their children, thelr own heal
and of their children, their inagbility to plan for the future
security for thi fanily leads her to reject the temendous press
that the government exerts today for the family wel fare program
and thereby she serlously endaﬂgers her own hfal?h. '

THE FAMILY PLANNING PROUOGRAMME =

i L]

Indlia is’ one of first countries in the world to have a maj
national family planning programme. Enormous resources have be
spent on 1t -"n the last five years pfan period al'one - more
than 3000 cromes have been spent’on it. Nearly half the budget
allocation for health care goes®to family planning - yet the &
programme has not succesded. The crude birth rate!bver the
last 1Y years has remained static at about 31/100C as against
a 22/1000 that it was supposed to reach. Or in simpler words
despite 3000 crorgs spent there has been almost nc change at

all in hirth rate. The measege of family planning has been

P S ‘us B . e T £ SV oy



is the only ling term investment or savings they .can make. Wh
they are e1d ér' sick it ig only their children that.they can f.
back upon. " (In s hetter inceme Jr#up in our cecuntry ‘er in more
developed ceuntries savings 4 & dnthe form of a home, in a ban?
pension, prevident fundg etc). New when 10 qut c* 100 children
die the Need ¥% ensure g liv{ng child and that w30 a male chilc
ketemes a matter of para mount impsrténce. The less ©f a chilc
for a mather is a matter of great égony and guilt, fer the beir
she bréught inte the world ang loved ‘so intensely is lust as tr
Was unable t» pretect it. But the millinns of methers are voic

and we d¢ not hear, them cry, 2and even as they cry thev need to
threugh it agaln -~ tu Mear mere children.

Oﬁly in a swcilety where there i35 sccial security and low
infant mortality will the birth rate cume down. And ealy in a
dbciet§ where the woman 1is literate and liberateq eneugh to mak
her ewn chelees will family welfare be realized. There are
ceuntries like Cuba where there 15 ne Family Planning Programme

at all yet the birth rate is lows There is no pepulaticn probl
g any ef the develeped countries ef the world. Indeed all of
them want meore people. Tha day &ur wemen are educated, ﬁhey da
they are able to ensure the survival ~f their children and becor
active participants af social develepment, that day family
- planning will beceme universal. Ti1ll then all we can do i& to
ensure easy access fer every m‘ther to health services which
inclrde family planning and o Infermation abeut family planninc
The money belng wasted ©on many of the schemes be better spent ir
educating women, providing rasic health care and en devélopment
phkyaanmes. ‘

PREVENTION OF ENDEMIC DISEASES :

x

Good knowledge ef the way diseases spread censequent to the
advancementé of medical science have alsgo helped ys vempletely
eradicate some di seases like small pcx which once killed million
of peeple every year. It has made it al so.possible fer us to
eradlcate er rontrol may of #thers., Take guinea wemen for exannp
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v the distrlict or taluk hogpital. Even herc no mere than some 150
drugs are needed to take care of all the possible medical treatm

yeu may ever need.

: Unfertunately in most places .including these 25 primary hea
centres these 25 drugs are not available. Even at taluk and
district level hnspiféls often there 25 drugs are not available
not to speak of the 150y But at the same timeevery local drug
shup and even at villages there are freely avalilable hundreds of
ether tonics and injections and tablets which aée of no use at =
Because pe#ple do not know the causes of their & seases they, oft
take tehics and sther tablets 'fer feeling better or strqngef'.
But these medicines waste our money. Then why are they there at
all? Why do dectors prescribe them? Why do gevernments allow
them? Wre ¢o cempanies make thelm? i

Of all these euestions enly the last has an easy answer, 1
companies make them because they get a let of money bg selling t
We need to ensure_that our governments and doctors do: not encour
such useless drugs that waste sur money. We also need t» ingsist
that the drugs essential in that érea are cheap and easily
acwessible.

OF_DOCTCRS:—

Last of all, we need doctors, too, at least in evefy primary
heal th centre there must be twb doctors - déctors who are interec
in serving the pecple. They can help when our own knowledge anc
training and that of the community health )workers is inadequate
Doctors are also needed as scientists to find eut more about the
causes of diseases so as to discover ways to prevent the diseasc
and to treat them. In every district there sheuld be at least c
hospital where modern scientific instruments are available and
specialists in varieus fields are available te treat ‘serleus
e-nditiens or rare diseases. They also need te provide'training
to newer health persennel and educate people abeut the causes of

111, health and the way to be healthy.

HEALTH PRBICIES :-

If many doct#rs teday to not do this it is also ,because
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have proper, equitable access to health or the other benefits

that advancements in medical science have made possible.
: . r

Goo 1 ﬁealth needs far mo:e“thén‘dOEtofs and drugs. The
struggle for being heal thy islpart of“the struggld against cond
that make 111 heaglth pOSSiblé..‘It fs a sfruggle dor good fogd,
good -water; a. cléan anironment; ﬁor‘godd employment & for
lelsure. It is a struggle for a better quaiity of 1dfes Scien
gives us the knowledge and the possibility of making geod heal
care available todey but to make thi§ a reality, soclety must |
be willing to redd stribute available ‘resources so that these ba
needs for all are met. This then is ‘the true méa1ing of Heal th
for all »y 2994 ad. | ; “
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Catholic Hospital Association of India is a naticnal
organization of 2,222 member hospitals, dispensaries, healtl
centres and social service societies spread throughout the
Country. Our member hespitals are noted for quality and
efficiency of services and utilization of latest technologi

and advancement in medical science.

Very often, missionary sisters and priests had started thes
institutions in needy areas where suffering humanity had no
other option for health care. Some of them started in a ve:
humble way and grew into impressive institutions. It was t
compassion and healing spirit of Jesus Christ that motivate
them to go to the extreme rural areas and to the peripheri
But as the years passed, critical evaluation makes us
realise that some of us have lost the original vision and
commitment to the people. Survival and maintenance of the
institution beceme the focus of attention. Sephistication
and incorporation of advanced medical technology turned out
to be the answer to survival. Some of these modern changes
are not affordable by the poor majoerity and the fact remain
that we fail to realise the additional burden we place on t

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, unequal sharing of profits, exploitatory marketing
systems and unfair wages. This leads to poverty of many an
surplus for a minority. It is this poverty-stricken
majority that have malnutrition, recurrent iilnesses and
chronic diseases unattended adequately. It is the weak wome
of this majority who will be doing hard labour inspite of
carrying a baby in an anaemic body. They will deliver a lo
birth-weight infant which will continue to have a poor



mosquitoes in plenty. They are fondled and cared for by
~~elderS'th'Cbughvouf tuberculous bacilli. Their weaning food
are mixed with water drawn from the village pond which

carry any number of Rota Virué, Amoebic Cysts, Round Worm
Ova, Hepatitits Virus, Typhoid and even Cholera Bacilli.

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 saving schémes_collapse, the poorest of poor
will fall at the feet of the'money lender and become more and
more chained to him.

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 light of 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 appropriats
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 innumeraktle needs, poses before us
as a man who has lost his dignity. We want peopnle to
rediscover their dignity and self esteem. They should

also rediscover their potential in achieving remedial
changes.

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



insisced upon, based on a prioritization. Those health
activities which will bring about maximum desirable changes
in society and those activities which require minimum resourc
imput i desernve achigh priority, (LT peoplie are invelved 1n
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 «f various projects. Many of our hospitals are
getting reoriented in undertaking cemmunity based health
care programmes. Many institutions have taken up training
of local community health volunteers to increase the army of
community health movement. At a national level we organise -
programmes for leaders of community health projects. We
also identify appropriate resource persons in various parts
of the country and strengthen regional resource team for trai

(_‘_y
more workers.,

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

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

Countries.: Latin Amerieca etc.

Another attempt of ours is to influence the doner agencies
im bmarica, West Germany, Holland, Switzerland, etc to
direct more funds to 'people based' health programmes rather
than sophistication of big instituttions.

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

was oul’ majwr concern fonhany years. This consumer item

725 misused widely knewingly or unknowingly. The prescriber
has to apply maximum ethical principles considering

financial status of the patient, cost benefit ratio,

actual indication, side effects, availability of

alternative drugs etc. Through various conventions, training

programmes, our publication Health Action , we have promoted
the concept of essential drug and ratiomal drug therapv.



" 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 tour states in Tndia have adequately equipped drug
testing labs and partial facilities in ten states. 10
states do not have any quality control tust 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.

CHAT had initiated to bring together the producers eof
essential drugs who also believe in Rational Drug Therapy.
The plan is to form a cooperate body of these producers for
pooled procurement of bulk drugs and ensuring steady product

of good guality essential drugs at reasonable prices.

MISUSE OF M#DICAL IZCHNOLOGY : We are protesting against
misuse of any medical technology. The Amniocentesis for

sex determination and descrimination to girls are strongly
condemned. When Ultra Sound Scanning and CAT scanning becamn
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 distres
in the growing commercial cooperate sector hospitals,
especially by the business groups and non-resident Indians.
The value system cultivated in these institutions is damagir

to the medical professiom.

There are attempts to study _and campaign against unnecessa.

surgical procedures such as Caesarean, Appendicectomy and
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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. Bach hospital 1s supposed to
start an Oral Rehydration Cormer in their cut-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 summer.

Tmmunization is another scientific technology that. has to
reach erery common man for a safer future generation. Social
mobilization for immunizstion is one area to which CHAT 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.
Scientific bases of its action is yet to be discovered.

A lot of research if 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 pewer of the people generates from
awareness building and peoples' organization. Science

movements contribute enormously to peoples' awareness.
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BACKGROUND 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 Zssembly 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 thls respect. The facilit
in some of our hospitals may be among the best in the world an
the same can be said about our doctors. This, however, does
not determine the health cfnation. 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 Oof medical services has prodived
benefits to the upper crusts of societ: specially those residir
in the farban areas., The proliferation of this approach has bee
at the cost of providing comprehensive primary health care
services to the entire population, whether residing in the urba
or the rural apeas™.

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. Doct
tancy at ality rate hosptials per bed of per

PHCs pog

1951 32 180 2694 3199 725 1€
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It is however important to understand both the content
and the process involved into this progress made in the healt
sector., There is a tendency to cite the above figures to mak
out a case for Positing that this progress has been adequate,
hence no major policy interventions arenecessary. The health
services at the time of Independence were a function of the s
gconomic and political interests of the colonial rulers, Con
quently they were highly centralised, urban-oriented and cate;
to' a small fraction of the population, Public health service:
were provided only in times of outbreaks of epidemic diseases
like small pPox, plague, cholera etc. The post-independence e
witnessed a real effort at providing comprehensive health care
and in extending the infrastructure of health service,

Even the West wemt through this rapid phase of improvemer
of health services, after a period of stagnation, at the turn
of the century., In the early days of the Industrial Revolutio
the bulk of workers who came to work in factories frOm the
countryside suffered from malnutrition, communizalble 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 thereby profits), active steps were
taken to dramatically imrpve publicchealth services. Economi si
who had considered medical expenditure as a mere consumption
item, realised that allocation on health care 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 dévelopment of democratic consciousness in many
European countries the concept of "Welfare States" was mooted,
For example the National Health Scheme in Britain, which is hig
regarded even today, took shape under the Labour Government jus
after World war II, a rbugh 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 gualitatively
different from that of the' BElEigh. P hate et ol bl o



At the same time major scientific discoveries revolutio
the treatment and prevention of many diseases. These hav
contributed greatly to the increase in life expectancy an
in reduction of mortality. The antibiotic era has made 1
possible to control a larger number of infectious disease
for which no cure was earlier possible, Rapid strides ha
been made in the field of immunisation, diagnostics, anae
surgical techniques and pharmaceuticals, This has had a
dramatic impact on mortality and morbidity rates all over
world, There are pitfalls of an absolute dependence on te
nological solutions to health problems, but it is definite
true that in many instances newtechnologies have had a me
impact, However the imporvements in ourhealth delivery sy
have not kept pace with the needs of a vast majority of ou
people. So much so that thé Government 's "Statement on
National Health Policy" (1982) is forced to state "Inspite
such impressive progress, the demogfaphic and health pictu
of the country still constitutues a cause for serious and
urgent concern™,

BALANCE SHEET OF HEALTH

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

Only 20%.0f 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 tomnes in 1983,
the per capita intake decreased from 400gms. of cereals
and 69 gms. of pulses to 392gms. and 38 gms. respectiv
Due to inceeasing economic burden on a majority of the
people, they just cannot buy 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 nin
dies before the age of five and four out of ten suffer

- - - &l



At the same time major scientific discoveries revolutic
the treatment and prevention of many diseases. These hav
contributed greatly to the increase in life expectancy an
in reduction of mortality. The antibiotic era has made 1
possible to control 3 larger number of infectious disease
for which no cure was earlier possible, Rapid strides ha
been made in the field of immunisation, diagnostics, anae.
surgical techniques and Pharmaceuticals, This has had a
dramatic impact on mortality and morbidity rates all over
world, There are pitfalls of an absolute dependence on te
nological solutions to health problems, but it is definite

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

urgent concern",

BAILANCE SHEET OF HEALTH

The following statistics give a picture of the state o
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 400gms. of cereals
and 69 gms., of pulses to 392gms. and 38 gms. respectiv
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 nin
dies before the age of five and four out of ten suffer



-- 50% of children and 65% women suffer from iron defi.
ficiency, anaemia,

== Only 25% of children are covered by the immunizatio:
programme. 1,3 million children die of diseases whic
could have been prevented by immunization. 5

-='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 200,000
people get infected by Tuberculosis every year.
--nAbout half a million people are affected with lepsoz
which is 1/3 of the total number of leprosy patients
in the world, ‘

~- 70% of children are affected by some intestinal worn
infestation.

== 1.5 million children die due to diarrhoea every year

A comparison of Infant Mortality Rates (i.e. number of
under the age of one month per thousand live births) of some
countries in 1960 and 1985 shows that many countries with - 1
poorer or comparable record 20 years back are today much ahe

of India, _
TABLE - 2
Country ‘ IMR IMR
in 1960 in 1985
Turkey 190 84
Egypt 179+ s
Algeria : 168 | o oBd
India } ' 165 105
Vietnam 160 ' a2
China 150 : 36
UAE 145 35
El Salvadér 142 66_

Jordan : T 135 49

Sources: *State of the World's Children' 1987 - UNICEF,
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TABLE = 3
Plan Beriod % share of Health
Budget

195156 3432

1956-61 3.01

1961-66 2.63

1966-69 . 211

1969-74 .- 212

1974-79 , e T2,
1980-85 1.86 :
1985-90 | 1.88 (esstimatec

Source: GOI, Health Statistics of India, 1984,

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

' TABLE -~ 4
Country % of central govt, expenditure
‘ allocated to health (%983)
India 2.4 2
Egypt 2,8
Bolivia 3.1
Zaire ) 3.2
Iran J 5.7
Zimbabwe 6.1
Kenya 70
Brazil 743
Switzerland N 13.4
FRG b 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 an
research institutions which are situated in metropolitan citie



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 tot

Rural 1894 + 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, o
15.25% of all health personnel work in the rural primary healt
sector of the governmeﬁt. As a result of the highly inadeqguat
Govt, intervention in the health sector people are forced to t
recourse to the private sector in health care. By this kind o
an approach, health has been converted to a commodity to be
purchased in the market. Only those who can afford it can ava
of the existing health fécilities. It is thus clear that heal
perceived by the Govt, as a low priority area with grossly in:
quate resource allocation, and a skewed pattern of utilisation
these meager resources. This is afundamental problem in the he
sector which calls for rethinking refarding the whole developme
process in this country,

Here another disturbing trend needs to be mentioned. 1In
last few years there has been large scale investment by theprins
sector on curative services. _With‘encouragement from the gover
for the first time in India_big businesshouses are entering the
of health care. 1In additioﬁ to the fact that they areexclusiwve
meant for the elite, the trend is also an indicator of a certaij
of Philosophy within Goct. circles regafding health care. Tt
kind of thinking which draws inspiration from a World Bank repc
which says "present health financing policies in most developir
countries need to be substantially reoriented. Strategies favc
public provision of services at little or no fee to users and w
little encouragement of risk-sharing have been widely unsuccess

(de Ferranti, 1985)., This, in other words, is a prescription f



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
mosti. The answer to theGovt's inability to find sufficient
resources for health programmes certainly 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 healt
status of the people. Today the concept of social medicine
recognished the role ofsuch social economic factord on health
nutrition, employment, income distribution, environmental sani
tion, water supply, housing etc. The Alma Ata declaration sfe
"health, which is a state of complete physical, mental and soc
well bring, and not merely the absence of disease or informity
a fundamental human right and that the attainment of the highe
possible by level ofhealth is a most important world-wide soci
goal whose realisation requires the action of many other socia
and econokic sectors in addition to the health sector"”, Flowi
from this understa ding, health is not considered any more a n
function of disease, doctor and drugs. Yet even today the exi
public health infrastructure in India is loaded in favour of t

curative aspects of health,

For a country like India, it is possible to significantl
alter the health status of our people unless preventive and pr
motive aspects are gibén due importante. An overwhelming majo
of diseases can be prevented by the supply of clean drinking w
by providing adequte nutrition to all, by immunizing children
prevalent diseases, by educating people about common‘ailments
by providing a clean andhygienic environment. It has been est
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 productibn, as
quence, is estimated to be Rs.900 crores-which is about 50% of

total plan allocation on health!
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out of four slums are fhe extremely insanitary environmental a
hygeinic conditions in which the slum population is living".

Further, while India accounts for more than 35% (3000 deaths ex
day) of all deaths taking place in developing coun ries due to
vaccine-preventable diseases, less than 25% of our children are
covered by the Expanded Programme &f Immunization. How prevent
measures can alter the course of diseases is typified by Tuber-
culosis, Drugs for treating Tuberculosis were discovered after
Yet, 20 years earlier, the disease had been almost tatally erad
from Britain due to improvement in conditions of living, But e
today, when numerous drugs have been discovered for treatment o
disease,'more thanhalf a miilion die of its every year in India

We have seen earlier that resource allocation is heavily b:
in favour of urban areas. Similarly the emphasis on curative S¢
vices also reflects a bias in our planning process in favour of
services vis-a-vis Preventive and promotive services. As in otr
walks of life, health services are a function of the political e
of a community, ”hey reflect the needs of the ruling sections,
terms of resource and manpower allocation andin regard to the eh
of technology. A holistic approach towards health care, taking
to account the sOcio-economic factors influencing health, demand
a level of conciousness which is lacking in our planning process

PRIMARY HEALTH CARE SYSTEM

The Alma Ata Conference defined Primary Health Care as
"essential health care made universally accessible to individual:
and acceptable to them through their full participation and at
@ cost the community and country can affort", This concept was
mooted as an alternative to the existing concept of comprehensiyve
health care, which viewead the people as mere receivers of curati
services through doctors, health centres, dispensaries and hospit
It based itself on four broad principles:

1. equitable distribution of health services.
2. community involvement

‘3. multi-~sectoral approach

4, appropriate technology
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3. Primary Health Centre lLevel~has a staff of 3 doctors (one
female and two male) and other auxiliary staff, PHCs have
facilities for laboratory tests, minor .surgical procedures etc
They are also responsible for training of health workers, mair
tenance of rec rds and for llalSlng w1th various National Heal

Programmes,

While this 3 tier system is supposed to provide basic health
care, there are a number of "national health programmes". The
cover areas requiring special attention and include areas like
Immunisation. Family Planning, Tuberculosis, Malaria, Leprosy
Bliddness, Child helath (ICDS)profiframme) etc. Thes programmes
also known as "Vertical Programmes" are technically not pert. o
the Rural Health Scheme but areorganised along independert lln
with centrally administered control.

It is widely recognised that both the Rural Health Scheme
and “the vertical progra; es are plagued with probtems of inade
facilities and resources., The annual report of the Ministry o
Health and family Welfare (1987-88) very candidly states "beca
Pf the resocurce constraints only 50% of the community Health C
would be established by the year 1990". In other words the
targetted coverage of the PHC system by 1990 is just 50% Simil
1s the state of various vertical programmes. The Nutrition Fai
ation of India in a study of the Integrated Child Development
Service (ICDS) says " Though ICDS has been extended to cover m
blocks form time to time, the support it has received has been
gruding and halting" and often "extracted -after much struggle",
The CAG report for the year ending March 31, 1987, has critici:
the functioning of three major programmes viz. Blindness Contr
Programme, Tuberculosis control programme and Leprosy eradicati
programme. These programmes have been pulled up for improper
non utilisation of funds, non release of sanctioned funds and ]
of planning andmonitoring of these programmes. The principal ¢
problem with all the health prograrmes in operation.has been a
total lack of community participation and the éonsequent absens
of accountability of theseprogrammes to the local community,
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50% of the total rural population. Where these centres have be
set up, they are under staffed and suffer from lack of medicine

and equipment .

Another major drawback has been the difficulty in attmacti
doctors to serve in the rural health scheme. By and large doct
opt to work in rural centres only as a last resort. This refel
on both the quaity and motivation of medical personnel manning
primary health centres. Unwillingness of docbors to serve in t
rural sector is also an indictment of our medical education sys
The curriculum is heavily loaded in favour of curative medicine
and within this in favour of diseases fonfopming to themortalit
and morbidity profile in the West. During their period of
training medical students are taught to rely on sophisticated
disgnostic aids. Such training ensures that medical graduates .
ill-equipped to work in conditions prevailing in the fural area
Moreover the medical profession isinvested with an aura of glam
which unfortunately is seen to be lacking in service in the rur:
sectors,

It needs also to understood that entry into medical college
is by and large limited to those coming from a higher socio-eco;
stratea, predominantly from urban areas, who consequently find
it difficult to conceive of working in nural areas. Even when
uneploument amohg doctors is not uncommonm doctors are unwilling
to take up jobs in PHCs. A two pronged strategy is required to
tackle the situation. Medical curriculum has to be reoriented
and entry into medical colleges needs to be reguléted in a
manner which ensures amorebalanced "mix" of students., Side by =
incentives have to beworked out to attract doctbrs to the rural
health schemes., After all its is impractical to believe that
doctors XRXKRERXFRXAIXREAXXRXZERRMRE,are natutally fired by
altruistic motives and with feeling of "service to the poor",

At the same time, within the medical fraternity, there is a str
resitance in changingehthe age old concept of health as function
of doctors and drugs. Implementation of recent concept of prima
health care requi es a certain degree of demystification of
Medical Science, But within the established medical bureaucracy



health Scheme, but as they have separate administrative contrc
they are not actountable to the rural health scheme, As 3 res
there is needless duplication of administrative manpower, cost
and often confusiOn regarding aims. While the basic aim behin
vertical programmes of giving emphsis to problem areas is Laud:
they nesd to be administratively integrated with the rural hes.
seheﬁe. Otherwise_they will continue_to work.at Oross. pukpost:
the rura] health scheme, often at great cost to the available p
and human resources,

COMMUNITY PARTICIPATION :

The slogan "Peoples” health in beople "hands has today
received universal support. Diverse agencies cutting across al
kinds of ideologiczal pPositions accept that community participat:
is vital to the sustenance of any comprehensive health Programme
The Govt 's Statement on Health Policy also recognises this posit
while stating "Also, over the years, the planning process hasbec
largely Oblivious of the fact that the ultimate gola of achievin

a satisfactory health status for all our people cannot be secure
~without involving the community int the identification of thair
health needs andpriorities as well as in the impdementation and
Management of the various health and related brogrammes",. Unfort
unately there is 3 basic lack of clarity on the Ceoncept of commi
Participation, Often, especially in official circles, it is take
to imply that the community participates in collectively receivir
health services! a strategy developed by the Govt. to bring abou
community Participation is the Community Health Worker (CHWD sche
The Scheme involves Tecruitment and Craing of a Community Health
Workers from every village community, The CHW is réquired to
interact with the PHC system on hehalf of the village community
he repr sents. The scheme .was introduced in 1977, as part of the
Govt, 's Rural Healtnh Scheme, nased on the recommendations of the
Srivastava Committee (1975). The guidelines for the selection of
dandidates for the CHW schemes are: ‘

1) They should be Permanent residents of the local community.
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Cindidates after selection are trFlﬂed for a period of a
3 months. After completion of their tralqlqg the CHWs are given
an honorarium:of.Rs 50 and simple medicines worth Rs.50 per
month. They are free to continue in their earlier vocation, but

expected to devote 2-3 hours every day to community health work.

As the CHWs scheme constitutes the Government s principal
effort in impéementing the sdogan of "Peoples" health in peoples
hands" it merits a closer look. Under this scheme around 4 lak
CHWs have been trained. However the implementation and impact ©
the scheme raises a numbsr of questions related to the whole cor
cept of community participation. :

The CHWs scheme presupposes a degree of volunteerism in the
selected candidates. Otherwise a stipend of Rs.50 per mohthis
is far short of an adequate remuneration for the CHWs whose
functions include - health education regarding preventive and
promotive measures; encouraging partlclpat10ﬁ of community in
publlc health tasks; curative measures for treating simple diso:
and referrals to the next level (sub=centre). In other words ti
CHWs is also required to play a leadership role in the communit:
However the methodology required to identi fy such personsis yer
worked out. 1In practice the contradiction between inadequate r

neration and high expectations is often resolved in one of two
Either, after a short pe ariod of CHW stops performlng the requir
functions or dropts out of the scheme altOgether. Or he sets h
up as a private practicioner in the village. (In showid be rea
that the training impart=d to them is often more than what a la

ection of ungualified prahtltloners/quacks in villagés have
recelved).

Moreover, while the CHWs main functions are related to prc
motive andprefentive aspects, the village community almost
invariably is more inter sted in his curative abilities. Thus
the CHW ends up as another practitioner 1in the village, albeit
partial Gowernment support. The training programmes of CHWs az
also not flexible enough to take into account regional and cast

community based differences in perceptions towards health. Th
e e e e Ee el gl b gl i ety DerCeptions (with are



The tendency is to solicit support for any health programme from

the village ‘'sarpanch" or other infleuntial members of the villags

" which modtsareas meang the "high" caste and landed sections. A

similar modus operandi is applied whle choosing the CHW "acceptab.
to all mections" from the village community. This almost invarial
means excluding the landless and poor peasants, who form a bulk

of the population and are most in need of health services, from t

decision making processe.

The dificiencies enumerated above in CHW schame are Question
which regquire to be faced squarely if community participation is
to be the desired cgoal. Central to theprobelem is the question
of acceptance by our village comm 5ities of the concept of
preventive medicine. Today attempts at intoruducing this concept
are carried out by initially gaining entry through curative servi
In other words curative services are offered as the Wasrrok ' Lo
ssnure to be acceptability of -the programme, while preventive
services are sought to be i ntroduced through the "back door".
csuch subterfuge, which starts by aot takino the local community i
confidence, canaot bring about any significant deg e of communii
participation. ‘

T+ needs to be recognised that communities are primarily
interested in curativé“services because of theutter inadequacy
of these services. AS tesult this is pe celved, and rightly, so
the immediate necessity;s. Can the people befaulted for such a
ception when majority of them are denied access to even very rud
tary curative services. Moreover the functioning of programmes
atproviding p reventive carchasnct shown to thepeople the advant
ges of preventive medicine. It is only whe, from thelr. own expe
people realise the advantages of preventive servicesthat one can
expect a shift in perception. |

Thus to sum up, for any tangible changes to‘takeplace in th
field of health, radical redemarcation of priorities in the whol
health care delivery system ha e to be initiated. Hard politica
decisionsto greatly increase spending on health care have to
be taken. *or the Primary Health Care system to function adeque
it has to be made answerable t local bodies. This in turn woul

ceaeapgh s et B e L et de ek wer L HETBANCHaYAT syStem
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leaps and bounds. From a meager 0,14 Crores in the First Plan
went up to 409 Crores in the Fifth Plan, 1426 Crores in‘the Six
and finally to a Proposed 3256 Croees in the Seventh Plan. Yet
birth rate has remained static at around 33 per 1000, for the ]
decade. How then is the continued increase in expenditure on £
Planning to be justifiedz

Actually the basic problem lies in the inverted logic that
falling birth rate Preceds socio-economic development. The
experience in countries all over the world has shown that exact
the reverse is true. The family planning programme as it stand
today, is another example of attempting to find technological
solutions to soceial problems which require societal measures,
Moreover, the family Planning programme with its fetish for tar
places an added burden Oon the health care delivery network, whi
it is ill equipped to Carry. As a result there is a further
whittling down of the already meager relief that the primary hes
care system provides. As noted in the case of other vertical
programmes, the family Pplanning programme too needs to function
an integrated manner with the rural health EEH%%%;

CRISIS IN PHARMACEUTICAL INDUSTRY s

Though there continues t- be‘a greater emphasis on the cura
aspect of health even this area is plauged by a variety of probl
TRis is examplified by the total anarchy which prevails into the
production and suppbly of medicines. Only 20% of the people have
access to modern medicines. There are perennial shortages of
essential drugs, while useless and hazardous drugs flourish in tt
market. There are 60, 000 drug, formulations in the country, thot
it is widely accepted that about 250 drugs can take care of 95%
of our needs, The market is flooded with useless formulations 1i
tonics, caugh syrups and vitamins while anti-TB drug production i
just 35% of the need. While 40,000 children go blind every year
due to Vitamin-A Deficiency, Vitamin-2 productian was just 50% of
the target in 1986-87. The production of Chloroguine has shown a
decline in recent years, at a time when 20% of the people are
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turnover 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 194
it rose to Rs.1050 crores in 1975-76 and today stands at

Rs5.2350 crores.

In spite of tﬁe 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 thu
clear that there is a dichotomy between the actual Health "needs
of the country and drug production. It is also obvious that a m
arithmetic increase in Drug production cannot ensure any signifi
shift in disease patterns. Hence, if this dichotomy between dru
production and disease patterns is to be resolved, some drastic

measures are called for to change the pattern.

The ‘Pharmaeutical Industry 4n India has developed along th
lines followed “.n developed countries. The reasons for this are
tworold. ' Plrst, the Industry ian India being.in Ehe‘grip of MNCs
drug production 'as naturally followed the pattefn of production

in the parent cuormtries of these MNCs., No attempt has been made

assess to actus . needs of the country. Secondly, the India/Drug
Industry caters principally to the top 20% of our population, wh
have the purcha.;iing power to buy medicines. hls is algo.the se

which is amenablz to manipulationsby the high power marketing st
of the drug cor tanies. Mor60ver,’in this section, disease patt
do roughtly correpondent to that in developad countries. <he
industry is thu: able to ireglect the needs of 80% of the populat
andyet make subs tantial profits. I+ sees no ned to change its p
of drug producticn and thrust of its marksting strategu. One is
unlikely to se= .ny change ir these areas unless the industry is
compleeled to clings by stringeat regulatory measures, by the O
Government. !
Further.~Jdrugs differe  frrom other consumer goods, in that

while the corvumnzrs have a direct say in the purchase of consume

goofd, such i-' not case for drugs. Drugs are purchased on the
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large the curriculam has very limited relevance €o the existir
situation in the country. On this the report of the Medical

Education Committee, Ministry of Health and Family Welfare say
"The present system of medical education has had no real impac
medical care of the vast majority of the population of India".
is thus the not suprrising that what doctors prescribe have 1i

relevance to the discase patterns in the country.

What 1is probably even worse is the fact that doctrs, afte
Passing out of teachinginstitutions, have almost no access to
unkiased dowg information. As a result their prescribing habi
moulded by informatbon regularly supplied by drug companie
ThlS information for obvious reasons, is manlpulated to suppor
production pattersn -f the drug industry. *©o ulti tely what
medicines the patients gets is determined not by his actual ne
but by what the drug companies feel are necessary to maxxmlse'
profits.

INCORRECT PRIORITIES OF GOVERNMENT

The problem is compounded by themanner in which the governr
makes estimates for drug reguirements. The most important crif
used for this purpose is basad on 'market needs' ¢+ Gilven the s
related abov;, thls can nevef reflected the actual drug needs c
country, s Today, a qecd is created forvarious inessential dur
by salves prmotlon campaigns conducted by drug companies. Thus

ecample Vitamins and tonics in large doses are prescribed laor
antibiotics. This is a 'created need’, though Vitamins and ton

are sameof thehighest selling products in themarket.

India accounts for about 18% of the world's population, man
factures andmarkats 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. Thefollowi
table gives us some idea of the shortfall in egsential drug pro
(Though the gravity of the situation ismore than waht the table
cates, as the demand estimategiven for 1982-83-based on. governn
figures are a gross under estimation. Moreover for 1986-87 the

Chemicals Ministry has even stopped glVlng gurues for demand es:

SN R LR iy trpe e ¢ i IR
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Chlorampheniaeol T 300 111.46 300 71.60
Ampicillin . 200 142,27 380 158,45
Vitamin<A MMU 77 52.00 140 69.34
INB (anti Tuber- .

cular) 51250 288.40 325 188459
Chloroquine P 200 194,57 410 177.61
Dapsone (Anti Leprosy)T 200 86,90 60 25551

Diptheria Anti Texin MU 800 653.57 800 691.05

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

The Indian sector in the Pharmaceutical Industry(includin
both private and public) has the capability to produce all
essential drugs. Yet the multinational sector continues to pl
a dominant role. Ihe mercenary attitude of drug multinational
responsible for holding the health of the country to ransom.
market drugs in this country which arebanned in their parent c
ries. They use the country to test new drugs with dangerious
effects and in a variety of ways:flout the law of the land wit
inpunity. Health related industry has the second largest turn
owlr over, after the armaments industry, Today the predatory
of thepharmaceuticals industry appears ready to outstrip even
arnaments industry. the conctol of drug multinational companie
the Indian market is alsmot complete. There are more than 50 )
in the drug market in India. ~ifteen such companies control a:
as 31.8% if the total Indian market. MNCs in theprocess have «
huge pr fits while charging exorbitant prices for their product

There“have been persistanﬁ demands that the Multinatiocnal
companies should be nationalised. In fact this was one of the
recommendations of the Hathi “ommittee set up in 1974 to go int
the problems of the Pharmaceutical Industry.. MNCs are still be
allowed to operate in this country on the plea that they bring
new technology. Yettheir record in the last decade shows that
contribution in this field has been less than the gmall Séale S

jP— % |
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TABLE-7
COMPARATIVE CONTRIBUTION OF MNCs AND NATIONAL Cos

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

Class of Drug Total prod. 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 : 25,2
Sera-Vaccknes 1.5 Q.5 1.0
: (33.3%) (66, 7%)
INESSENTIAL
SIMPLE REMEDIES
Tronics .32, 0 A8 i | 11.9
(62,8%) {37.2%)
Cough&Cold 5547 41.4 14.3
(74.3%) (25,7%)
Preparations
Rubs &Balms 1845 1253 052
(98.4%) (1°<6%)
Vitamin 98,0 78.8 1952
(80, 4%D (18.6%)

Source: ORG Retail Survey, April 85 to March 86.7‘

The new drug policy annbuncedvin December 1986, instead of
spelling out measures for control of MNCs has granted them even
more concessions. It has allowed increased profitability on
drugs and has reduced production controls. Ihe recent trends of
import liberalisation and peoduction and price 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 adiréx
bearing on the lives of almost everyone. The Government has neve:
while formulating its drug policy, takenitibo account this uniguen
As a result "market"forces" are being allowed to determine the
availabilty andprices of drugs. In a situation w ere only one out
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. Unfortunatelyv thenot m



@fg depedent on the guality of those heading such projects, wh
iﬁc‘Mateiy works as a constraint in repiication of pioneering
efigrts in different conditions. Morcoverthe need to develope
mo&@ls for feplication are not recognised as 3 priority by mos:
These problems are often compounded by the multip’licity of du
agencies, each with‘differihg pPerspectives, This results, at ¢
in agencies having t> modify their outputs to suit the needs of
funding agencies, :
Camﬁgiedrﬁg;ﬁgye:pmggt services the Coverage by the Volunta
sector in ‘providing Primary health care is negligible and will
SO indeed, the basic responsibility forhealth care must rest on
with the state. fence the contribution of the Voluntary.sectiﬂ
India necds to bemasseSSQd in terms.of the kindof innovative id
brogrammes it has been able to2 throw up in thelight of its expe
With the voluntary sector three broad trends can be identified,.
;gencies are engared primarily in providing curative services,
There are others who héve attempted to impdmented the concept of

; H ; ; :
Primary “ealth Care by also inclduing programmes aimed at commur

“ third set has taken up brc

Participation and preventive care,
issues like land relatioss, 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 very f . of them aresuch as
can be replicated under different conditions all Overthecountry,
reasons: for this are many, but some may be highlighted., Most
@ gencies depend heavily on the drive and initiative of 2-3 indi-
vidls, As replicability is not' seen as a priority little thinkit
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 ou%. Another notable trend is that, in looking for altern
modesl, emphsis has bean 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 heal
delivery netw-rk, <or nationwide impact, such an enterprise woul
neither be successful nor desirable. further, such fundamentally
differently structures may in fact be envisaged only under alter-
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in the purely socio-cconomic political dokain, PSMorganisations
work both to promote greater consciousness about the issue and

creat working "modz1ls" -i.e. viable and replicable structures W
the potential for becoming nationwide alternative policies and

impdementabthon mechanisms. In the health sector, as perhaps in
education too, this would necessarily inv-lve working, in a bro
sesnes, within existing institutional&other structures and look
for alternative models&mechanisms for the State Health Delkvery
System, with well-defined roles for PSM and other peoles' organ

sations,
ROLE OF AIPSN

The AIPSM has the potential forintervening in a meanginful
way in the health sector. 1t has thetwin advantage of having a
ALl India reach and a relative homogeneity of purpose and appre
There is also the in-built scope for exchange of views among
constitutent organisations. Moreover already existing linkages
_with organisations of medical and para-medical personnal can be
strengthened. “uch advanta es confer on the AIPSN the necessar
impetus to overcome many of the shortcomin s of woluntary agenc
cited above. The broad direction of AIPSN's involvement in hea

should be along the following liness

__ Policy issues: Work out its perspective on Health Policy, L
Policy etc. A campaign aimed at the policy makers can be
planned based on this perspective.

~-=Mass ca,paigns: Based on the AIPSN's basic-danderstanding
regarding health some fundamental demands need to be formule
These can be taken up as campaign issues among the general
public. Given the nasgent stage of develppment of the Peopl

Science Movement in most stages, the campaign should be focusse
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 tc
attract these sections, involved in health care delivery, tc
the Peoples Science Movement.

-~ Models ofor Primary Health Care: Initially in a few selected
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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 g 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 servdes they can involve
themselves in the decision making process, Such interventions
also require demooratisation of the political and administrativ
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
organisations of thepeople., Given such a perspecpactive the AIL
with its A1l India reach, is in a position to work out models fc
primary Health Care which can be replicated all over the country
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A P8M APPROACH TO PRIMARY HEALTH CARE

The Declaration ef Alma Ata marked a historics step in the
history of health. It was the first élear international decl a-
ration that health which is a state of complete phyéical, mente
and social-wellbeing, 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 wor
wide social goal whose realization reguires the action of many
other social and economic sectors in addition to the heal th

sector‘l.

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

conditions and the environment in general, and more
specifically in poverty, inequity abd the unfair
redistribution of resources in relation +o needs, bot
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.?

(c) Primary health care, defined as "essential 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 spirit 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
declaration, its implementation lags far behind, and now 22 yea
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 tnis call, has its contacts limite
to the health ministries and to medical and allied professional
and it is to these sectjons‘thdt the task of implementing this
programme went. One critic ruefully comments 'Handing over the
implementation of PHC to the medicél establichment was similar
to handing over the implementation of land reforms to landlords
Ope outcome was to attach 'health for all bv 2000 AD' as a elodo
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Thé other major thrust of lthe present primary heal th

cave programme, as.it is in India, is the establishment of
primary health centres and the deployment of community health
workers-tocth at subcentres and at viilége~levél. This too has
‘run into serious problems, Not only is the number of*health
workers that have been trained and deployed far short of what 1
needed, -but -even those who are ﬁeployed vield only a limited
quality of health service, Tﬁe selection, training, monitoring
and motivation of the community health workers is so poor e
cend s coldrop out & some even migrate and set up as quack medica
practioneers themselves, 'Cbmmunity participation'; one import
planned feature, is in most places cémpletely absent. Almost
no résearch, planning or traifning goes into identifying the

problems and-working out the tactics of health care delivery.
3

For the medical establishment, it is busirness as usual.
The last 10 years have seen the mushrooming of corporate privat
hospitals and .a number of private capitation-fee based medical
colleges. A top few eminently 'successful' doctors preside
over medical association, act on medical councils, advise
governments on health policy, serve on its commitees and workin
groups, influence governmental decistons by virtue of their
physician-level nersonal contacts with decision mzkers and in
many a case even dominate research and private practice. ThHe
entire primary health care campaign and the Health for all by
2000 AD slogans are seen as empty politician's slogans or at

best as the departwent of

L3¢

% &M's responsibility. Clearly
no major change is likely tc be contributed by these sections.

It must be recognised

4

-hat members of the medical professio

T

]

can do little in their profes 1l capacities to achieve this

sio
goal. Medical & paramedical professionals are well positioned
to investigate the causes: and consequences of ill heal th,
However they can rarely tackle the root cause of ill-heal th-
hunger, poverty, shelter, water, sanitation, employﬁent, leisur
etc., Without tackling these basic questions-primary heal thcare
as spelt out by the Alma-Ata declaration is not realizable.,

pay LY -~ - = T
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It is possible with adequate political backing and administra-
tive will to immediately achieve, such medical care at least in
large areas of the country. It is possible for socially minded
doctors, helpted by donations or grants to provide such basic

. medical services in remote rural areas or even in urban areas
where the poor have limited access to such health gervices. Th
is a record of numerous doctrs from a wide variety of backgroun
the catholic hospitals associations, the people's polyclinics (o)
andhra Pradesh, the work at Nagapur, at Chikmagalur etc,, who
have undertaken such work. Such work ies a Valﬁable contributio
but in terms of the actual contribution to the health of the
community as measurable by indices the impact bas only been
marginal. Impact on health i1tself can only take place by the
implementation of primary heal th éare in its broader concept.
Thqugh provision of health services and essential drugs are a p
of the concept of primary health care, they are not the major p

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 hea
care. The word 'doctor' is its=lf the derrivative of the word
' to teach' The doctor and other health professionals are looked
upon as a source of knowledge about health and discase. Today
many of the ideas prevalent about disease, both right and wrong
and most of the health policies have been contributed by the me
professional. To view disease as an affliction of an individua
by a germ and lose its social dimensions is the result of a cur
bias, that the PHC approach sets itself against. The result of
such a bias in the sphere of health policy is to search fortech
logical or managerial solutions to what are essentially social
issues. The doctor has contributed to such a bias andg the doct

can contribute to its unmaking also.

The people's Science Movement and indeed all other indiwvidu
group's & organisations desirous of realizing the goals enchriv
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

S e e T T T R R, PSP
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Heal th edﬁcation has many limitations 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 diarrhoea, without ever mentioning that the
water source in that village should be safe. Instead she woul
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 =211 mothers assembled that
they must give milk, eggs, fish, fresh fruits & veéetables to
their children - when most of them are going hungry for want O
ability to purchase riee. Even in many a people's Science
movement lecture we tend to leave out social causes and
possibilities of remecdial ccllective action and instead stress

technical causes and individual solutions.

It would of course be of little use if health education
lectures were only polemical or philosophical in nature and
discussed and curative knowledge will need to be imparted. BuU
where collective action is the only real solution and the basi
problem is a health determinant like water or nutiition or
sanitation, health education should be aimed at exposing 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 suck
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 health issues. Though this debate is far from over
some Indian experiences have replied in the negative. 'Healtt
work they feel has only weak political implementation and
without a proper political context not much of genuine people!’

participation can be achieved in community health work done,



The reception and pdpular 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
fpr a more scientific understanding of the cause of disease.
They come to the health professionsl for a 'curs' and not for
knowledge. Many health education strategies therefore choose
to combine therapeutic services with oral education-both withi
the governmental and in the non-governmental sections, Thus
the women waiting to see a doctor in the gqueue before a primar
health centre are given an half-hour lecture before he arrives,
or while they are waiting for their turn. Or else after seeki:
the doctor they have to see a sccial worker who spends a few
minutes talking to her about her disease. Both these of cours:
are rare events, and only in an occassional centre, usually

run by a sacially concious doctor do they really occurs

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

is difficult to evaluate the gains of such general health camp &

Campaigns focussed on specific issues egpecially on pro-
vision of essential drugs and the drug policy have had 'a much
greater impact. The KSSP in particular by its wide dissemi-
nation of books on essential drugs and on hazardous or imration
drugs, have been able to make a mark on drug consumption and pr
cription patterns. To this end they have held seminars and gue
lectures for doctors, cgmpaigned ih the local press, used post
and .~ °° news papers and kalajathas to disceminate their views
drug policy. Their successful efforts to e¥pocse multinationals
selling anabolic steroids by intervening in the usual 5 star ho
drug promotional campaign also won fhem pOpUlar'SUpport and med
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
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a broad-based organisation -has helped all P8Ms in carrying out
effective health campaigns. The K.R.V.P. the Lok Vigyan
Salgatana are some of theother PsMs who have held such campaig:
health, \ '

another factor in the success o} many KSSP programme is
their educational campaigns not only on health but also on en-
vironment, do not stop at awarsness generation but go on to
mobilizing.people f£or cellective éction. The scope for such
health education campaigns which lead on-to direct collective
interventions by the people have not been adeguately explored
by other PSM groups &'health activists mainly due to tHeir
organicational weaknegsess.

But as the P8Ms continue to expand the’scepe for such ac
increases exponentially. It is possible non to plan for campa
for total immunization or control of diabotical diseases. It
is also possible and meeded to ca@mpaign for implementing iodiz
salt distribution in the Terai & other iodine deficient areas
of the north while at the same time opposing the i1l advised m
to ban common salt, commercizlize salt production-handing it
to large monopoly houses all in the name of preventing a wide

incidence of goitre that is far from est=bliched.

It is possible today to cempaign extensively for ensurin
provision of the 25 essential drugs within 1 km of any habitat
and fof banning hasgardous drugs. In select areas it may be ev
possible to launch health educztion combined with collective a
against diceases like gyddeawcrm infestations which are poten
tially easy to eradicate and even against di eases like lepros
&k measles which are potenticlly ersficable even within the pres
systzm with exicting medic-1 knowkedce.

Successful heal th educsation work however needs a lot of
careful planning and knowledge of local conditidns and culture
It also needs an analysis and understanding of the health prob
involved. Given the bi~s of the medical establishment and off
structures todsgy, one is seldom able to rely of official
documents and pronouncements alone to evolve a people's unders

tanding ef the igssue. As a r-sult one majior =2rea of neople's
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There are many gr#ups notably the groups :' gtbd wi th
Medicos friends circule, A.I.D.A.N. Helhi Science Ferum,
Karala shastra Saﬁitya Parishat, F.M. R,A I. who have made
major centributiung in this reoardf Tho qh dué to their organi
tional structure most such qrﬁuns héve 11m¢t;d themselves to pr
critiques, such critiqUés are essential for future action. The
critiques ceuld have formed the basis for collective action by
ether greups 1ik§ yruth movements, women's organizations etq. bu
in practice such a érCSS—ﬁertizatiﬁn has net eccurred to any
significant degiee. | >

Most such analytical, theeretical contributions are désk
work relying largely un seeendary date or compilatiens from
various published scurces. There are however a numgér of 4
significant health surveys and ficld studies by health activist.
which Was formed.the basis for critigues. Health problems
comsequent to the Bhopal gas tragedy, occupational disease in °
selective areas & industries, the general health survey and tho
study of primery health centre facilities in Kerala are some
exanples €f such intervention. I& needs be pcinted eut that
the majy»r medical research institutes with elabqrate'reaqarch
facilities seldem study such tcpics. The marked reluctance of
such institutes to undertake study en areas of immedi ate
relevanca to pecple, especially if the toﬁib‘is likely t» be
controversial ane& go against local vested interests in well
known. Unless health. activists intervere actively in such -
areas nf research work, the PSM's and democratic groups will be
Unable to intervene in both the for mulation of health policy
er even identify the deleter’ eams hffmcts of 111 ¢vncieved
health or developmental strategles.

Even’ theeretical werk, based en analysis ef published data
has a significant role to play. The drug policy is cne area
where heaith activists in India can take pride' as being the
scle force to have eppossed the gevernment'!s cengsistent pPro-
industry and anti-health policies. and most of this inter-

ventien im based en study done by various health activists

themselves. &imilarly en patent law and on iedisation of salt,
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critigques cr evslve alternative strategies. .There is an urgen
for health activists to widen its contacts ameng trained and .
sincere health professionels who , can help. A large number of
donctors, eapetrmlly Junier dortnrq and medical stwdents. “and
many with grnod academic backgrwunds are 1rterusted An a soc1al
activity ef the medical syvsten and willing.to contribute to it.
Thelr participatien in the work ¢f PG4 should be engured.

Can PsM s go beycnd health education campaigns (both genes

health awareness and en specifie issues) and beyend presenting

‘critigdes and critical reviwes of heslth policy? Can it attemy

to tackle the eoncept of primary health care in its entirety?
Can it by its.werk raise the level nf health in a measurable
fashion or e~ntribute %o such a rise im health status?

One approach to these questions is to‘worﬁ'un a model~
to take up an area varying in size from a village to a taluk
#r district.and in this area &ttempt to render primary health
care. Teo eften what is rendered is only basic medical service
and then in the long run the resilts are not cdequately rewardi
However there are attempts te integrate in such a model, basic
medical services with major hezlth educational camp#igns,
introductien of scienti fin~ imputs to upgrade existing rural
technologies andlauwnching rural deve10pment schemes that
gonerate emplfyment, provisionuof better nutrition not_only

through ineome generation but by a more optimal ﬁse of available

resources especially for children, provision of safe drinking
water and elementary sanitation and above all literagy educatic
and scientiflic awareness. The peepbe's science movement is
better equipped tha? mcst greups to implement such an appreach,
It has within it frlds s>nsiderable experlence in rural technol
in literacy. and non forthal gducation, in running campaigns or
issues espel@lly usimg local art-fwrms as a vehicle ‘fer new
ideas, in drinking-water and sanitation work - and in running
basic health services. It should be thus possible fr such

a model to the built up with the available experience in the Pg
. \

wWhen building such models one Heeds remember the past PSM

experience, that sggcesa ful campaigns need a critical size foz



automatically roplicable all over the gountry, By WVidrtle of

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

be posed as the road to success of primary health care).

Then what would such a model contribute? It cquld by 1its
Very presence and success help to pose the issue of an alternat:
strate@ﬁ to heal th care and development. It could demon‘trate
that health for all is possible - now; given the administrative
politiaal will. Tt would help bring, by virtue of its experienc
the issue of health on to the agenda of national priorities -
where it is theie notionally but not in pragtical terms. In
organizational terms it would mean mobilizing new sections into
PSM activities and adding a newer dimension to activiti £ aimec

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 healt
issues as separate from other social problems and nurture the
belkef that good health can be won by technological or manageri s
inputes alone. PSMs can organize people around health issues
only - if they link it up. W“With other issues of development -
especially literacy, education andemmploymeert,

One area of expanding PSM activity that offers immediate
scope for linking with the health issue is literacy. The concep
of functional 1literacy as understood by ‘= us, includes an
understanding of health. Literacy, and education by themselves,
independent of all otherfactors have been shown to be major
determinant of health status. Women's 11 tersey invsparticul ar
has been shown to affect, independent of other parameters, women
health, attitudes to family planning, number of childfen born an
infant mortality. The process of imparting literacy is a useful
vehicle for the generation of scientific awareness of which heal

awareness is an important ‘aspect,

One major new area of contribution of PSMe is in adul t
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by ope#ation smiles - a project for 100% immunization in
Ernakulam district. Diaorrheal deaths & mortality have come
cdown significantly. 1In Pondigherry too a health phaseig likely

to follow the total literacy campaign.

The coming Bharat Gyan Vidyan Jatha, being organized by the
people's science movements of India isone major avenue for healt

1sts to enlarge the scope of their work. The B.G.V.d. aims
to orgsnize one culturul groups of volunteers from all walks Of
in each of the 500 odd districts of India. In each of these
districts the jatha wili give performances at 120 ko 150 centres,
Their ferformance is aimed at creating an awareness af literacy
and science. The bssi® crganizational task of the BGVJ ig to .
organize 60,000 centres all over India to receive thesetroupes,
Each centre will also identify a resource persons to give 10
lectures each on€topic-. One of* these topics is ‘Being Heal thy
a basic talk expalining the Csuses of diseases and the need and

nature of primasry health care,

The generation of such wide and diverse voluntary network
of activists by the people's science movement opens up vast
potentials for future action by the peqple”sSCience movement,
LiteraCy is géfinitely the major followxup action envisaged - and
d=finitely the issue we need to address ourselves to most urgentl
But it is not pocsiBle to open up actuval teaching work in all
these 60,000 centres a= follow Up, nor will we be able to
sustain even the active centres with a single point programme
of literacy alcne. Heslth is definitely one major thrust area
for follow up work in these cerntres, The follow-up work may
take the form of health education campaigns or even of interventi.

in areas like immuni zation, guinea work eradication etc.

Or there may be areas where we could. attempt cemprehensive
primary health care. It i- premature =zt this stage when the
60,000 centres exist only on paper toc plan for a detailed follow-
up but we need to start thinking akout it. We can however state
confidently that the very attempt to train 60,000 voluntures
to give a talk on primary health c2f€ in every village of India,

is an unique attempt that is bound to throw Up a major manpower
regource for Futnrahost £ adesio e e
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Resources for "Health for All by 2000 AB"

If "Health for All by 2000 AD¥ is not to become
another slogan like the large number of "International
Years” and "International Decades®, we will have to
mobilise all our resources towards that objective, Our
greatest resource in this regard is our National
Commitment to attain "Health for All by 2000 ADY", That
commitment should

(1) make each individual, family and community
become their own agents for heaith

(2) enable us develop the needed 4eslth ranpower
and provide the needed financial and material
resources, ,

The Government has to mobilise all resources to
these ends; with the full participation and active invol-
vement of the community. All sectors must contribute
towards health, as it is a goal and a means for developme
There are sectors in agriculture, industry, public works,
education, etc, which have important contributions to mak
towarcs health, Our providing resources will depend on
whether we consider health as & consumer item or as a
means of increasing the productive capacity of the
factors of ‘production--lsbour, land and capital - that ma
result in health care? If health care merely restores or
maintains the well-being of the people but does not add
to their productive capacity it has to be considered as
consumer goods, however it is clear -that health care is
an investment; by improving the quality of life, persons
become more productive and hence adds to the economy of t
country, : :

‘‘Health for All" should basically provice primary
health care for all. There should be a minimum programme
involvimng

(1) promotion of health

(2) prevention of disease

(3) care of the sick and cure where possible, and
(4) rehabilitation

These have to be achieved«by

(1) health education : This would involve all attempts
at making the individual, family and community assume
responsible roles for promotion of health, with greater
self-reliance - both formal and non-formal education can
be used., The mass media could be utilized, with a little
more imagination and not much more financial inputs,
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During the school years, it is easy to inculcate th
principles and practices of good health. well-planned
steps have to be taken at all levels of school and
University education, This would not only help the
school goers but also help in creating better health
awareness in their families and the social groups in
which they live. The National Council of Educational
Research and Training has made some efforts in bringing
about some behavicural changes but not enoughs . The
concept of healthful living has to be included in the
different disciplines and with the use of =11 types of
educational meterials. These do not involve any
additional expenditure over and above whet is spent
in the educational sector,

(2) Nutrition; Activities. have to be directed towards t
production and supply of food and *o improve the nutriti
status. We have seen that even though India has achieve
self=-sufficiency in food production, the distribution he
not been such that all can benefit; the purchasing powe
of large numbers of people, especially the 'marginalised
people, is very low. The expenditure on food and drinks
in India is about 63% of the income; this is one of the
highest in the world, next only to Sri Lanka, among the
43 countries surveyed this year by the world Bank. Ther
is no prospect of increasing this amount. In spite of s
a proportionately enormous segment of the income, nutri-
tional anaemia is common especlally among pregnant women
and young children, Many women die during pregnancy or
childbirth because of anaemia; it is also responsible
for premature or still births. Measures have to be
undertaken for greater distributive justice with respect
to availability of nutritious food and supplements to
vulnerable groups,

(3) Immunization programmes; de have still with us many
infectious diseases, which can be prevented by immuniza-
tion programmes. The new cxpanded programme of immuni-
zation should reduce the prevalence of these diseases.
The cost for this programme has been worked out by World
Health Organization and the materials are being made
avallable,

(4) Eradication and control programmes: The programmes
eradication and control for the major diseases have to be
followed up vigorously. This would include attacks on
malaria, tuberculosis, blindness, leprosy and filariasis.
Measures will have to taken to reduce the incidence of
parasitic infestation, which takes a big tell as far as
morbidity is concerned,

(5) Water supply and sanitation:

The Ministry of Works and Housing have drawn up a
Water Supply and Samitatian Plam €A~ 1090 . OO & 72 o
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The requirements of funds for fulfilling the carget:

- set for 1990 are (in crores of Trupees )

Urban water supply - 3044 (100% coverage)
‘Urben sewerage ~ 2432 (80% coverage)
Rural water supply - 7057 (100% COVET age )
Rural sanitation - 330l (25% coverage)

This has been studied again in an effort to reduce
cost; with low unit costs and use of local community
resources, the central Public Health and Environment
Engineering Organisstion hes worked out the cost as

Rupees in crores

Urban water supply = 2,475
Urban sewerage & Sanitation - 2,590
Rural water supply - 4,288
Rural sanitation - 1,584

Total - 10,877

The draft VI Plan provides about Rs, 2700 crores for
water supply and sanitation cover. The present annual le
of investment is, on an average, Rk, 540 crores, . It has t
be increased to about s, 1,088 crores p,a. during the dec
if the targets are to be achieved,

Many underdeveloped countries are making efforts to
provide drinking water to all and sanitary disposal of wa:
Bangla Desh is scheduled to achieve the target of protects
drinking water supply in every village within 200 metres q
any houschold, within the rext 2 years, with massive aid
from World Bank,

4. Primary Health Centre

The sheet anchor of our primary health care is the
primary health centre with the subcentres, hile we start
well, our progress has been tardy. Ther:c cught to be at
least one primary health centre for 50,000 population
E20,000 in hilly areas) and one subcentre for 5000 populat

one subcentre for 3000 population in tribal and hilly are
But we have a backlog in establishing primary health centr
and subcentres. we have at present 5471 PHCs; we will hav
to have an additional 9000 PHCs by 2000 A 1t has also
been decided to upgrade 1 in 4 PHCs as the first point
of referrals; about 3700 PHCs will have to be upgradegp, A
these require enormous inputs by way of.finances apnd HIgtes
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and utilise locally available materiel and cheapcr
methods of construction, we should be able to reach our
targets.

These primary hcalth centres and subcentres must
provide primary health care which should be comprehensive
to the extent possible. The priorities must be for promo-
tion of health and prevention of disease., In whatever
way the Hecalth Administrators may see the neecds, the
immediate needs for the people are cure where possible
and care of all illness.

The Primary Heelth Care should address itself to the
cure and care of the commoner discases.

Among these are

1. Respiratory diseases, including tuberculosis
2., Parasitic infections

3, Injurics and accidents

4, Infections of various kinds, fever, influenza
5., QGastro-enteritis/diarrhocal diseases

6. Abdominal pain; back pain

7. Insect bites.and stings

5, Laboratory Service &t Primary Health Cere level,

A Laboratory Service usually exists only at the Hospit
with only rudiments of such a service at the Primary Healt
Centre and none at all at the subcentre. Provision of a
reasonably competent Laboratory at the Primary Health Leve
is a necessity. This can be managed with a traincd tech-
nician. Many of the underdeveloped countrics like Indone-
sia, Malaysia, Sudan and United Republic of Camcroon, have
Laboratory Services at their Health Centres. Without simg
reliable laboratory services at the primary level, health
cannot be improved., The techniques must be adapted to the
local possibilities and resources. These could be
supervised by periodical visits by senlor laboratory staff
from the referal centres. Quality controel is necessary tc
ensure that the results of the investigaticns arc religble

6. Community participation

Community consists of all the families living in the
area without any reference to their occupation or social c
economic status., Community involvement would contribute
to a significant reduction in the costs of projects and al
ensure better management, It is also prudent to charge a
small charge to thé beneficiaries (perhaps for cvery house
hold), as the services will be better appreciated and prog
erlv utilized
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Te ‘Legiglaplggu_ In a country like ours, sensible
legislative measures are neceded to improve the health of
the people. This is particularly so with respect to
legislative protection of the people at work (both inside
the factory and outside the factory) and pollution control
With increasing industrialization, measures should be take
ahead of the cetablishment of the industry to avoid pollut
and, if therc are health hazards, legislation must provide
to reduce their effects. In @reat Britain based on the
report of the Committce appointed by the Ministry of
Housing and Local Government (under the chairmanship of
Sir Hugh Beaver) to go into the question of pollution whi
resulted in about 4,000 deaths attributed to smeg in
December 1952, the Clean Air Acts were enacted., There
was a further report on the environmental pollution
(1971=73) which oreceded the Composite Control of polluti
Act of 1974. The appointment of such commissions and the
1egislations-following them depend to & veIy large extent
on the public opinion, created by pressurc groups,

lobbies or individual enthusiasts. A report A Blueprint
for Survival" by E. Goldsmith (1972) created ‘a lot of
interest in the public and led to Governmental action.
The public opinion may be expresscd through meetings,
press, radio, television or other mass media.

Legislation 1S also necessary to protect the developn
of industries including the pharmaceutical industries.
Capital intensive machinery is being imported displacing
the local labour intensive ones and adding to pollution.
sconomic deprivation which follows leads to poorer health
of ‘the marginaliscd people. Legislation must be aimed at
protecting the small scale jndustries and also the labow
intensive industries, if India is to provide cemployment
Yo the large numbers of people and lead t. cconomic grow
and better distribution of wealth.

ot all'companics based 1n developed countries which
go to deve loping countries to set up factorics show the
came civic=mindedness which they show in the developed
countries. They usually have high standards of safety
and occupational health in the parent countrics; this
may be either by choice or by compulsion. when they
set up factories in the developlng countrics thesc high
standards are not often observed. These industrialists
somctimes try To take deliberate and uncue advantage of
the less knowledgeable Governments and people 1n the
developlng countries, resulting in pollution and healtl!
hazards. Legislation should be brought out such that
these transnationals have Yhe same standards in India
as they have in the country of origin. T Ipdia thexre -
many Acts like the Factories Act, Mines Act, Tca Plante:
Act, Dock Labourers Act and so on, which have provision
health cover, but in the majority of instances such
coverage is not adequate quantitatively or phylidetivul

Very often the legislations which are alrecady prese
Ve T B Chedia T Raealise. Of fragmentation oif
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in Mines and Quarries by the Department of Industries,
Occupaticnal Health by the Department of Employment or
the Department of Agriculture, Hygiene in Food Handling
Institutions by the Department of Health and so on.
Such fragmentation and the multitude of departments wil!
not be dondusive to the effective control of the probler
which are ellicd and intertwined.

Health Man Powor

In the resources for health care the most important
critical will be the human resources. It is necessary t
we make all c¢ifforts to develop their skills, knowledge,
and capacity for the betterment of health. Health manpe
development could be thought of in terms of the demand f
the hcalth personnel and the need for them. It is
necessary to make a judicious decision as regerds the
number and types of health personnel necessary for
delivering primery health care. Once such a decision is
we can procced to the training of these personnel. Such
persons could be manning the hospitals, rural hc¢alth
complexes including the peripherel centres, laboratories
and activities such as hcalth education,

I shall not deal with man-power resources cdevelcpmen
and the cust of such development . Teday, India ‘has enou
information on the cost of the training programmes
and 'deployment of pcersonnel of different categories., we
also know the availcbility of manpower; various targets
and projcctions have also béen made to meet the needs of
health care. The cost=bencefits and cost-effectiveness
have also been analysed, But till we know our options a
our readiness for substitution, if necessary, it will be
meaningless to forecast osur requirements..



There ig little accurate information available on the extent and
kinds of sources of health care finance » except for the direct sources
such as that provided by the Government s Centre or State, In Tndia
where there is a mixed sanomy, the biggest single source for health
care finan “rom the general tax revenucs, In view of the /

I % in India the allocation from State revenues
is limited, The per cepita income is wvery low (India being one of the
poorest commtries anount available after meeting the immediate
direct necessities is small, A recent study by Barthscan has shown that
the mean expenditure 7 food in India is 6% of the income, Under the
circumstances increase in taxation and increase in allocation are both
difficult to achieve, With a low priority for health the budget alloc-
ations for health are usually small, and unf ortunately hes heen
showing a tendency to, be reduced, Budget projections usvally involwve
overestimates of tax collections and undercstimates of expenditures,
When unforseen expenditures become necessary like inercase in pay of
Gove rnment employees etc., the funds actually available for disburscment
for all sectors fall short of expectations, The immediate prioritics
have to e met, The health scctor which often lacks streong political
support and direct demand by the people may then receive proporticnately
lower disbursements than had been projected in the national budget all-
ocation: net result in this particular scurce of fin: nee is stagnant
or even receding,

The levels of resource allocation varies from State to State, both
with respect to the amount per capita 'and the percentage of the State
revenue, It has produced disparities in the health carc ayeilable in
different parts of the comtry and therefore in the quality of life of
the people concemod,

Deficit PFinancing: This may be either & part of the entirc budget
allocation or specifically for health care, It is dane hy borrowing
both domestically and intermnationally, The borrowing m=y be for SpeC=-
ific projecis which directly or indirectly bring about health bencfits
like water supply, scwage and drainage systems or irrigation systeme,
Domestic borrowing has an advantage in that it mops up demestic sav-
ings, International borrowing could be from bi-lateral op multi=lateral
foreign aid in the form of long term, low interest loans, These loans
are very often limited to the cost of dmports required for developing
the projects, Mich of the aid provided by the donors reguires that
purchases be made in thoge countries, This is disadvantageous for a
number of rcasons. The most important is that it limits the flox-
ibility of the recipient country to lock for the more suitable imports,
Tt also costs the recipient country to purchase relatively higher cost
goods and services which could have been procured at a cheaper price
elsewhere, Tt also preduces dependence on the aid giving comtry for
the technology ‘and service and maintenance later.  A3d losme 11187 T
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advantage is that it miles imediate progress possible at the oxis tine
costs and prices,

Social Insurance finénees: Social Insurance Finonece moy cover
health care invalidity and old age of cmployed workers (and often of
their familieg) by imrosing mandatory insurance payments as a percentage
of their wages and by inmposing on their employers a eimilar payment; in
gomc cases the Government is 2 conmbributor to the sokome. The begt

example in Mhdia of such linaneing is the Tmployces Statc Tnsurmnce Schem
It is a msjor gourcd of finance f or health care and locks aftor the per-
sons who are involved-in production in Thdustry., Tts principal. short-
coming ig ite limited e ¢, The large maj ority of labour forces,
artisans, potty ‘traders cte, » 2re not covered; whatever coverage oxists
is for the tetter paid and better organised scctions of the society.
One of the forccasts whon T nloyces State Tnsurance Schome was started
was that it could ultimately evolve itgelf into a national health inge
urancc gystem with wiversel coverage. This hope has not matorialised,

Government Workers and public sector workers derive many medical
and health care. tensfits epaprt from the Imployecs State Insurance Schome:
g0 algo private sector incustrics give coverage for their cmployecs who
are not covered by the Frmployees State nsurance Scheme, These are
hospital-based, doctor-contred programmes and their impaet on the health
of the pcople is not wery large. Recently efforts arc being made to take
care of the health of the workers and not merely attend to them whon they
are sick, One such effort is that of the Ross Institute Thit of
Occupational Health of St, John's Medical College. Therc are complote

(1) pre-employment check-np
(2) periodical check-up and

(3) monitoring of the environment,

; tho
hdvice is given to the menagement such that steps can bo.taken at the
carlicst, '

. Lotteries: Sane State Govwermments run lotterics for various purposes;
some of theeo may to edmarked for health and other socisl services, The
amount which is awvailable through lotteries is however not an important
camponent of the total health soctor finances, L major p-art of the amoun:
collected hag nocessarily to £0 as prize: money to winners. The expenditure
is large proportiomate to the réeeipt such that the net income is Llow,
Further, lotierics are particularly burdensome on the earnings of the
lowest income segment of; the population, who are attracted to try to get
& windfall even though the chances of winning are extromely small,

PErivate Sourcos: Private sources of finameing health care in ocur -
country arc not yet fully dewveloped. '

Direct Employee Financing: Many scctors have worked out private
health care for their cmployees, Thig is particularly so in the larger
industries and enterprises, It is Cspecially important in remote g£C o~
graphical areas where accessability is difficult, One example of thig
will be KHDP & Comeanyr ihd ol Sreis A 5 gl prrh o S i AR S




these and other agencies in monitoring the health conditions sy dentifying
factors which funetiom controry to positive health and tale meagaivs to
provide healthy living,

Privote Hoalth Tnsurarco: Private Health Tnsurence has becn carried
out only to a slight cxbtent in Tndia, wmlike countries 1ike tho hited
States of fmerice; it u 1y covers only medical carc of the sick., The
premiums are acturially dotermined and thers could be individual or

group insurance,

e

Charitable Contributions: The amount that is made cyvailabls for
health carc by charitatlc conbtributions iz not f ully kmom; those cas
be by canbributione in the country and contributiocns from dbroad.: I
be by wealthy individuals, families, busincss onterprises trusts or
religious bodics., Thees cenbributions often enjoy tax deductions which
work as incentives to give large amounts as contributions, e of the
difficultics in thesc charitable contributicns is that .o donors might
have priorities which do not coincide with the most nreseing health needs
of the populatien involwed. Very often these denors preicr to provide
physical facilities aand large equipments as visible cvidciice of their
charity, Funds arc provided for construction of buildings for hogpitals
and denation of sophisticated cquipments, Other sources have to e found
to provide for opcrating budgzets; often it is very difficult to find
funds to mect the recurring expenditure,
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In many parts of Tndia roligious organisations have boen the first
to introduce moderm medicine, Very often these health centros hawve
been models of excellenes in the quality of service provided becouse of
their dedication to scrvice., Some of the largest charitable cantributions
come from forcign organisatimms in the form of grant aid, In 1978, 4,700
orgenisations in India rcceived 297 crores in f orcign cxchange from donors
abroad , mainly for social scrvices, A/ large chunk of these foreign donat-
iong has gone into health related activities, One of the defects in these
large foreign aids is a dependeney for funds, material and technology and

a tendency not to use sufficicnt carc in the utilization of fundg,

Dircet Houschold Expenditure: A major part of cxpenditure o health
carc is a direet ocxpenditure by the persang who wish to hawe the health
care, Payments are made direetly to the provider ag fee for sorvices and
as price for the product purchaged, Very large amounts arc spent in thig

iy

way and we can have only very crude estimates of amounts thugs awailable,

Commmity Help: With the twakening of different scctimms of gocloty
morc and more arc comin. foward with sclf-help programmes, This is shbill
in an infant stage bub thore are numerous cxémples., One such is the
Mallur Health Co-operative, in which the members of the co-operative have
a self-sugtaining programic., If such programics can be multiplied vhere-
ever feasible, considerable finances can bo mobilised to take up local
projects which inprove the envirommental sanitation. It con alaso take
up specific disease eradication programmes,

The consumer demend for health care varies from place to place,
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Fhamraceuticals for Primary Health Care

e of the rccommendations of the idma Ata Conference has boon with
respect to the production, import, digtributim and utilization of drugs
and pharmaceuticals to cnsurc the avilability of egsontial drugs at
feasible cogts,

Though some advonces have becn made by the Pharmaceutical industry
in the cowmtry, India iq logzing far behind in the provisio of phorma.
ccuticals for the people. The anount that ig utilised for the purchase
of drugs and pharmaceuticals by 2 person in India ig extrerely small
camared to what ie used in tha developed countries and cven in some of
the deweloping countrics, While increase in expenditurc of drugs ig
not an indicator of hoalth it is necessary that a certain minimm amount
is available for the purchase of drugs and phamaceuticals to carc for
the sick. 4 look at the fmomts spent by some countrics is rewvealing,

Bgtimated purchese of human phamaceuticals (1975)

Per crpita
= 0P ba

Averano.
West Germany ' Ust 53,35
Japan 5 . : 38.45
U.S.A, 35405
U. K, ; 19450
India 0.75

Not anly is the cansumption of phamaceuticals low in India but cven
for the low cansumptian, the production of pharmaceuticals is not cnough,
‘The finaneial requirements for the manufacture of bulk drugs have heen
cstimated to be 5,720 crores for 1983-84, with a production of formulatim
of s.2,160 crores, The invogtment in the public and private scetorg ig
of the order of Ps4 150 crorog and Rs, 400 crores, leaving a gap of Bs.1,610
crores, We arc gtill dependent almog$ entirely on other developed countrics
for these products, Tn +the nternational trade in nedieinal productg
therc is a wide disparity between the develoned countrics and the §
oping countries, '
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Ten countrics in the world accounted 5. of all tho exports in
1969 and 84,4% in 1974, Thoge countrdies are therefore in a pogition to
control the production of drugs as regerds the nature of the products,
the priorities and the final prices. Modem drugs are mostly chemical
substances derived fram potro-chemical or fermentation industries. The
German chemical industry wng the only major internaticnal supplicr
before World War I, Tator other developed eountrics joinod thom, empec-
ially when it was found that the Cermons wiﬁd row their supply of some of
the more important drugs from the international market 3 the cowmtrics in-
volved also put large dubics en the imports discouraging the imports of
these drugs ond thercby bhelping the indigsnous production of the drugs,
The State acted as a freilitator in +he growth of the phamacoutical

ics and was mediator between interests of the

industries in the comntri
industry , the medieal cssim and the consuming public,

large capitals, modem technology, expertise and extensive promotion
activitics arc nccessary in the highly sophigbicated phurmaceutical trade
and there 1s a concentraticn of those industrics in the developed world,
The Phamacoutical industrics arc often a prart of the activitics of the
firm which is mainly a chemical industry, Hoechst which rnked 2nd in
world wide drugs was onc of the 8 largest companies in the world of
overall not sales in 1976. Bayers which wa anang the top 15 troangs-
natioal companies in tobal drug sales was ae of the most succossful
firms in the world, in rogard to the overall net sales in 1976, Most of
the leading transnational comanics dealing with pharmaceuticals have
widely diversified intecrcsts, AL country like India has little chance +o
compete,

Bescarch and Dgvelomment: Research and Develomment are often scared”
to the nceds of the more developed countrics (because of tho greater pur-
chasing pawer) and carried out in the technologically forward countries.
The developed countries have different prevalent disease potterns from
those in the wder-developed countrics, There ig a change frenm corrunie-
able and parasitdeal illncsses to chronic and degencrative such ag hcart
discase, cancer and various stress-related diseases, This would mean
that lines of rescarch which could have yielded beneficinl rosults in
tackling hcalth problems of comtrics like Thdia by development of cheaper
andefficecisus  drugs may not be followed up,

There is a possibility of a geographic redistribution of ind ustry
based research, This is covident in sane of the countrice 1ile Moy
Hoﬁkong. It is because (1) certain development costs particularly For
research persannel are lower in developed countries, (2) the requirericiits
for testing human subjects nre less formidable and (3) delays in rogis--
tration of new products arc shorter, Newvertheless this change in alloc-
ation of part of production and development of drugs has not affected the
industrialised comtries! disecase crientatim of the Transnationals,

Patent: The great maj ority of patents registered in the developed
countries ars in the chemical sector and among then a great majority con-
cern drug products, but the nationals within the group of developing
comtries own only 6% of the total number of patents; a 11 the romaindsr
were by other comtries, Very few of the patents registercd by foreigners
are actually worked in theo developed comtries, The Patent holders véry
often decide not to use them and therefore do not develop tiiom and als

D

prevent others frm developing the product; the patent haS worked adxvrocad
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Premotion: Many of these drugs arc given intense pramobicn by various
advertising means when doctors become used to recommending the drug by its
brand name, and not by the generic name, he drug may be lknown by a very
large number of differcnt brand names agd-depending upon the capacity to
adver’blso and exploit, the seme drug marketed by different fime may he
sold at different wm!lf in different cowntries. Therc are cert: sain counbri
which are now insigti hases being made by gencric nares, Some of
the developed countri 1l mvay havo natiomal fomularies and ~urchases
had to be restricted to the leug“ fmm‘ in the formulary The total
number of drugs in the Momieogian formulary canes to about two thousand
whercas in India there cre owvor 15,000 products in the rl't*“}wu, most of them
being duplicatc produchs, 2e been cstimated that marketing expenscs
were equivalent o 15 = 35% of the sales and represent roughly 3 times the
expenditure an rogearch antt development,

Pricing and Profitability: Gnly a small proportion of the selling
price of the drurs represents direct cost of production., Even where the
substance has been produced by the same manufacturer, costs vary greatly
botween the various distributors, ~ The firms often got nonopolics by var-
ious nethode and theorofore are able to fix the price., The S Trade Comme-
iggion fomd thet the first company to patent Tetracyeline, Messrs, Pfizer,
wag (irectly responsible for "procurement by misreproscntation of manopoly
cntrol over tetracycline, It was found that Pfizer and Cymamid had con-

cluded a seeret agroement by which Cyneamid withdrew ite applicatiom for

patent for tetracycline after accepting an offer frum Ifizer to divide up
the market for the drug.

P-riging pattem is often higher in the developing comtries., For
100’ tablets of 10 mg librium the cost was

UKo 4T nig,83 US”'
México l- Liedi2
Cogta -

R:i-ca S ,7 503

The tr’msnatlon'll cor'm eniegs have charged whatever the national market
would bear. '

One of the ways in which the prieces are nvdipula t,f is b" transfer
pricing,. . The priceg of intermediate chemicals which are pr uced only by
a few firms are fixed at different levels and supplied 'I: ¢ 1f"’r\ront costs 1
imports by subsidaries or joint cperations in developing countries,

- U.Ke hag a system of negotiating profits with pham’-tcoutic 1 firms,
Hoffman Ia-Roche, the biggest manufacturer of drugg in the world, included
the. cogts. of activen-mgrcm_;nt of Tibrium at £437/= per !rllo?;ram. When
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LE OF INTERVATIONAL ATENCISS IN PRINARY. FEALTH CARE

by
DR. RO KD

1. Introductio

J L

Of late, we have been talking and hearing a 12t en Primary

=~

Health Care and I belizve, the word 'PHQE! is quite weil knowmn

gtite familier in mest people, Though the praciics gnd epproash

of PHC will very from situaticn to situation znd country to country,
there are certain baoic principles which can be anplicsable anyvlhere.
The two most striking featurss in PHC are the utilisation of some form

of volunteer workers and the predominant role placed on the community.

=

Since the PHC programme is conceived as an inter ssctcrial programme
which is to be shgped arcund the life pattern of the rsople; in many
countries, PHC is understood or misunderstood as a simpic and cheax
health care of the reople which can be organised successfully by

ley pecple ignoring the importance of professional leadership. I

like to stress the important role of the medical profession underlinin
its leaderchip role in Primary Health Care, without of course, weaning
to undsrmine or challenge the overriding importanec of community
participation. I feel that at the same time I should reiterate the
vital role of team approach, where, the prcfessionais, the para-
professionals and the auziliaries participate in thelr respective

part.

20 Definition

There are a number of ways of defining primsry health ecare,
but for tie purpese of this discussicn '"Primary Health care ig tokon
to mean a health approach which integrates at the community level
all the elements necessary to mske an impae¢t upon the health status
of the peoples Such an approach should be an integral part cof the
national health care system. It is an expression or response to the

fundamental human needa of how con a neraan knanwr aFf . ornd e mead adad
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in the actions required to live a healthy life and where can a person
go if he /she needs relief from pain or suffering. A response to such
needs must be a series of simple and effective messures in terms of
cest, technique and organization, which are easily aceccssible to the
people in need =nd which assist in improving the living conditicns of
individuals, femilies and communities, These include preventive,
promotive, curative and rehsbilitative health measures and community

development activities'.

B Princirles in Primery Health Care_ Approach
This ayproach can be summarizod by the folilowling general
principles which should be adhered to if Prizary health care effcrts

are to be successful:

1) Primary health care should be shaped around the life
patterns of the population it should serve and should

meet the needs of the comrmuni ty.

N
e
S—r”

Primary health cars should be an irtegrel part of the
national health system, and other echelons of services
should be designed in suppert of the needs of the
peripheral level, especially as this pexrtzins to technical

supply, survervisory cnd referral supporta

iii) Primery health care activities should be fully integrsted
with the activities of the other sectors involved in
cemmunity development (agrlc lture, education, public WOTKS,

houeing and communications).

iv) The local population should be actively invelved in the
formlation and implementation of health care activities

Ja

s0 that health care can be brought into line with local ..
needs and priorities. Decisions upon what are the cemmunit vy
needs requiring solution should be based upcn g Vcntinulng

dizlogue between the people and the servicesge

v) Health care offeved should prlace a maximum relisnce on

available community resources, especially those which have



.

stringent cost limitations that are present in each

country.

vi)  Primary health care should use an integrated approach of
preventive, promotive, curative and rehabilitative services
for the individual, family and community. The balance
between these services should very according to com unity

needs ana may well change over time.

vii) The majority of health interventions should be undertaken
at the most peripheral practicable level of health services
Ly workers most suitably trained for pexrforming these

activitiese.

4. Role of International Agencies

In conformity with the principles of primary health care ,
primary health care approach is essentially a self-help approach
relying on the resources and efforts of the community itself. However,
the programme needs a strong political commitment by the Government
with its full technical and administrative support. UN and bilateral
agenci¢s, which are always coordinating and assisting Member Governments
also have their role to play in the planning and imploementation of
primary health care programme. The respective role and area of

interest for individual agencies is given as follow~:i-

iLs CUNDE: From general development point of view.
PHC as a part of generasl development

2. VWHO: PHC as a part of general development as well as integrol
part of health delivery system.

Je UNICEFs ©PHC with relation to basic services of the children,

4, UNFPA: PHC as an instrument in delivery of family planning.

5e IBRD: Socio—economic development as a basis of health
development and health as an important contributicn

to general socio-economnic development.

cqce4—/"‘
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6. ADB: In recent trend of moving into field of population,
family planning and health, PHC found to be g fessible
area of supporte

Te BSCAP: Tnterested in PHC in the .context of the integrated

Programme on rural development.

8. Bilateral Asencies:

1) USAID
2) SIDA/SAREC
3) Ibkc/CIDA
4) NORAI

9. QOTHERS

1) League of Red Cross Societies
2) International Union Against Tuberculosis
3) World Federation of Public Health Associations

4) International Union of Nutritional Seiences ete., 8%,

xR K K K ¥ ¥
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NATIONAL SEMINAR ON PRIMARY HEALTH CARE
7TH & STH NOVEMBER 1977, NEW DELHI,

1. AGENDA & PROGRAMME

Inaugural Meeting.
Alternate Approach on Primary Health Care (Countries Experience)-
Dr. V.N.Rau.
Role of International Agencies in primsry health care- Dr. U. Ko
Health Planning Specially in relation to Primary Health Care —
— Shri C.R.Krishnamurthy.

Proposed Rural Health Scheme, concept of primary health
care as an integral part of the liational Health Service. —

) - Dr. B.C. Ghoshal,

Feasibility of utilizing'indigenous system of medicine
in primary health care delivery - Dr. P.V. Kurup.

Principles and Practice of Primary Hezlth Care — Dr. P. Diesh.

MONDAY THE 7TH NOVEMBER 1977

>, PROGRAMME

9.00 - 10,00 Hrs. - A Registration.
10,00 Hrse ' T. Invocation - R.A.K.College Students
£ T b Welcome Speech — Shri C.R.Krishmamurtt
e Inaugufal Address - Shri Rajeshwar Pre
4. President's iddress — Dr. P.P.Goel.
5s Vote of Thanks ~ Dr. B.C.Ghoshal.
11.00 Hrse - Coffee Break.
11.30-13.30 Hrs. - Plenary Session e

Cheirman — Shri K.P.Singh, Addl. Secretary (]
Presentation of the following papsirs:

1. Alternate approsch on Primary Health Car

(Country's experience) - Dr. V.N.Rau,
DuDuGoe(I.CoM.R

2, Health Planning specially in relation
to Primary Health Care -
Shri C.R.Krishnamrthy, Js(

3, Proposed Rural Health Scheme, concept
of primary health care as an integral
part of the National Bealth Services -

Dr, B.C.Ghoshal, ADG(EHA)

4
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13.30-14.30 Hrs.

TURSDAY THE 8TH

=D
4. Feasibility of utilising indigenous system
of medicine in primary health cave delivery -

Dr. P.V. Kurup, Adv. (ISM).

Discussion of the sbove papers presented .

~ Formation of groups.
-  Lunch Bresk.

— Group Discussions.

Divide into discussion group as follows:

Grouvp I Service Priorities within Primary
Health Careeo

Group II Role of Primary Health Worlkar,

Group IZI Relationship batween Primary Health
Workers and cther healih workers in
the Block,

Group 1V ormmnity Participation and Multi-sectorals
Approach. :
Group V Guidance/Supervision of Primary Health Work

{Coffee will be served in the neeting)

NOVEMBER 19677

9.%C-10,00 Hrs,

10,00-11.C0 Hrsa

11.00-11.15 Hs.
11.15-13%.00 Ers.

Plenary  Sesgion

Review of Previcus day's Group Discussions.

— Open Discussion.
Chairman -~ Dre R.M.Varma, D.D.G.(RH),
1. Role of International Agencieg in

Primery Heelth Care - Dr. U. Ko Ko,

Asstt, Director, W.H.O.
2. Principles & Practice of Frimary Health Care -
~ Dr, P. Diesh,

Coffee Break.
Divide into group g3 folliows:

Grcupé£”4~Assesemen requirements of Primaxy
hea*$a:iﬂ:kz$s — Critera for Selection
for trainings =

Group IE —Renge—of—eebivities aml lraining cf tae
Primary Health Worker, IWWWMLNVAUemjﬁzj

Group Iit géilnlng and utilisation of;workerq in

1nd1gencus systemse.

Al
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o Ve
Group I Developnent cf training materials.

Group V Reorientation training for existing
Heal th Personnels

13.00-14.00 Hrs. - | Iunch Bregk.
14,00-15.00 Hrs. jo i Plenary Sessicn.

Discussions on Group Reports.
Chairman - Shri C.R.Krishnamurthy, JS(K).

Group Rapporteurs to prepave their reports
with cocaclusions and reccmmendations.

15.00-15.30 Hrs. - Coffee Break.
15.%5)-17.00 Hrse. - Plenarzy Seggion

Adoption of conclugions and recemmendaticns

-1
ty Workshnp — Kapporteurs.

Vote of Thanks — A renresent

tative of the
Participants

BANERIL/

4ell.T
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RIMARY Health Care is essential health care

made accessible to everyone in the country ;
care given in a way acceptable to individuals,
families, and the community, since it requires
their full participation ; health care provided at a
¢ <t the community and the country can afford.

The Primary Health Care approach forms an
integral part of the country’s health care system,
of which it is the keystone, and of the overall
social and economic development of the nation
and the community. Primary Health Care attacks
the main health problems facing the community.
and does so through promotive, preventive, cura-
tive and rehabilitative actions as they are needed.
Since these actions grow out of the redl-life condi-
tions and social values of each country, they vary
from country to country. Since underdevelop-
ment and poverty are major factors in causing
ill-health, national development can contribute
greatly to better health ; specially those compo-
nents that raise the incomes of the poor, such as
rural development, agrarian reform, and the pro-
motion of employment.

Actions taken to improve health will accelerate
economic development by building community
self-reliance, overcoming apathy, improving the
quality of labour, reducing the burden of ill-
health, and expanding labour-intensive services.
The Primary Health Care approach draws largely
on community resources that otherwise would
remain untapped. At the same time, Primary
Health Care raises the standard of living of the
mass of the population by adding a component of
“health income’’, thus contributing directly to
economic development goals.

Though no single model is applicable every-
where, Primary Health Care should include the
following :

% Promotion of proper nutrition

% An adequate supply of safe water

v Basic sanitation

HEALTH CARE

A WHO STUDY

% Maternal
planning

and child care, including family

% Appropriate treatment for common diseases
and injuries

% Immunization against major infectious

diseases

Y Prevention and control of locally endemic
diseases

4% Education about common health problems
and what can be done to prevent and con-
trol them

Primary Health Care : How it works

Primary Health Care seeks to bring about the
overall promotion of health :

% by giving the individual, the family and the
community responsibility for Primary
Health Care, with support from the national
health care system ;

% by the active participation of the commu-
nity in defining its needs and finding ways
to satisfy them ;

% by using community as well as national
resources ;

% by using simpler and less costly technology ;

% by mobilizing other sectors, such as educa-
tion, agriculture, housing, public works,
information and communications and

industry.

Primary Health Care recognizes that in order
to achieve good health people must have the basic
necessities of life : e.g. enough food to eat and
plenty of safe water. It emphasizes the need for
a safe environment and for people to understand
the role they themselves can play in improving
health and in promoting socio-economic develop-
ment. This approach has evolved as a result of
the hard experience of countries in the promotion
of the health of their people.



OBM/1108

“medical systems [PHiLPS| -

Now

G '.th Ready to roll to remote rural areas,
0 Wl to schools and industrial belts all over

the mobile
ODELCLINIC

The need is urgent! .
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PRIMARY HEALTH CARE

Self-reliance and community participation

There is much that an active and self-reliant
people can do to improve their health. Indeed,
better health is not simply a commodity that can
be delivered to the people. Its attainment requires
their enlightened participation, as individuals,
families and communities, in measures to prevent,
to control and to treat disease.

The necessity for community participation has
often been overlooked in national development
and health programmes. Communities have
important resources comprising human intelli-

ce and ingenuity, labour, materials and money.
The creative use of these resources opens up
dramatic new possibilities for the improvement of
health.

Individuals and families cannot bocome real
agents of their own development unless they are
given the opportunity to identify their true health
needs, to assess the existing situation and to
suggest how problems may be solved, using all
available resources. Within a national strategy

of Primary Health Care, individuals and their
communities can help plan health care activities.
and participate in the process of providing services.
Individuals should accept a high degree of respon-
sibility for their own health care, recognizing how
the health of each person and each family contri-
butes to the development of the community. This

includes adopting a healthy life style, ensuring
good nutrition and hygiene, and proper use of
immunization services. Mothers deserve particular
attention as they carry a major responsibility for
the health of infants and children, the most vulne-
rable members of society. Within the community,
actions to improve health should provide visible
results and fulfil expectations in a short time.
This may range from building an irrigation ditch
or constructing a school, with community partici-
pation, to promoting immunization and improved
nutrition.

In many countries. the process of community
participation may lead to the selection by the
community of one of their own people to serve
as a Primary Health Care work. After appropri-
ate training and with continuing support from the
national health service, the Primary Health Care
work, who may be a volunteer or part-time, will
become the main agent for preventive and cura-
tive action in the community, with the support of
conventional health services.

Just as a part-time Primary Health Care
worker cannot go it alone, the cormmunity too
needs continuous help in many forms. The health
system must provide education and information
about the causes and prevention of illnesses.
about the implications of the solutions being
proposed and their costs. An adequate and
continuing supply of basic drugs, and adequate

1N
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PRIMARY HEALTH CARE

equipment for Primary Health Care workers is
also required.

Training of primary health workers

Training of primary health workers and the
retraining of existing workers should be under-
taken at the nearest point to their communities,
and should address itself to the most urgent local
problems. Practical and non-formal approaches
can be used in continuing education, including
learning by doing, in-service training during visits
by supervisors and frequent short courses. This
is essential because the demands on primary
© qlth workers will increase and because the
__alth situation will be changing. The training
of primary health care workers is a formidable
task because of the large numbers and because of
the variety of education techniques involved.
Hence, special preparation of trainers, who will
also participate in supervision, is a prerequisite.

New challenges to the existing
health system

Introducing Primary Health Care into all
communities will greatly increase the demands on
existing services in terms of training, supervision,
logistical support and referral care. The redistri-
bution of functions involved in the new approach
will also make for a more efficient use of health
personnel and health facilities. Professional
personnel and hospitals will no longer be dealing
with minor ailments and problems but will direct

eir resources to more complicated problems
beyond the competence of primary health workers.

To assure the success of this approach to
Primary Health Care, all categories of existing
health personnel—professional and auxiliary— will
need to be reoriented so as to gain their under-
standing and support. They will need to realize
that community level Primary Health Care is not
reducing their status and responsibilities; it is
enhancing them. In some situations, they will
need additional training in their supportive and
referral functions. The basic training of all
health personnel will also need to be reviewed and
adapted so as to fit them for different functions
at various levels of the health systems.

Appropriate technology

Primary Health Care needs scientifically sound
techniques that are acceptable to the community

and within economic reach. Attempts to bring
health care and protection to people in need are
still hampered in many places by the absence of
simple, low-cost materials, and techniques that
are designed for local conditions.

This technology must be in keeping with local
customs and traditions. 1t should be easily under-
stood and applied by community health workers
and be capable of adaptation or development as
conditions change. The identification of such
technology must be considered when formulating
a national strategy for Primary Health Care.
Such technologies now are available, for instance,
to ensure safe cold storage of vaccines, to sterilize
medical equipment in the field and diagnose
anaemia in villages. Medicinal drugs are an impor-
tant element in health technology. A model lists
of some 200 essential drugs now is available, and
can be used to select those drugs required locally
to deal with specific conditions. It is an advantage
if both drugs and equipment can be manufactured
locally.

No community need wait for basic improve-
ments in such things as environmental sanitation
until large-scale, expensive means are brought to
bear. Work on water supply and waste disposal,
for example, is already underway. Sophisticated
technology may not be the most suitable, and it is
often the most expensive; the cost is high, even
for industrialized countries. The important thing
to discover is what can do the job and what the
community can afford.

More equitable and more efficient
use of resources

In many countries today, 80 per cent of the
health budget is still spent on 20 per cent of the
population. As a result, rural people and the
urban poor are neglected and still have little
contact with conventional health systems. Only
through active community participation, and
equitable reallocation of growing national resour-
ces can maximum impact on the health of the
total population be achieved.

Scarcity of resources can no longer serve as an
excuse for not providing better health care for all
Better use of existing resources, fairer distribution
of what is available and the use of untapped
resources within the community can go a long way
to improving the situation. But community, non-
government and local governmental resources

21
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PRIMARY HEALTH CARE

must all be used, following an overall plan, for
any rapid advance can be made.

More rational use of the national resources
will also contribute to narrowing the resource gap.
More rational use means providing better referral
services, and the supplies and equipment the
community is unable to obtain for itself. If coun-
tries are to develop Primary Health Care on a self
reliant basis, most of the resources must come
from within; and along with the growth of natio-
nal resources, a process of reallocation and equi-

le sharing becomes essential.

It has already been pointed out that commu-
nity participation brings significant new resources
into improving health. Although the resources
of communities are limited, experience shows that
many communities are willing and able to pay
some part of the costs of basic health care, besid-
es contributing labour and materials. These
community resources will go directly to the
support of Primary Health Care.

But community resources are not sufficient.
Government aid is required for training, supervi-
sion, referral services and logistical support. In
most countries this means increasing the amount
and the proportion of funds in the national budget
supporting Primary Health Care. As the national
health budget gradually increases, the new money
will go to extending health to unserved commu-
nities rather than, for example, constructing
hospitals in cities.

In this new ordering of the health system, the
nation will be getting more for its money. For
one thing, there will be a reduction in preventable
diseases ; and this in itself will result in substantial
savings in supplies and staff time. Concurrently,
common illnesses which now take up so much of
the time and facilities of the health services will be
dealt with effectively and at much less cost in the
communities. Sophisticated and expensive health
resources will be used in more selective and
appropriate ways.

Food for health

More than half of the deaths of children in
developing countries are directly related to poor
nutrition and a large proportion of those who
survive are physically stunted ; for many, mental
development is retarded. Thousands become
blind from an early age because of vitamin A
deficiency. Lack of food and iron-deficiency
limits the work capacity of the labour force.
Furthermore, these nutritional deficiencies increase
the risk at childbirth both for mother and baby,
and contribute to high maternal mortality and the
delivery of small, weak babies who are sus-
ceptible to diseases and early death.

The first step in dealing with nutrition is seeing
that people get enough of the right food. Food
must be made more abundant and more accessible
to the millions who need it and cannot afford to
buy enough to keep their families healthy. This
may mean new ways of farming, new crops and
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PRIMARY HEALTH CARE

changes in land tenure. In addition to an increase
in quantity, sound education is needed to en-
courage people to make better use of locally
available foods. A handful of green vegetables a
weak can prevent vitamin A blindness. A little
iodine added to salt can prevent goitre. By careful
mixed feeding and giving young children enough
solid food, serious nutritional diseases such as
marasmus and kwashiorkor can be avoided. The
danger of malnutrition in pregnancy can be pre-
vented by giving mothers a litte more of their
accustomed diet.

Just as food is needed, so are good eating
F “its. Mother’s milk, for example, is the best
«_ . safest food for babies everywhere and breast
feeding should be encouraged. Young children’s
foods can be prepared from locally available
resources. Cleanliness in the preparation and
storage of food goesa long way in preventing
infection.

It is essential that early in life children receive
a diet that will ensure a healthy growth and an
effective immune response. Without the latter
immunization programmes Will be less effective.

The environment as an ally : Enough safe
water and a safe environment

The importance of improving the environment
so that it promotes rather than undermines the
health of the individual is fundamental to the
Primary Health Care approach. Formal health
~~+iyities and medical care cover only a very small
. tofa person’s life, even for someone who is
repeatedly ill; most of one’s life is spent working
and living far from the walls of a clinic. Therefore
the way in which people lead their lives, and the
setting in which they do it affects their health and
that of others around them to a vast extent.

Water, for example, can help a community to
health in many ways or on the other hand it can
menace its well-being. Where water is abundant
and safe, a number of diseases will be greatly
reduced or eliminated. Where water is scarce and
polluted, nothing can prevent high infant mortality
and constant attacks by gastro-intestinal disease on
all members of the community. Malnutration can
result from infestations and worms and frequent
diarrhoea.

More is needed than greater quantities of
water. Itis important to avoid polluting water
and its surroundings. The proper disposal of

human waste is crucial. This waste can become
valuable compost or a focal point for contami-
nation and a breeding place for insects that carry
disease. The water in drains, rubbish, and the
excreta of man and animals can either be used as a
resource or pose a dangerous threat to health.

Prevention of disease

The Primary Health Care approach lays stress
on prevention, which is the first line of defence
against disease and ill-health. Most of the
measures required can be carried out within the
community itself, using local people and local
resources, backed by support from the national
health service and other agencies of government.

Improvements in the environment, provision of
adequate water and proper nutrition, as outlined
above, will goa long way in the prevention of
diseases that are currently causing ill health and
death in the world.

Other programmes such as family health,
family planning and immunization against
several of the major killing diseases, can also
reduce illness and suffering, particularly among
mothers and children. To make any real difference,
immunization must reach everyone who needs it.
Steps in this direction include simplified immuni-
zation techniques, firm administrative procedures
and enlisting the help of the community, to see
that those who need protection receive it. In
many cases, better ways of producing and distri-
buting the vaccine will be needed. These have

s et
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PRIMARY HEALTH CARE

been worked out in many countries, using imagi-
nation, local cooperation and hard work.

A national policy :
Coordinated support at all levels

Although no single model of Primary Health
Care can be applicable everywhere, in all cases
there must be a national policy and political will.
Furthermore, this approach should encourage the
community to become actively involved from the
very first stages. Primary Health Care means a
close partnership between community and govern-
ment in the development of resources and health
care, and involves a continuous dialogue between

1. The community must identify itself with
the purposes and activities that are called for.
Planning, shaping of specific activities, evaluation
and modification should all be carried out with
the participation of the people.

Governm‘Fnt activities should be oriented in
order to encourage and support community
actions. These should include intersectoral plan-
ning and coordination, and the identification and
reallocation of resources to provide the personnel,
material and finances needed to support the
community.

Solutions to national and Jlocal health and
development problems can only be found through
mutual support and collaboration. "All levels of
government—district, provincial and national—
must commit themselves to coordinating and re-

allocating their resources to meet the real needs of
the people. This requires decentralization of ope-
rational responsibilities and the coordination of
sectorial activities so that the overall goal of
health through development can be achieved.
Implicit in this partnership is the involvement of
members of the community in identifying what
thay feel are the most pressing problems they face
and in determining priorities and solutions they
feel will work in their local setting. .

Health-is not a separate entity. This is why
Primary Health Care has to be unequivocally sup-
ported at the national level as part of the govern-
ment’s overall national plan for total development.

A matter of will ,

The Primary Health Care mvolves a political
commitment to reorient national development, to
direct increase resources to the under-served
majority and often to increase health budgets

substantially.
For industrialized countries, a Prlmary Health

Care approach means rationalizing their health

systems and controlling and redirecting soaring
expenditures from  hospital-based, high-cost
technology towards basic care for all. It also

means a commitment to assist the developing
countries, and particularly the least developed, in
carrying out the Primary Health Care approach,
as an integral part of rural and urban development.
The world has the resources and know-how to
(Continued on page 31)
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ESSENTIAL ELRMNTS FOR HEALTH . Cory i 55
You may ask whet, within eny range of elements, are those

thet are essential to the sttainment of heslth for 211. I

sugpest that they include sdequate food en! housing, with

rrotection of houses egpinst insects end rodents; wmter adew

cuate to permit clearliness and safe drinkingg suitsile waste

disposel; sorvices for the mrovision of ante-matal and poste

natal care, induding family planing; infant and ¢hildhool

care, including mutritional surperty irsamisetion agninst the

vajor infectious diseases of childhood; prevention and contreal

of locally endomic diseases; elementary ¢are of gll age groups

for injury and diseases; end easy access to sound and vseful

information on prevailing beelth problems and the wethods of

reventing and controlling theme

A TROADER HEALTH SYSTIEM

If we eld sueceed in providing rrimery health core to &ll,
we should be well on the wy to ensuring health for all. FPrivary
heglth care, however, camwt be offective slone; it hes to form
rert of a iroader health system, and the other components of that
systen must be organised in such a wy a8 to survord 1to needs.
This ic another dimension of the Milter-immyrdis rrocess to which
I refepred eorlier whersby problens of the periphery should
determine the content and erzenization of the more centrsl) levels
of the hanlth systen - vharess I am sure you will admit it is

0
vsually just the oprosite. S
IMMUNIZATION CF ALL CHILDREN EY 1990 w

Irmmrd zation against the comnon diseases of childhood is
enother high mrierity mosrarme. ZAgain, the Thirtieth World
Heglth Assembly set the direetion when it adopted a resclution
aimed ot enmuring thet by 1990 a1l the childyen of the world
will be provided with suoh irmamdzation. Experience has shown that
episodic mass campaigns have not been effective; rrogrammes have
to bo estatlished on & permenent besis and for this it is agmin
necesssry o have recowrse to the primery heslth care services.
Put in most countries these services will only be atle to provide
irmmnisations if a povernvent decision is teken to this effect,
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FEWER
LEARING TO LIVE VITH FEVER DRUGS

Druga - and I an not referring to nercotics-sre insepershtle

© from heglth technology, which has beeome unhily dyup-dopendent.

We must Jearn t0 live with feuer drugs if we ore teo master the

health situetion, and I think we heve shown convineingly that

we cane A rement scientific consulfation in VHO, besed on

eoumtry vigits, came to the eondlusion thet some 150 easentisl
drugs eould meet the vast mjority of health care needs. If

you want to firee yourselves from drug ecloniplism, lel vs work
togother to moke sure thet these essentisl drugs become available
40 all who need thon., To do 20 will menn fermilladting new nationsl
palicies concorning the momufeoture, quality snd priee control,
import, and export of these drugse. You will sryreciste the need
for inter-country collsborgtion witlhin the Region, a8 vell as with
other Regions, to ensure the crderly aprlicetion of this new policy
of mrogressive nationsl snd regions) selfereliance in dyug matters.

IUTRITION ACTIVITIES = A CORNERSIOME OFFRIMUPY IBALTH CARE

Melmrtrition is probably the single wmest important heelth
problen in developing coamiries. The natiomel and internationsl
heglth secters must novw come to grips with their resronsibilities
in mirition, identify t eir rroper prelitical needs, “Jefire resl=
istic policies anl styateries, gererete aprrorriate teclnolosies,
an? formiate arplicable programmes. I1If we do not sueceed in moking
effective and realistic mtritional activities a cornerstone of
rrivary health care, we are hardly worth cur selt as “ealth mgracers.
Onee more we seem to have the knowledse vt neither the palitdeal
will noy the scelsl imagination to arply it.

FROGRAME FUDGETING AT 915 COUNTRY LEVEL = A GOLOEN OPFORTUMLTY

As ancther aspect of WHO's contrilution to health develerment
in eountries, we are, as you lnow, about to introduce a new system
of programme Mdgeting and ranagenent of Wil's resources gt the
country level. The main effects of this new systen should be 0
develop the WU yrogramme ndpet in ecountries in terms of broad health
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FRIMARY HEALTH CARE

Prinary Heelth Care is essential health cere made
universally accessible to individuals and families
in the comrmmity by means acceptable to them, through
their full participetion and at a cost that the
Cormmmity and country can afford. It forns an
integral tert botl of the country's health systen

of which it is the nucleus and of the overall

socinl anid econoric developrent of the cormumnity.

Primary Health Care addresses the main health problems in
the corrmunity, providing promotive, preventive, curative and rehabili]
tative services accordingly. Since these services reflect and evolve
from the econoric conditions and social values of the country and its
cotrmnities, they will vary by country end comrmumity, but will incluc
at least: promotion of proper nubrition and an adequate supply of
safe water; basic sanitation; maternal and child care, including fam:
planning; imrmnization ageinst the najor infectious diseases; Treven
and comtrol of locally endewmic diseases; education concerning prevai
heglth problens and the methods of preventing and controlling then;
and appropriste treatment for comnen diseases and injuries.

Tn order to meke Primary Health Care universally accessibls
in the corrmnity as quickly as possible, maxirmun conmunity and indiv.
self-reliance for heth development are emsential.- To attain such se
reliance requires full comrmunity participetion in the plannming, orga
zation and rionagenent of Privary Health Care, Such perticipation is
best mobilized through appropriate education which cnalles cormmuniti
to deal with their real health problens in the nost suitable wayse
They will thus be in a better posticn to take rational decisions
concerning Privmary Health Care and to make sure that the right kind
of suppcrt is provided by the other Jevels of the natiocnal hcalth
systen. These other levels have to be organmized and strengthened
so as to support Primary Health Care with teclmical knowledge,
training, guidance and supervision, logistic support, supplies, .
inforration) financing end referral facilities including insti-
tutions to which unsolved problens and individuol paticnts can be
referred.

Prinary Health Care is likely to be most effective if it
employs meens that are understood and cceepted by the community and
applicd by cormunity health workers at a cost the corrmunity and the
country can afford. These commumnity health workers, including tradi
tional practitioners where applicable, will function best if they
reside in the comrunity they serve and are properly trained socially
and technically to respond to its expreossed health needs.

Since Primary Health Care is an integral part both of
e aemnrrls health sveter and of overall econoi ic and social
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Health for A1l by the Year 2000 4,D.
Recomrendations oZ the Group on Comaunity
nvolvement . '
(Group 4)
The Groun on Community Involvement met in New. Dell
on rarch 18, The following were prescent.
{4) De.K. 8, Sanijivi, ! Chairman
11, Link Streetbt; 5 #i o ' ’
L O COlOnY <
P%drcs 600004

(ii) ;Jr- (Ilra, 3-;)- COy:a.ji M—amebr.
C:30., King Zdward N%Porial U
Hogpital, Sardar Mudliar Road,

Rasta Path, PJMNZ -400011.

(1ii)shri. R.R. Gupta, Memebr .
Joiut’ Secretary, i
Mlnlstry of Health & F..

l\‘
(rv)Dr. Vlja] Kumar, . Member.
i ”Healhh Comnunity iadltlﬂc, ey B
Post Graduate Institute of £
hhdical Education & ’pfaﬁrc1,
Chaudigarh.,
(v) Dr. L. Ramachandran Memebr.
Director, Gardhigram Institu‘e
of Rural Health,
Jandhigram, (Bistrict ladurdi)
=3(Vi)8hri. V.N,. Kékar, . Convenor

Hamber Se

‘ Dr. R.3. Ardle, Director, Conbruhoﬁsive Rural
health Project, 7amkhad-413201 (Zistt. Ahmednagar) could no

2. 'The Group recommends that thc concept that health is n
only a basic right of man but =lsc one of his essential res
ponsibilities must be promoted VLaorOUﬁly in order to bring
about greater community involvemci:t.in health care »rogramm
The comunity 2t present looks at he=lth as the sole responc
bility of the State as somathing to be admlnlstered by the
Gov-ernment 't o tho'pﬁODle. The tcndency needs to be changed
Thetnmmunltylohoulﬂ be given the fexling that promotion: of
health is a joint responsibility to be sh red by the Govern
ment and the people. '
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3. There cannot be any uniform pettern for the involvemen
of the community in health care @ osramucs for the country
as a whole or esven for any single ragiom. [2pending upon

nezds of the situastion and availability of infrastmucture

other rescurses, the pottera of conuaity involvement will
inevitably differ from place to place.  This important thi
is that 211 sectors of the com:unity should be associated

with health care programmes at 211 stages-from planning to
utilisation of resources. The comunity should be encourag
to make monetary contributions to thesc programmes.

4. The Group feals that to bring :bout greater invovement
of the comvunity in health’ care programmes, it is importan
that entry voints, in tune with felt loc

d
identified. Once the community gets the confidence that h
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programmes will help it in meeting its ovn needs, the part
pation of the communiiy in ‘these programmes can be achizve

with less difficulty.

5. The Group recommends that in relation to community inv
nent, health care should cembrace all aspects of health and
family welfare, including maternsl and child health progra
nutrition progremmes and fanily walfare sarvices,

6. The Group feels that the community health volunteers i
in the rural scene in the recent pzst can »lay an extrenel
ful role in brincing sbhout community participations in hea
prograrmes in villagz:s. The weaknesses in the scheme as h
come to light must be removed quickly., The Group is of s
view that there should be no compromise with the essential
principles of the gcheme -viz., volunteers should not be Gov
ment functiosnari-s, they should command respect amongst th.
people they seek te serve, they shduld live in the village
where they work and thoy should be available to the commun
in 211 times of necd, The Group reconmmends that the schen
cominnity heelth volunteers should bz strengthen-d and enl.
with modifications whereov:r considored necessary.

i L
7. . The Group feels that in ev:ry villagz there should be -
-comnunity hcalth volunteers and at least one of them must
. be a woman. This is particularly essential from the point
of view of involving women in natcrnal and child care as we
as fanily planning progre-mmas, ‘ ‘

8. The Groupr fecls that the inportance of the mother for

promot ion of hcalth within the family. and, through the famn:
in ‘the comuunity as a wholzs has not received due raecognit ic
from health planners.. The mother has a vital stage in the
health of her children and clzanlincss of her home. The G
feels that speecial programmes should be designed to encour:
mothers to_cmcrge'as leaders in comnunity participation in

SEATC.
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9. Cleanliness of the body =and the =mind is an essential
concept embedded in the Indisn cultural ethos. The Group
feels that health oducation Programncs have failed to take
advantage of this situation. Furthoer, whatever be the oth
waknesses of th3531progrannas, these afe\fé;evtoa inadaqu:
and one does not find nuch 2videnca of thair existence in
society, In the cld days hyo:icne uged to be one of the
sub jects taught in schools, 4t present ‘in nost of the sta
health education has not haen included:in the formal cduca
tion systan, The Group noteos with ragrot th-t even though
at numerous conferences Yeconnendations have not been inpl
mented in most of tho dtates. The Group feels strongly th
if hsalth is one of man's basic rights and responsibil itie
health cducation rust receive its due place in the formal
cducation systen,

10. The Grouv further recomiends that health education sh.
be inducted in all Perograunes of non-fornmal education for
various sectors of the society - Viz. agricultural extensic
workers, industrial workers, coonerative societies and org:
sations devoted to social welfara, particularly welfars of
wonen ‘and childfen., The Group aiso roconmends that health
education should be Pronot ed Systematically through the Nat
nal Audit Bducation rrogranne launched by the Hinistey of
Education,

11. The Croup tock cognizance of the nedia explosion which
the country has baen witnessing for saveral years. It notec
with regret that aven though mass media Provide immense sco
for the promoticn of health care programnes and for the par
cipation of tha community in such Progrannes, these have be
utiliced only targinally and not in a systematic manner. T
Group fecls that the Governnant both at the Centre and in tl
States, should take the load in remoulding this situation,
There is daarth of films and other audio-visual media mater.
on health cducation, There is not much cvidence of large sc
and systematic utilisatjon of print nedia. Drugs and cosnet
are advertised on a massive scaled through all media. This
potential should be used in a planned and systemnatic manner
by the Governmcnt in pronoting the positive ag aspects of
health and in achievin~ greater participation of the people
in then.

s ol

12. The Group fecls that at the Qrassroots grsater usc of
interpersonal conmuniecation should be made to promota people
invelvenent in health care Programes. The Group notes that
the Ministry of Hoalth and Fanily Velfare has launched a lar
scale programne of organising orientation canps of opinion
leaders in villages in order to promotc fanily welfare. The
Group rccommends that genzeral principles | of health carc
should always find reflection in family #tfePd @fd the forur
of orientation canps should be utiligad fully to increasc the
conmunity's involvement in all health care Programmes., The
Group further reconnends that women should be sncouraged in
particular to toke part in the orientat ion training canps.
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13. The Group fenls that Governnent ~sponsoied  programics
for the involvernent of the cwmunity in health care shculd
have an in-built mechanism of evaluation. The Group furt

suggests that those responsible for conducting these prog:
mnes should be given refr-shner courses from tinme to time

(tTote: The Group did not coneider specifi
* the role of veoluntary crganisation:
corpunity participation progranne

ause this oatter is being taken up
greater depth by another group).

(Dr. X.5. Sanjivi)
Chairman.



Hezlth for All by the Ysar 2000 2.D.

Recommendaticng of the Group on Conmunity Imvolvenent

Group 4, s<dditional Note from the Chairman of the Group

The recomuendaticons of the group nrepared by t
comvenor and aprroved by me cont ain all tho point s on whic
there was unaninity during the discussions. I had circuls
to the group o note on the subject coutaining ny views, T
following two poinis contained in uy note are considered s
important tht I an sending th:se additional recommendat io
for the consideration of t he cntire National Committee on
Health for al1l,

Le In continuation of para 3 of the Group(s reconm
tions please add ‘'‘community consists of a1l ths families 1
in an area without any referem ¢ to their occupeticn or ect
mic status. In our scheme for CCHZIL ICs and i4ini Health Cet
it has been provided that cach fanily should cont ribute, or
behalf of 211 its members, 0.5% of its annual income sub jec
to a minimum of Rw.6/- per annum and a maximun of Rs. 180/-

per annuam. Here let me quote Dr. lahler, Dircctor Generzl
THO "Are thc costs exorbitant? Recent small scale studins
:’.

S
shown that consicerable improvercnts in ncople's health can
take place for as little as 0,5 to 2% of the yearly gross n
product per person-or what »nounts to a fow dcllars a year.
This is by zny standard a reasonasle cost, arcund a hundred
of what is spent on health by people in many rich countries
50 cost factors should not hincer governants whaon they cons
if, and to what extent, they should com- it thenselves to th
target of health for all by the yzaz 2000", (orld Health,
November '79).

2le The National Service corps in the various colle
should be mobilised for Mon=formal and for hoalth education
a big way. To ny mind giving thzn such Jjobs as building ro
is a rather futile exercise. It is undesrstood that most Un.
sities in India have taken = firn decision that comunity se:
should be conpulsory for every student and that marks will
actually be allotad for the sonmc. More than the decigion if
is the exact nethod of inplenent ing the decision in such a
way that the entire community gets maximun benefit, quite ap
from the good it will do to the student's motivation,

- - e .



Extracts from

Health for All : An Alternative Strategy

Major Recommendations

Objectives:

1 The objective of the naticnal health policy should be to
provide health for all by 2000 AD. This implies the provision of a
good and adequate health care system for all citizens, and especially
for women and children and poor and underprivileged groups. It also
implies a drastic reduction in the total morbidity and mortality.

In particular, it will mean a fall in infant mortality from 120 to
60 or less, and in the overall death rate from 15 to 9. These ob-
jectives and targets are realistic and feasible. But they cannot be
achieved by a linear expansion of the existing system and even by
tinkering with it through minor reforms. Nothing short of aradical
change is called for; and for this it is necessary to develop a
comprehensive national policy on health.

Aggroach:

Pia If this goal is to be realised, a major programme for the
development of health care services is necessary but not sufficient
Health is a function, not only of medical cave,but of the overall

integrated development of socicty - cultural, economic, educational,
social and political. Health alsc depends on a number of supportive
services - nutrition, improvement in environment and health education.

During the next two decades, therefore, the three programmes of

1) integrated overall development including family planning,
(2)improvement of nutrition, environment and health education, and
3) the provision of adeguate health care gervices for all and
especially for the poor and und erprivileged (through the creation
of an alternative model proposed here) will have to be pursued side
by side.

Integrated Development

A% The objoctives of integrated development are to eliminate
poverty and inequality, to spread education, and to enable the poor
and underprivileged groups to assert themsclves. This will ipclude
the following programmes.

1) Rapid economic growth with the object of doubling the
national income per capita (at constant prices) by 2000 AD.

2) Full-scale employment, including a guarantee of work
on reascnable wages to every adult who offers to work for eight
hours a day; creation of adequate opportunitics of gainful employ-
ment for women, with an emphasis on equity of remuneration and re-
servations to make up for past neglect, so that women become
'vBsBble' assets to their families. :

Report of a study group set up jointly by the Indian Council of
Social Science Research and the Indian Council of Medi-



'3) Improvement in the status of women with a determination
to check the adverse sex-ratio and to make it rise substantially
upwards, say to 927, the level it was in 1901.

4) Adult ecducation with emphasis on hiealth education and
vocational skills, the targets being to cover the entire illiterate
population in the age-group 15-35 by 1991 and liquidation of illi-
teracy by 2000 AD.

5) Universil elementary education for all children (age
group 6-14) to be provided by 1991,

6) Welfare of Scheduled Castes and Scheduled Tribes

T) Creation of @ democratic, decentrali'sed and partici-
patory form of Government,

8) Rural clectrification

9) Improvement inhcousing with emphasis on the provision of
houses for the landless and slum clearance.

10) organizing the poor and underprivileged groups.

Family Planning

a5 There should be a national Population Commission set up by

an Act of Parliament to formulate and implement an overall population
policy. The cbjective should be to reduce the net reproduction rate
from 1.67 to 1.00 and the birth rate from 33 te 21. This will imply
effective protection of 60% of eligible couples against 22% at presen
It will Aso imply a reductionm in the average size of the family from
4.3 to 2.3 children, and the eventual stabilization of the total
population at abcout 1200 million by 2050 AD. The family planning pro
gramme must be fully rchabilitated at an ensrly date:and converted
into a people's movement closely linked to develcpment, The emphasis
should be on education and motivation, especinlly through interperson
communication and grecup action. Incentives especially those of a com
pensatory character, should be widely used. While work with women
willcontinue through MCH services, intensive efforts should be made
to work with men alsc. While the health services will have a role
to play in motivation also, their madn responsibility is to supply
the nceded services and follow-up care. The alternative model of
health services has becn designed to meet these challenges fully

and squardly.
Nutrition

5% Nutrition will have to be improved through adequate produc-
tion of food, reduction in post-harvest losses, proper organization
of storage and distribution and increasing the purchasing power of
the poor through generation of employment and crganiz ation of food-
for-work programies. Great emphasis should be placed on improving the
status of women and children and special programmes should be deve-
loped for specific nutritional disorders like pron-deficiency,

anemia, or vitamin A and iodine deficiencies. In addition, supple-
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Improvement of the Environment

6:a Improvement of the environment will reduce infection, make
programmes of nutrition more effective, and help materially in re-
ducing morbidity and mortality. Safe drinking water supply will ha
to be provided tn all urban and rural areas. Goed seWwage dispersal
tems should be established in all urban areas where simultaneously,
massive programme of proper collection and disposal of sclid wastes
and their conversion into compost will have to be developed.
Similarly, an intcnsive programme of improving sanitation, with spe
cial emphasis on proper disposal of night soil, should be developed
in rural areas. Greater attention will have to be paid to town and
village planning (with special emphasis on removing the segregation
of the Scheduled Castes), and large scale programmes of housing
for the rural poor and clearance of urban slums will have to be
undertakén. Urgent steps have tc be tgken to prevent water and air
pollution, to control the ill-effects of industrislisation and to
provide better work-place emvimammert,

Health Education

T Health education should become an integral part of all gene:
education and should receive adequatc emphasis. Health education
should also be an essential component of all heslth care; and the he
care services should assume special responsibility for the health ec
tion of the poor and underprivileged groups who need it most.

Alternative Model of Health Care Services

Within the heslth sector, our most important recommendation
is that the existing exotic, top-down, elite-oriented, urban=biased,
centralized and burcaucratic system which over-emphasises the curati
aspects, large urban hospitals, deoctors and drugs should be replaced
by the alterpative model of health care services described in detail
in a planned and phased menn: r by 2000 AD. This alternative model i
strongly rooted in the community, provides adcquate, efficient and
equitable referral services, intcgrates promotive, preventive and cu
tive aspects, and combines the valuable elements in our culture and
tradition with the best elements of the Westorn system, It is also
more econamic and cost-effective,

Matefnal and Child Health (MCH)

o e MCH services should be expanded and improved, There should
be attempt tc cover 21l women and children with basic services with
special attention to those 'at risk! through an cssentially domicili:
programme. The dais should be trained and fully utilised. The MCH
staff at each level should be adequate, have spccific responsibilitii
(with an indication of priorities) and should récetive job-specific
training. Health education of the mothers should be an important
component of MCH services.



Communicable Discazses

10. Communicable diseases still form the largest cause of morbi-
dity and mortality and the fight against them should be continued
with still grrater vigour inm the years ahead. A good surveillance
system has to be set up and better coordimmted efforts are needed.
By 2000 AD, our tbject should be tc eradic-tc or atleast effectively
control diarrhoval diseases, tetanus, diphtheria, hydrophobiaj
poliomyletis, tubercu1051s, guinea-worm, malaria, filariasis and
leprosy.

Training and Manpower

11. .Under the new alternative model, the crgenization of the healt
services will be radically different from that in the existing syste
A new category of perscnnel, the Community Heolth Volunteers will be
introduced and it will be the main bridge hbe tween the community and
the services. The middle level personnel will increase very substan
tially. Very important decisions will havc to be taken about nurses
paramedicals, dcctors, specialists and supor specialists and these
relate to their numbers, quality and duration of training, and value
system. There should be adequate arrangemints for the continuous in
services education of all categories of health personnel. The
Government of India should establish, under an Act of Parliament, a
Medical and H :alth Education Commission, with comprehensive terms of
reference. A continuing study of manpower and training and taking
effective action thereon should be a major rosponsibility of this
Commission,

Drugs and Pharmaceuticals

12, There is need for clear-cut drug policy and a National Drug
Agency to implement it. The pattern of drug preduwction should be
criented to the disease pattern, with an emphasis on the production ¢
basic and esszntial =runs (especially those nceded by the poor and
urd erpriviliged groups) which should be produced in adequate quanti-
ties and sold =t cheapest possible prices. The domination of the
foreign section in drug production should be reduced further and
price control made more effective by reducing overheads and packag=-
ing costs and adcption of generic names. Thore should be strict
quality contm 1, supply of adequate drugs tc the rural sector, and a
move in the direcction to make the clients pay for the cest of drugs.

Research:

Alats The priority areas obviously are primary health care, epidemio-
logy, communicable diseases with a special emphasis on diarrhoea, en-
vironmental rescarch, and research on drugs, procblems of rural water
supply and sanitation, indigenous medicine, health implications of
industrial develocpment, and family planning. It is also necessary tc
promecte research on social aspects of medicine and especially on
economics of he-lth, joitnly under the ICMR and ICSSR. Considecrable
attention has tc be given to the development cof appropriate technoleg
Side by side, there should be an emphasis on the development of cli-
nical and basic research, particularly in the field ofbioclogy, and a
determin bic £+ build up high-level indigenous research capability
WA e vaRienn Boer mill o e il ] B e



Administration

14, It is necessery to redefine the roles of the Central and Stat
Governments in view of the large powers declegated to the local bodi
at the district level and below. Voluntary agencies will have to
function within the cverall policy laid down by the State. But the
should receive encouragement and aid, especinlly-when fighting at
the frontiers and doing pioncer werk. There will be considerable
tensions within the new health care services and need for redefinit
of roles and mutual adjustment. his is the responsibility of the
administration to secure through geod legdership and proper trainin
A new and efficient national information system should be created a
adequate arrangem:n s made for morweffectiwe coordination at all le

Financial

L5 The total investment in health services should be substantial
raised and health expenditure should rise by 8 to 9 per pent per ye.
at constant prices and reach abcut 6 per cent of GNP by 277D AD. T
existing priorities should be radically altered and the bulk of the
additional resources will have to go into promotive and preventive |
vities, in rural areas, in the development of supportive services 1:
nutrition, sanitstion, w ater supply and education, and for providin
health carc services to women and children and the poor and undéerpr:
leged groups. This will need taking of both positive and negative c
sions. While the ma jority of expenditure on health in the proposer
organization will be the responsibility of local bodies who will x
exercise financinl control, basic responsibility of financing healtt
will continue to rest with the Centre and States., An effort should
also be made to tap local taxes and individusl payments tn cover dri
cests.

National Health Service

16, The alternativeg model proposed herc is a large step in the c re
tion of a naticnal health service, but it docs not create it. In ov
opinion, the time is not ripe for the purposc and the issue may be
examined in due course, say, ten years frcm ncw. There is, however,
need tr contrcl private practice and it should not be allowed to
cmployees in the public health care system.

Conditions Esscntial for Success

17. The programme suggested here to realise the cbjectives of heal
for all is as existing and worthwhile as it is realistic and feasibl
Its success will depend upon our capacity tocreate a mass movement
and the ranks of millions ofyoung men and women to werk for dt. It
will be pro.orticnal to the extent to which it is possible (i) to
reduce poverty and ineqeality and to spread cducation; (ii) tc orga
nise the poor and underprivileged groups so that they are able to
assert themselves; and (iii) to move away freom the counter-productiv
consumerist Western model of health care =nd tc replace it by the
alternative model based in the community as is propaosed in this
Report. '



Report of the Working Group on the Role of Voluntary
Organisations for the goal of Health for All by 2000 AD.

- 1. The Working Group constituted Ffor making recommendatior
on the role of voluntary organisations in the context of th
r3oal of" health. for -g2l1l by, 2000 AD met at Nirman Bhavan, New
Delhlg on 20th Parch 1980, under the Chairmanship of Dr. k

s Raee  he llst of nartlclnants 18 attach d at annexure..

PR 157 - meetlng generally con51dered drawing attention to t
follow1ng aspects of the matter. viz.,

(i) the functions that could be assigned to the volunf
organisations in replacement/reinforceé ment of the woz
of State and Central Government systems at the field
and ;

(ii) the interaction and mutual relations between the
Governmental system and the wvoluntary organisations.

3. After detailed delloeratlonsy the follwing suggestions
emerged:

(a) Voluntary organisations in this context could be de-
fined as those organisations which are non-goverment non-pz
fit making in character, and not fully funded whether dire-
ctly or indirectly only by the Government. While private c
ganisations also fall in the general category of non-goverr
mental organisations, unless they fulfil the criterion of r
profit organisations, they could not be qualified for assi-
stance from Government resources.

(b) There is a definite and important role for voluntar;
and recognised private organisations in delivering health
care services as contemplated in the concept of health for
all by 2000 AD. The work in this field cannot be carried
our only by Government agencies; the work of all organisa-
tions in this field will require coordlnated inter-meshing t
make optimum use of all available’ resources - men, money
and materials - to the nation. !

(e) Promotion of community participation to the largest
~extend possible in order {o generate demand for health
services as well as utilisation of such services, should

; be a. common g0°1 of all organisations 1n thls regard.

(a) Voluntary or reccognised private organlsatlons will
--have a role to play in all aspects of health services, suct
as service delivery at different levels from the periphery
to the highest referral points - curative, preventive, pror
and rehabilatative, including prophylaxis coverage; educati
and motivation, including health education} training of



~para-medical or other workers, such as CHVs, Dais, etc.,

regearch into health care delivery system in all these 28 ps
including undertaking innovative approaches; field studies
to test out assumptions in accordance with their capacity.

(e) In all the functions mentioned above, the goal

of primary health caore should bhe kept in the central focus.
Voluntary organisations also should bear in mind cost effec

veness of their activities vis-a-vis governmental systems.

(£) " The need for coordination of activities of 21l
voluntary organisations with thosexof the Government is of
paramount importance. To achieve [dialogue between the
Government and the voluntary organisations it would be nece
ssary to set up Standing Committecs at the Central, Stat
-local levels. These Committees should look into =ll aspect
of work as well as relationship between the Government and
volantary organisations.

(g) here voluntary orgamisations have taken root,
duplication on similar services from- the Government could
be avoided, such as in the arcas of mini-health centres of
Tamil Nadu or similar bProgammes in other States.

(h) Recognistion of voluatary organisations for thair
work as well as for the purpose of Governmental support to
would be a proper step.  Procedures for this Purpose may ha
to be worked out.

(i) The work of the voluntary organisations must have
maximum flexibility suited to the capacity, manpower availa.
bility, areas of operation, financial strength, and the genc
ral objectives of each orgmisation. While, therefore, the:
should be no regid pattern of assitance from the Governme nt
to such organisatiens there would be need to mde availsble :
standard patterns around which changes cm be made to suit e
orgonisatinn.

(j) Voluntary organisation must be able to receive su-
pplies from the Government for general Progrsamme purposes st
as ANM Kits, vaccines for immunization, health education mad
rials, WHO Handouts, ete. 1In addition, recognition by way
of participation in policy meking bodies would 4l so give a
boost to these organisations.

¥ this and also to maintain close and continuous



(k) Only those organisations which fulfil the criteri
of voluntary onrganis sations, as’ defined above, and which have
& secular outlook and provide free ﬂCCﬁssibility to all sect
of people, should be recognised and afforded =ssistance from
the Government.

(1) In the fiecld of providing finmecid assistance to
voluntary orgenisations, ¢stablishment of an-autonomous and
financial body like the Agricultural Finm ce Corporation,
¢tc. could even be considered. Such a body could receive a ma
cornus fund by way of support from the Government as also
private grantsp including grants from foreign donors. It co
also be provided with ?nnuﬂ_ subventions. Such cornoration
make available funds in turn to voluntary orgonisations. Fo
purpose of raising funds, specizlly for hecalth coverage, tax
insurance, local cesses and people's contribution for servi
rendered according to financial stetus of the individud , co
also be considered. ! ' , : L

(m)  The need for vertical as well as horizontal link
of all voluntary organisations with thae ovs rall health infra
structure was repeatedly emphasized. : i
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COMMUNITY PARTICIPATION - ROLE OF DIFFERENT
AGENCIES IN MULTI-SECTORAL_APPROACH

by
Dr. K.S.Sanjivi _
Ex~UNICEF Consultant on Primary
Health Care

Before any discussion of the topic assigned to me is comnme
I wish to comment on the term "Community Participation" itself,
there in mocdern India the feeling, @wareness of the community 1
sense of "for a nighbourhood/body of people living in ' same loc
not in the sense of "the antagonistic religious and racial comm
in a district". Both these quotatinons are taken from the Conci
Oxford dictionary. The politicians in India should be thanked
will "blamed® be the correct term -~ for this position in which
"community" has become a dirty word =nd not understood in the s
way as it should be in any modern scciety. It is therefore ess
tial that we should as a first step rcstore a proper community
ing as an arca, neighbourhood feeling that was part of our anci

culture.

Primary Health Care must necesscrily have its origin in th
most remote villages where the problems ariss. It will be bet
therefore to talk about community acticn with participation by
Government or organised voluntary health agemcies. The progranm

should be conceived and executéd by thecommunity with whatever
technical and financial support may come from the Government uor
other agesncies.

To reiterate that the organizations for Primary Health Car
start in the villages is in comsonance with Sutton's Law, Sutt
an Australian Bank robber when asked why he was robbing banks 1
particular, gave the simple reply "boccause the money is there";
likewise the problems of health care are in the villages, and u

slums and not in New Delhi.

A distinction should be made between voluntary agencies wh
on par with the Government can be regarded as dohors, and the i
viduals in the community, the consumers cf health services who
the recipients. DOur effort should be to alter the role of the
community from that of a passive recipéent to that of an active
initiator. Therefore I shall start with the illiterate citaizer
who-to a large extent are the beneficiaries., Here the mistake
often made in thinking that an illiterate person is un-intellic
God, or if ycu like nature, has endowcd all human beings with e
basic intelligence and the villager who has not had the opporte
to go to a university is nevertheless very intelligent and cape
of providing excellent support toc the health team. IEgn SHElrasle By
WHO World Health Day's Theme on April T7th was "Health begins at
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We conducted a number of meetings, t> stress how the most imp
reliable and dedicated para-mgdical worker.in. a health team,

tte mother in the hause._ Field. experlencc ‘since then has furt
given support to this concept that if cnly she can be properl
volved many of the targets can be achieved.

In odur programme we have locel zction committees, who
have been told clearly that the health centre is their proje
to which the medical profession, with its auxilliaries, only

provided the technical skills, It should not appear to be a
paternalistic condescending gift of better off persons to the
inferiors.

The Community Health Volunteer/Lay First Aider is the. on
individual whu can make maximum contributicn to healtt educat
- In her training, therefore, we emphcsise envircnmental sanit
personal prophylactic mthods, improved nutrition with locally
available products, mother and child care, and family plannin

Talking of environméntal sanitation, one notable ares
in which community involvement has failed is in the individua
families putting up their cwn cheap latrines sven when they c
afford it.

Taking another example, the resurgence of malaria is not
due so much to the resistance developed by the mosquitoes to
pesticides or by the malarial parasites to chloroquine, as i
is due to the failure to build up the infrastructure.  The. in
structure should require every householder toc take care of th
mosquite bresding foci in his own surruundlngs and report eve
episode of fever to tte MHC/CHV. This is a clear example of
community invalvement without which public health measures ca
succeed.

We often talk of health care delivery. It should be reg
that health care cannot be delivered; it is essentially a "do
yourself" proposition. For example, drfug addiction, alccholi
smoking and sex permissiveness are four, recent important add
tional causes of disease. None of thése can be controlled in
community unless the individuals invelved are metivated to co
operate ‘in their cure and prevention, Likewise patients in n
of prolonged treatment (e 9. pulmonary tuberculosis, leprosy)c
obtain a cure even with modern, wonder drugs if they default
taking the drugs. '

Health Education therefore is of the utmost importance.
Health -Educetion specialization is a profession practically n
existent in India. It is questicnable whether we can afford
~category; every health worker should therefore be a health
- educator.

Briefly the objects of health education are (a) to educa:
people and alter the behaviour, where necessary, to promote ai
maintain their health; (b) to impart the minimum knowledge
required for people to be aware of the factors that affect he

and recognise the early symptoms of diszase; (c) to assure th
e e - o R e e T L o L T I T s T A PNV I v R = U
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1 It has been shown that it is comparatively eassy to achieuve
success in situat ions depending on techniques eg. vaccinations
mosquito control. But where techniques play only a minor part
and people must be persuaded to change theirihabits, the situa-
becomes much more' difficult eg., choice of correct food, smokin
family planning.

It will thus be.seen that health education must adopt dif-
erent appreaches and must be continucus and simple.

Most authoritizs belizve that mass media do not produce a:
consistent and good results as personal man-to-man approach. |
viously the latter will require many more teachers of health et
cation; that is why health educaticn is stress@d as the most ir
ant functicn of the CHV.

The ideal set-up for community health must prowvide for the
following essential requirements:

A health post manned by a lay first-aider/community healt!
volunteer for every 1000 population.

A male and a female multi-purpose worker for every 5000
population;

A doctor being available at the mini-: ntre for atleast
three hrnurs a day on three days a week;

The didentification of, and liaison with, a referral
hospital within a reasconable distamce.

The LFA at the Health Post is in fact the most effective |
teer in health work and all organised voluntary health agencie:
only subordinate to these Queen Volunteers, The mother in the
howse has been justly acclaimed as the most dependable medical
xiliary. In view of her importance we ensure that the LFA is
selected, trained and supervised in the proper way.

"The effects of a world wide plan of action on behalf of
.Primary Hecalth Care, extend well beyond the frontiers of healt
itself and into the economic and social: fields" said Dr.Mahler
(Director Eeneral)WHU) at Atms Hta,

Of the many facets which one may consider in "integratcd/-
rural development" abolition of illiteracy, maximised through |
Formal Education, is very ‘important and should be regarded as
project that can be taken up even by health agencies. Amaong t
reasons for the failure of community participation in health j
grammes set up for their own benefit is the lack of knowledge
the average citizen on the possibilities of modern medicine an
availability of solutiuns to his /problems. He now has conside:
fear and diffidence in reaching those who can deliver the good:
The ‘inadecessibillity to the he alth scrvices really arises out
illiteracy and, true democracy and illiteracy are incompatible
as much as the former demands on the part of its citizens a kn
ledge of all its institutions.
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Here the National Service Cocrps in the various colleges
should be mobilised for non-formal and for health education i
a big way. To my mind giving them such jobs as building roac
is a rather futile exercise. It is understood that most Uni-
versities in India have taken a firm decision that community
service should be compulsory for cvery student and that marke
will actually be allotted for the. same. More than the decisi
itself is the exact method of implementing the decision in su
a way that the entire community gets meximum benefit, quite
frem the good it will do to the s tudent's motivation.

Next in importance is the productlcn and utilisation, at
the local level, of nutritional nccds -obtainahle from agri-
culture (staple carbohydrate); horticulture (vegetables and f
animal husbandry (milk) and poultry (edgs).

Unorganised community/citizens/sharing an old ¥radition:
customs is not to be given up for the western models of CEﬂtI
impersanal, official ridden institutiens. CHARITY is te %r1r
as SHARITY, the CH as in Chicago. The poorest citizen in a v
state need not ask for charity; he is entitled to share the
available resources/facilities with the richest.

The challenge is tofind the scluticns for poverty and ag
local community action, under proper gu1dance and leadership,
can cure the latter atleast and that will®%an essential fore-:
for curing the former, Shultz (Royal College of Medicine, I
national Ccngress Symposium No. 24, P. 57) has underlined the
importance of stressing on self intcrest which is a natural
and an intrinsic aspect of human nature.

Ergonomics is the management of people. It is time cne
forgets New Delhi, metropolitan elite and concentras. on the
pcor pecple where they live and change their attitudes if
passible.

We have nc doubt that a very effective way of involving
community,iis to get a monetary contribution from each family
The principle of obtaining such contributions from the commur
is no longer disputed.. No Government in the world can offer
provide all health services free, i.c. on its own general re\
Besides such a personal conttributicn will ensure the cooper:
and wholesome participation of the community, Any service wi
is entirely free at the point of consumption is bound to be
abused and is bound to encrmously increcase in cost year afte:
year, as has been demonstrated in UK National Health Service,

In our scheme of Medical Aid Flan and Mini Health Centre
it has been provided that each family should contribute, 0n
behalf of all its members, 0.5% of its annual income subject
to a minimum ¢f Rs 12/= per annum and a maximum of Rs 200/~ pe:
annum, Here let me quote Dr.Mahler, Director General cof WHO:
"Are the ccsts exorbitant ? Recent small sceale studies have
shown that cunsiderable improvements in people's health can
place for as little as 0.5 to:2% of the yearly gross nationa:



IR T

This is by any standard a reasonable cost, srocund a hundredth
what is ppent on health by pecple in many rich tountries. So
factors should not hinder Governments when they consider if, a
tc what extent, they should commit themseclves to the target of
health for all by the year 2000" (World Health, November '79)

In additican, at the Health Posts manned by the Lay First
Aiders, which form an integral part of the Mini Health Centre
there is a providion for collection of 25 paise from the patie
for the symptomctic treatment given by the LFA., Pat ients nonrm
seek curative trcatme nt only from the Mini Health Centre and ti
go to the LFA only when a sudden symptom arises at odd hours a
she gives the symptomatic treatment, bascd c¢n the complaint, f
ance only after cellecting the 28 paise.  She &alsc tears off g
coupon, writes on the back, the name, the ccmplaint and the tx
ment given, The LFA has been provided with a Hundi box in add
toc the kit bag. The Hundi bex has two slits, une for the cgin
the other for the coupon, -The supervisory .staff open the box
fortnightly intervals; the coupon provides both a financial an
technical check on the LFA's performancc., This charge is to
ensure that the LFA is not taxed without a real need., She has
been empowered to waive this payment in a really poor patient

enter the fact on the coupon.

The pre-payment plan is better than payment for each serv
A combination uf both systems is effect d when 0.5% of the ann
income is charged for the ocommunity health programme and furth:
charge, if any, made when the need for referal arises,O0f: couu:
it is understood that while the family will contribute =ccord:
to its ability to pay, the services provided will depend on t
medical needs and will have no relation to the quantum of the
family's contributicon.

It is therefore imperative that, on behalf of their emplo:
the Central and State Governmts should offer 0,5% of the sala:
of each employce living in the MHC area. This will be taowards
individual's/cemmunity's contribution and will have nothing to
with the expected Government grants (totalling 75% from the Ce
and State Governments) to meet the annual recurring expendituxe

Likewise the 0.5% contribution on behalf of imustrial worl
covered by the ESI Corporation must be transferred to the MHC
entitled to it.

I began by saying the community initiates and the Governm
should participate; likewise at the end I wish to focus = evalu:
not on the lowcst level of the LFP/ACHV but on the highest leve.
For example, will Governments and ESI Corporaticn contribute o
behalf of their employees? As regards the financing of health

there are sev.ral methods which need to be urgently evaluated
particularly on their contemt of preventive services. These
schemes like, the- Central Government Health Scheme, The Empluye
State Insurance scheme, the "awards" given by large employers
the Life Insurance Corporation and the Naticonalised Banks real.
provide very little for prevention of disease and maintenance ¢



)
(@)
ae

Finally, lst us consider organised vuoluntary associations
It is good to remember that voluntary health agencies have ple
a significant role in the «development ©f lealth care in India.
Their main asszts are (a) in their capacity tc enlist the senm
of devoted wcrkers, particularly doctors, (b) to tap private f
cial rescurces for the development of hzalth and (c) towrk ol
operational cxpériments due partly to the perscnnel they can
command and partly to the grater academic and administrative f
dom they ordinarily enjoy. Their mein handicap is the inadeqt
of financial resources available and this inadequacy is incre:
continuously because private charity is being spread too thinl
over an ever increasing number of vcoluntaery crganisaticns. |
is obvious, thnemefore, that tte voluntary crganisations can pl
a very vital part in the reconstruction of health care if the
three principal assets menticned marlier are recognised and
oped to the full and if their principel handicap is obviated
through special financial assistsamce.



l-

(4 O 77

“Heatn e AL By _&Qooo An

C ontents

Strategies for health for all by the yéar 2000 - India

Report of the joint WHO/UNICEF Meeting on Strategies for
Health for all by the year 2000, New Delhi, 24,30 June, '80.

Community Participation - Role of different agencies in
Multi-Sectoral approach - by Shri K. S, Sanjivi, Ex-UNICEF
Consultant on Primary 'Health Care,

Report of the Working group on the roles of Voluntary
Organizations for the goals of Health for all by 2000 AD

Report of the Group on Voluntary Organization to achieve
health for all by 2000 AD.

Health for al1l by the year 2000 AD. Recommendations of the
Group on Community Involvement.

Report of the group on Community Involvement To Achieve
Health for all by 2000.

Extracts from: Health for all ¢ An Alternative Strategy -
Major Recommendations.

Report of a study group set up jointly by the Indian Council
of Spcial Science Research and the Indian Council of Medical
Research, New BReMH¥, 1980,

Extracts from: Health for all : An alternative strategy -
Issues and Conclusions.

Report of a study group set up jointly by the Indian Council

of Social Science Research and the Indian Council of Medical
Resmarch, New Delhi, 1980.

- ——— —



..
\0
.

3.3.5 Every Primary Health Centre area has 2-3 or even more dispt
saries of allopathiec/ayurvedic/hcmoeopathic system. More and mor
such dispensaries are being opened. It is envisaged under the MP
scheme to have ore male and one female health assistant at one ouw
of every four sub-centres (one male and female assistant for 20,0
pppulatirn). It is propsed that all ‘the dispensaries functioning
in rural areas would bé brought under the PHC Complex. It is pro
posed to accept the concept of having & Subsidiary Health Centre
every 2500 rural population on uniform basis. A subsidiary healt
centre would consist of staff of present dispensaries, one health
assistant female, one health assistant male, and one male and one
female multipurpose worker, These subsidisry health centres woul
undertake all the functions for about 25,000 population, which at
present are being carried out from the PHCs., The number of subsi
diary health centres required on the basis of one centre for abou
25,000 gepuletion by 2000 A,D.would be abnut 26,960, These sub-
sidiary health centres in future would provide laboratory support
to Malaria, Tuberculosis and Leprosy prugrammes, services for
vasectomy operation and IUD inserticn and to attend to common min
obstetric emergencies. It is envisaged that the subsidiary healt
centre would be the most peripheral unit manned by a properly gqua
fied doctor.

3.3.6 At present Primary Health Centres form the nucleus of prov
ing health services in rural areas. These are about 5534 PHCs
functioning at present in the ¢country, cach covering a populatio
between 80,000 to 1,25000. It has been found that these PHCs are
unable to provide adequate health coverage to such a large segmen
of population. Additional PHCs would be established onwards in
a phased manner suo as to have one PHC for every 50,000 population
In particular, the PHCs wculd be equipped to provide basic labora
tory services, facilit{es of certain surgical procedures like vas
ectomy, tubectomy MPP "inor surgical intcrference required in ob-
stetric cases and facilities for trezatment of ailmerits of infancy
and childhood,

3.3.7 While the infrastructure, as detailed above, it is consi=-
dered adequate to provide primary health care to rural populatior
it would need tc be backed up by proper referral services, It
has already been decided to upgrade onc out of every four PHCs, c

o sub-district-haospital into a rural hospital. Next referral pc
would be district hnspitals, which would provide services in all
major specialities and diagnostic facilities. It is proposed the
each district houspital should run a spcial cut-patient glkinic to
provide consultancy and diagnostic services for cases referred fi
rural area and certain number of existing be ds in these hospital
may be reserved for these referral cascs.
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RURAL SERVICE DESIGN_FOR_PHC
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3.3.8 In India about 21% of the total deaths are in the age grou
0-1 year and anocther 10.4% among the age group 1-4 years. Keepin
in view the major csuses of deaths, the main health programmes t O
achieve the long term objectives are:

i) Matecrnal Care: The particulsr emphasis in this progra
would be to provide ante-natal care, prophylaxis against nutritiec
-paluna and tetanus, availability of a trained personnel of natal
and post-natal care.

ii) Infant and Child Care : The infant and children care
programme consists of health education of the mothe rs, prophylax
against diphthcria, whooping cough, tetanus and tuberculosis,
extensive usc ¢f rehydration therapy in case of diarrhoeal discas
provision ofor the treatment of fevers and respiratory diseases
and special programmes to take care nf nutritional deficiency
diseases,

A comprehensive school health programme would be launc
which could cover regular health check up of school going childre
education about personal hygiene and provisiocn of the treatment ©
sick children.

iii) Naticnal Malaria Eradication Programme.

iv)iiIntensification of the Tuberculosis programme for
detection and treatment of all effected cases, wider coverage wit
B.,C.G,vaccination and health edwazition.

v) Leprosy Eradication programme would include screening
of population for detecticn and bring under treatment all cases
suffering from leprosy. The Programme would cover the rehabilite
of the leprosy cases and health education of the community to ren

the social stigma associated with the disease,

vi) Diarrhoeal Disease Control Programme would inclucde
education about personal hygiene, environmental sanitation, pro-
vision of potable water and extensive use of oral rehydration
mixtures.

vii) Prevention of Blindness Programme: the programme inclt

regular check up provision of Vitamin /. prophylaxis and service.
facilities in rural area through mobile tcams.

4, Support Mcasures

4.1 Technical Sﬁpport

T R In order .to provide the nedessary trained man_power an
participate in continuing education of health persaonnel, therec a:
390 training schools for the Multipurpose workers, with an annua.
training capacity of over 13,000, 33 promotional schools fo~ the
training of Health Assistants, 20 Nursing Colleges to train. "ub
Health Nurses end Sister-tutors, 44 Hecelth and F,W.Training cent.

provide refresher and orientation training to the P,H.C.Staff.

_____ L T, T S L e



s 12

4,1.2 The country has adequate capacity to ‘train required medi
man-power and specialists through its 106 medical colleges.

4.%3 The various professicnal organisations like Indian Medic
Association, Trained Nurses Associaticn of Incia and others arrar
refresher training to their members.

4,1.4 In India, besides the government, large number of volun-
tary organisaticns are engaged in providing health care to the
people. The full advantage would be taken of these organisations
by fully co~ordinating ®heir work with the efforts of the Gover-
m~pnt in providing health care to the people.

4,165 The spcialised U.N.Agencies like UNICEF, UNFPA, WHO,
UNDP are assisting Inrfia in various aspects of health programmes,
Full advantage is taken of their technical expertise in developir
the programmcs for achieving Health for All.

4,2 Managerial Support

4,2.,1 The managerial support tc the primary bhealth care programs
at present is provided by the Central Institutes, particularly by
National Institute of Health and F.W., All India Institute of Hy«
and Public Hcalth, Calcutta, Gandhigram Instdtute of Rural Healt
and F.W., Gandhigram. It is proposed to strengthen these Institi
fuxther so that they may také up the follcwing functionsj-

i) Review the training programmcs of various health
functionaries;

ii) Participate in planning, implementation and evalua.
ticn of primary health care programmes;

iii) Undertake training cof the trainers and provide guidance
tc the principal training institutes;

iv) Develcp training methodolcgies, training aids and
material;

v) Operaticnal research studies on Primary Health Care
System and utilization of manpower and facilities.

vi) Impact of the primary health care programmes on the
health status of the community.

Ale2ie 2 In additi.n, the support is alsc available to the hcalt
sector from the national institutes in the field of Management,

Public Administration, Communication, Man-power Development and

Training. '

b s The managerial support for the Primary Health Care deve
lopment and implementation is also derived from exchange of info.
mat ion and observation visits by the planners and programme mana
to the other countries particularly the countries of the South

East Asia regicn, which have much in common in the field of heal
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4,3 Research and Development

In India the research in the field of health is co-ordinat:
by the Co-ordinaticn Committee constituted by the Ministry of
Health & F.W. The Committee provide guidlines and identify the
priority areas, The research councils, Indian Council of Medic:
Research, Indian Council ofRessarch in /yurveda, Rescarch Counc

in Unani, Ccuncil of Research in Homocopathy cocordinate the
research work in theit respective fields., Besides this the op-
erational rescarch is being carried cut by the different univer
sities and medical colleges., Priocrity is given for the operati
research in the field of primary health care delivery system,
appropriate technology and management informaticn system.

4,4 Informaticn

In order to meet the requirements of planners and adminis -
stators, a properly built up informaticn support is indispensab.

’

4,4,1 Medical Care Programme

Date 'generated through medical care programme are useful
not only for efficient management, planning and evaluation of m
care programme but alsc for working out a morbidity and mortali
pattern of the community and EpldemlJl ygical studies as reasona
accurate diagnosis of disecases is available. The requirements
medical certificztion of causes of deaths and uniform classific
tion of discascs is not uniformly obscrved by all hospitals.

It is proposed to strengthen the medical record keeping
in hospitals and tc adopt the Ninth Revision of Internati nal
Classificaticn of Discases and new lists for tabulation.

4,42 Health Man-powers

Formulaticn and implementation of a realistic National
Health Policy nceds assessment of available health man-power an
training facilities are essen ial. .t present registration of
professional by the statutory councils in respect of doctors, n
dentists and pharmacists is the main source of informaticn in
respect of these categories. Council of Scientific and Industr
Research undertakes volunbkary registraticn of highly qualified
Indian doctors abroad and those returning to India. Studies to
estimate the stock of health professicnals and the extent of
brain-drain is undertaken by the Institute of Applied Man-powex
Resesarch. Inspite of these efforts health Man-power data are
not quite satisfactory,

It is propcsed tc strengthen the present mechanisms and
to establish man-power units at the Central and State levels
tc coordinate the collection ¢f infowmmation and develop the
data eccllecticn on health man power, particularly in respect
of mere categcries of health personnel, about whom no informati
is collected at presemi.
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4,4.3 Epidemic Intelligence:

National Diseases Control Programmes of Malaria, Filaria,
Tuberculosis, Leprosy, Cholera, Trachoma, E.P.I. Disease and S.T
have developed suveillance mechanism with a view to facilitate t
containment. However epidemioclogical services are not yet well-
developed. It is proposed to collect regularly statistics of ca
and deaths of about 20 communicable diseases on countrywide basi:

4.4,4 Primary Health care:

i) It is proposed to strengthen'the existing mechanism of
collection of hesalth information generated from rural communitie
through basic health workers,

ii) Community health survey registers and village or town
pecples to provide socio-economic and demographic situation of t
community are being prepared. They would be further consclidatz
provide useful summary data on distribution of population by imm
nisation status, family planning practices, nature of disabiliti
chronic ailments, occurance of communicable disesases, maternal a
child care, vital events, health education activities and many
other useful informations,

4,4,5 Surveys and studies:

In order to meet the requirements, data from official hea
statistics would be supplemented by special surveys and studies,
particularly in the fields where the information is not being co
cted routinely.

5 Generation amd Mobilization of Resources
5.1 Human Resources/Development

5.1.1 Based on the health infrastructure required for the deliv
of primary health care and back-up services required to support
a long term plan to meet the requirements of trgined manpower hg
been drawn up. The country has developed the potential to train
the required number of medical, paramedical, auxiliary and volur
workers and it is proposed to put them in position in a phased
manner during the next two five-year development plans (1980-85
and 1785-90). Necessary training facilities have also been crec
to provide the trained trainers for manning the various traininc
institutions.

5.1.2 The programme of re-orientation of the health workers anc
primary health centres Medical Officers has been made an integre
part of the training programme in the new health plan. It is
proposed to provide - even to ten days reorientation to all the
personnel every year. The re-oreientaticn to the health personr
would be provided by the Basiec Training Institutimns in collaboa
with the district level health persomnrdl.
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5.1.3 In wview of the very large number of Community Health Vol
eers (CHVs) it is not proposed to provide them dinstitutionalisc
re-orientation training. The re-orientation training of the CI
is being carried out in batches in the periphery by the medical
officers and Hzalth Assistants for one day every monthe -This.i
supported by a "correspondence course", which deals with the he
problems indicated by the CHVs themselvas. This programme has
been launched from October 1979 and at present done an quarterl
basis, but it is proposed to make it monthly in future.

5.1.4 The programme of health educaticn of the community is
carried cut through group and inter-personal communication by
field staff. In addition,over 50,000 crientation camps are he
every year, Each camp is attended by 40 community leaders who
in turn arc expected to pass on the knowledge toc the community
members. In addition, full use is made of mass media like rad:
films, T.V. and print media to educate the public regarding the
health problems. The Mass Education and Media Division of the
Ministry of Health & F.W, and C,H.E.B guide and provide techni
support to the similar units in the States to carry out the he:
and population education activities.

5.2 Financial and Material Rescurces

To meet the increased requirements of financial and mater
resources in the health sector following steps are proposed to
be taken:

Hedis | nghur budgetary provisions for health sector.

S5+2.2 Preferential allocatlon for thc-unserved areas and popu.
"tion and to the programmes specific tc the needs of vulnerable
section of the community.

5.2.3 Maximising the available resources by the adoption of
appropriate technology.

5.2.4 Involving the community and encouraging them to partici
and share some of the cost of primary health care.

5.2.5 Co~ordinating the programmes'with the efforts of volunt:
organizaticns engaged in providing health care to the communit

5.2.6 Utilizing all the trained man-power and facilities avai.
under the vaficus Indian systems of medicine for the delivery
primary health care.

Digew Taklng advantage of the assistance available frum forei
sources, internationzl agencies and T.C.D.C. for the developme
and implemzntation of Primary Health Care Progmmmme.

Budgetary allocetions for IV, V and VI Five-Year Plans as
well as preliminary projection of Resources Estimates are give
below:
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I Table I Showing Budgetary Allocations for Health
during the Year ( 1969 - 19B83)
e IV Plan V Plan VI Plan
(1969=1974) (1974 -1978) (1978 - B83)
(In Million of Rupees)
(A) ~ Public Hecalth e
i) Rural Health 765(17.5%) 1203 (17.6%) 4900(36.89
ii) Communicable
Discascs ;
Control 1270(29.3%) 2651 (38.9%) 4500(33.,8;
Total 2035(46.7%) 3854 (56.5%) 9400( 70,6
(B) Others
(including
Urban insti-
tutions etc,) 2304(53.3%) 2962 (43.5%) 3900 (29.4
Grand Total 4339 (100%) 6816 (100%) 13300 (100
Allocati n for Nutrition and Water Supply are shown in Ta
II below:
II. Table II Showing Plan Allocation_for Nutrition -
and Water Supply Sanitation for the period (1974~
V Plan VI Plan
(1974-1978) (1978-83)
(in Million of Rupees)
(A) Water Supply and Rural - 1940 3470
Sanitation Urban - 3800 4060
Total - 5740 7530
(B) Nutritiocn 1156 1745
III. Gross approximations of resourccs needed for attainment

of HFA/2000 amount to 71820 Million of Rupees over and abc
the current level of allocaticns for 1980 - 2000.

Thus,

there will be an average shortfall of 17,955 million of
Rupees per each five-year plan peiied:
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6 Inter-Sectoral Collaborative Mechanism

The National meeting on India's strategies for achieving He
for All appcinted separate Working Groups to recommend the mechan
for intra and inter-sectoral collaboraticn and they have recommen

6.1.1 Setting up of a National Coordination Committee for Health
for All under the Chairmanship of the Prime Minister with ministe
of all the economic and social welfare Ministries as its members.

6.1.2 A committece to review the progress of Revised Minimum need

Programme (R.M.N.P) pas already been constituted under the Chair
manship of Cabinet Secretary., This committee would appraise the
implementaticon of thke R.M.N.P in respect of health, housing, wate
supply, sanitation and scial welfare programmes.

6.1.3 To bring about meaningful coordination irn the plan approac
and implementation of programmes by various concerned Ministries,
a Standing Coordination Committee under the Chairmanship of Advis
(Health) Planning Commission should be set up with Jaoint Secretar
of the concerned Ministries as memMbers.

at

6.1.4 Similar committees should be set up State and District lev

T Monitoring and Evaluaticn

Tl In view of the high pricrity given to the rural health prog

the need for doveloping an efficient organization for monitoring

evaluation is well appreciated. The steps to build up such an oz
zation would involve:

7.1.1 Improvement of system of Maintenance of records and data
reporting from periphery.

7.1.2 Standardisation of definitions, reporting procedures an d
tabulation plans.

7.1.3 Improvement of system of storage, retrieval and data handl
7.1.4 Providing in-service training toc health statist'ical persor

7.1.5 Establishing machinery and mechanisms for sample surveys
and special studies and programme evaluations. .

e The indicators to be used initially would:

T e Heglth Status Indicatbrs

Like Deathh Rate, Birth Rates, Infant Mortality Rate, Chil
Mortality Rate, Maternal Mortality Rate and expectation of life
Births.
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7.2.2 Health Organization_Indicators: would cover health organ

zations and health manpower in rzlation to population.

7.2.3 Health Service Indicators: would be in particular relati

tn the -national he=zlth programmes Tikeei-

percentage

percentage
natal care

pcrcentage
socnnel

percentage

population covered by E.P.I

Ll
of expecta'nt mothers provided anti-
prophylaxis against anaemia and tetanus

of deliveries conducted by trained per-

~f couple using contraceptive methods

number of fever cases investigated

number of tuberculosis, leprosy cases detected and
brought under treatment, and soc on.

7.2.4 Health Impact Indicétors

These would include disease specific morbidity and morta.
particularly in respect of prevatent communicable diseases.
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STRATEGIES_FOR HEALTH FCR_ALL BY THE YEAR 2000 * .,
- INDIA

1¢ Main Health and Health Related. Problems

1 India is a vast country with a population of 646 milli
(estimated as _on 1st March, 1979) and density of population of
about 196 sg.Km. Though the rate of population growth in the
decade has come down from 2.24% to 1.95% per annum and is like
to go down further to 1.64% per annum by 1991, the population’
projection indicete that the country's population would incred
abaut 799 milliocns by 1991and to 917 millions by 2000 A,D. Ov
78% of the country's population is settled in'575936 villages,
nearly half of which have a population of 500 and less. Even
amongst urban population, there are only 370 towns with popula
tion of 50,000 'and over, remaining of the Urban population re-
side. in small towns. Children in the age group 0-14 constitut
little over 40% of the total population. There is a vast dis-
parity in dispersal of .population from areas to areas. While
density of. population in States of Kerala and West Bengal is
over 500 per.sq.km., it is less;tham50 per sq.kme. in Mimoram,
Arunachal Pradesh, Manipur, Meghalaya, - Nagaland, Sikkim and’
Andaman and Nicobar Islands. , + -

y ¥ Only 32.93% of the.total popUlation constitute the wor
ing population resulting in a higher dependancy rate. -Being p
dominantly agricultural country about 70% of the working: popul
tion is either ‘cultivators or africultural laboyr. Employment
among women is extremely low, only 17.36% of the working popul
tion is female. Per Capita G.N,P for the year 1977-78 was onl
Rs 1163 and per capita availability of foodgrains only 472.6 g
Using caloric consumption as a norm it is estimated that 48%
of the rural and 41% of urban population is 'living below the
poverty line. Unemployment is estimeted to be 20.6 million
person years during 1978. - The concept of poverty is wider .and
includes 'not only those unemployed and poor but also those who
are fully or partly employed and earn very little because of 1
productivity or low wages. Therg are certain disadvantaged gr
in society like scheduled castes and scheduled tribes, which
continue to suffecr from social disabilities and poor economic
status. :

R Inspite of primary education being compulsory and con-
certed national efforts, literary rate continue to be low- onl
39.44% male =and 18,69% female being literate., While literary
percentage has increased appreciably in the recent years, the
number of illiteratées is estimated to around 387 millions, -
majority of them belong to 304 group.

¥ Report of the Joint WHO/UNICEF Meeting on Strategies for Hea
For All By the Year 2000, New Delhi, 2430 June 1980.

Copies produced for dissussion purposes at the National Confer
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xix) Encourage research on alternate appraches to health car
delivery systems and a discovery of simple lowwcost™ app
ropriate technology. i L

xx) To provide legiélation support wherever necessgry. .v

2.2 Sgecial and _egconomic_policies: The social and economic pol
of ' the Government are directed towards:

2.21 Launching of new economic prugramgL through country's Fiv
Year Devclcpment Plans toc focus attentidn on twin DbjECthLS of
increasing producticn and promoting social justice.

2.2.2 To make the reduction of digparities of all kinds - soci
economic and regional - one of the central objective Df develop
planning. '

2.2,3 To direct the planning to solve over a period of time th
problems of the poor of all communities, expecially tribal, har
backward communities and regions.

2,2.4 Provision of fuller employment as a surest means of prom
greater social justice, by augmenting agricultural productivity
vigorously implememting land reforms.

L S Vlgornus efforss to implement the 20 point socio-economi
programme launched by tle Govbrnmant.

2e2eb Mery high priority to the r=J.g,men1:a:c~y education programme
increasing enrolment for secondary cducation with vocaticnalisa
the secondary stage, and additicnal facilities for weaker secti
of society and in backward areas for university education; and
strengthenlng of national adult Ldu@atlon programme.:
v, .

2,2.7 Launching of Integrated Rur®I Development programme with
social services inputs,

2.2.8 Special development plans "Tribal sub-plans" for the dev
ment of tribal economy.

i®

2.2.9 Special services for the welfare of backward clasécs.
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3. Miin Long=Term Programme...-.-

3.1 Dbjective

3.1.1 General Objectives:

i) To provide improved health care delivery system to make
primary- health care services available to all by 2000 A.D.

ii) To make people conscious of their health needs and to
make them plan and participate in the health programme.

iii) To improve the standards of environmental sanitation
and personal hygiene leading to reducticn in incidence of di-
seases and healthier life.

iv) To improve maternal & child health services,

v) To create awareness about the need and advantages of
small family and encourage adoption of contraceptive practices

vi) Control/eradicate common communicahle/and infectious
diseases.

vii) Bring down by about 50% death rate; and maternal and in
mortality rates,

JoFe2 Specific objectives "

Showing targets of "Health for All by 2000 A.D."

Present 2000.A
Crude Death rate 1451 9.0
Infant mortality rate ! 129 Below 60
Perinatal mortality rate 60-109 30-35
Preschool (0-5 years) death rate 35-40 10
Matarnal Mortality Rate (MMR) 58 ‘Below 2
Life BXpaétancy at birth g?fé y 64 yr
Birth-weight below 2500 g. 30% 10%
Crude birth rate (per 1000) 3312 21.0
(1978) ;
% Effective couples protection 22.0° 60,0
Net reproduction rate 1wl 1.0
Natural growth rate 149 1.26

(1978)
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Present - . 2000 A,

Family size 4,3 55

% pregnant mothers rural receiving ; : P
ante-natal care 46,3% 100%
§%: (estimate)

% of deliveries by trairmed birth
attendants ; ' 10-15% 100
(estimate)

% population with protected water supply R 10 100
L 8@ 100
% population with sound excreta disposal R 10 50
U 34 100
Immunisation status )
percentage coverage of pregnant i
mother and infants)
SR T 21% 100
b) DPT 51% 100
c) Polio 18% 100

3.2 Approaches:

3.2.1 The main objective will be to proviqe better health care
services to the rural areas and poor people.

3.3.2 People has the right and a duty individually and mllect
ly to participate in the development of health. Governme nt an
the medical professions would help theé pecple in realisation o
their responsibility by providing a large band of health worke
from among the community itself to take care of basic health
needs of the community.

3.2.3 Government recognises the need for more equitable distr
bution of health rescurces, and in order to correct the past
imbalances, preferential allocations would be made for developi
health facilities in rural areas. Even while developing healt
services in rural arcas, priority would be given to satisfy fi
and foremost the hzalth needs of mothers and children and of w
er sections of the society.

3.2.4 The main emphasis would be on preventive, promotive and
rehabilitative aspzct of health which would be integrated with
the functions and responsibilities of all those institutiocns,
wHich at present -are providing only curative services,

3.2.5 In providing primary health care to the people, full
advantages would be taken of the traditional methods and tech
ques which are scientifically sound, familiar and acceptable t

the community, and casy to adopt. For this purpose, the facil
D e I o I g R R 2 Sl o T S L | R U, B s oo o | dQ\/Q]ﬂDEd in 'FH%ME‘B
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under different Indian system of mediciree would be fully: utilisec
in the delivery of primary health care.

3.2.6 Primary Health care would form an integral part of the hec
system. Proper linkage would be established so that the tetal he
system supports the primary health care programme by providing

consultation on health problems, referral of patients to local ar
more specialised health institutions and supervision and guidance

3.2.7 The further expansicn of health facilities under different
systems of medicine would be so planned and c cordinated that they
support and complement and not compete with sach other in prov1d1
health care.

3,2.8 The medical education would be reéstructured to give it a
positive bias towards community health.

3.2,9 The traiming programmes of health workers has been modifie
to give it a special orientation and technical training to meet t
health needs of the population, they are tc serve.

3.2410 Education, motivation and provision of services for incre
sing the adaptation and practice of contraception would form an
integral part o the primary health care system.

3.2.11 The pace of providing safe, adequate and potable water
supply to the villages would be accelerated.

3.2.12 Appropriate technology wculd be developed for adoption fc
safe disposal of spent water and human-wates to improve the sani-
tation, i

3.2.13 Necessary guidance and support would be provided to weake
sections of the community for construction and improvement of
housing facilities in wvillahges.

3.2.14 In order to facilitate planning, evaluation and implement
of the naticnal health plan and policies, the health information
system would be strengthemed and streamlined.

3-2.15 The evaluatiocon system would be BQuilt up,ro that the imple
tion.of the policies, strategies and the plans of action can be
tored and their impacké in improvement uf the health status of pec
can be assessed, ,

3.,2.16° The Primary Heealth Care programme would be fully coordin:
with other socic~econcmic programmes like Integrated Rural Devel
ment. Programme, Nutrition Programme, Integratea Child Development
Scheme, National Adult Education Programme, which have been laun-
ched by different Ministries/Departments cf the Government.

3.2.17 Various sccial and voluntary organizaticons working in ruz
areas would be encouraged to participate in the implementation of
the health plans and the delivery of the primary health care.

3.2.18 No linear crpansion of curative services in urban areas
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except in few cases where the need for such expansion is justifi
on sound principles of need and priority. Ip such cases urban
areas would be ecxpected toc meet a part of the cost of these faci.
lities.

3.3 Health System:

<P It is estimated that by the year 2000 A.D., the populat.
cf India would incresase to 917 million - 674 million rural and 2.
million urban, The subsequent five year development plans of thi
country would take ipto account the need nf health infra-structu:
required for the delivery of the primary health care to this inc
sed population. The health inf rastructure envisaged would be a
follows: “

Jstdie 2 The Governmemt has already accepted the policy of creat
a band of voluntary health workers by training persons selected |
the community under the Community Health Workers Scheme. It is
proposed to train about 5.8 lakhs CHWs cduring the present plan p
1980-85, so as to have one CHW for every village. Thereafter Go
nment prcocpose to continue the training programmes for creating il
creasing number of health guids/health promoters in rural areas.
who can take up preventive and promotive aspects of health care
on voluntary basis.,

3.3.3 The'dais (indigenous birth attendants) training programme
has already becen intenwified and it is proposed to train 5.8 1lal
dais by March, 1983 so as tc have one trained dai for every vill:
Realising that in large number of villages, there is more than or
dai functioning ot present and each dai is traditionally attachc:
to only limited number of families, the dais training programme v
be continued beyond 1983, with the aim of training all the dais
practising in rural areas. There are certain parts of the count:
where indigenous dais dec not function and their role is performet
by elderly women of the family. A programme through village Wome
clubs would be launched tu educate them regarding the needs and
of expectant mothers during ante-natal, pre-natal and post-natal
periaod, "
N
3.3.4 It has been accepted to have a health sub-centre with cne
male and one female multipurpose worker for every 5000 populatior
There are about 50000 sub-centres by the end of Year 1979-80. It
is proposed to have additicnal 30,000 sub-centres during the plar
pericd 19685-90., Based on the present norms, cocuntry would need
about 1,34,800 sub-centres by 2000 A.D which would mean establist
cf 23,000 additiunal sub-centres after 1990, These may be openec
during the pericd of 1990-1995, sc that the norms of having cne
subcentre for every 5000 rural population on 2000 A.D. populatior
base is achievcd., At present the functions of a sub-centre are
limited, and it is not able tc meet even some basic health needs.
It is proposed that the facilities in future would be provided at
all the sub-centres for IUD inserticn, and simple laboratory in-
vestigations like routine examination of urine, for albumin and -
sugar, The MPWs would be trained for this purpose. Creation of
those facilities would undergo long way in greater acdceptance of
IUD and detecticn of common complications of pregnancy.
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WILL PRIMARY HEALTH CARE EFFORTS BE
ALLOWED TO SUCCEED?

H. K. HEGGENHOUGEN*
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London WCIE 7HT, England

Abstract—It is suggested that the consequence of following Primary Health Care (PHC) principles as
guidelines for health care development must of necessity lead to socio-economic and political restructuring
in most countries. We are well aware that health status is determined more by the social and economic
situation of population groups than by curative health services. The holistic approach of primary health
care includes a concern with such factors. PHC, if it is to succeed, must ultimately lead to a reduction
in the greater benefit for the few to the greater benefit for the many. This will receive strong opposition.

The situation of a PHC programme in Guatemala is presented as a case of PHC efforts which were
succeeding being violently opposed. This is compared with PHC development efforts in Tanzania where,
unlike Guatemala, there has been a conscious effort at restructuring the society and where national
development policies are in tune with PHC principles. The future of PHC in Tanzania will depend more
on whether or not the organization and management of selection, training and implementation processes,

and the minimal available resources, will lead to success, than on whether or not it will be allowed to

succeed.

It is concluded that the situation in most countries comes closer to that of Guatemala than of Tanzania
and that many people and institutions in hierarchial, non-egalitarian societies will spend a great deal of
energy to prevent PHC programmes from succeeding. This forces us to consider the promotion of PHC
in a much more serious manner than we might wish.

It is my contention that the natural consequence of
accepting Primary Health Care (PHC) principles as
guidelines for health care development must be a
restructuring of the socio-economic conditions exist-
ing in most countries of the world [1]. In the light of
this one must ask whether or not the implementation
of PHC concepts is really possible. Will PHC efforts
be allowed to succeed? Most countries do, of course,
profess a desire to improve the health status of their
populations. Much verbal support is given to the
PHC approach and many countries have formulated
national PHC plans. It is espoused as the most
appropriate means for achieving ‘Health for all by the
year 2000 [2]. But the degree to which such efforts are
being allowed to be implemented depends on existing
national political, as well as socio-economic, charac-
teristics.

PHC is not only a matter of curative medicine and
that which we have come to think of as preventive
medicine, but is concerned with active health pro-
motion and development activities:

The practice of medicine is only a small part of the total
pattern which includes responding to total community need,
whether that be in the field of agriculture, marketing,
housing, home-crafts, nutrition, family planning, schooling,
transport ... " [3].

It is by now a well established fact that such
improvements as clean water, enough food, a min-
imal economic level, environmental sanitation and
the like, are the crucial factors affecting health status.
McKeown, in his review of health statistics from

*The views expressed in this article are those of the author
and do not necessarily represent those of the institution
with which he is associated.

England and Wales over the last several hun
years has clearly shown this to be so [4]. Tt i
course, these ideas which are being restated ir
various declarations of PHC.

The concern of any government advocating ]
should be with making changes to improve the
situation of communities. Such improvements
quite often the consequences of basic changes i
social and economic situation of particular p
lation groups, and are related to issues of s
justice, equal access to available resources and
return for one’s labour [5].

As such PHC is nothing new. We may recogni
PHC principles much of the philosophy express
Virchow more than a hundred years ago. “Med
is a social science and politics is medicine on a
scale” [6], and more recently by Dubos [7] and ©

[8] 3

“ _health and illness are to a considerable «
determined by the existence of a particular mode of
and economic organization ..." [9].

The growing acceptance of the (renewed)
perspective is not only a challenge to medical
health professionals but to anthropologists and
social scientists as well [10]. As Foster states.

“On the surface, at least, it looks as if the time is prof
for anthropologists to play an increasingly important
international health programmes™ [11].

Even if PHC is only a fad or a hopeless and ir
sible dream, rather than the enduring enterpri
may wish it to be, social scientists must now tal
opportunity to have their voices heard and to
concrete contributions to the processes of |
development (in planning and implementation a
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as in evaluation) which draw on the holistic perspec-
tive for which there was only limited receptivity in the
past [12]. If social scientists, who attempt to under-
stand the ‘human condition’, are to participate in
these processes they must be concerned with issues of
Justice and human rights—with analysis and exposi-
tion of exploitation, and they must discuss (health)
development in terms of such analysis [13].

A few countries, such as China, have attempted
revolutionary restructuring of the total society. With-
out necessarily holding these countries up as para-
gons (the reality does not always mirror policy!) PHC
efforts related to such general development operate
within quite different parameters than health devel-
opment efforts in countries which do not profess such
encompassing reconstruction policies [14].

Despite the common pronouncements of broth-
erhood, equality and freedom, most countries are not
engaged in social reconstruction but are quite clearly
maintaining stratified socio-economic as well as po-
litical structures which benefit the ‘haves’, not the
‘have nots’. In these societies, PHC, as ultimately a
social enterprise, may be seen as subversive and even
revolutionary.

A great deal of reliance has been made on the so
called barefoot doctor or Village Health Worker
(VHW) to provide PHC services to village commu-
nities [15]. In all too many cases, however, such
services have consisted almost exclusively of simple
treatment for a few diseases. This does, of course,
constitute a real service as McKeown states:

The conclusion that medical intervention is often less
effective than has been thought in no way diminishes the
significance of the clinical function. When people are ill they
want all that is possible to be done for them and small
benefits are welcome when larger ones are not available [16].

Curative medicine is what people themselves want
and providing this is usually what official and
unofficial national and local decision makers see as
the rightful role of health workers. Provision of
curative medicine is also held out by the authorities
as a sign that they are concerned with, and are doing
something to improve, the health of the population.
But putting plasters on boils will not reduce the
number of sores which will fester. It does not attack
the underlying causes of disease prevalence. It does
little to improve the overall health status of the
community.

To bring about such improvement is a difficult
task. It is not achieved through the kind of health
care which can be delivered by a technically capable
health worker, at whatever level, through an injection
or other clinical treatment. It requires active engage-
ment on the part of the people themselves and
changes within the structure of their community. One
of the functions of the PHC workers, therefore, is to
increase people’s awareness of their own situation, to
help them to recognize problems and to develop a
reasonable and jointly agreed upon plan of pro-
cedure. Some have called it a process of ‘con-
scientization® [17]. Health workers

... must create in the people an understanding that they
have the ability to solve most of their problems themselves,
that assistance is available when it is needed and that
occasionally public action is necessary. . .. The challenge is

H. K. HEGGENHOUGEN

to increase the people’s control over their enviro
[18].

We know well enough, however, that the sit
of rural communities is not entirely controlled
people in those communities themselves. Ce
what is necessary is self-help action and char
health related behaviours. But there are other ¢
forces at work, such as the manipulation of 1
prices and the control of resources by a rulin
[19]. Can or should VHWs also motivate their
neighbours to influence or to improve the re
ship which exists between the villagers and
forces?

If a VHW takes on the role of PHC worke

broadest sense he/she may be seen, accord
David Werner, as:
“...an internal agent of change, not only for heal
but for the awakening of his people to their human p
and ultimately to their human rights. In countries
social and land reforms are sorely needed where opp
of the poor and gross disparity of wealth is tak
granted it is possible that the health worker knows ar
and thinks too much. Such men are dangerous. They
germs of social change™ [20].

Some may ask if we have the right to motivate
to discuss and encourage changes outsid
confined arena of medical care. Should issues s
improved marketing mechanisms, buying c
atives and land tenure questions be include
many countries this will mean stepping on dan;
ground. It may mean that VHWs, and the vil
they motivate, put themselves at risk—at r
repression or even open violence and brutal rej
[21]. Such reprisals to health workers in
Bangladesh [22] and in Guatemala [23] testify
danger involved. Many have been killed, and
intimidated and forced to abandon their work
answer is not simple.

Following the PHC approach does not nece:
mean that VHWs should forcefully challenge e
power structures nor that VHWSs should be r
tionaries; much can be done conservatively. Bt
not always easy to anticipate what the reactio
be to a group of people which becomes mor:
reliant and less susceptible to manipulation
outside. This article addresses the question,
PHC efforts be allowed to succeed?” by desc
the fate of a project initiated in the Departmc
Chimaltenango, Guatemala some twenty year
by a private voluntary agency. This progr:
focused on the selection, training and use of VH
promotores de salud—who worked on a par
basis in their own communities of Cakcl
Indians. More than 859 of the population c
Department is Indian. But the programme
also involved with agricultural improvement
operatives, water development schemes, Maf
and Child Health services and additional'y
hospital for the Cakchiquel population [24].

The philosophy of this programme is summ
in the statement:

... the service is for others, on their terms, at their le
understanding. in their language, and with their best ir
always the important stake in the deal . .. nothing gen
will happen in the offering of total community m
services until such services are dispensed generally t



will PHC efforts be allowed to succeed?

unsophisticated on the patient’s terms, and not by the
sophisticated powerful who sell medicine as a commodity at
their price [25]".

This programme was controlled by a board made up
of the Indians themselves. Indian peasant men were
chosen by their own neighbours for training and
returned to work on a part-time basis in their villages
as health workers. Once a week they participated in
a half day continuing education session and once a
month a skills evaluation exam was required for them
to be able to maintain their status as VHWs. The
training programme began and ended with a week of
classes, but the core of the instruction was carried out
during one day per week for a year at the pro-
gramme’s hospital and clinic facilities in the town
centre. It was deemed important not to remove the
trainees from their villages for too long. The pro-
gramme does receive some funding for its various
activities but:

« _even if all costs must be bornec by the patient,
the . ... programme demonstrates that many communities,
which could otherwise not afford a physician, can support
medical services delivered by non-physicians™ [26].

It was felt important that the service should be
something the villagers themselves could control and
support.

Village people tended to trust, understand and rely
on the VHW because they identified with him as one
of their own. It was significant that health workers
were also peasant farmers dependent for their liveli-
hood on cultivation before they were practitioners
and as such were integral members of their commu-
nities. This understanding of the community and
intimacy with the lives of its members, was crucial.
When treated by the VHW the villagers said they
understood the treatment since it was administered
by one of their own, in their own language, and in a
style and setting familiar to them, interspersed with
the full range of gossip that occurs in ordinary
conversation. The VHWs practised a simple form of
Western, cosmopolitan medicine, but it was framed
within the socio-cultural milieu of the patients the
programme Serves.

The programme continuously impressed upon the
VHWs that although the importance of curative
medicine should not be minimized, it could not by
itself break the cycle of poverty and repeated ill
health [27]. Thus the involvement in agriculture, land
tenure, water, sanitation and other village efforts
beyond the narrow confines of medicine was con-
stantly encouraged. This programme helped in mak-
ing the Indian population in this part of the Gua-
temalan Highlands increasingly conscious of their
own collective situation. And, with increased commu-
nication between different Indian communities
throughout the country, they recognized that their
own situation was quite similar to that of other
communities. A severe earthquake in 1976, in addi-
tion to causing a great deal of destruction and killing
more than 20,000 people, also seems to have in-
creased communication between Indian groups, and
prompted various self-help activities. Villagers real-
ised that they could take certain actions to improve
the situation within their own communities so that
they would have less of a need, for example, to

become seasonal migrant labourers on the lowle
plantations.

In one village a co-operative venture was start
In another an agricultural improvement project.
still another a chicken project; several villages
wells and installed piped water. A few joined toget
and were able to buy a piece of land which 1
worked co-operatively. Here and there the spirit
self-help and co-operation in bringing about sn
development efforts blossomed and began to impr:
the lives of those involved.

Many of the health workers as well as other vill
leaders and special ‘improvement committees’, W
in the forefront of bringing about such project
their villages. Most still spent their time treating tl
sick neighbours and dispensing medicine but as
philosophy of the programme was based on a holi
view of health other activities were also seen by tl
as central to their health work. It is after
significant that these workers are called ‘promot
de salud’—promoters of health.

At the end of the 1970s and during the first y
of the 1980s certain factions within Guatemala
came increasingly concerned and threatened by tl
activities which seemed to improve the lot of
Indians. The repression and sporadic violence Wi
had been at a relatively low level throughout
1960s and 70s started in earnest [28]. Those villa
attempting to make changes were called unpatri
traitors and communists by those who benefited f
maintaining a suppressed and dependant Indian |
ulation. Most villagers were quite ignorant at
such political theory, however, and were simply
volved in bringing about some small improvemer
the lives of their families and their neighbours. P
military gangs from the towns invaded the c«
tryside. Houses were destroyed. The incidenc
torture and murder increased, reaching a new
during the Lucas regime of 1978-1982.

The VHWs were some of those particularly so
out in their villages for reprisals. Many were ki
Eleven of the 49 VHWs in the Chimaltenango
gramme were ‘climinated’ and members of
families were killed. Many went into hiding [29].
were far from being revolutionaries in the true s
of the word. They were not involved in aggre
actions, either armed or unarmed, against the |
lords or others with power and privilege outside
villages. But in attempting to make changes in
villages and become more independent and
reliant they were seen as threatening the exi
power structure.

Why were these self-help activities more th
ening now than before? The answer may be fou
the fact that although Indians have been acti
efforts to improve the situation in their villages
long time it is only recently that a collectiv:
national, consciousness has developed. Accordil
Shelton Davis, what had taken place was a:

«  transformation from a local, community based
nomenon to a national political movement [and it i
which] has led to the recent political violence against I
communities' [30]. -

Until recently Guatemalan Indiags drew their
tity from their own village, or from the town to v
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it related, and did not have substantial collaborative
ties with Indians elsewhere. Changes did, of course,
occur as a result of the revolution in 1944 and during
the more egalitarian governments of Arevalo and
Arbenz which recognized the rights of the Indians.
During this time a few Indians were elected to local
political office. This political participation, the activ-
ities of the labour movements (e.g. the formation of
the National Peasant Federation of Guatemala) and
the agrarian reform bill which gave rise to local
co-operatives had significant impact on the Indian
population. But at the time of the coup in 1954,
which brought a return to a successive number of
repressive regimes, a national movement had not
been established among the Indian population.

It was not until the mid-1970s that co-operatives,
growing out of the Catholic Action movement—
originally an ‘anti-communist and anti-protestant’
movement—again flourished. Politically, Indians
made great strides through their participation in the
election of 1974 when they won a number of mayorial
seats. More significant than municipal victories, how-
ever, was the election of an Indian representative
from the Department of Chimaltenango to the na-
tional congress, the first time that this had occurred.
This represented not only a ‘first’ in Indian represent-
ation from Chimaltenango but “it marked the begin-
nings of political co-operation among Indians across
municipal boundaries™ [30].

The 1970s also saw a rejuvenation of the labour
movements and at this time these consciously at-
tempted to establish bonds with the Indian popu-
lation. In 1978 the Committee for Peasant Unity
(CUC) was established which was the first or-
ganization to unite Indian and non-Indian peasants
alike.

Village improvement schemes throughout the
country were now no longer simply viewed within a
local context because:

“by the end of the 1970s a major political mobilization had
taken place among the Guatemalan Indian population. The
social and economic horizons of this population had not
only been expanded by the activities of foreign missionaries
and participation in rural co-operatives, but also new
alliances had been formed among socially conscious Indian
leaders, opposition political parties and an increasingly
militant labour movement™ [30].

Such political participation and collaboration on the
part of the Indians were not tolerated and as a
consequence anyone promoting village improvement
projects, no matter what their nature, was suspect
and treated violently.

In March of 1982 Guatemala had a change of
government*. The Chimaltenango health programme
which had come to a stand-still in 1980 is beginning
to partially function again; at least the hospital and
clinic and some of the other activities are operating.
Many of the VHWSs, however, are still inactive or in
hiding. They are fearful that they or their families
may come to harm should they again actively resume
their health work.

It is claimed by the Government and in the inter-
national press that the rate of violence which charac-
terized the Lucas regime has now been greatly

*This regime was in turn overthrown in a coup in 1983.

reduced and that there is a renewed sense of
in the country. Others are not so optimistic, h
especially not with respect to the Indian poj
[31]. There are still reports of repression, killi
even village massacres [32]. Amnesty Interr
has claimed that at least 2600 people wer
during the first six months of the new regime [.
number of Guatemalan Indians in the refuge:
in Chiapas, Mexico, continues to increase da
number of displaced people within the cour
been stated as numbering in the hund:
thousands [34]. The situation in Guatemal:
fact it is in most of Central America, is critic
future is at best uncertain.

What the future will hold for this progra
difficult to say. But it seems quite clear that
the individual workers were killed, not becat
were political revolutionaries, but because the
begin to show some form of success in terms
goals. I believe it was precisely because the:
efforts were succeeding that they were rej
They were not allowed to succeed! As Oscar G
one, has stated, “it is regrettable that in all to
countries the interests of the few are exce
destructive of the health needs of the man
Bryant, in 1973, raised the same issue:

Health is but one of a number of social benefits ¢
populations are deprived, and any inquiry into the
redistribution of those benefits should be concerned
basic structure of society, the way in which p
balanced, and the extent to which there is a late
ingness to share that power and those benefits [36

One is justifiably sceptical about whether t
willingness to share such power and whethe
with power will come to see it as their interest t
more equitably available resources.

The socio-political background and the
devastating situation in Guatemala can not
plored in detail here, but must be understooc
considering the prospects for PHC in that c
(numerous sources exist for this purpose) [37
temala is not unique, however. In any hiera
and non-egalitarian society PHC efforts, v
seen within a local or national context,
repressed when they begin to succeed, since su
necessity implies an attack on existing socio-p
and economic structures. The violent repres:
the VHWs in the Chimaltenango Programme
course not a direct result of, nor proportional
threat their activities represented to local elit
these activities were associated with those of
throughout the country which at this point i
temala’s history could have succeeded, collecti
restructuring the total society.

Some may well ask if the attempt at cre:
successful PHC programme was worth it; if t
in terms of death and fear, which still remair
worth whatever advances were made. Was it
the slight (and temporary) improvements in tl
of the people? Are the people really any be
now than before? In many ways the situation
Indians today is immeasurably worse than it
years ago and only they themselves can
whether whatever advances and *whatever ne
sciousness and determination gained were ‘wc
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In comparison, the development of a PHC pro-
gramme in a country such as Tanzania is quite a
different matter [38]. It is true that there are many
problems to be faced in that country as well, and that
people with power are not eager to share it: the
‘Bwana Mkubwa’ (big man) syndrome still exists.
Nevertheless from Independence (1961) onwards,
Tanzania was concerned with restructuring the whole
society and, since the Arusha Declaration [39] in
1967, which formed the blueprint for Tanzania's
development, an emphasis has been placed on self-
reliance, on ‘sharing the little we have’ and on
extending social services to the rural sector. The
equitable distribution of health services was a major
concern and health was seen, already then, as an
integral part of an overall social and economic devel-
opment process. It is quite a different matter to
develop a PHC approach within such an atmosphere.
Here the main problems are lack of drugs and
transportation—of limited resources—and problems
in management and organization [40].

In:1974 the final stages of a ‘villagization® pro-
gramme was carried out with the objective of locating
the total rural population in villages [41] instead of
being dispersed in isolated settlements. The main
justification for this transformation included the pro-
vision of educational, water and health care services.
It was stated that although every person had a right
to such services they could not be provided easily to
widely scattered populations living in settlements of
only a few households each. Except for a relatively
small nomadic population rural Tanzanians now live
in 8300 villages and in more than 3000 of these there
are government health units.

Hospital services continue to account for the larg-
est share of the health care budget but since the late
1960s, and throughout the 1970s, a definite shift has
taken place. Health resource allocation for the rural
sector was only 20% in 1971 but more than twice that,
at 42% in 1981 [42]. From 1972 to 1980 the number
of urban doctors increased by 43%, (to 598) whereas
the doctors in rural areas increased by 1539, from 216
to 547 during the same period. The number of Rural
Medical Aides (RMAs) increased five and a halfl
times to 2800 in the rural areas and there was a
ten-fold growth of rural health centres and a near
trebling of rural dispensaries (Table 1). In 1979, it
was found that 929 of the population were within
10 km, and 70%, were within 5 km, of a health facility,
and 45% had such a facility within their place (village)
of residence.

Despite the vast improvement in the rural PHC
infrastructure health statistics have not shown
marked improvement in many areas [43]. It is recog-
nized that this is not simply related to the func-
tioning, or non-functioning of curative services but is
tied to a number of other factors such as the avail-
ability of food as well as inadequacies of preventive
and health promotive services. Attention is being
focused on the improved functioning of existing
health units and stafl through special training pro-
grammes and operational research [44].

Even with improved functioning of existing units it
remains that these exist in only one third of the
country’s villages and that time and limited economic
and manpower resources make it unrealistic to think

Table 1. Development of rural health care infrastructure in 1
zania 1961-1980

Target  Actu

1961 1972 1980 198

Health centres 22 99 300 23
Dispensaries 975 1501 2300 260
Medical assistants 200 335 1200 140
Rural Medical Aides 380 578 2800 231
MCH aides/village midwives 400 700 2500 207
Health assistants 150 290 1800 68

From: AFYA, United Republic of Tanzania. 1982, Country Re
of Tanzania. Prepared for the WHO Workshop on Prin
Health Care, Ethiopia, 1982.

of a dispensary, let alone a health centre in ev
village within the foreseeable future. Attentior
re-focusing on the selection, training and use
village health workers. These are the Wahuduma
Afya vijijini, now known as Community Health I
moters (CHPs). The newly re-formulated Natic
PHC Guidelines document, which was preparec
1980-1981, is centrally concerned with establist
CHPs in the villages without an official health fac
[45].

Community Health Promoters have existed in T
zania for some time with a substantial numbe:
them being trained since the late 1960s. Many
those trained in the late 1960s and in the 1970s 3
relatively young men and women with at lea
standard seven education. They were not part of
official health system but were voluntary wor
who were to receive some financial support from
village in which they worked. In most villages
support was not forthcoming, or at least only irr
larly so and in very small amounts. Supervi
support from within the village and perhaps r
significantly, from health personnel within the ofl
health system, was sporadic (or non-existent).
CHPs often felt isolated and as if no one particu
cared what they did. Drugs were often in short su
and even when transportation to the district hos
was possible, sufficient drugs might not always
been obtainable there either. These and other f
lems were the reasons for a relatively high drog
rate so that only a small proportion of those tre
remained active for long. :

The new national PHC Guidelines have atterm
to overcome some of the problems of the
programmes of the past and of those existir
present. It is now proposed that, allowing for reg
differences and being sensitive to specific nee:
individual communities, a relatively standardize
months curriculum be carried out for CHP tra
in all parts of the country. The training should
place in health centres, dispensaries (and ¢
opment colleges/institutes) rather than primar
district hospitals, with a substantial portion
time also spent in the trainees’ home villages.
selected are preferably to be older, married and
established than those trained in the past. A
deal of emphasis in the training programmes sl
be placed on ways in which to provide preve
services and means by which to motivate villag
carry out health promotive activities. Some fo
payment gf an honorarium will be established t
government without necessarily making the
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full-time employees as such: the post is still seen to be
voluntary.

Recognizing the need for supervision, a great deal
of time is being spent in preparing PHC Coordinators
and in setting up a coordinated PHC system at
division, district and regional levels, within which
CHPs can function. Greater involvement of villagers
is also foreseen.

Training in how best to carry out preventive ser-
vices is emphasized, as are methods for the provision
of regular supervision and support. The or-
ganizational structure which can facilitate the various
aspects of supervision and support, continuing edu-
cation and motivation, regular drug supply, record
keeping and monthly reports, planning and evalu-
ation, is being readjusted. Although CHPs would
essentially remain voluntary and not official employ-
ees of AFYA, such a structure would strengthen the
linkages between the village health posts and the
dispensaries and health centres.

Such linkages are extremely important as too often
the tendency in many countries has been to equate
PHC simply with CHPs; as if PHC is something they,
and they alone, should do, with the rest of the system
going on as before. Obviously, CHPs are, and should
be, carrying out PHC efforts on the village level, but
such efforts can best be carried out if they are
inter-linked with services guided by a PHC approach
at other levels within the health care system.

Tanzania has made a strong recommitment to a
PHC approach and has decided that as a part of this
approach, which implies providing health services
equitably to all the people, the training and use of
CHPs must continue to be central. A restructuring is
taking place and the PHC orientation is being
strengthened at all levels. What is important is that
the PHC plans are seen as part of the overall socio-
economic development of the country and that there
is a national political will supporting the changes
necessary for making PHC successful.

This is not to idealize Tanzania. Tanzanians them-
selves would no doubt think such a presentation of
their country foolish—the devastating economic situ-
ation, for one, has had drastic repercussions through-
out the whole structure of the society and in all
sectors. But it remains true that the existing devel-
opment policy, despite its shortcomings, is one which
is very much in tune with the overall policy of PHC.
The question here becomes not so much whether or
not a PHC programme will be allowed to succeed, or
a successful programme will be allowed to continue,
but rather whether organization and management of
selection, training and implementation processes, and
the minimal available resources, will lead to success.
These are problems of a different order from those
prevailing in Guatemala.

Most developing countries in the world probably
fall somewhere between Guatemala and Tanzania.
Unfortunately there are probably more countries in
which PHC programmes will nor be allowed to
succeed than those in which such programmes will be
slow in achieving success because of lack of resources
and organization. The implementation of PHC calls
for social change in village communities. If the
definition pronounced by the Alma Ata Declaration
is to be taken seriously, it must be tied to *...the

H. K. HEGGENHOUGEN

overall social and cconomic development of th
munity” and be a development process wh
pends on the people’s = . . full participation . .
spirit of self reliance and self determination™ [4
we know well enough that many people and
tions in developing and developed countri
expend a great deal of energy to prevent suc
grammes from succeeding.

But whether PHC efforts receive only mil
opposition or the kind of repression which too
in Guatemala we are now quite aware that tf
be resisted in one form or another. The Guat
situation is but one example which forces us |
the promotion of PHC in a much more
manner than perhaps we would wish. The v
proceed should, of course, be distinct for pa
situations but I believe we can only respond
affirmative to Ray Elling who states:

“To look aghast at WHO, or smile wryly to one's se
idea of truly supporting PHC would be to give in be
battle has been fought. Will we cooperate with the
wish to avoid the kind of fundamental social and
economic changes in the world system as well as i
changes which will be necessary to achieve health for
will we get in the act to bring about such change

Acknowledgements—1 greatly appreciate the comir
colleagues and friends; they are not responsible, h
for the final version of this article.

REFERENCES

1. Doyal L. and Pennel 1. The Political Economy of
Pluto Press, London, 1979. Especially pp. 2
“...the demand for a healthier society is, in it:
demand for a radically different socio-economic
(p. 297).

2. WHO/UNICEF. Alma Ata—Primary Health
Report of the International Conference on |
Health Care, Alma Ata, U.S.S.R., World
Organization, Geneva, 1978. Mahler H. Health
by the year 2000. Wid Hlth Org. Chron. 29, 4
1975.

3. Behrhorst C. Thoughts on community services
production physically deprived nations. Mimeo.
altenango. 1973.

4. McKeown T. The Role of Medicine, Dreams,
and Nemesis. Blackwell, Oxford, 1979. McKinl
Epidemiological and political determinants of
policies regarding public health. Soc. Sci. Me
541-558. 1979. g

5. Gish O. The political economy of primary heal
and “Health by the people™: an historical explc
Soc. Sci. Med. 13C, 203-211, 1979: “As lon
remains essentially impossible to deal seriousl
existing social and property relations, so long
remain impossible to alter significantly the healtl
of the world’s poorest, say, one billion people™ (j
Navarro V. Justice, social policy, and the |
health. Med. Care XV, 363-370, 1977.

6. Ackerknecht E. Rudolf Virchow. Johns Hopkin:
Baltimore. MD, 1953.

7. Dubos R. Man Adapting. Yale University Pres
Haven, CT. 1965. Dubos R. Mirage of Health.
& Row. New York, 1959.

8. Engle G. L. The need for a new medical m
challenge to biomedicine. Science 196, 129-136,

9. See Ref. [1]. p. 44.

10. National Council for International Health ¢t
Medical anthropolgy lends unique perspective tc
national health. Inr. Hith News October, 8, 1982
C. The anthropological contribution to primary



16.
17

Will PHC efforts be allowed to succeed? ;

care research. Presentation to the Conference on Strate-
gics for primary health care rescarch in developing
countries. Copenhagen, 1983.

. Foster G. M. Applied anthropology and international

health: retrospective and prospective. Hum. Org. 41,
189-197, 1982.

. Heggenhougen H. K. The future of medical anthro-

pology. In Technical Manual on Medical Anthropology
(Edited by Hill C. E.). AAA, Washington, DC, In press.
Heggenhougen H. K. and Mandara M. P. Primary
health care/village health worker programmes—the role
of anthropologists in planning and evaluation.
Presentation to [UAES Congress symposium: Anthro-
pology and Primary Health Care, Amsterdam, 1981.

. “Anthropology . . . must give direction to change (away

from exploitation), it must define and show us how to
improve and how to progress. It must be employed to
combat self-righteous missionary conversion steeped in
ethnocentrism and the mindless progress of Icarus. It
must combat heavily against exploitation based on
greed that causes us to rob others while unwittingly
bankrupting ourselves. Based on its special focus of
attempting to understand ‘the human condi-
tion’, . = . Anthropology must help us understand
change and progress in terms of realistic, contemporary
needs of human beings”. Heggenhougen H. K. Health
care for the ‘Edge of the World". Ph.D. Dissertation,
New School for Social Research, New York, 1976.

. Sidel V. and Sidel R. The delivery of medical care in

China. Scient Am. 230, No. 4. 19-27, 1974. Sidel V. and
Sidel R. Serve the People: Observations on Medicine in
the People’s Republic of China. ]. Macy Foundation,
New York, 1973.

. Bibeau G. New doctors for new health care delivery

plans in Africa. Paper presented at AAA Meeting,
Cleveland, OH, 1979. Djukanowic V. and Mack E. P.
(Eds) Alternative Approach to Meeting Basic Health
Needs in Developing Countries. WHO, Geneva, 1975.
Drayton H. New types of health personnel for rural
areas; some experiences in the Caribbean and Ve-
nezuela. Paper at the Pan American Conference on
Health Manpower Planning, Ottawa, Canada, 1973.
Storm D. M. Training and Use of Auxiliary Health
Workers—Lessons from Developing Countries. APHA,
Monograph Series no. 3, Washington, DC, 1979. Walt
G. and Vaughan P. An Introduction to the Primary
Health Care Approach in Developing Countries. Ross
Institute Publication Number 13, London, 1981.

See Ref. [4] p. 7.

See the writings of Paulo Freire, e.g. Pedagogy of the
Oppressed, Penguin Books, London, 1972. Werner D.
The village health worker—lackey or liberator. Paper
presented at the International Hospital Federation Con-
gress, Tokyo, 1977, in which he states: “The role of the
village health worker, at his best, is that of a liberator.
This does not mean he is a revolutionary . . . the main
role of the primary health worker is to assist in the
humanization or, to use Paulo Freire’s term, con-
scientizacié of his people” (p. 10). Sidel V. W. Public
health in international perspective: From ‘helping the
victim’ to ‘blaming the victim’ to ‘organizing the vic-
tims’. Can. J. publ. Hith 70, 234-239, 1979. Werner D.
Helping Health Workers Learn. Hesperian Foundation,
Palo Alto, CA, 1982.

_ Storm D. M. op. cit., p. 4. Foster G. M. Abstract:

Section 12: “Community Mobilization™. In Ecological
Socioeconomic and Cultural Factors in Health. The
Institute of Medicine, Committee on International
Health in Foreign Assistance in Health, 1978.

. Sec for example: Behm H., Gutierrez H. and Requena

M. 1972. Demographic trends, health and medical care
in Latin America. Inr. J. Hlth Serv. VII, 4, 1972.
“Health is a dialectical, biological and social process,

which is the result of the integration of the individ
and the environment. influenced by the relations
production in a given society and expressed in levels
well-being and physical, mental and social efficac
Chenssudovsky M. Human rights, health, and capi
accumulation in the third world. Inr. J. Hith Serv.
61-75, 1979. Abel-Smith B. and Leiserson A. Pover
Development and Health Policy. WHO, Geneva, 19’

20. Werner D. Health care and human dignity—a subj
tive look at community based rural health programn
in Latin America. Contact 57, 2-16, 1980.

21. But while we consider the possibility of violent reperc
sions and loss of life as consequences of encourag
social change must we not also weigh this against
misery and death associated with the prevalence
malnutrition and infectious diseases caused by the sta
quo? To quote Rigoberta Manchu, a Quiche Ind
refugee: “They massacre us now with bombardme
and torture, but they have always massacred us w
starvation. We are determined not to live another !
years of oppression, exploitation, discrimination a
repression. We are determined that our children do 1
face this life of total misery that we are living. '
Indians are alive today only because we know how
eat roots and leaves, because there is never even corn
last the year” From mimeographed publication of
Committee of Solidarity with the People of Guatem
19 West 21st St, New York.

22. Islam K. In search of relevant health care, with a v
from Gonoshasthaya Kendra. Paper for the symposi
on Anthropology and Primary Health Care, Ro
Tropical Institute. Amsterdam, 1981.

23. Personal communication.

24. Heggenhougen H. K. Health care for the ‘Edge of
World’. Ph.D. Dissertation, New School for So
Research, New York, 1976. It is important to unc
stand this project in terms of the particularly ha
socio-economic conditions of the Cackchiquel Indi
and of the Guatemalan Indians in general. It is pertin
to know that the per capita income is around $350
year but because of the significant difference betw
population groups this is much lower for the Indic
Eighty-seven percent of the farms hold less than 20%
the farm area while 2.5% of the farms hold more t
609 of the land area. Ten years ago INCAP stated |
70% of all Guatemalan children were malnourished
situation which has not improved. Approximately 3
of all deaths are children under five years old. In m
communities the infant mortality rate is more than 5
The mortality rate for children between 1 and 4
the Department of Chimaltenango (mainly Inc
population) is more than six times greater than
Guatemala City. This was the situation prior to 1
since then the Indian population of the country
essentially been in a state of war resulting in
paralleled suffering. Sec publications of the N
American Congress on Latin America, Box
Cathedral Station, New York, NY 10025 for deta
information about Guatemala.

25. Behrhorst C. Alternatives in offering of commu
health services, some notes. A draft, mimeo, Cl
altenango, 1972.

26. Habicht J. P. Delivery of primary care by mec
auxiliaries: techniques of use and analysis of ben
achieved in some rural villages in Guatemala. Papel
WHO, regional office. Guatemala, 1973.

27. Curative medicine could even have a detrimental ¢
on health status if, by the availability of such ser
alone, villagers would believe that they were gel
“good health™ and activities which would improve
underlying social and economic causes maintaining
cycle of ill-health would be devalued and forgotte

28. The New York based Committee of Solidarity witk



224

29,

30.

31.

32

33.

34.

35.
36.

37.

H. K. HEGGENHOUGEN

People of Guatemala estimated in 1982 ... that some
80,500 have been assassinated under bloody dicta-
torships that have continued with U.S. support from
1954 to our day”. Violence and repression of the
Indians have been continiuous occurrences in Gua-
temala ever since 1524 when 3000 Quiche Indians were
massacred by Conquistador Pedro de Alvarado. Within
recent history this violence reached new heights during
the 1978-1982 regime of General Lucas Garcia.

“Te escribe esta carta con el corazon. Eche pedazo perdi
mi casa, mi negocio, mi ijo baron de 18 ano fue
capaturado por la policia ... el ano pasado, ya nunca
aparecio. Estamos excondido con el resto de mi familia
en un lugar de Guatemala. Por motivo que yo soy un
lideres Indigena abierto y publico colabora alqualquer
programa que abla de desarrollo . . ”. “I write this letter
with my heart. I lost my house, my small business, my
18 year old son was captured by the police on
the...last year, and was never seen again. We are
hiding with the rest of my family in some place in
Guatemala. (This happened) because I am one of the
indigenous leaders who openly and publicly collaborate
with whatever programme concerns itself with the devel-
opment (of our community) ... ". Letter from a village
health worker.

Davis S. The social roots of political violence in Gua-
temala. Cult. Surv. Int. 7, No. 1, 4-11, 1983.
Guatemala: Indian Leaders report on the army’s geno-
cidal war. IWGIA Newslett. 30, 39-44, 1982. Berryman
A. The terror continues—testimonies to the United
States Congress. Am. Friends Service Comm. Phil. 9,
1982. Update on Guatemala. Committee of Solidarity
with the people of Guatemala. 8, 15 November, 1982.
Information bulletins. Amnesty International. Urgent
action—Guatemala. 17, 24, 25 January, 3, 25 February,
4 March 1983 (information bulletins). Guatemala death
raid into Mexico. The London Times 31 January, 1983.
Pope lashes Montt regime. Guardian 8 March, 6, 1983.
Guatemala: ‘What is faith in the eyes of a Mayan
Indian’; ‘Pope denounces abuses against Indians’; ‘Gua-
temalan Lives'. IWGIA Newsletr. 33, 5-18, 1983. (Inter-
national Work Group for Indigenous Aff-
airs—Copenhagen.) Paul B. Communication based on
visit to Guatemala in April, 1983. 24 April 1983.
Guatemalans tell of murder of 300. New York Times 12
October, 1982.

Report on Guatemala Killings. New York Times, 12
October, 1982.

Institute for Food and Development Policy. Gua-
temala: hungry for change, (Food First Action Alert),
1983. Figures of more than 500,000 displaced persons
within Guatemala at the end of 1982 were repeatedly
mentioned in the international press. Also see Refs [30]
and [31] above.

Gish O. op cit.

Bryant J. Principles of distributive justice as a basis for
conceptualizing a health care system. Paper presented to
the Christian Medical Commission, Geneva, 1973.
Adams R. N. Crucifixion by Power. University of Texas
Press, Austin, 1970. Bossen L. Plantations and labor-
force discrimination in Guatemala. Curr. Anthr. 23,
263-268, 1982. Concerned Guatemalan scholars. Dare
to struggle, dare to win, 1981. Death and disorder in
Guatemala. Cult. Surv. Q. 7, No. 1, 1983. Davis S. and
Hodson J. Witness to Political Violence in Guatemala:

38.

39.

40.

41.

42.

43.

45.
46.

The Suppression of a Rural Development M
Oxfam America, Boston, 1982. Jonas S-and T
GUATEMALA. North American Congress ¢
America, New York, 1974. Melville T. and Me
Guatemala—Another Vietnam? Penguin, Londc
Villagran K. F. The background to the current
crisis in Central America. In Central Americ.
national Dimensions of the Crisis, pp. 15-35. H
Meier, New York, 1982. Warren K. The Syml
Subordination; Indian Identity in a Guatemala
University of Texas Press, Austin, 1978.
Heggenhougen H. K. and Mkumbwa Z. M.
health workers for primary health care in T
Nordisk Med. 97, 61-62, 1982.

Nyerere J. K. The Arusha Declaration, 5 I
1967. In Ujamaa, Essays on Socialism. Oxford
sity Press, Dar-es-Salaam, 1968.

Chagula W. K. and Tarimo E. Meeting basi
needs in Tanzania. In Health by the People (E
Newell K. W.), pp. 145-168. World Hez
ganization, Geneva, 1975. Stirling L. Primar
care—the Tanzanian experience. Tanzanian Mi
Health, 1978. van der Stoop A. Health in Tanze
USAID. Dar-es-Salaam, 1980. WHO. Countr
Profile—United Republic of Tanzania; prepared
rele, Challa and Qhobela. Dar-es-Salaam, 197
Mwapachu J. V. Operation planned villages
Tanzania: a revolutionary strategy for developr
Vries J. and Fortmann L. Large scale villa
Operation Sogeza in Iringa Region. Both in
Socialism in Practice—The Tanzanian Experiet
ted by Coulson A.), pp. 114-127, 128-135. Sp
Press, Nottingham, 1979. Shivji 1. G. Class Str
Tanzania, pp. 103-120. Tanzania Publishing
Dar-es-Salaam, 1976. Von Freyhold M. Ujar
lages in Tanzania. Heinemann, London, 1979. N
D. E. M. Tanzania’s Ujamaa villages: the
mentation of a rural development strategy, 15
AFYA, United Republic of Tanzania. 1982.
Report on Tanzania prepared for the WHO wor
Primary Health Care, Ethiopia, 1982.

This is not to say that improvement has not tak
in the general health status of the populati
expectancy has increased, for example, from 35
1961 to 52 in 1980 and infant mortality has d
from 160/1000 in 1967 to 135/1000 in 1978.

. AFYA, United Republic of Tanzania. Guide

the implementation of the primary health ¢
gramme in Tanzania. Unpublished document,
Salaam, 1981. .
WHO/UNICEEF op. cit. .
Elling R. Perplexed. Comp. Hith Syst. Newslett
1980. See also Sidel V. W. op. cit. 1979, wh
“Within the poor countries the ‘organizing’ or
nity’ model will have to be introduced internall
people themselves and in many countries -
require overthrow of oppressive, exploitive
groups. But that does not mean we in the rich ¢
can stand idly by. We must work both within
societies and try to direct resources to poorer s
(p- 238). According to Sidney Mintz, It bec
longer a matter of what we shall do for then
what they must know, and have, in order t
themselves”, as quoted in Reinventing Anth
(Edited by Hymes D.). Vintage Books, New Yo



;7 ! ] Coﬁ

/‘ RADICAL JOURNAL OF HEALTH
‘ c/0 19, June Blossom Society
- 60-A, Pali Road, Bandra,

Bombay. 400 0065

"EDITORIAL PERSPECTIVE EOR VOI III No.2 on PRINMARY HEALTH CAl
BY IMRANA QUADEER,

During the serventieg,in many national and Internation:
Circuts of Health Bureaucracies Primary Health Care (PHC) h
become a panacea for all the evils of the poorer nationse.
WHO has projected it with all its convictions and the membe:
nations have accepted it with equal vigour. As professed ir
Alma Ata declaration, it means.

"primary Health care is essential health care based ol
practical, scientifically sound and socially acceptab.
methods and technology made Universally accessible to
to individuals and famillesin the community through ti
full participation and at a cost that the c ommunity ai
country can afford to maintain at every stage of thei.
‘development in the spirit of self reliance and self-
determination. 1t forms-an integral part both of the
country's health system of which it is the central
function and main focus, and of the overall social an
economic development of the community".

Today when this stratégy has been accepted by such a large
of countries, there is a need to examine it potential stren

and weaknessese.

[

The idea that health is closely reclated to people's 1li
and working conditions and that it is an outcome of their s
economic envirgpment was vocalised by men in different fiel
like John Snov E.gels -and later Virchow in the west. It
manifested itself in the sanitary movement of the 19th cent
In India and other parts of the east it had much deeper roc
visible in the method of ancient medical science itself and
the cultures of Harappa and Mohan Judaro. In India during
struggle for independence, a demand for comprehensive healt
was a part of the national movement., Why then this sudden
fervour for projecting PHC as a new concept by internatione
national official circles ?

Politics of PHC then becomes a crucial issuce. To unde
this one has to understand the role that U.N. and WHO have
in the overall politics of the world., Always supporting tl
interests of the imperialist nations, these organisations I
used the liberal tools of aid, support and providing consul
to diffuse, control and direct crisis situations. The effc
develop an alternative world economic order in the 70's wac
such spurious exercise and as a part of it the notion of
alternative health care for the third world. The motives !
it werc to check impending destructive and costly feactions
from and within third world nations whose poverty, discase
squallor were becoming threats to stability. PHC was the |
of the liberals in the imperialist camp and WHO projectedf
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At the national level the concept of PHC acquires mult:
dimensions. Given the particular hue of the government, th
implications have varied from Africa to South east Asia and
Eastern Meditarranean regions. The issue is what use does .
national gevernment make of the concept. Does it use it as
concept is presented by the Alma Ata declaration: and makes
part of its effort to develop an integrated strategy for th
betterment of its people as in Angola, Tamzania and Mozambi
or allows the concept to degeneratec into a slogan behind wh
the same old strategies with some new features continue to
implemented — at a faster rate perhaps with the additional :
from the internaticnal fund givers as in India and Pakistan

A grasp on the national politics of PHC requires an un
standing of the country's socio-economic and political stru
and the nature of its government and hcalth service structu
Only such an understanding allows one to assess the potenti
jes or limitations of the system to achieve PHC. An exampl
the interplay between PHC and Politics is the level at whic
is integrated into the planning process of a country. Thus
Chiness and Vietnamese incorporated PHC in the very process
national planning right from the period of their independen
without giving it a name. In contrast, India made so much
and then relegated PHC to the care of the health ministry w
the overall planning processes took their own directions,.
ancther example is the imp.ementation a outcome of progra
introduced under the banner of PHC. These programmes which
may have a potential of providing much needed services arc
overtaken by the local power elite through their links with
health and administrative bureaucracies. The nature of the

latter thus becomes the primary determinant of the outcome.
community healthguides scheme and the drinking water supply
through borehole hand pumps in India are two such example,

Another dimension of the PHC efforts at the national 1
is the setting of priorities and selection of technology.
India despite the official acceptance of implimenting PHC s
2000 AD the hcavy emphasis on urban based services and cure
approach in rural areas continues with heavy dependence on
expensive equipments and drugs. The drug policy needed to
provide PHC is still being avoided. Can issues of ‘prioriti
and technology be then isolated from politics? A simple bt
revealing example is the supply of "Electrolyte" packé&ts ir
community Health Guide's kits ! Does it show any links betv
the health administrators and the dru¢ irdustry who know ti
addition of so many salts to the basic mixture only increas
cost and not effectivity!

If the concept of PHC is getting distorted in the hanc
the not so democratic government and is becoming a tool foi
creating two types of services, one for the rich and the o
for the poor, should it be criticised, rejected, accepted :
an unavoidable distortion or used to broaden the base of
democratic movements? These are some of the questions whi
neec. . to be answered by those who are working in the inter:
of people's health. Can PHC as a concept become an inspir:
for those involved in peoples struggle for their rights?

P TS e [T (IR (L e
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There are many small or regional projects experimentir
with implimentation of primary health care. What is the rc
of such projects in focussing upon the issue of PHC or in
diluting it?

In the academic circles, in the name of professionalis
the need to achieve results, a concept of "Selective FHC" I
been circulated which means let us not talk of comprehemsiv
development but do what we can without disturbing the exist
balances.s This is attractive to those who would like to gc
back to singing praises to powers of technology and maneger
competences There is need to examine such concepts thread
bare to show their reactionary ideology as well as monfeasi

Are there any lessions that we can draw from the exper
of the socialist countries which have tried to provide heal
care not in isolation but as a part of their total developn
processes? These are the major questions which neced to be
addressed when one is dealing with the bipronged weapon of
Primary Health Carec,

Please send your comments to Imrana Quadeer,
Cd/\/\jfr‘e—
%fbr Community Health & Social Medicine Centre,
Jawaharlal Nehru University,
New Mehrauli Road,

NEW DELHI,
By the 1st Week of May, 1986.
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Com H 2

The life and death of Primary
Health Care

The Alma-Ata Declaration of 1978 set out for hum..nkind the goal of Health for All by the year 2000. It also
declared that 'Economic and social development... is of basic impo.rtance to the fullest development of
health’. The truth of this observation was amply demonstrated by the fate that befell the concept of
Primary Health Care which had been adopted by the Conference as the means to realise the above goal.

David Werner
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strategy which would include a people-centred approach to health

=

Primary Health Care was conceived as a comprehensive
services.

O those of us committed to the
T dream of Health for All,in to

day’s troubled waorld one thing
becomies inereasingly elear: The health
ol people - as individuals. as commu-
nities. and as an endangered species on
s determined less
by health services than by the relative
In last

this fragile planet

fatrness ol social structures

analysis.the overall health ot the world™s

between love and greed. To gainaclearer

understanding ol the fate of Primary
Health Care over the last 15 years. we
therefore need to placeitin that contexi,

The Alma aDeclaration ol 1978
was seen by v as a breakthrough,
for it officially feclared that the pur-
suit of health is inseparable from the
struggle for a fairer, more caring so-

ciety. The Declaration - dratted ar a

Kazakhsian. and endorsed by the world’s
nations - was aresponse to the failure of
Western Medicine to meet the health
needs of a large sector of the world's
people. especially those in the South.
Based on costly doctors and urban “dis-
case palaces’. the Western medical
atered tooa small. privileged
minaority . It

model
high cost and limied
outreach 1 some ways did more to



erty.

The Alma-Ata Declaration declared
health as a basic human right. To ad-
vance toward the ambitious goal of
Health for All by the Year 2000, it
proposed a radical and potentially revo-
lutionary approach to mecting all peo-
ple’s basic needs. This was called Pri-
mary Health Care.

Primary Health Care was conceived
as a comprehensive strategy that would
not only include a people-centred ap-
proach to health services, but would
address the social and political factors.

thatinfluence health. In recognition that ~

change comes from organised demand.
it calls for strong community participa-
tion, accountability of health workers
and health ministries to the people, and
social guarantees to make sure that the
basic needs — including food needs - of
all people are mel.

Although Primary Health Care was
aradical new concept for most ministries
of health, for years many of its practices
had been implemented by non-govern-
mentcommunity-based groupsand by a

few, exceptional governments thatgave |

high priority to people’s basic needs.
China’s approach to community health.
care, featuring ‘barefoot doctors’, had
provided much of the basis for the de-
sign of Primary Health Care.

However, for most governments
and health professionals, comprehen-
sive Primary Health Care as conceived
at Alma-Ata was too revolutionary. To
those in positions of power, the idea of
giving ordinary pcople more control
over their health and lives sounded
dangerously leftist and subversive.

So very soon after the Alma-Ata
Declaration, high-level health “experts’
begantosystematically extract the teeth
of Primary Health Care and to convert
it. at best, into a means for extending
conventional, top-down health services
into underserved arcas.

Strategically, there have been three
major watersheds that have under-
mined and dissipated the radical es-
senee of Primary Health Care. The first
was the introduction of Selective Pri-
mary Health Care in the early 1980s.
The second has been the push Tor Cost
Recovery  or User-financed Health
Services, introduced in the Lte TOROS.
And the third is the take-over of Third
World health care policy by the World
Bank i the [990x,

Al three of these monumental s
saults on Primary Health Care — Sclec-
tive PHC, user-linancing and the Bank s
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socio-political and cconomic trends. So
to put these interventions into contex,
let us first take o brief look at the un-
derlying macro-1icnds.

the decade of the
of global recession
and retrenchny I'conservative pow-
ers. By the begi: ing of the 1980s. high
level ‘development” strategies had be-
gun to backfire. I'he Big is Beautiful
model of development, pushed in the
1960sand 1970s by huge loans from the
North, had madc poor countries more
dependent on the global market, with its
ruthless ups and downs. The rise of
large-scale indv vy, by replacing la-
bour-intensive pluction with energy-
intensive indust: - had intensified pre-
existing inequitics. In rural arcas. big
agribusiness concentrated farmland into
large holdings, causing a massive exo-
dus of landless peasants into mush-
rooming city slums. Butin the cities, big
factories had replaced millions of work-
ers with machines. Unemployment,
poverty, homel-<sness, hunger, and
crime increased. \nd the growing un-
rest brought morc repressive measures
of social control. Iiven in countries that
experienced so-cuiled ‘economic mira-
cles’, like Brazil. real earnings of work-
ers drastically declined. While the rich
got richer, the poor got poorer. More
trickled up than trickled down. In sum.
for vast numbers of people. ‘develop-
ment really mear * “underdevelopment’.
It brought deter rating living condi-
tions and denial « 1 basic rights.

As we know
1980s was a p

‘Structural Adjustment’ policies

But troubles were just beginning.
13y the start of the 1980s, as a result of
the giant development loans from
Northern banks. poor countrics were
faced with a staeoering foreign debt
Huge interest payments offset any
benefits from cconomic growth, and
Third World cconomies began to falter.
Anticipating disaster, the banks got
scared and withheld new loans. As a
result, scores of countries went into i
fiscal tailspin. Some announced that
they simply could not pay. The North-
ern hanks, with billions of dollars in
loans (o poor countries, were worried
sick. g 1®

Then the World Bank and Tnterna
tional Monctary Fund came to the res
cue, They gave “hail out” loans 1o allow
poor countries 1o keep servicing thew
debts, and 1o promate cconomic recoy
ery.
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namely “Structural Adjustment’
Cies. /\(ljuslmcnl measures wel
signed 1o ‘stream-line” poor ¢
ceonomies, and 1o bind them mnto
national trade accords that favo
business and “free market” inter
the North.

Structural adjustment has u
included the following measures

@ cuthacks in public spendi

@ privatisation of governme
lerprises:

@ freezing of wages and frec
prices:

@ increased taxation, espe
sales taxes

@ increasc of production - i
ing food — for export rather thar
consumption.

As so often happens, these |
handed ‘austerity” strategies hit th
hardest. Budgets for health. educ
and food assistance were rutl
slashed, while bloated military «
ditures were left untouched. Lik
public hospitals and health centre
turned over to the private sector. |
their costs out of reach of the
Falling wages, higher prices. foo
city, and increascd unemployme
togovernment layoffs, all joined t
low-income families into wor
poverty.

The overall results of adju:
have been hotly debated. In som
dle-income countries it appears 1
helped stabilise the economices. all
the human and environmental ¢
main in question. But in many
poorest countries, adjustment a
(o have caused even greater eco
stagnation.

In spite of overwhelming ev
to the contrary, at first the Worlc
flatly denied that structural adju
has hurt the poor. More recent
Bank has conceded that adjusime
have caused “temporary hardshi
low-income families, but tha
“austerity” Is necessary 1o restol
nomic growth. Ignoring the his
record, the Bank still seems tothi
by helping the rich get richer. th
efits will somchow trickle dowr
IM)U['.

But the evidence s stron
structural adjustment. linked ol
conservative, neo-hiberal trends
cent years, has caused far-re
sethacks in the state of world he

The World Bank e ats publ
ments consistently pomts out th
the past 30 years Third World he:

creadilv imnroved However th



ports shrewdly omit or downplay the
fact that in many countries improve-
mentsin health have slowed down or
stopped since the beginning of the
1980s. Indeed, i ~ome countries rates
of unde-nutrnton, twberculosis, chol
erin and other imdicators of deteriorat-
ing condinons. have been mereasing.
And in s tew countries, mortality rates
appear o be rising

In ~pite of all the talk of develop-
mentwd and poverty reliefan the 1990s
more than $30 hillion net flows cach
year from the poor countriesto the rich.
Today. the income ol the nchest 209% of
the world's inhabitants is 140 times as
ercatas that of the poorest 2040, And the
cap between rich and poor has grown
0% wider in the last 10 years. Accord-
ing to the UNDP. one quarter of the
world’s people donot getenough to eat.

Itisin this context of unfair global
cconomic policies and structures that
we must look at the three major strate-
vies that contributed to the
disempowermeni of Primary Health
Cares

haae

1. Selective Primary Health Care

No sooner had the dust settled from
the Alma-Ata Conference in 1978, than
top-ranking international health experts
in the North began to trim the wings of
Primary Health Care. They asserted that,
in vicw of the economic recession and
shrinking health budgets of poor coun-
tries. «r comprehensive or holistic ap-
proach was unrealistic. If any health
statistics were to improve. they argued,
highrisk groups must be “targcted’ with
a few carefully selected, cost- effective
interventions. To implement this new
strategy . called Selective Primary Health
Care, children tinder age five were “tar-
gcted” in what became known as the
Child Survival Revolution.{Some critics
call ita counter-revolution.) Two ‘low-
cost, low-resistance” healthtechnologies
— Immunisation and Oral Rehydration
Therapy - became the “twinengines’ of
Child Survival.

Child Survival quickly won enthu-
siastic high-level support. For those in
positions ol privilege and power, it was
politically safe. It prudemly avoided
confronting the economic and political
causes of poor health, and left the starus
quo comtortably in place. No wonder
so many health professionals. govern-
ments. USATD and UNICEE. all jumiped
onthe Child Survival bandwagon. Fven
the World Bank — which had previously
put little investment in health - began to

S

The disappointing impact of Oral Rehydration Therapy(ORT) could have been
avoided by teaching families to mix home-made drinks.

Buttechnol: ical solutions—while
sometimes helpt. i —can only go so far
in combating hcalth problems whose
roots are social and political. Not sur-
prisingly, therefore, the Child Survival
initiative has had far less of an impact
than predicted. Between 12 and 14
million children still die each year, and
most of their deaths are related to under-
nutrition and po: crty.

The disapps ating impact of Oral
Rehydration Th rapy (ORT) can be
traced, in part, to structural adjustment.
The damage might have been avoided if
ORT had been promoted by teaching
families to mix home-made drinks,
which would help foster self-reliance.
But unfortunatcly, WHO and UNICEF
have strongly promoted factory-made
‘ORS packets cicating dependency on
a manufacture product outside the
controlof tanul— and communitics. At
first ORS pack '~ were distributed at
health posts free: Butwhen health budg-
ets were shimhed through structural ad-
ustment. health ministries were pres-

distribution of ORS packets. This meant,
in some countries, that poor families
with earnings of less than half a dollar a
day, wereexpected to spend up toa third
of their daily earnings on a single packet
of ORS.

When we consider that under-
nutrition is the main predisposing
condition leading to death from diar-
rhoea, it is easy to see how the social
marketing campaigns that induce poor
families to spend their limited food
money oncommercial ORS packets can
actually be counterprodudtive in terms
of lowering child mortality.

And 1f the commercialisation of
ORS is not enough, the hatchet job that
structuraladjustienthas done on wages,
health services, ind food subsidies pro-
vides the final coup de grace for mil-
lions of hungry children. And so, in
poor countries today, one of every four
child deaths s suil caused by the vicious
cycle ol under-nutrition and diarrhoea.

OF course, in addition 1o the con-
tnuine debt erisis and adiustment poli-
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contribute to the high incidence of death
from diarrhoea. Bottle feeding. tor ex-
ample.is stillunscrupulously promoted
by multinational producers of infant
tormula, despite the International Code
and IBEAM boy cott. Studies in several
countriesshow that the death rate from
diarrhoea can be over 20 times as
great in bottle-fed as in breast-fed
babies. UNICEF estimates that the un-
cthical promotion of bottle feeding
contributes 10 more than 1.5 million
infant deaths a vear — up 30% from the
estimate five vears ago.

2. User-financing and cost-recovery
schemes

The next big set-back 1o Priman
Health Care has been growing pressure
to make disadvantaged people in poor
countries pay for the cost of health
services.

To make the conversion to user-
financing or cost-recovery schemes
more palatable. often they are promoted
as away of fostering selt-reliance and
community participation.

One of the biggest promoters of
these user-financed community health
services has been UNICEF. Its so-called
Bamako Initiative now functions in
many African countries. While UNICEF
has some reservations about the Initia-
tive, it argues that in today's hard times
itsees no betteralternative. In the 19805
cutbacks in health budgets resulted in
the closure of many rural health posts.
largely for lack of medicines. UNICEF
recognised that people want medicines
and are willing to pay for them. So,
through Bamako, consumers are charged
enough for medicines to keep the health
post functioning. A positive feature of
the Bamako Imtmnvc is thatonly essen-
tial drugs are used. Also, in some of the
community-run health posts, participa-
tion is active and enthusiastic.

But many such user-financing
schemes have some serious - and per-
haps life-threatening — drawbacks. Just
because poor Idrmln.s are willing to pay
for medicines does not mean they are
able to pay for them. As with ORS
packets (which are included as essential
medicine) poor families will often spend
for medicine the money thev need to
feed theirsick children. .. And ey may
even pay for more medicines than are
needed. When health posts are i irgely
linanced through sale of medicines, the
temptation for health workers to over-
prescribe is considerable,

Because the pnmul hnmllu. get

medicines, they may arry more than
their share of cost for the health post.
While Bamiako has provisions to charge
less 1o familics whoare very poor, such
safety nets” work betier on paper than
N practice

Reportedly, in me arcas the
Bamako Iniiative b ven good re-
sults. Butstudiesinso  countries have
shown that when cost recovery has
been introduced, utilisation of health
centres by high risk groups has
dropped. In some cases the incidence
of illness — including sexually trans-
mitted discases — has increased.

Whatever their immediate impact.
the introduction of the - cost- recovery
schemes has disturb  implications.
Placedinhistorical pe  cctive, when a
health system begins to saddle the
poor with the burden of its costs, this
isagreatstep backwards. [t means that
health care is no longer a basic right.
During most of this century society has
made gradual if halting progress toward
“human rights forall™ With a push from
the Left. people gradi v accepted the
conceptof proportion.  axation: those
who have more pay 1. re, so that the
community as a who.. can guarantee
that the basic needs of all people are
fairly andadequately met. In short, there
has been a gradual trend toward a spirit
of collective responsibility, toward rec-
ognition that the well-being of each is
linked to the well-being of all, and that
sharing is more fulfil' 1g than greed.

Inthe epicstrugs  between equity
and greed, since the urly 1980s, hu-
manity has in some wuys regressed. The
conspiracy between biy government and
big business has undermined democratic
process, and given almost free reign to
powerful market forces. Main stream
economists promote o so-called free-
market system —that is. .. market system
free of democratic conirols — that seeks
unbridled economic ¢ wth, regardless
of the human and env  onmental costs,
The United States sccks to impose its
Greed Centred Development model on
the entire world. Yet poor people in
USA have been trampled by the same
powertul market forces and adjustment
policies that have widened the gap be-
tween rich and poor in the Third World.
Progressive taxation i~ being system-
atically undermined - 'he government
gives bigger tax brea! 1o the rich and
raises taxes for the res1 l'en years ago,
one in seven children i the USA lived
in poverty; today it is onc in five. And
since the carly 19805, public services

tally cut. In response to the LIOW
rates ofhomelessness, desperation, st
children. and crime. the governn
does not provide more public sery
or o higher minimum wage, but ral
more policemen and |.nl\ In the g
American spirit ol “self-relianee.
disadvantaged musteare for themsely

And so we see that the Bam,
Initiative and other cost-recov
schemes in poor communities — wl
perhaps the only alternative in face o
unjust social order - are consistent w
the neo-liberal *free market” forees t
are trying to free the owners of
markets from their social and ethi
responsibility.

The World Bank take-over of
health policy planning

The World Bank tells us that it }
turned over a new leat and has come
recognise that real development m
take direct measures to eliminate pe
erty. Butthe way itis going about it, o
wonders if" the Bank would not pref
simply to eliminate the poor. or at le:
the children of the poor. Certainly pop
lation control - or rather, *family pla
ning’ —is high on its agenda.

The World Bank has so consi
ently financed policies that worsen t
situation of disadvantaged people th
wemustquestion its ability tochange i
course. Perhaps the most effective ste
the World Bank could take to elim
nate poverty would. be to elimina
itself.

In recent years the World Bank h:
become increasingly involved in Thii
World health care and health policie
The Bank’s 1993 World Dc.velopmc
Reportis titled ‘Investing in Health’.
bettertitle might be* TmnmgHeaI(hmt
Investment’, for the Bank tukes
dehumanisingly market-oriented vie:
of both health and health care. Its chil
ing thesis is that the purpose of keepin
people healthy is to promote economi
development.. but I can’t help feelin
thatthe Bank has it backwards. Wouldn'
it make more sense to say that th
purpose of economic development i
to promote health?.... What are we
ants?

The Bank has worked out an elabo
rate scheme whercehy it tries to measur
the value of cach person (that is 1o say
the dollar value) by what it calls “Dis
ability Adjusied Life Yeuars' o
DALYS™. But I can’t discuss all tha
because it is so foreign to my wauy ol
thinking.



urgent need to overcome poverty and 1o
cuarantee that the health needs of all
people are met. lquite rightly eriticises
the persistent inequity and inefficieney
ot current Third World health systems.
Anditechoes muchof the AlmaAtacall
for community participation, self-reli-
ance, and health in the people’s hands..
so far so good.

Butonreading further. we discover
that under the guise of promoting an
cquitable, cost-effective, and country-
appropriate health system. the World
Bank’s key recommendations spring
from the same sort of market-friendly,
structural adjustment paradigm that has
exacerbated poverty and been so devas-
tating to the health ol the world's neediest
people.

According to the World Bank’s
prescription, in order to save ‘millions
of lives and billions of dollars’ govern-
ments mustadopt “athree pronged policy
approach of health reform:

I Foster an enabling environment
for houscholds to improve health.

2. hmprove governmem spending
in health.

3. Promote diversity and competi-
tion in the promotion of health serv-
ices.’

These recommendations are said to
reflect new thinking. But stripped of
their Good Samaritan face 1ift, and read-
ing the ‘fine print’ from the text of the
Report, we can restate the policy’s three
prongs more clearly:

I. Put the responsibility of cover-
ing health costs back on the shoulders of
the poor... in other words, fee for service
and cost recovery through user financ-
ing.

2. Reduce government spending on
health by drastically reducing services
from a comprehensive to a very narrow,
selective approach... in other words, a
new brand of Selective Primary Health
Care.

3. Turn over to private. profit-
making doctors and businesses all those
government services that used to pro-
vide fee or subsidised care... in other
words, privatisation of mostmedical and
health services.

Thus we find the new health policy
is little more than old wine in new bot-
tles: @ rehash of the conservative strate-
wies that have systematically derailed
Comprehensive Primary Health Care,
with elements of structural adjustment
to boot. It 1s a market-triendly version
of Selective Primary Health Care com-

Throughelaborate statistical studies, the
Bank has sclecied those interventions
calculated to be most cost-cffective in

mereasing “Disability Adjusted Life
Years™ of productive work to advance
the national economy. How the com-
munity - or cven host country - is sup-
posed 1o particioate in (or even under-
stand) this extreme form of globally
computerised planning remains vague.

What can I say, except that all this
1s very scary. And it is dangerous be-
cause the World Bank, with its enormous
money-lending capacity, has almost
god-like clout. It can force poor coun-
tries 10 accept it health care blueprint
by tyingittolo::  programmes, asit has
done with adju-. nent.

Dangerous implications

The commercial medical estab-
lishment has celebrated the Bank’s new
World Development Report as a ‘major
breakthrough™ toward a more cost effi-
cient health ¢ strategy. But many
nealth activist- e the Report as a dis-
turbing docun: .t with dangerous im-
plications. The: are especially worried
that the Bank will impose its recom-
mendations on poor countries that can
least afford to implement them.

It is an ominous sign when a giant
financial institution“with such strong
ties to big government and big business
bullies its way into health care. Yet
according to th British medical jour-
nal, Lancet, th. World Bank is now
moving into first place as the global
agency most influencing health pelicy,
leaving the World Health Organisation
in a weaker second place.

It is urgent that all of us con-
cerned with the health and rights of
disadvantaged people become famil-
iar with this World Bank Report,
with the harm s unrealistic policies
are likely to ¢ and whose interests
they are really designed to serve.

Successful approaches to
Primary Health Care

As we have seen, Primary Health
Care as conceived at Alma-Ata has run
into serious problems. This is no sur-
ary approach tohealth
olutionary process in

prisc. Arevoll
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society asawlion Inthat context, afew
countries have beenrelatively success-
ful in introducimg Primary Health Care.
Nicuragua under the Sandinistas intro-

Care, withremarkable improvements i
health. Cuba. since the Revolution, ha
taken a very comprehensive approac
which guarantees to meet the basic need
of all people Tor housing, education
health care, and food. As a result, Cub
has health statisties equal 1o that of the
Northern, industrialised countries,

Unfortunately, however. man
countries that have opted for people
centred development, in defiance of the
development paradigm that favours big
business, have been subject torelentles:
attacks and terrorism. For this reasor
their health care programmes — and im
proved health of their people — have
been hard to sustain.

Nevertheless, hundreds of grass
roots groups and movements around the
world havekept a liberating approach tc
Primary Health Care alive, often against
great obstacles. Activists realise that, in
the long run, the health of our planet anc
its people depends on far-reaching so-
cial change.

Conclusion

I have given this talk as a protest -
or ‘URGENT ACTION ALERT’ -
warning that the global power structure,
spearheaded by the World Bank, is
poised for the final death blow to Pri-
mary Health Care, so that the health
systems of poor countries will fall in
line with what we might call the
McDonaldisation of Global Develop-
ment.

On one thing the World- Bank is
certainly right: Achievement of a
healthier society requires the reduc-
tion of poverty. But the changes needed
to overcome poverty will never come
from the Bank nor the powers it repre-
sents. They can only come from the
bottom up. In last analysis, the social
transformation needed to bring Health
for All turns on the ability of a world-
wide coalition of grassroots groups and
concerned world citizens to bring the
global power structure under control.

I close with the conclusion of the
International People’s Health Council:

Health for All can only be reached
through a united grassroots struggle for
EQUITY, ACCOUNTABILITY,
and PARTICIPATORY DEMOC-
RACY. -

The struggle for health is a struggle
for social justice. *

The above wilk ways detivered in Belgum on Decentber
1993 by David Werner at a seminar orvanised h
Vedicine for the People, Medical Aid for the Third
Werld, and Iniernational People’s Health Council
Feavited Worrnid it 21 Borilih sisstiatan. svazid b oo Lo



&
i
3

o H ¢

The economic crisis, structural
adjustment and health care in Africa

When African governments turned to Structural Adjust <nt Programmes to overcome the economic cris
and recession facing their countries in the 1980s, one of the principal casualties was health care. These
policies resulted in severe cuts in government spending on the infrastructure that supports
improvements in health and nutrition. They also undermined women'’s traditional support role in the

Health care: The colonial legacy

UNTIL recently the state has been the
largest provider of medical care in Af-
rica. State involvement in health origi-
nated during the colonial era. Originally
desiened for the purpose of serving the
European population, health care was
eventually extended, often through
forced therapy. to the indigenous popu-
lation to defend against the spread of
infectious discases. Some colonial gov-
ernments provided maternal and child
health services which they saw as a
Christian act of charity. Competing
European churches of different de-
nominations often ran these services,
sometimes with government support.
Health services were mostly curative,
urban-based and available to Europeans
and African elites. The health system
was also dependent on personnel, sup-
plies and technology from the various
colonial home countries.

This system, inherited by African
countries at. Independence, was rarely
modified. The retention of colonial struc-
tures has had important consequences
for the hopes of general improvements
in social welfare. These hopes have
been thwarted as African clites (who
stepped into the shoes of the colonialists)
cultivated privileges forthemselves. The
elites inherited the colonialists’ exclu-
sive facilities, including their medical
facilities. These exclusive health care
privileges have been documented. In
Zambia.a complete renal unit was im-
ported and installed at Lusaka Hospital
to enable a permanent secretary to re-
trn from England for continued treat
ment at home. Overseas treatment for
African heads of state and top func
nonaries is another dimension of this
exclusivity. For example, in spite of

promotion of health care in society.

prove health service  Vigeria's presi-
dent General Babang 11 went to Paris
for a full month of medical care in 1987,

The legacy of the colonial system
has perpetuated a serious maldistribution
in health care. Whereas 70% of the
African population is rural, health and
services and other amenities are avail-
able mostly in urbo e areas. Consc-
quently.thercaresign cantdifferences
between urban and 11 health condi-
tions. Infant mortality i rural areas is,
forinstance, often 2 to 5 times ashigh as
in urban areas, while life expectancy is
lower by 3 to 5 years.

Reversing the gains: effects of

the economic crisis on health
In the 1950s, * '60s and 1970s,
African countries ade substantial
progress in health caic delivery. In the
1970s, in particular. relatively high
prices for Africa’s export commodities
and low international interest rates made
possible substantial increases in health
spending by African governments.
Health-related projects were among the
many development projects which were
established during tlis period, and in-
creases in the numbe: - of health profes-
sionals on the governinent payroll also

occurfed. With this development of

health care infrastructure, rates of death
and illness declined and general gains
were made in the health of African popu-
lation. However, while there were dra-
matic improvements in some health care
indicatc ~ like the Infant Mortality Rate,
it was not always clear how evenly
distributed these improvements were
within countries, conununtties, or cven
within houscholds. Also, while signifi-
cant improvements were made i the
treatment ol some discases and the pre

corresponding improvements in t
quality of life for survivors.

In the 1980s, this progress. pro
lematic and uneven though it often wi
began to unravel. The carly 1980s sz
large drops in the national incomes
African countries as the prices of the
export commodities fell to record I
levels. At the same tme. the deman
on this income were increasing. Dr
matic increases in international interd
rates made debt repaymenta problem
crisis proportions for many countri
Other pressures on this income car
froma variety of factors: military equi
ment to sustain local wars or particip:
in superpower conflicts, the persor
greed of corruptofficials in governme
or international corporations. Anoth
factor was the natural expectation
Africa’s growing populations that t
level of government services and ec
nomic development opportunities th
experienced would continue to impro
to eventually match those of industri:
ised countries in Europe and Nor
America.

This economic crisis triggered
corresponding crisis in health care a
health in Africa. This crisis was exac
bated by the structures of underdev
opmentand the legacy of colonialism
Africansocieties. These structures ma
African health systems heavily deper
ent on imported medicines and su
plies, as well as medical technolog
When foreign exchange became scai
as a result of the cconomic crisis,
imports, including those needed o st
tain the health care system, were
verely reduced. Inaddition, the uneq
distribution of medical facilit
regionally withincountries and betwe
cities and rural arcas. as well as
privileged access of a limited Tew
expensive hospitals, have further ex:



Structural adjustment and
health care

In the 19805 African governments
were faced with cconomic crises and
recession, domesnte political discontent
and tremendous international pressures
1o meet foreign debt obligations. As a
result, many African governments ci-
ther chose or were forced to adopt struc-
tural adjustment policies. These poli-

cies, which were initially intended

mainly to improve the adjusting coun-
try's international financial balances,
later grew in scope and complexity.
They were supposed to bring about the
restructuring of different sectors of the
cconomy. including that of health serv-
ices. and to allow for a better approach
to problems of poverty, as well as to
support political reforms which many
Western donor countries were simulta-
neously encouraging. However, in the
areas of health and health care in Africa,
structural adjustment policies have not
had the hoped for positive effects. In-
stead. African countries have experi-
encedincreasing numbers of babies with
low birth weights, increasing rates of
death among young children, an in-
crease in the incidence of infectious and
poverty-related diseases and increases
in HIV infection and AIDS. Worse yet,
the severely eroded health care systems
in most African countries are increas-
ingly ill-equipped to respond to these
problems.

Eroding the health care system

The effects of structural adjustment
on health and health care has been to
exacerbate rather than fix the problems
created by the economic crisis. This has
happened in several ways. First, through
an erosion of the health care system.
Structural adjustment has imposed strict
limits on government spending, and
many governments have seen little rea-
son not to make the necessary savings
through cuts to the social sectors. As a
result, government spending on health
care has dropped dramatically in coun-
tries adopting structural adjustment poli-
cies. Forexample. Ghana’s expenditure
for health care dropped 47% between
1978 and 1988, while that of Cote
d’Ivoire decreased by 43% over the
same period.

These cutbacks, combined with the
creased influence of private initia-
tives, has led 1o an erosion of govern-
ments” ability to implement a coordi-

nated health care system, In many Affri-
can countries private sector delivery of
health care has often resulted in the
undermining and draining of resources

from the public sector.

Within the health care budget, it
has been politically much casier o cut
spending onsup; nesand facilitiesrather
than salaries.Sc urses. doctors, medi-
cal assistants anu Hirth attendants found
themselves working inrun-down build-
ings without cquipment or medicine,
and often without an adequate supply of
waterorelectricity, Where savings were
made in salaries. this occurred mostly
because salary levels were notincreased
to keep up with mflation. so that their
real value erode ©. Frequent delays of
weeks or mont . in the payment of
these salaries als. eroded their value in
situations of high inflation. These con-
ditions contributed to the exodus of
health professionals to other countries.

Exacerbating poverty

Structural adustment policieshave
resulted inincr ses in poverty and a
reduction in fo. . security at both the
national and the household level. In its
recently releascd report Implementing
the World Bank's Strategy to Reduce
Poverty, the World Bank acknowledges
that, even using the most optimistic
projections for regional economic
growth, poverty in Sub-Saharan Africa
will continue to ¢row worse during the
1990s, as it has = roughout the 1980s.
The deepening o Hoverty in Sub-Saha-
ran countries is an essential feature of
structural adjustment. As one of the
economists involved in the recently re-
leased Organisation for Economic Co-
operation and Development (OECD)
study of structural adjustment and eq-
uity comments:

‘...itdoes not prove optimal to alle-
viate poverty dur g the first three years
ofthe adjustmen. eriod. Some redistri-
bution does take j/lace in years 2 and 3,
but it ts in favou: - f the rich or middle-
class... The poverty reduction policy
becomes optimal onlywhen the economy
starts to recover in year 4... Optimality
is not achieved in redistributing to the
poor.. either in current income or in
productive asse' during the first three
t because of the very
cost of investment

vears of adjust
large opportu
during those veo .

Recent supeestions by the World
Bank that properly designed structural
adjustment programmes can help o

alleviate poverty are misleading on sev
cral grounds. First. the recommende
changes to structural adjustment pro
grammes generally involve the addition
of a special programme o mitigate it
costs, both for some groups of poo
people and for politically volatile group:
like laid-ofT civil servants. These pro
grammes require funds from other coun:
tries, since resources within an adjust.
ing country are desperately needed fo
debt repayment and for investment
However, in a climate of global reces-
ston and political conservatism, there
have been reductions rather than in-
creases 1n the foreign aid and loans
available to African countries.
Second, the process of structural
adjustments is taking longer than ex-
pected in African countries, so the in-
crease in poverty it generates is not a
temporary problem of transition which
can be easily fixed. In stead, adjust-
ment-enhanced poverty is becoming a
serious long-term predicament in Afri-
can societies where poverty was a sig-
nificant problem even before the eco-
nomic crisis and structural adjustment.
Third, the idea that a little additional
external money can be devoted to a
compensatory programme to help the
poor while no significant changes are
made to the process of structural adjust-
ment itself, is a contradictory one. It
becomes an attempt to ‘eradicate pov-
erty while, at the same time, working
within and often strengthening the very
structure of... relationships that gener-
ate and reproduce it’ in the first place.

Undermining food security

Efforts to promote food security
are also undermined with the imple-
mentation of structural adjustment poli-
cies. A recent study carried out by the
Organisation of Rural Associations for
Progress (ORAP) in Zimbabwe illus-
trates how structural adjustment poli-
cies exacerbated the agricultural prob-
lems in the country which were already
severe due to the drought.

As part of the drive to boost ex-
ports, the government raised producer
prices for export crops such as tobacco,
cotton and cut flowers, inducing many
farmers to abandon maize production.
The governmentalso sold offits surplus
grain as part of its adjustment pro-
gramme. As late as February 1992, when
the extentof the droughtand impending
crop failure was clear. the Grain Mar-
keting Board was still exportine orain
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honouring the World Bank/IMFE re-
quirement thatit balance its books. Once
a surplus maize producer, Zimbabwe
ran adeficitofone million metric tonnes
in 1091, In 1992, more than hall the
population required food-aid assistance.

Abandoning infrastructure

_ Structural adjustment policies have
had a negative impact on health because
they have involved extremely severe
cuts in government spending on infra-
structure that supports health and nutri-
tionimprovements. Thisincludes spend-
ing on water supply, sanitation, roads,
national and local food storage facili-
ties, as well as education and communi-
cations infrastructure that allows the
spread of new information about health
and health care.

Environmental degradation

Structural adjustment policies di-
minish the possibilities for good health
because they hasten the deterioration of
the natural environment in which peo-
ple must live and from which they ob-
tain resources to provide for their well-
being. SAPs call for increased exports
as a way of increasing foreign exchange
earnings. Many African countries de-
pend on the export derived from their
natural environment — timber, cash
crops, fish, etc. The resulting accelera-
tion of commodity production is net
ecologically sustainable. The destruc-
tion to the environment associated with
this export-led growth strategy is not
accounted for in GNP calculations and
the loss of future productivity is disre-
garded. Reductions in government
spending, privatisationand liberalisation
also feads to the lack of enforcement of
environmental laws and the removal of
regulations to protect the environment.
By intensifying poverty, structural ad-
justment policies have also forced peo-
ple to move onto marginal lands to
overuse scarce resources in order to
survive.

In Ghana, timber exports were rap-
idly accelerated as part of its adjustment
programme. As a result of these poh-
cies. Ghana’s tropical forest areais now
just 25% of its original size. Wide-
spread deforestation is resulting in re-
gional climatic change, soil crosion and
Izu'gc-sculc(lcscrlil'iculi(m.Wumcnh;xvc
lost an important source of food. fucl
e madicinee that thev had harvested

+ L R B

i o

Women, health and structural
adjustment

Gender relations denote the com-
posite ol ideas and practices concerning,
the relationship between men and
women. These ideas @ | practices have
an impact not only « 1 the health of
women but on the hea 1 of families and
communitics. Becuuse historically
women have been assigned the task of
caring for the family. any policy which
undermines women. undermines the
health of families.

For i long time. women in Africa
have been placed under siress by the gap
between their econor i responsibility
and their access tores  wees. Structural
adjustment exacerbat. - this gap further,
notonly interms of resources butalsoin
terms of stress, time and health. As
Ingrid Palmer warrs.

If the gender bias. the weakest link
in sub-Saharan economies, is not re-
solved. these economics may have an
absolute advantage in no product and a
comparative advanta. - only in lines of
productionbasedon't super-exploita-
tion of women and a ucmand for chil-
dren’s assistance.

Structural adjustment programmes
also seek to shift production from non-
tradeables, whichare goods andservices
produced and consumed withinnational
boundaries, to tradeubles, which are

* goods and services intended for the in-

ternational market. T* cre is anunderly-
ing assumption thatn  difference exists
in the ability of m«i and women to
survive the transitional cost of making
this switch, and that men and women
have equal access to resources and to
markets. But this is not the case. The
switch from non-tradeable to tradeable
productioninvolvesarclocationof many
activities from the paid to the unpaid or
underpaid econom:* accomplished
through the labour @ women. As a
result, the ability of tructural adjust-
ment programmes o ineet their objec-
tives, may be won at the costof a longer
and harder working day for women.
This cost will be invisible to the macro-
economic policy makers because it is
unpaid time. But the cost will be re-
vealed in statistics o1 the health and
nutritional status of snch women.
Women's ability 10 promote health
and nutrition for then:-clves and their
families is conditioned by income, ac-
cess to resources, and their level of
cducation. In Africa. adjustment pro-

tural adjustment policies involve a
duction in real wages o increase
resources which can be devoted to
vestment [oreconomic restructuring
for debt repayment. Women, alre:
receiving lowerand lessregularineon
than men, have seentheirsmallineor
further diminished. In cities and tow
formal sector employment for wor
is increasingly limited under structy
adjustment policies, so they are for
into lower-paying and less produc
informal work. .

With reduced income. Afri
women have to spend more time ¢
ing extraincome for the family, hun
for bargains, making and mendin;
home rather than buying. The incre:
demands on their time limit that ay
able for health and nutrition-related
tivities. Moreover, women have incr
ingly become responsible for taking.
of sick relatives thereby adding n
responsibilities to their already he
burden. This leaves them with littl
no time 1o take adequate care of th
selves further diminishing their
health and consequently of their £
lies.

The negative impact of struct
adjustment on women is not an e:
remedied oversight, as is someti
suggested. Women’s labour is actt
an important factor in the adjusts
process. It is women who are expe
to make up for the loss of governi
services inhealth and education thre
the increased care of sick family 1
bers and increased responsibility
children unable to attend school. Ir
case, savings at the level of the nati
budget are illusory ones, gained on
shifting costs from the monetise
non-monetised parts of the econ
through unpaid and underpaid fe
labour. Women are also under incre
pressure to make up for losses «
family income by taking on addit
paid work, by providing additiona
paid labour to income-generatin;
tivities organised by male family r
bers, or by carrying out their ow
come-generating activities. Atthe
time, women face greater difficult
their role as household managers,
income and available time diminist
tive to the cost of obtaining good
services necessary for the family,
ing daily crises of consumption.

The above is an excerpt from Beyond Adju
Responding to the Health Crisis in Africa (p
28) published by the Inter-Church Coalition or



The World Bank’s vision of health:

a critique

The model of nealth care for developing countries promoted by the World Bank in its World Developmeni

Report 1993 1s a deeply flawed one. The proposed system of health care is a two-tiered one, which is

commercial in inspirations and profit-motivated in orientations. As such, it constitutes a further assault on

the principles of universality and equal access.

THE World Deveopment Report 1993
offers a model o health care for the
developing world. Since the health and
livelihood of citizens around the world
are very closely linked to the policies
which the World Bank promotes, a
critical analysis of the World Bank’s
health proposals :s essential.

Investing in Health proposes a vi-
sion of health care for developing coun-
tries based onaserofassumptions about
the way health care is currently pro-
vided. First, government spending in
developing countries is disproportion-
ately skewed toward the more expen-
sive tertiary sector, that is for hi-tech,
hospital-based, curative care. Second,
public health systems in poorer coun-
tries are inefficient; private health care
delivery is of a higher quality. Third, the
pursuit of pro-poor adjustment policies
canhelpto maintam cost-effective health
expenditures.

The Bank’s specific policy propos-
als include the following:

@ Reduce public expenditures on
tertiary facilities. specialist training, and
interventions that are not cost-effective.

@ Finance a set of public health
interventions dealing with infectious
disease control, environmental pollu-
tion, etc.

® Ensure financing of a package of
essential clinical services for the poor.

® Promote private finance of all
clinical services outside the essential
package, with governmentregulation of
the private sector.

® Encourage private suppliers to
compete both to deliver clinical serv-
ices and to provide inputs such as drugs
to both the public and private scectors
Domestic suppliers should be protected
from international competition.

The viston of health promoted in
the World Development Report 1993
Falls far short of the most basic require-

two-tiered syste:  of health care which
is commercial i nspiration and is dis-
torted by an unduc emphasis on privati-
sation and the profit motive. In essence,
the reporturges poorer countries to cede
most heaith care to the private sector,
leaving governments to provide basic
primary health care for the poor and to
try to regulate the private sector.

3ank’s vision of
.ealth

The World

There are several problems with
these assumptions and proposals. First,
the contents of the basic health care
package for the poor are extremely lim-
ited. Since the poor are more vulnerable
to disease and injury than the rich, and
are more likely already to be suffering
ill-health, they - trapped in a vicious
cycle. Their acc s to adequate health
care depends on iheir ability to partici-
pate in the economy, but their present
ill-health makes full participation diffi-
cult, if not impossible. A second prob-
lem relates to the World Bank’s as-
sumption that in providing a basic health
care package for the poor, governments
will be commirting themselves to a
modestexpendit  eforarelatively small
part of the pop -ation. In many sub-
Saharan African countries, more than
half of the population lives in poverty.
and the numbers of the poor are rising
rather than shrinking. In such a situa-
tion, a modest expenditure targeted at a
small, easily-defined group of people in
poverty is neither a realistic nor an ad-
equate response 1o acrisis of health and
health care.

While the  orld Bank's emphasis
on primary heali. care is positive, it is
also selective. 1oargets individuals tor
immunisation or micro-nutrient supple
ments, but docs not take adequate ac
count of the close relationshin between

Targeted remedial programmes fo
children such as immunisation or fooc
packages, as outlined in the World De-
velopment Report, are not adequate be-
cause they are not linked to the im-
provement of peoples’ economic, po-
litical, social and physical environments.
lgnoring the broader dimensions of ill-
health and focusing instead on ad-
dressing only their symptoms does not
embody a holistic and comprehensive
vision of health.

A two-tiered health care system

While the World Bank agrees that
health care is a basic human right, its
policy prescriptions treat it not as aright
but as a scarce commodity to be allo-
cated according to ability to pay. This
assumption leads to a division of com-
munities and societies into two classes
of people: the ‘haves’ who can afford to
pay foraprivatised, profit-driven health
care system and the ‘have-nots’ who
will have to content themselves with a
bare minimum of treatment in the pub-
lic health care system.

The World Bank'’s vision also in-
valvesadivision of rich and poor coun-
trics. In the Bank’s view, the rich coun-
tries are to do health research, develop
health care technologies and manufac-
ture drugs, while the poor countries
must, as far as their means allow them,
remain consumers of these health prod-

‘ucts.

In effect, the World Bank is pro-
moting an international health care sys-
tem based on the American model. And
yet. as the World Development Report
itself points out, the US has the most
inefficient health care system in the
world. It accounts for 42% of total glo-
bal health care expenditures, while
makinguponly 2% ot the world’s popu-
Iation. Even so. more than 27 millicn
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cut back on spending on health clinics.

uealth care.

The World Bank’s prescriptions for
health care constitute a further assault
onthe principle of universality and equal
access. Their report argues that, “The
main problem with universal govern-
ment financing is that it subsidises the
wealthy who could afford to pay for
the :rown services, and thus leaves fewer
government resources for the poor.’

Arguments like these form an inte-
gral part of the neo-conservative doc-
trine which. over the past decade, have
been used to dismantle social pro-
grammes around the world and replace
them with user-pay. privatised two-
ticred systems. The premise for this
change is seductive: why should the
rich receive the benelits of universal
programmes if they can atford to pay for

Research and training

The World Development
Report also argues for a shift
ol poor countries™ priorities
away from health rescarch
and the training of health
personnel in favour of pri-
mary health care. While this
recommendation seems sen-
sible, it masks a disturbing
reality. This reallocation of
expenditure will continue to
erode the tragile and impor-
tant base of research and
training in poor countries. It
is estimated that during the
1980s more than 30,000 pro-
fessionals have left Africa as
a direct result of the aban-
donment of state support for
basic research and teaching.

Rather than abandoning
these people and their work,
it would be better to consider
ways to support research and
training institutions appro-
priate to the healthand health
care needs of African coun-
tries at either a national or
regional level. If such meas-
ures are nottaken, indigenous
research and training will
continue to be turned over to
private, profit-driven North-
ern health institutions. These
institutions are not account-
abletoanyone other than their

As a result of Structural Adjustment Pogrammes, governments have been forced t

guarantees minimum care for the poor
and makes those who can afford it pay
for these services. What is sacrificed,
though, is the principle of universality.
The result is a health care system which
will provide one leve' of health care to
those who can afford i+ and a far inferior
standard of health care to some, but
probably not all of the poor. The princi-
ple of universality is subverted in fa-
vour of profit-driven schemes. This is
especially problematic in countries
where those in poverty constitute alarge
percentage of the population.

There are proven alternatives tothe
approach advocated by the World Bank,

such as ensuring that richer members of

society pay their fair share of taxes,
which would preserve the principle of
universality and ensure an adequate level

- shareholders or boards of
governors. They will thus be
likely to perpetuate current

biases in health care towards bio-

medical definitions of health prob-
lems, as well as toward the health
problems of white, well-to-do men.

Privatisation

Rather than deal with the root
causes of ill-health, more money goes
from most African governments into
private health care than to public and
mission health care put together. Al-
most half of the doctors, nearly all
pharmacists and many nurses and mid-
wives in African countries work in the
profit-based sector and establish them-
selves in large cities.

In the scenario proposed by the
World Bank, with the private sector
responsible for individual cure and the
public sector responsible for collective
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integration of preventative and curative
health care.

Privatisation and the shift of gov-
crnment expenditure toward primary
health care also includes a call for non-
governmental organisations and
churches to become more involved in
the provision of health care. This can
only be viewed as a short-term, stop-
gap measure. It will lead to greater frag-
mentation in health policy as well as
considerable variation in the quality and
avatlability of health care. Italso results
in greater assymetry in the maintenance
of information systems which threatens
the ability to provide quality health care.
Long-term national health planning,
regulation and coordination become
extremely difficult, if not impossible.
Reduplication of services and the inef-
ficiency of several bureaucracies are
another result of this approach.

Cost recovery and user fees

The World Development Report
1993 promotes the introduction of user
fees for basic health services. User fees
and cost recovery are the foundation of
the World Bank’s proposal for health
care financing in developing countries.
The World Bank argues that, ‘since
patients are already paying for suppos-
edly free or low cost health care, new
user fees, ‘'when accompanied by a re-
duction in indirect costs and improved
services, may increase utilisation.’ In a
context of high unemployment, soaring
prices and growing poverty this strat-
egy only increases inequities in access
-to health services and effectively closes
off access to adequate health care for the
poor.

According to the World Bank, the
Justification for this trend lies in the fact
that a developing country cannot afford
free health care and education. There-
fore, through user charges, the popula-
tion should pay for a significant part of
the care with private enterprises playing
a much greater role. Governments im-
plementing structural adjustment pro-
grammes are forced to cut back their
allocations to health care and seek
compensation by giving more room to
private initiatives and donors as well as
introducing large fees for patients.

The transformation of health care
into a privatised, user-pay system thus
constitutes another assault on both the
physical welfare and the basic human
dignity of the poor. Evidence about the
health care systems of a number of Af-
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Bank's claims. For example, since the
introduction of user fees in Zimbabwe,
there has been o dramatic drop in the
number of hospital visits. Fewer babies
are being delivered in clinies and hospi-
tals in the rural arcas while the number
of women dying in childbirth in Harare
has doubled. sirce the introduction of
the structural adjustment programme in
1990.

Women, girls pay dearly

The World Bank’s systemofhealth
care not only pits richer against poorer
members of socicty, it also forces fami-
lies to decide which of their members
are o receive Leatment. It is in this
regard that the incquity of this system of
health care for women is clear. Since
women and girls presently receive fewer
resources in many families. they are
more likely to be further discriminated
against if health care resources must be
rationed. As a result of declining in-
comes and rising expenses for basic
necessities, mant womenand girlshave
also been forcec o reduce their intake
of food, which cnly increases their vul-
nerability to disease and accident. In
addition, women are mostly likely to
have to take on the additional work of
caring for sick family members when
professional care is unaffordable.

The World Development Report
does offer up the solution that better
education for girls will improve the
general health o families and commu-
nities. However. this recommendation
not only papers over the serious prob-
lem of gender incquality, it also over-
looks the greatest threat to the health
and well-being of women, and of entire
communities: poverty. The World De-
velopment Report does, to its credit, af-
firm the close link that obtains between
poverty and health. It also recognises
the appalling le' Is of violence against
women througiout the world as a
dominant health 1ssue. What the report
fails to do is make the link between
poverty and the failure of the World
Bank’s economic policies.

The proposals contained in the
World Development Report do not ad-
dress the single greatest factor contrib-
uting to the health care crisis in the
South. The debt - risis remains the larg-
est single threat 1o health currently fac-
ing the global community. In addition,
many countries have been compelled to
adoptstructural adjustment programines”
(SAPs), which have had a devastating

the majority of their citizens. Structur:
adjustment undermines the ability o
states to allocate resources towards ei
ther health care or self-reliant develop
ment, and instead turns these resource
towards the export sector and debt serv
icing. How can poor countries possibl
give cither resources or attention ¢
health care when significantamounts o
their scarce capital continue to be si
phoned offby Northern banks, G-7 gov
ernments, the International Monetar
Fund and the World Bank? The reduc
tion of public investment due to SAP:
has also affected the ability of countrie:
to maintain and develop infrastructurt
in water and public sanitation. In it
1989 document entitled African Alter
native Framework for Socio-Economic
Recovery and Transformation, the
United Nations Economic Commissior
for Africa warned against the cutback:
in social spending as a debt-servicing
strategy: “Reductions in budget deficit:
must not be accomplished at the ex-
pense of expenditures on the social sec-
tor: ie, education, health and other so-
cial infrastructure.’

Promoting an unhealthy planet

Structural adjustment policies also
resultin serious constraints on efforts to
promote better health through more
environmentally responsible develop-
ment policies. The promotion of toxic
waste exports to poor African countries
by the former Chief Economist of Ithe
World Bank, Lawrence Summers is an
example of this. His recommendation
was not an aberration, but rather the
logical extension of a structural adjust-
ment agenda which forces countries
desperate for foreign exchange to sacri-
fice the health of their citizens by expos-
ing them to the unwanted waste of
Northern countries:

The World Bank’s own internal
review of its project lending, conducted
by W Wapenhans in 1992, points to an
alarming 37.5% failure rate. The same
report notes that the worst-affected sec-
tors were in water supply and sanitation
where 43% of the projects were said to
have *major problems’ and in agricul-
ture, with a rate of 42%.

The World Bank continues to lend
moncy for projects which harm the en-
vironment and which do not directly
imvolve the people who will be directly
alfected by them at every step of the
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fact became the cause of further in-
debtedness. The World Bank refuses
to accept its share of responsibility
for contributing to and exacerbating
the debterisis, Itcould do sowithout
ditficulty given that it has amassed
over $13 billion in profit over the
past decade.

As the world’s largest develop-
ment institution. the World Bank
must take responsibility for its con-
tribution to the growing poverty and
declining health of the majority of
the world’s people. A thorough re-
view of the World Bank's develop-
ment, environment and lending
record is urgently required. The Bank
must be called to account for its
disturbing legacy of bad loans to
corrupt leaders, failed projects and
flawed development policies. The
World Bank mustalso acceptits share
of responsibility for contributing to
and exacerbating the debt crisis by
cancelling the debts owed o 1t by the
poorest countries and channelling
these funds towards social sector
transformation and growth.

Ensuring universality and
equal access

Comprehensive health care
should be seen as part of an overall
development strategy to combat
poverty and promote self-reliance.
The provisionof adequate health care
depends upon a commitment of
public resources. This vision can be
realised only if governments, health
services and donors support a proc-

suffered a depletion of midwives, nurses and other staff.

Conflict of interest

It is the poor who w1 - being forced
to pay, through cutbacks in health
spending and through reductions in their
living standards and physical well-being
for the irresponsible lending and bor-
rowing that occurred during the 1960s
and 1970s. During the 1970s, World
Bank lending to developing countries
increased five-fold at the same time as it
was actively encouraging banks and
Northern governments to increase their
lending. In spite of very clear indica-
tions that this lending was unsustainable,
the World Bank continued to increase
its lending as well as encourage North-
ern banks and governments to do so.

During the 1980s, the World Bank

effect bailing out commercial banks,
Northern governments, the IMF and
itself by using funds carmarked for de-
velopment assistanc. for debt servic-
ing. The servicing of "he growing debts
owed to the World Bunk and the IMF is
another problem. An average of 45% of
African countries’ debt servicing goes
for multi-lateral debt. The need toserv-
ice this debt has directly contributed to
the dismantling of health care systems.

The solution advocated by the
World Bank in the 1980s has been to
encourage indebted countries to increase
exports of their priniry commodities.
Rather than solve the debt problem, this
strategy only exacerbated itas the over-
supply of commodities led to plummet-
ing prices. The *solution” o the debt
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ess that will ensure a democratic
system of health care which guaran-
tees universality and equal access.

This vision cannot be seriously
considered in the context of diminish-
ing resources for the social sector and
the privatisation of basic social serv-
ices. At the heart of these trends is the
problem of international indebtedness
and the implementation. of orthodox
structural adjustment programmes.
These have been the most important
factors contributing to the deterioration
of health care systems notonly in Africa
but as part of a global trend.

Efforts to address the HIV/AIDS
crisis in Africa must be part of a com-
prehensive national plan atall levels of
health care. Anadequate response to the
HIV/AIDS crisis cannot be mounted in
the context of shrinking national budg-
cts owing o debt servicing or o frag-
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system.,

The failure of top-down develop-
ment methods to eradicate poverty and
improve the living conditions of the
poor i African nations has led to de-
mands for and adoption of participatory
initiatives to strengthen the power and
welfare of people. Such intatives rely
on the sharing of power and scarce re-
sources. These include efforts by social
groups to control their own destinies
and the opening up of opportunities
from below. This approach has bolstered
community involvement in the design,
execution and management of develop-
ment projects and resource management.
It has led to increased benefits and effi-
ciency in the provision of social serv-
ices, especially those related to health,
nutrition, education and income gen-
eration. Included in this vision is the
reaffirmation and support forindigenous
healing systems and the integrity of
indigenous health knowledge and prac-
tices.

These community-basedefforts can
only succeed where health care is ac-
corded primacy at the national level. A
comprehensive national health care
policy framework can only emerge
where there is continuous consultation
with patients, health-care practitioners
and policy-makers at all levels. This
entails a massive reshifting of resources
away from the private sector and towards
the public sector. The allocation of
secondary and tertiary care to the private
sector, as the World Bank proposes,
will only lead to a further skewing of
health care which favours the rich.
Secondary and tertiary health care have
to be integrated and become part of a
comprehensive basic package that is
made available to all citizens.

We favour a democratic, commu-
nity-based, comprehensive vision of
health care where communities are given
the power and the tools to reduce prob-
lems of ill-health, problems which are
intimately related to the economic and
social patterns of their society. Promot-
ing democratic health practices would
mean placing the definition and control
of health care in the hands of those who
use the services. This will mean that
people, especially women, will not be
treated as the targets of health cam-
paigns, but as members of society with
cqual political rights. social status, and
cconomic value.

The basic elements of a democratic
health service would include:

@ Equitable distribution of food,

services, and free curative medical care
to women, children and men of all so-
cial classes in rural and urban areas.

@ Support for community-based
health care initiatives which give all
members of a community control over
decisions involving their health and
livelihood.

@ Affirmation of and concrete
support for indegenous health care
knowledge and practice.

@ Support for and promotion of

food security. In particular, the produc-
tion of food crops for domestic con-
sumption must be given priority over
commercial production of export crops.
The redistribution of land is another
important compcnent of food security,
as are a more equitable and appropriate
distribution of agricultural services and
inputs to small farmers, especially
women.

@ Support programmes which
would enable groups to overcome
poverty such as housing development,
literacy training. improved education
and skills development programmes for
the poor.

@ Program:.aes to combat family
violence and sexual inequality.

An integrated health
care system

There is a need to build health care
facilities to serve rural communities.
Such facilities must be intergrated into
the secondary ar ' tertiary care system
and must not be cc..npromised by making
the poor carry an unfair burden of the
costs whileenabling urbanelites toavoid
sharing the benefit of advanced medical
technology.

In addition, medical education
which has tended to produce clinical
specialists needs to be revised to train
generalistsas well. Such generalists must
be familiar with :ural health problems
and prepared to orkinteams of public
health professionals under conditions
of scarcity in rural areas. Community
rather than economic concerns should
be the motivating force behind the op-
eration of these health care teams. Ide-
ally, such teams should function within
a transformed political structure, but
realistically, they would need to cope
with the limits . nosed by existing na-
tional and locui stitutions,

Transnatioiul pharmaceutical cor-
porations represent another arca of ne
glect in health care strategies for poor
countries. These corporations operate

lowed to amass widtall profits througt
monopoly pricing. For example, prices
for drugs can be lowered through leg.
islation as Germany did when it reduced
the reference prices of drugs for health
plans to those of generic brands, using
pharmacological properties as the basis
for grouping and pricing drugs. This
forced transnational pharmaceuticals to
reduce the price of their drugs to the
level of generic brands.

Transnationals must be more
closely monitored in both rich and poor
countries, and made more accountable
to the customers they purport to serve.
This would include imposing higher
taxes on the profits made by pharma-
ceutical corporations and channelling
these funds into national health care
systems. Stiff penalties should be im-
posed on unscrupulous companies that
dump expired drugs and con duct dan-
gerous tests of new medications in poorer
countries. Medicines which benefit all
people, and which are derived from the
genetic stock which is the heritage of all
humanity, should not be controlled by
private interests. The shining example
of Dr Manuel Patarroyo's donation of a
malaria vaccine to the World Health
Organisation serves as a model of soli-
darity and true concern for the well-
being of the world's inhabitants.

Comprehensive health care should
be seen as part of an overall develop-
ment strategy to combat poverty and
promote self-reliance. The provision of
adequate health care depends upon a
commitment of public resources. This
vision can realised only if the govern-
ments, health services and aid donors
support this process of change.

What African countries need now
is acommitment from our governments
and from development agencies like the
World Bank to support their efforts to
develop and implement their own
comprehensive health care programmes
where people not markets take priority.

Promoting democratic health prac-
tices would mean placing the redefini-
tion and control of health care in the
hands of those who use the services. By
doing so, the majority of people, espe-
cially women, will not be treated as
targets of health campaigns, but as
members of society with equal politi-
cal nights, soial status, and economic
value. *

Fhe above ix an excerpr from Beyond Adjustment:
Responding to the Health Crisis in Africa (pages 30
42) published by the Inter-Church Coalition on Africa
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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-cight, 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 world, hereby makes the following

-Declaration:

THE conference strongly reaffirms that
health, which is a state of complete
physical. mental and social wellbeing.
and not merely the absense of disease or
infirmity. is a fundamental human right
and that the highest possible level of
health is a most important world-wide
ocial goal whose realisation requires
the action of many other social and
economic sectors in additionto the health
sector.

11

The existing gross incquality in the
health status of the people, particularly
between developed and developing
countries as well as within countries, is
politically, socially and economically
unacceptable and is. therefore, of com-
mon concern to all countries. -

111

Economic and social development,
based ona New International Economic
Order, is of basic importance to the
fullest attainment of health forall and to
the reduction of the gap between the
health status of the developing and de-
veloped countries. The promotion and
protection of the health of the people is
essential to sustained economic and so-
cial development and contributes to a
better quality of life and to world peace.

18

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

v

Governments have aresponsibility
for the health of their people which can
be fulfilled only by the provision of
adequate health and social measures. A
main social target of governments, in-

The Alma-Ata Conference in Kazakhstan in progress.

world community in the coming dec-
ades should be the uttainment 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 pro-
ductive life. Primary health care is the
key to attaining this target as part of
development in the spirit of social jus-
tice.

V1

Primary health care s essential
health care based on practical, scientifi-
cally sound and socially acceptable
methods and technology made univer-

lies in the community through their full
participation and at a cost that the com-
munity and country can afford to main-
tain at every stage of their development
in the spirit of self-reliance and self-
determination. It forms an integral part
both of the country’s health system, of
which it is the central function and main
focus, and of the overall social and
cconomic development of the commu-
nity. It is the ‘st level of contact of
individuals, the family and community
with the national health system bring-
ing health care as close as possible o
where people live and work, and consti-
tutes the first element of a continuing



health care’.
Vil

Primary health care:

1. reflects and evolves from the
economic conditions and socio-cultural
and political characteristics of the coun-
try and its communities, and is based on
the application of the relevant results of
social, biomedical and health services
research and public health experience.

2. addresses the main health prob-
lems in the community, providing pro-
motive , preventive, curative, and reha-
bilitative services accordingly;

3. includes at least: education con-
cerning prevailing health problems and
the methods of preventing and control-
ling them; promotion of food supply
and proper nutrition; an adequate sup-
ply of safe water and basic sanitation;
maternal and child health care, includ-
ing family planning; immunisation
against the major infectious discases;
prevention and control of locally en-
demic diseases; appropriate treatment
of common diseases and injuries; and
provision of essential drugs;

4. involves, inaddition tothe health
sector, all related sectors and aspects of
national-and community development,
in particular agriculture, animal hus-
bandry, food, industry, education,
housing, public works, cemmunications
and other sectors; and demands the co-
ordinated efforts of all those sectors;

5. requires and promotes maximum
community and individual self-reliance

‘The people have the rlght and duty to pamc:pate

ganisation, operation and control of pri-
mary health care. making fullest use of
local, national and other available re-
sources, and to this end develops through
appropriate education the ability of
communities to participate;

6. should be sustained by integrated
functional and mutually-supportive re-
ferral systems, leading to the progresive
improvement of comprehcnsive health
care for all, and gwmg priority to those
most in need;

7. relies, at local and referral lev-
els, on health workers, including phy-
sicians, 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
torespond to the expressed health needs
of the community.

VI

All governments should formulate
national policies, strategies and plans of
action to launch and sustain primary
health care as pwt of a comprehensive
national health system and in coordina-
tion with other scctors. To this end, it
will be necessary to exercise political
will, to mobilise the country's resources
and 1o use available external resources
rationally.

1X

All countrics should cooperate ina
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in the plannmg and lmplementatlon of their

sure primary health care
for all people since the
attainment of health by
people inany one coun-
try directly concerns and
benefits every other
country. In this context
the joint WHO/UNICEF
reporton primary health
care constitutes a solid
basis for the further de-
velopmentand operation
of primary health care
throughout the world.

X

Anacceptable level
of health for all the peo-
ple of the world by the
year 2000 can be attained
through a fuller and
better use of the world’s
resources,
able part of which is now spent on
armaments and mihlitary conflicts. A
genuine policy of independence, peace,
detente and disarmament could and
should release additional resources that
could well be devoted to peaceful aims
and in particular to the acceleration of
social and economic development of
which-primary health care, as an essen-
tial part, should be allotted its proper
share.

a consider-
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The International Conference on
Primary Health Care calls for urgent
and effective national and international
action to develop and implement pri-
mary health care throughout the world
and particularly in developing countries
in a spirit of technical cooperation and
in keeping with a New International
Economic Order. It urges governments,
WHO and UNICEF, and other interna-
tional organisations, as well as multilat-
eral and bilateral agencies, non-govern-
mental organisations, funding agencies,
all health workers and the whole world
community to support national and in-
ternational commitment to primary
health care and to channel increased
technical and financial support to it,
particularly indeveloping countries. The
Conference calls on all the aforemen-
tioned to collaborate in introducing,
developing and maintaining primary
health care in accordance with the spirit

" 1 -] Sy e
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Science and ethics in the
NORPLANT trials

Safety trials are being conducted in India on NORPLANT, the implantable hormone
contraceptive developed by the US Population Council. The way the trials are being
carried out, however, raises serious questions.

WALK into the Family Plannning clinic
at the Safdarjung hospital and you are
greeted by two posters of NORPLANT,
the five-year implantable hormonal
contraceptive invented by the Popula-
ion Council of the USA. The counsel-
lor takes great pains to explain to you all
about this new contraceptive costing
Rs 1,800 received from the US.  Six
white match-sized capsules comprising
this contraceptive are stuck on the poster
- 50 that women can see it for them-
selves. But neither the counsellor nor
the doctor on duty bother to inform
women of the minor hitch- NORPLANT
is not as yet an approved method for
contraception butis undergoing trials in
the country. Women who agree to use
NORPLANT will in fact be participat-
ing in the Phase III trials of the Indian
Council for Medical Research which
will establish the safety and effective-
ness or for that matter the lack of it for
Indian women.

While the inventor, namely, the
Population Council, lists out a number
of side effects which include spotting,
amenorrhea,menorrhagia, metrorrhagia,
ovarian cysts, mastalgia, weight gain,
dermatitis, acne. hair loss, hirsutism,
headache, nervousness, nausea, dizzi-
ness, change of appetite, depression
and other mood changes, infection,
itching or pain at the site of implanta-
tion, our researchers reassure women
that NORPLANT is perfectly safe,
(*You may suffer some bleeding dis-
turbances but we can easily take care of
them’) in complete disregard of the fact
that there is no treatment for these dis-
trbances. ‘

Of course this irrational therapy is
not confined to India alone but is ram-
pant in almost all countries where this
miracle device is inuse, ranging from
Finland to Indonesia. “Only a hundred
devices have been sent 1o us and even
our own staft is gucuecinge up for them,’

" Kalpana Mehta

NORPLANT capsules... designed to
prevent pregnancy for up to five years.

The doctor on duty first screens
two women based on their reproductive
status including age and parity and pos-
sible inclination to seek a contraceptive
for full five years. She then sends them
forroutine examir. - tionand a pap smear.
Itisabitlate in the (dayandthe concerned
doctor refuses to take the smear. The
women persist siying that they niced to
get the test done on the same day be-
cause they have been asked to get
NORPLANT inserted the nextday. ‘But
the result of the smear will be available
only after two weeks,” Says the doctor.
The women rush back to the Family
Planning clinic @ bit confused. The
doctor on duty reassures them that itis
not necessary o wait. for the results.
Now the unsuspecting volunteers are
truly worried — why all this testing it it
1s not needed?

are dissuaded that ‘these contain hor-
mones and will ruin your uterus. Why
don’t you go for the Copper T by the
very doctors who promote NORPLANT
as being safe. IS THIS ETHICAL?

Ethics apart, what is the rationale
forall the promotional glossies thathave
been printed already by the Ministry of
Health and Family Welfare or for that
matter the video on NORPLANT inser-
tion, all of which make NORPLANT
seem like an ideal contraceptive? How
has the Ministry decided that
NORPLANT trials will prove to be a
safe and efficacious device for Indian
conditions? Are these trials being con-
ducted to determine the side effects
among Indian women orare they aritual
exercise meant to give a scientific fa-
cadc to a political decision? Or are the
trials meant to pacify the joint front of
women’s organisations which has de-
manded that NORPLANT not be in-
troduced in India.

Time and again NORPLANT ap-
proval in the US is cited as a ground for
the safety of this device. But a cursory
look at the National Drug Approval
before the US informs the reader that
the US application was made so that it
would be easy to obtain approval from
drug authorities in the Third World.

In 1991 I happened to attend a
meeting called by the Indian Council of
Medical Research and the Ministry of
Health and Family Welfare where they
revealed their plans to go ahead with
NORPLANT introduction without car-
rying out the Phase HI trials. They
sought the support of women’s groups
to go ahead. This was not surprising
because at that stage only a few wom-
en’s groups like Saheli, Chingari and
Stree Shakti Sanghathana had raised
their voice againstintroduction of unsafe
contraceptives and the abuse potential
of contraceptive technology.

NORPLANT as a contraceptive
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tablishment ideally,
second only to sterili-
sation.  Once moti-
vated a woman could
be torgotten about for
five vears. Not only
wis the question of
safety being ignored
but also the actual
prootofabuse from the
country of originie the
us.

In India the con-
traceptive had noteven
undergone the neces-
sary clinical trials
which would have an-
swered the question of
effectiveness, side ef-
fects and adverse re-
actions among Indian
women. NORPLANT
administration also re-
quires sophisticated
screening and moni- |
toring systems which
were then non-existent
in the country or were
fast being dismantled.
This had already been
proved in the case of
another version of
NORPLANT where

cases contact was lost
altogether. Non-re-
moval at the end of the

We have taken a Five Year
Insurance Plan...

We have left no roor:: for Surprises

for that matter hea
disease are absel
from this protoc
eventhough they ha
been reported toocc
with a fair regularit
among NORPLAN
users inother studie

A recent evalug
tion in Indonesi
suggests that as man
as 11% women r¢
ported symptoms «
heartdisease while ¢
NORPLANT. Tt
Population Counc
suggests that ovaria
cysts have occurre
among nearly 10% ¢
the users even thoug
itdoes not provide ir
formation on the pe
centage which re
quired surgery. Th
research protocol ¢
ICMR suggests th:
the study could b
discontinued if life
threatening side e

o (W& fects were discovere

VL7 but for most India

/% women heart attack

_NORPL ANU would mean loss «
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out research to fin

effective period could
subject these women
to the life-threatening
condition of ectopic pregnancy.

On these premises a broad coali-
tionof women’s organisations and health
groups came forward to say a resolute
‘no’ to NORPLANT. While their posi-
tion on the suitability of this device for
Indian conditions was notaccepted there
was no denying that Phase [ trials were
amust. The Indian Council of Medical
Research thus admitted before the Na-
tional Commission for Women that it
would carry out a Phase I trial instead
of the. proposed post- marketing sur-
veillance of 20,000 women. A sample
of 1,000 women was then drawn up and
this trial was initiated inJuly this yearat
ten medical colleges.

There are a number of problems
with the way this study has been de-
signed and also with its implementa-
tion. Firstand foremost NORPLANT is
not being offered as an experimental
method but as a choice among many

Zimbabwe.

Promoting NORPLANT in Africa. The “ove advertisement was used in

other methods. While the study aims to
see the acceptability of the method
among young women, this is not even
built into the design of the study. Hos-
pitals are. in practice. putting pressure
on women with two children to adopt
sterilisationortoopt for [UDs instead of
offering them a hoice including
NORPLANT. Wo:icn who opt for
NORPLANT are to be provided with
health cards so that they can get good
medical care for all their problems - an
inducement which can hardly help if
one of the objectives is to assess the
relative acceptability of the device.
Similarly targets have been set for
NORPLANT recruitment but not for an
overall limit for the - udy biasing coun-
sellors 1o push NORPLANT among
cligible women.  Similarly, the re

searchers are not fully informed of the
side effects by the rescarch protocol.
Serious side effects which include ovar-

out what is alread
known escapes one.

Medicalresearc
cannot be done in dit
regard of social and infrastructural rea
ity. Research is justified if there exis!
a possibility of finding a superior sol
tion to an existing problen
NORPLANT fails to meet this require
me 1 for women. Time and again fig
ures of maternal mortality are quoted ¢
a defence for introducing contracej
tives. Butdeath rate from NORPLAN
use sans medical facilities to treat fc
side effects would itself surpass the e>
isting rate of maternal mortalit,
NORPLANT has an effective life «
five years, is not recommended for la
tating women and yetis being promote
as a spacing method. Which woma
would be advised to space her childre
by seven years?

NORPLANT the world over has
record of abuse possibly surpassed onl
by the vasectomy drive in India durin
the emergency. While in the US it he



authorities such as judges
and weltare workers who
want to ensure that women
on parole and welfare do
not reproduce. in Indonesia
it has been used without

cvenmtorming women that ALY T

it can be removed before
five years are over.

US approval atany rate
1s no guarantee for safety.
There is no comparison
between healthy North
American women and their
average Indian counter
parts. There is no compari-
son between emergency
medical assistance or for
that matter in product li-
ability laws. Or do we
propose to follow the ex-
ample of Indonesia where
insertion (and hence
screening and surgery) is
carried out in facilities
which lack examimation ta-
bles. running water and electricity?

We are now aware that HIV virus
spreads also through heterosexual inter-
course. Experts suggest that India is on
the verge of an AIDS epidemic. In this
context it is important to note that
NORPLANT provides no protection
against HIV and is likely to contribute
to the spread of the virus because of the
surgery involved. The Population
Council makes a ludicrous suggestion
that NORPLANT should be used for
contraception but a condom should be
used against HIV. Why not dispense
with the implant because a condom can
:ake care of both requirements?

Of course the side effects listed in
the official literature occur among
women who have been screened for
contraindications including pregnancy,
liver discise, hypertension, heart and
clotting disorders, cancer etc. No one
knows how other women will respond.

Noetallowing research to take place
labels women’s organisations as being
anti-science. But surely quest of
knowledge cannot be at the expense of
human beings. And at any rate what is
scientific about trying to do away with
research beforeintroducing anew drug?
Or for that matter what is scientific
about printing promotional literature in
advance of the research? Or for that
matter whatis scientific about research-
g into products which will only -
crease human misery”?

Jefore starting research the appro-
priateneee of technoloov muet be -

Cara eksklusif
melestarikan sukses

maelgTy e

IMPEANT
ERUSETS P N

e

Promoting a positive image for NORLANT in Indonesia.

sessed. The abilite to deliver services
safely depends o1 ne quality and reach
of the health car  system. Even if it
were possible to deliver a particular
technology the costs arising out of the
cost of delivery, cost.of screening and
monitoring, cost of training the per-
sonnel and above all the cost of morbidity
likely to result from the side effects
must be weighed against the benefits of
providing additional choices to women
ie, how many wc 1en would have an
unmet need satisfi. 1and hence the con-
crete benefits froni the method. These
estimates are invariably available be-
cause most contraceptives undergoing
trials in India are in use elsewhere. Itis
important to state that in a family plan-
ning programme like ours, the abuse
potential of a contraceptive (which
means how it can be forced upon women)
is a critical factor in approving contra-
ceptive methods « -en for research.

In today’s context, only a method
which has the potential to serve contra-
ceptive needs of men or women better
and costs the exchequer less than the
other methods while providing protec-
tion against HIV and with a lower po-
tential forabuse can belogically cleared
forclinical trials. Butthislogic could be
applied if the trinl. are meant to serve
the cause of sciciic * and humanity.

Notonly docs thequestion of choice
of new methods have to be answered
through rescarch butsome other enquir-
ies with respect o existing methods are
inorder Rleedine disturbances aecoe: -

ated with injectables and
implants are brushed aside
a8 minor inconveniences
without scientific basis and
it has taken thirty vears o
cveninitiate rescarchon this
subject. Simnlarly while the
stressis on the promotion of
spacing methods many
methods have not been
tested sufticiently forreturn
of fertility, return of the
ability to bear healthy chil-
dren and the likely impact
of invasive methods on
breastfed infants.  Long-
term follow-up of subjects
which is essential to deter-
mine the carcinogenic po-
tential of hormonal contra-
ceptives among women and
their children is absent. Is
this scientific?

Medical researchers
never tire of talking about
the cafeteria approach, But
what recourse is available to sexually
active women who are not living within
the confines of marriage? Why does
research always model itself on a long-
standing couple relationship where a
woman is constantly exposed to the risk
of pregnancy when this is akin to taking
a daily dose of aspirin to prevent a
headache?- It is well known to all, that
ever increasing migration from rural
areas would mean that even married
women need contraception for sporadic
and spontaneous sexual intercourse. Yet
little research is aimed at this segment.
It is equally well known that a large
proportion of Indian women are anae-
mic and yet no research is aimed at
methods which do not entail increased
bleeding losses, with the exception of
immunological contraceptives which
put more at stake than the present hor-
monal methods.

In fact, it can safely be asserted that
research on contraceptives is akin to
endless packaging of old wine in new
bottles - most of it is aimed at finding
new delivery system for synthetic hor-
mones for continuous contraceptive
protection while safety questions are
leftunanswered. Andincreasingly even
this research'is being dispensed with as
has been the case with the approval
accorded to Depo Provera last year and
the  promotional  literature  on
NORPLANT and Cyclofem. *

Kealpena Mehia is a hectdth cactivict in Iaedie
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The case of the nuclear
human guinea pigs

Recent revelations that US government age ncies, private corporations, hospitals and

universities have subjected pregnant women, newborn infants and mentally retarded

children to secret radiation experiments have sent shock waves thréughout the world.

US OFFICIALS say they are along way
from compensating the thousands of
human guinea pigs subjected 1o secret
covernment radiation experiments fol-
lowing World War I1.

"People don’t want o get caught
with something that could be a mulu-
billion-dollar thing,” an administration
official told reporters. “There’s just not
loads of money to go around.”

The comments appear to contradict
those made by Energy Secretary Hazel
O Leary. who has led the government’s
inquiry into the experiments. She said
on television that victims should be
compensated.

‘Many have suggested, and 1 tend
to agree personally, that those people
who were wronged need to be com-
pensated,” O'Leary said in the 28 De-
cember-interview. ‘| -am appalled by
what was done,” she said. ‘Clearly
standards were used that should never
have been approved.’

800 people involved

The experiments involved expos-
ing people to. and injecting them with,
dosesof radiation without theirinformed
consent. The extent of the experiments
is still unknown and new reports surface
almost daily. O’Leary said some 800
people were involved.

Government agencies, private cor-
porations, -hospitals and universities
conducted the experiments from the mid-
1940s to at least the mid-1970s on
pregnant women, newborn infants,
mentally retarded children, native
Americans, and prisoners, among oth-
ers. -
The Atomic Energy Commission,
the predecessor of the US Energy De-
partment which oversees the country’s
nuclear programme, managed most of
the experiments

O’Leary’s suggestion of compen-
sation was the first time the government

has taken the lead in offering payments
to survivors of nuclear tests.

But the Bill Clinton administration
will not immediate! change course,

according to official  Spokesman Jeft

Eller has said on 10 January 1994, that
the White House was still a ‘long way’
from committing to compensation.

High-level task force

'he administration has, however,
announced the formation ofahigh-level
task for¢e o investig - the scope of the
radiation experimen. . including how
many people were us. | as guinea pigs
and ifthey shouldreccive compensation.

The scandal over the experiments
began in December 1993 when a New
Mexico newspaper reported that 18
hospital patients were injected with high
concentrations of plutonium between
1945 and 1947.

Ont woman wa reportedly moni-
tored for 35 years * thout being told
what had been done (0 her. The paper
said another subject’s body was ex-
humed 31 years after burial and sent to
a government laboratory in Chicago for
further tests.

More revelations of the experiments
surfaced as researchers dug through
thousands of newly declussified docu-
ments released by tI - Energy Depart-
ment. The media alsc nvestigated local
reports of abuse. :

The Boston Globe reported in early
January that more than 30 mentally-
retarded children were fed radioactive
foods as part of a 10-year study in the
1940s and 1950s. It said the experi-
ments were performed at Harvard Uni-
versity and the Massachusetts Institute
ol Technology and tpported by the
food company Quak. + Ouats.

In another case 1 the late 1940s,
hundreds of pregnant women in Nash-
ville, Tennessee, were reportedly given
radioactive iron to study its effect on the

development of the child. The st
found higher than normal cancer ral
among the children born.

Newborn infants were also su
Jected to tests. In one study, 235 we
reportedly injected with radioactive i
dine, apparently to see how the thyro
gland works. The results were publish
in the 1950s and 1960s.

At the time of the experimen
officials acknowledged they riski
criticism for nottelling people what w
being done tothem. One official liken
the experiments to those of Nazi docto
at the Buchenwald concentration can
during World War I1.

Buchenwald touch

‘If this is to be done in humane
warned researcher Dr Joseph Hamiltc
in a 1950 memo, ‘I feel that those co
cerned in the Atomic Energy Commi
sion would be subject to considerab
criticism as admittedly this would hay
a little of the Buchenwald touch.’

But the studies enjoyed the suppo
of governmentagencies, universities ar
hospitals, including the National Aer
nautics and Space Administratic
(NASA), the US Public Health Servic
Columbia University and the Universi
of California.

Government researchers also col
ducted experiments in prisons. |
Washington and Oregon, reports sz
131 prisoners had theirtesticles expose
to radiation to see what effect it wou!
have on sperm production and to fir
out how much radiation was necessar
to make them sterile.

The Clinton administration’s ne
task force, comprised of representative
from all major government agencice
will seck to answer lingering questior
and sce if experiments involvin
chemical  and  biological — weapor
were also performed on unwitting sut
jects. — IPS 4
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CULTURAL COMPONENTS OF BEHAVIOURAL
EPIDEMIOLOGY: IMPLICATIONS FOR
PRIMARY HEALTH CARE

H. K. HEGGENHOUGEN' and L. SHORE?

'Evaluation and Planning Centre, London School of Hygiene and Tropical Medicine, University of
London, Keppel Street, London WC1 and *Department of Health and Welfare Education, Institute
of Education, University of London, Bedford Way, London WCI, England

Abstract—In this article we discuss the association of culturally linked behaviour and epidemiology: that
patterns of disease are significantly related to cultural sets of normative beliefs and behaviour. The
literature on this is vast and includes much of what is written under the headings of Medical Anthropology
as well as, for example, Cross-cultural Psychiatry and Medical Geography. A comprehensive review is
obviously impossible, but as this is presented primarily as a background paper, basic issues are raised.
and related to examples from the literature, to stimulate discussion. The article is divided into four
subsections which give an indication of our focus: (1) culture, disease and illness causation: (2) utilization
and provision of health resources; (3) health, illness and normative socio-political and economic behaviour

and (4) primary health care, community participation and culture—implications for the future.

INTRODUCTION

We need only read Fabrega’s 1974 volume Disease
and Social Behavior [1] and scan its 30 pages of
references to be convinced that behaviour and disease
prevalence and incidence are interconnected. It is
clear that people’s behaviour affect agents, hosts and
environment to either increase or decrease the risk of
a whole range of diseases and ailments. It is this
which we understand as behavioural epidemiology,
the study of patterns of morbidity and mortality of
various groups which may be associated with par-
ticular behaviour (e.g. it has been found that smok-
ing behaviour is, epidemiologically, associated with
higher rates of lung cancer for smokers than for
non-smokers).

There are many reasons why we behave as we do,
but much of what we do, and how we do it, is
culturally determined. We may agree with Landy
that, *...almost every facet of human behavior
seems to be ecither modifiable or impressively
influenced by cultural factors™ [2]. Culture has many
definitions, but most would agree that it is a set of
beliefs and behaviour shared by a specific group.
Thus by the very fact of our belonging to such a
group, as we all do, we all have been socialized to
accept certain values and behaviours as normative.

Even if we argue that no culture is static, with some
being particularly fluid, and that acculturation and
multiculturism, not to mention cultural imperialism,
have relevance in most parts of the world, we are
all undeniably influenced by cultural norms, be they

The views expressed in this article are those of the authors
and do not necessarily represent those of the institutions
with which they are associated.
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those of dominant and/or of the sub-culture in which
we live. It may be that the culture of our youth is
different from the one we live in as adults both
because of change over time and because we may
have moved from one culture to another, but this
does not minimize the influence of culture, though it
does signify dissonance.

Since the publication of Benjamin Paul's Health,
Culture and Community [3]in 1955 and Steven Polgar’s
major article, “‘Health and Human Behavior: areas of
interest common to the social and medical sciences™
[4] in Current Anthropology in 1962, the connection
between culture and epidemiology has been clearly
established. It is now widely accepted, not only by
social scientists but also by a substantial number of
health professionals that patterns of disease are
significantly related to cultural sets of normative
beliefs and behaviour. It is now no longer considered
strange that anthropologists work in medical schools
or with health services programmes as it was less than
10 years ago.

More recent volumes such as Landy’s, 1977,
Culture, Disease and Healing [2] and those published
in the ““Comparative Studies of Health Systems and
Medical Care™ series edited by Leslie [5] since 1978
and those in the *“Culture, Iliness and Healing” series
edited by Kleinman [6] which began in 1981 are but
a few of the more well known of a vast literature
which convincingly makes the connection between
culture, behaviour and epidemiology (e.g. [7-14]). The
current prominence of this connection does not imply
that it is a new discovery. It has been recognized and
expressed by medical philosophers and practitioners
from Hippocrates [15] to Virchow [16] and, more re-
cently, Dubos [17, 18] and Engel [19]. The rediscovery
is connected with a growing disillusionment with the
disproportionate prominence and pre-occupation
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with the technological and biomedical aspects—the
technological fix—of health and illness. This does not
imply a disregard for the value of biomedicine but
rather a recognition that it may be faulted for having
become but a partial healing process.

Most of what is known as medical anthropology
and much of the literature of such fields as cross-
cultural psychiatry, culture and personality, and medi-
cal geography can be related to culture, behaviour
and epidemiology. It would be unrealistic to attempt
a comprehensive review of such literature. Rather, we
want to present a few examples of this relationship
and, as this is written as a background paper, to raise
some issues which may serve to stimulate discussion.
We have done this under four basic headings: (1)
culture, disease and illness causations; (2) utilization
and provision of health resources; (3) health, illness
and ‘normative’ socio-political and economic behav-
iour and, in conclusion; (4) primary health care,
community participation and culture—implication
for the future.

First a word must be said about measurement,
however, and about the care which should be taken
in drawing conclusions from comparative cross-
cultural morbidity and mortality statistics. “Obvious’
differences may not be as obvious as they first seem.
The quality of health statistics is not uniform
throughout the world; the reliability of statistical
records varies considerably. In some countries
national health statistics are based upon reports from
less than 25% of the health facilities. Emphasis on
what is recorded and the categories used also vary
from country to country.

It must also be remembered that, especially in
developing countries, a significant proportion of ‘ill-
ness events’, and causes of death, are not included in
the statistics at all since they are unknown to the
official health system. There are usually no records of
ailments receiving the attention of traditional prac-
titioners, for example, or of those dealt with through
self care. Even where medical pluralism is practised,
as it is in most places throughout the world, where
health care is sought from the orthodox as well as
from a number of other health resources, the problem
persists. The complications arise both because of
multiple resource use for the same ailment as well as
from the tendency to use one rather than another
health resource because of the character of a
particular ailment.

The epidemiological pattern which emerges from
the morbidity and mortality statistics recorded by the
official health system, therefore, may be both mis-
leading as well as incomplete. This is not to say that
cross-cultural epidemiological comparisons can not
be made but rather that specific comparative studies
which do not only rely on available (regional and
national) statistics may be needed before conclusions
can be pronounced about the associations between
cultural characteristics and specific epidemiological
configurations.

CULTURE, DISEASE AND ILLNESS—PATTERNS
OF ILLNESS CAUSATION

It is widely acknowledged that a great deal of
human behaviour is directly hazardous to one’s own

and other’s health. Although many practices linked
to ill health are a matter of personal choice or prefer-
ence, for the most part they are socially condoned
within a given cultural context. Excessive alcohol
consumption, for example, with related morbidity
and mortality, is primarily a problem culturally
confined to non-Moslem societies.

In a broader context, industrial-technological
progress initiated in the Western world may be
regarded as health-hazardous behaviour, in which
environmental pollution, as well as direct contamin-
ation by carcinogenic agents, is essentially condoned
by its very presence.

The crucial importance of diet to one’s health is
widely accepted; today, in the West, the concept of
‘you are what you eat’ has developed to the point of
fanatic fadism—in which specialized, exclusive diets
purported to be health promotive, compete with one
another for followers. There are, however, dietary
practices which can be directly associated with
various illnesses [20, 21]. This is in addition to those
associated with malnutrition caused by specific
deficits in food resources [22].

A number of practices, associated with specific
cultures, have been noted for their deleterious effects
on health; the practice of female circumcision [23],
particularly the practice of infibulation, is significant
for the attention it has received not only as a health
but also a feminist issue. Some practices are more
indirectly linked to ill-health; the performance of
uvulectomies on newborns in Northern Nigeria, for
example, has been linked to high incidence of early
childhood anaemia [24]. Another example is that of
unilateral breast-feeding, in which an increased risk
of cancer in the unsuckled breast has been evidenced
[25]. The occurrence of what has been called ‘culture-
bound syndromes’ which are said to be culture-
specific, should also be mentioned although their
etiology is not clearly established [26,27]. In both
developed and developing countries, specific behav-
jour as well as cultural context, are influential
in determining health status (see, for example
[28-34].

Hypothesizing that lifestyle—or culturally influ-
enced behaviour—is a major determinant of com-
munity health, a rural subsistence community (Papua
New Guinea) and an urban industrialized society
(Australia) have been contrasted regarding such
features as physical environment, social situation,
human relationships and parameters of health and
patterns of disease. The former community, seen as
self-reliant, socially cohesive, whose members are well
adapted to their physical and social environment,
were free from major degenerative cardiovascular
diseases, with little overt psychiatric illness, but with
a heavy burden of infectious disease and marginal
nutritional status.

On the other hand, the highly industrialized com-
munity lacks social cohesion and depends heavily on
technologies of production and discourages direct
relationships between its members and their physical
environment. The price for containment of infectious
disease, diminished infant mortality and extended
life expectancy would seem to be increased levels of
degenerative disease and disease from psychological
stress. The authors conclude that health, in its fullest

-
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sense, is not the prerogative of any one type of society
[35].

The well being of a family may be influenced in
most societies by the degree to which the female
carries out the usually unpaid role of nurturer, and
provider of physical and emotional comfort. In the
industrialized West, the woman’s burden of a ‘double
workload’ when she is wife and mother as well as a
salaried worker is one she shares with most women
in rural developing societies. Common to both is the
lack of value placed on the non-paid work women
carry out. Paradoxically for cultures predominantly
defined by men, the concept of motherhood holds
high status, but the toil of mothering is largely un-
acknowledged. Misogyny is perhaps not too harsh a
term to describe cultural attitudes in which not only
is little value placed on women’s work within the
home, but unequal value is placed on work outside
the home as well, by lower salaries, fewer opportun-
ities for advancement, etc.

The preference for male babies has been docu-
mented in several cultures, where property and status
are male sex linked. A most recent example of female
infanticide is seen in China, where the one-child-
family ruling has led families to sacrifice first born
daughters to allow them a ‘second chance’ for a son.
So concerned has the Chinese government become
that special allowances have now been made to
permit some families more than one offspring.

Cultural change and health

Culturally influenced psychological stress is not
only of concern to members of highly industrialized
Western societies, where stress related morbidity and
mortality have been well documented. Cultural trans-
formation has also been studied as it has affected
patterns of illness in various groups. Coronary heart
disease, hypertension and cancer as well as a number
of other diseases have been found with greater inci-
dence among people who have migrated from one
culture to another [36-38]. The patterns of illness
may change due to diet, physical environmental
factors as well as to socio-psychological phenomena
of cultural change and stress related to adaptation
[39-41].

Differing levels of physiological stress have been
related to cultural change and the extent to which
acculturation has been undertaken. Reaction to
culture change, either short-term or over generations,
has been noted to follow a U-curve, with intermedi-
ately acculturated immigrants exhibiting higher levels
of stress than either high or low contact groups [42].

Rapid socio-cultural transitions, brought about in
primarily subsistence economy societies by post-war
contact with Western culture, have caused trans-
formations in economic structure and dependence, in
demographic shifts, as well as in traditional com-
munal life styles. In Micronesia, this transition has
seen suicide rates among adolescent males increase
in epidemic proportions; the phenomenon has been
suggested attributable to the post-war social change
in Micronesia, in which the communal village level of
organization has largely disintegrated [43]. Also,
comparatively higher incidences of high blood pres-
sure have been found among males in more modern,
urban areas in Micronesia [44].
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One hypothesis suggested by Cassel [44], based on
comparative studies of blood pressure levels, holds
that low pressures occur in societies with a coherent
value system which remains relatively unchallenged
in a generation, but migration to a society with a
different value system could lead to dissonance, re-
sulting in sustained elevation of blood pressure. The
other hypothesis emphasizes physical factors, caloric
intake, physical activity, body build, salt intake
and the presence of parasites and diseases which
could influence blood pressure level. However, both
hypotheses could be associated with modernization
and migration [45].

High levels of modernity and acculturation have
similarly been found to influence higher rates of
coronary heart disease (CHO); in a study of
Japanese-Americans, the most traditional group had
a CHD prevalence as low as that observed in Japan,
whereas the group which was most acculturated to
American culture had a 3-5-fold excess in CHD
prevalence [46].

Implications of psychological stress on health

Although the mortality rate world wide is greater
due to disease, comparative rates of suicide may be
indicative of the level of psychological stress in a
society, as well as of the relative lack of socio-
psychological support in situations of personal dis-
tress. Compared with figures from the British Isles,
the real rate of suicide is twice as high in Denmark,
for example [47].

This difference is surprising, perhaps, due to the
latter country’s highly developed health and social
welfare system, which optimally provides security
from poverty and untreated illness. The security may
not provide support, however, but in fact may be
regarded as an alienating and patronizing safety net
of caretaking for those who have not met the high
standards of health and socio-economic status set.
State provisions of homes for the elderly have
expanded as the extended family has diminished,
leaving many elderly virtually alone; indeed the high-
est rate of suicide in Denmark is among the older
citizens, although the rates among younger people,
and younger women especially, is increasing.

The alarming fact that younger people in many
societies today experience the ultimate breakdown of
psycho-social support networks and resort to suicide
may also be linked to a society’s lack of opportunities
for mobility—for changing environment, ‘starting
over’ and finding new inspiration or support. In the
United States the ‘go West young man’ phrase can
clearly be seen adhered to in its high level of mobility
and varied opportunities (we have already noted
some of the negative effects of this constant tran-
sition, but it also has its advantages). As a side
comment, it is notable that the majority of those
committing suicide by falls from the Golden Gate
Bridge in San Francisco are reported to have jumped
off the West side.

UTILIZATION AND PROVISION OF
HEALTH RESOURCES

What do people do when they become sick? Obvi-
ously, the reasons for the choices depend on the type
of ailment and on a great number of other factors.
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They are also related to, and influenced by, culture.
Specifically, they may be linked to beliefs about
etiology and to more general concepts of health,
illness and appropriate treatment which differ from
culture to culture (much has been written on this and
some of the more recent literature includes [2, 48—
55]). The consequences of these choices, the different
processes, types and timing of treatment, can be
related to outcome and thus, epidemiologically to
prevailing patterns of disease. There are many
accounts, for example, of beliefs about appropriate
treatment for certain afflictions which contradict
what is considered medically sound by allopathic
practitioners—not that they have always been found
to be correct.

Definitions of disease and illness also vary from
culture to culture and if what ‘we’ think of as disease
is not considered as such (nor considered an illness)
but rather as a normal phenomenon [56], attempts to
combat it would also be expected to be non-existent
or minimal. In Malaysia, for example, Heggenhougen
was directly told by several villagers that it was
impossible for people not to have worms, and that if
they did not have them something would be wrong
with them. Numerous such examples can be found in
the literature which consider it normal to be afflicted
by a variety of, what we would call diseases. Klein-
man et al. [53] among others [1] have clearly discussed
such differences in definitions and have emphasized
the distinctions between disease and illness. These
differences are relevant not only for decisions to
engage in, or seek, treatment or not, but are also
pertinent regarding the practitioner—patient inter-
relationship, subsequent compliance and outcome.

Only a few years ago the World Health Organiz-
ation’s estimate claimed that traditional medicine is
the primary health service resource available for up
to 80% of the population in the rural areas of many
countries [57]. Self care and the considerable knowl-
edge and assistance of people themselves must of
course not be forgotten, be this in rural areas of
developing countries or elsewhere. Increasingly, how-
ever, at least some form of alopathic health services
are available to most people; the value of allopathic
medicine is widely recognized, albeit more for certain
afflictions that for others. But this recognition does
not necessarily mean that allopathic medicine is
always the preferred choice of treatment. Quite often
medical pluralism is practised [58,59]. Different
resources are used either alternatively for different
ailments and/or multiple resources are used at the
same time, serially or intermittently, for one ailment.
Such treatment practices could have both positive
and negative outcomes.

The position of the afflicted within a particular
cultural group, the accepted sick role and the
relationship of the larger group and of health pro-
fessional to the sick is significant to the health of
the individual and often to the group at large [60].
Included here are concepts of stigma and status and
accepted long- and short-term rehabilitation prac-
tices. Types of illness behaviour and the behaviour of
others to the ill person obviously relate to choice
of treatment, to the quality of the immediate,
practitioner—patient therapeutic process, to compli-
ance and to the overall rehabilitative process which
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can be significantly related to outcome (see, for
example [50, 61]).

The interaction between practitioner and patient is
crucial. It is a process which could be a positive
‘therapeutic alliance’ [62] but at least within the
Western medical paradigm, the interaction often
takes place between people of unequal power across
a considerable cultural gap. The quality of this inter-
action—of the immediate treatment process—can be
related to rates of compliance to treatment regimen
[63-65]. This relationship and the consequent quality
of compliance and subsequent outcome can in turn be
related to culturally determined concepts of health
and illness which may be shared by, but which often
are different for, practitioner and patient.

Steffensen and Colker [66] have reported on a par-
ticularly interesting study which “provides evidence
that absence of shared concepts between practitioner
and patient may impede even willing compliance™. In
other words, patients do not comply because they do
not understand what the practitioner is talking about.
The study involved a matched group of Australian
Aboriginal and North American women who heard
and recalled two stories incorporating Aboriginal and
Western conceptions of illness and treatment. Both
groups showed an equal ability in recalling the story
relevant to their own culture and an equal inability to
recall the story relevant for the other group’s culture.
Significant also are differences in manifestation,
presentation and description of symptoms including
response to, and admission of, pain by members of
different cultures [67-74].

Health education attempts to influence people to
do something they are not now doing or to make
others stop or change what they are doing. It is
recognized that it is necessary to promote cultural
change. The provision of health education, and its
impact as reflected by how people react to it, is a
factor concerning both disease incidence and preva-
lence. The rigid, hierarchical approach of some health
education must be examined, as it assumes a medical
cultural imperialism in which the Western allopathic
medical model is superior.

Much of the technical and biomedical aspects of
allopathic medicine is effective and is clearly recog-
nized as such by most. It is the character of the
treatment process and the lack of communication,
despite the conversations held, which constitute the
problem. And here, allopathic medicine may have
something to learn from traditional medicine [75-78].
This is another vast subject and Engel [19] is but one
of the most widely quoted critics of the prevailing
bio-medical model, suggesting that the character of
the medical system(s) itself should also be changed.

Reasons for choices

The decision to use, or not to use, a particular
treatment resource, or a multiple of resources, neces-
sarily depends upon availability and accessibility. Of
equal importance is the acceptability of these re-
sources. How does a system, and/or its practitioners,
relate to particular patients? Do patients and their
families have confidence in the practitioner? Are they
at ease within the therapeutic setting? Do they believe
the practitioners properly understand them? Do
patient and practitioner speak the same language
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—both literally and figuratively? In short, do they
belong to the same culture, and if not, can they
overcome and communicate across the cultural
barriers?

Annis [79], for one, has argued that the reason
people—in this case Guatemalan Indian peasants—
do not use the available allopathic services is more
because they lack drugs and equipment than because
of any cultural barrier. We agree that this is a
significant reason and lack of drugs and equipment is
the norm in rural areas throughout much of the
developing world. As stated above, we further agree
that most people, be they peasants or nomads, recog-
nize the significant efficacy of much of allopathic
medicine, but we still maintain that despite avail-
ability of a well stocked health centre its use may be
considered unacceptable because they may be too
great a cultural distance between patient and prac-
titioner and because of such factors as racism and
arrogance—this certainly is the case in Guatemala.
These factors, in addition to drugs and equipment,
are significant for quality of care.

Choice depends on culturally instilled normative
concepts of health and illness and on what is felt to
be appropriate treatment. It also depends on the
patient’s, and/or his family’s, etiological perception
about the particular ailment in question. Much of the
vast literature on this is well known and need not be
expanded on here (see, for example [2, 48, 80-82]).
Let us but mention two sets of binary concepts—the
hot/cold or yin/yang perceptions about illness, food
and medicines, and what we may call the how/why
perceptions about etiology—both of which may be
related to choice, treatment and to outcome.

The division of foods, illnesses and medicines into
hot/cold, or yin/yang categories is evident in a great
number of cultures and is well documented par-
ticularly in the medical anthropological, but also in
the more general public health, literature. As illness
is often conceived of as dissonance, or imbalance,
between these binary forces within the body it is felt
important to restore harmony by reinforcing the
element (hor or cold) which has become depleted.
Thus a cold illness should be treated by what is
considered a hot medicine or aided by a hot food.

Many people are concerned not only with how they
became ill—the host/agent inter-relationship consid-
ered biochemically—but also with why they became
ill. They are not only concerned with, for example,
the biomedical inter-relationship between agent and
host but also with the more spiritual or social aspects
of illness. many ailments are, of course, considered as
purely naturalistic, but others are also seen in a
different light. Most people are aware that they fell ill
because of, for example, a snake bite or even because
of a mosquito bite—what we refer to as the *how’ of
an affliction—but many are also often concerned with,
“why me?” And with “why me, at this particular
time? "™

Voodoo, charms and spiritual aspects of illness of
various kinds may be of utmost importance to many
patients. Illness may also be seen as a sign of wrong
doings or sins. The dissonance to be balanced is then
not only within the body, but also outside. The
relationship with others, or even with ‘the gods’ or
the ancestors may be seen as faulty, and if it is, then
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a treatment process which aims to restore harmony
within the family, the group, or between man and
the ancestors or gods may be considered of equal, or
greater, importance than the biomedical treatment
of the physical disease. And if such treatment does
not take place—if this ‘why’ aspect of an illness is
not attended to—stress will remain: the patient will
remain uneasy or dis-eased.

We know well enough the powerful inter-relation-
ships between attitude and feelings and physical
health—the inter-relationship between mind and
body [83]—to recognize the deleterious effects of not
paying attention to this ‘why’, whether we believe it
to be ‘superstitious’ or not. In many ways, reality
becomes what we perceive it to be [61, 84, 85]. In this
light the use of allopathic health resources may be
seen as a necessary, but not always as a sufficient,
treatment process. One reason for the frequent
preference for traditional over allopathic treatment
is precisely because traditional medicine tends to pay
greater attention to this aspect of healing. If an
ailment is considered to be predominantly of a super-
natural nature, biomedical treatment whether by
allopathic or traditional herbalists, however, will be
secondary.

Consequences of choices

The choice of treatment we make, or are urged to
make, is usually, but not always, made in the ex-
pectation that it will be to the benefit of ourselves or
an ailing relative. However, the choice of treatment
may have either positive or negative consequences, or
both. Leaving aside the positive for the moment, let
us concentrate on the negative consequences and
on how choices, and timing, of treatment may affect
patterns of diseases.

Before mentioning treatment choices for what we
would call actual disease and illness we must also
consider the consequences of a number of culturally
determined practices, or medical interventions, such
as infibulation, uvulectomies, cutting of so-called
plastic teeth and the like which are done both for
social and for their potentially disease preventive
effects (see, for example [23]). Similarly it should
be mentioned that the perhaps too frequent and
accepted practices of tonsillectomy and coronary
bypass surgery may be unnecessary and could have
negative medical as well as economic consequences.

A common complaint of allopathic practitioners
(and especially of the few who are ethnocentric and
who do not fully understand the concept of ‘accept-
ability’) is that because patients first seek help from
traditional practitioners, or practice self-care, they
delay too long in finally arriving at a health centre or
a hospital. Many of these ‘cases’ which could have
been cured, die because they arrived too late. And
why do they arrive too late? In addition to the
reasons mentioned previously, another is that hospi-
tals and even health centres have become known as
places people go to, to die. Because people hesitate as
long as possible before going, the chances that people
will die when they finally do go increase—it is a
vicious circle.

The capability of many traditional healers in treat-
ing a number of ailments must be questioned; but it
is not always clear if the rate of iatragenesis is greater
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for traditional healers than for allopathic practi-
tioners. The multiple use of different health resources
is also a cause for concern since these do not neces-
sarily complement each other but may be in conflict
especially if a patient receives and takes medicines
from more than one source at the same time.

Rehabilitation and behaviour toward the afflicted

It is evident that the illness behaviour of the
afflicted—how s/he behaves and/or is allowed and
expected to behave by her/his cultural group—is
important relative to the choice of treatment, the
quality of the therapeutic process and to the eventual
outcome. How the family, the larger cultural group
and various health personnel treat the sick both in
terms of acute affliction and relative to rehabilitation
and degree of integration within the group for
chronic patients, is also important. The literature
point to a great deal of cultural divergence of such
behaviour which is epidemiologically relevant.

Do family and friends tend to isolate, ignore or
shun the sick or do they closely comfort and care for
and associate with the afflicted? Depending on the
ailment, both extremes of such behaviour could have
negative effects for either/or both the patient and
those with whom he is in contact. Does this depend
on the type of ailment? In many cultures in both
developing and developed countries leprosy and
STD, for example, carry a stigma. They are diseases
which are often considered the results of sins or
ethical and social misconduct. Will such ailments be
kept secret and treatment avoided or delayed? What
of those with other ailments such as polio, or the
mentally retarded, the neurotic and psychotic? How
are they treated or cared for by the communities in
which they live? Are some confined? Are others
ignored and left to suffer in poverty and starvation
for want of being able to support themselves? Are
boys better cared for than girls? The answers will vary
from culture to culture.

Two specific examples may be mentioned: studies
of psychological support in illness and rehabilitation
found that cultural attitudes regarding personal
responsibility for illness in Sweden influenced the
quality of care received by hospitalized patients.
Comparing Australian and Swedish health profes-
sionals, it was found that differences in the quality of
patient care were attributable to the Swedish health
professionals’ stronger belief in personal responsi-
bility for health. This belief was found to influence
the health workers’ perceptions of patients as less
attractive and less deserving of care. Conversely, the
Australian health workers, more highly trained in a
psycho-social approach to patient care, were found to
assume that their patients’ illnesses caused emotional
distress and that they were in need of support. The
study concludes that the cultural values of health
professionals may influence the outcomes of inter-
actions between patients and practitioners [86].

Psychological support and maternal attitudes have
been found to critically influence the outcome of
rehabilitation efforts provided for children suffering
from malnutritional diseases. A study of Ugandan
children treated for kwashiorkor and marasmus
found a higher rate of successful rehabilitation
among those children whose mothers were actively
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engaged in stimulating, playing with and holding
their children during hospitalization. The children
whose mothers ignored their cries for attention and
cared fared much more poorly, and in many cases the
rehabilitation efforts were totally unsuccessful. The
fact that familial support and caring during illness
influences the outcome of rehabilitation is not
questioned. What is, is the extent to which cultural
factors determine the implementation of the psycho-
logical resources necessary to provide for successful
rehabilitation.

The Western model and its accompanying cultural
norms have been accepted or enforced throughout
the world. In addition to economic constraints, the
character of this medical orientation is also inappro-
priate in a great number of situations in both devel-
oped and developing countries. It is not the optimal
approach required to achieve the stated goal of better
health for the total population. This inappropriate-
ness is now widely recognized, at least in theory if not
in practice, and one reaction may be related to the
promotion of primary health care.

HEALTH AND ‘NORMATIVE’ SOCIO-POLITICAL
AND ECONOMIC BEHAVIOUR

We have mentioned the potential consequences to
health for those individuals who by and large accept
and carry out their culture’s normative pattern of
behaviour. Here we intend to discuss culturally deter-
mined behaviour on a slightly larger scale and the
consequences this may have both for the health of
members within as well as outside the boundaries
of a specific culture [87]. Related to this is cultural
imperialism—both within and across national bound-
aries, which imposes the normative behaviour of one
cultural group onto another. Regarding both of these
concepts we recognize, though, that cultures are not
static and that because of cultural diffusion, trans-
mission and international communication it is not
always easy to distinguish specific cultural bound-
aries.

Our concern here is with political, social and
economic behaviour—policies and practices—which
are either accepted, or at least recognized by people
as the ‘normal’ socio-political and economic practices
of the cultural group to which they belong. This
concern includes such basic issues as racism, exploita-
tion, the greed/profit motive where the end justifies
the means, aggression and war.

Development, business practices and health

The accepted behaviour by major cultural—
national or other corporate—groups of intervening in
the internal affairs of such countries as, for example,
Afghanistan and Chile, or in Central America,
certainly having dire consequences for the health of
the people in those countries [88]. Accepted industrial
and business practices can be directly linked to
the extermination of Amazonian Indians and to the
persecution and ostracism of indigenous fourth world
populations in all parts of the world. Also in Scan-
dinavia, there have been infringements against the
same people—the so-called Lapps—which though
perhaps not as drastic as elsewhere in the world, may
certainly be linked to their state of well being. This
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relationship has been amply documented by, for
example, Survival International and in the scores
of publications of the International Work Group
for Indigenous Affairs (IWGIA)—established by a
Scandinavian anthropologist—in Copenhagen [89].

The consequences of development, when pursued,
as it quite often is, in purely technical and economic
terms, are of utmost importance to the health of vast
numbers of people throughout the world. As well as
having positive consequences development can also
be associated with ill health which results from
poverty and life in urban slums, from migration and
from the stress of so-called modernization as men-
tioned earlier. Their is also an enormous literature on
this and here we can do little more than allude to the
epidemiological significance. By mentioning these
issues within this article we may be accused of
including everything under the term ‘culture’. But,
perhaps because we agree with the earlier statement
by Landy, we do believe that development policies

nd industrial and business practices reflect culturally

determined and accepted norms of behaviour and
should therefore be central to the consideration of
culture and behavioural epidemiology.

The magic of science, technology and so-called
development seem to have entirely won the day in
much of the world. Technicians are at a premium
with affect seen as a ‘commodity’ of little value. The
accomplishment of the possible, rather than of what
is considered valuable, has become a guiding prin-
ciple. The creations of Daedalus have taken on a life
of their own and like Icarus, unmindful of the
warnings, we are borne away, riding ever onward, to
‘progress’ binging destruction to our environment, to
our fellow men, and ‘unwittingly’ (?) to ourselves.
Wordsworth’s poem is certainly much more apt now
than at the beginning of the last century.

The world is too much with us: late and soon
Getting and spending, we lay waste our powers;

Little we see in Nature that is ours;

We have given our hearts away, a sordid boon (1806).

Apartheid, racism and health

South Africa is unquestionably the most out-
standing example of a country where the normative
socio cultural behaviour of one powerful group is
detrimental to the health of a significant number of
others. The recent WHO publication Apartheid and
Health [90] and the previous Apartheid and Mental
Health Care [91] clearly point to the detrimental
significance of the normative racist behaviour of the
dominant white cultural group for the health of
South African Blacks.

Racism is a fact of life not only in South Africa but
in countries throughout the world. It is inherent
in the cultural make-up and culturally transmitted
normative behaviour patterns of dominant and
subservient groups and sub-groups. The situation of
Sri Lanka is but one case in point. The ‘accepted’
behaviour of Ladinos towards Indians throughout
Latin America, of whites towards Aborigines in
Australia, and the covert, and often overt, racism in,
for example, North America and England are but a
few additional examples.

The health status of the United States is relatively
low compared to many other industrialized countries.
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A major reason is the considerably lower overall
health status of Blacks than of whites [92, 93]. Racist
behaviour inescapably contributes to this difference.
Considering health in terms of psychological and
social as well as physical well being, we need not even
read the considerable literature on the effects of
racism, such as for example, Black Rage or the works
of Fanon [94, 95], to realize that racism is a health
hazard. Littlewood and Lipsedge’s [96] work on
racism and the behaviour toward, and of, aliens—
the outsider, the ‘different person’—and their health
consequences is most relevant.

Sadly, we must also admit, both in terms of econ-
omic exploitation and of racism, that slavery and
the sale of people, particularly children [97], into
servitude, including prostitution, is not a thing of the
past but occurs in many places throughout the world
where it is an accepted way of life. The practice
may not be the ideal, or stated, cultural norm, but
it is certainly the actual and observed normative
behaviour which for various reasons exists largely
unchallenged.

Psychiatry as social control

Psychiatry, with its power to stigmatize, has been
blamed for maintaining the status quo for the elite in
dominant Western cultures. Those who are the out-
siders, be they religiously, politically, racially or
socio-economically different, have been classified in
terms of psychiatric disorders, as a means by which
to contain them as separate, unequal and sick.
So-called deviant behaviour is essentially socially
defined, reflecting the balance of power in society; it
can be defined as anything which is considered a
problem by a group powerful enough to do some-
thing about it. Medical labels have been assigned to
problems, which are essentially of a social origin. A
theory which maintains that deviant behaviour is the
result of mental disorders, together with a definition
of deviance which reflects the prejudices of the
socially powerful, forms a considerable weapon for
social control [98].

In the United States, the lower socio-economic
status groups predominate in psychiatric hospitaliz-
ations and in being prescribed psychotropic drugs; do
the poor have greater mental disorders per se—or do
their problems arise from poverty, impotence and
fear, and is treatment of their deviant behaviour an
attempt to pacify, control and camouflage; rather
than attend to the social imbalances which lead to
‘deviant’ expressions of frustration and rage? An
historical example of how ‘deviant’ behaviour and
subsequent psychiatric labelling follows the norms or
prejudices of the predominant social group, is the
19th century mental disorder ‘drapetomania’, charac-
terized by the ‘inexplicable’ and irresistable urge of
slaves to run away from their owners [96].

War and aggression—children of the nuclear age

Aggression and war are commonplace. The pre-
dominance of the military-industrial complex is a
fact of life in most countries. The appropriations of
major portions of national budgets for military hard-
ware is normal behaviour throughout the world.
Such expenditures leave less for other sectors which
more directly and immediately promote and support



1242

health. We are all familiar with the comparisons of
how many days of required food could be supplied to
the total world's population from the funds used for
one day's military expenditures. It is not always
convincing to be told that the considerable military
stockpiling is for defence, preservation of life and
maintenance of health. The argument that the pos-
session of a gun leads to its eventual use is as coherent
as that which claims it prevents others from using
theirs [99].

The health consequences of an actual war are, of
course, obvious (see, for example [100]), but the
preparations for war, or the build-up of defences, also
have direct and indirect consequences for our health.
Yet, from generation to generation in most cultures
throughout the world we take it as a fact of life. And
now, the nuclear age. We can blow ourselves up
numerable times over. Yet we can not cry, ““Stop the
world, T want to get off”. How do we stop the
treadmill; how do we stop the insanity of escalation?
How can we become, or remain, sane or healthy, in
an insane world [101]? How can health be achieved
when in so many cultures normative, accepted and
transmitted behaviour is in so many ways antithetical
to health? (Yet, to be abnormal in insane societies is
also not necessarily health promotive.)

In a nuclear holocaust there is no first aid, nor does
‘last aid’ [102] seem particularly pertinent. Whether it
makes sense or not to escalate nuclear stockpiling in
the name of maintaining peace through a sufficient
deterent, and ignoring for the moment the results of
the actual use of these weapons, the effects of growing
up in a world, in a culture, where expenditures on
nuclear weapons, and where their potential use, is a
reality is directly related to our health. Alienation,
fatalism, anomie and addictions of various kinds are
but a few of the associated consequences. Being
children of a nuclear age produces stress which,
whether acknowledged or suppressed, seriously affect
both our mental and physical state of health (see, for
example [103] concerning research which is beginning
to be carried out on this subject).

The issues we have attempted to raise here are akin
to the concerns expressed by Gellhorn, the keynote
speaker of the 1983 Social Science and Medicine
Conference [104].

PRIMARY HEALTH CARE, COMMUNITY PARTICIPATION
AND CULTURE—IMPLICATIONS FOR THE FUTURE

It is clear that we believe that the sets of normative
behaviour of dominant socio-cultural—corporate/
national—groups influence not only patterns of
health of adherents of those cultural norms but the
health of sub-cultural groups within and of cultural
groups without.

If we are at least partially correct, what are the
implications for the future relative to efforts for
improving health? What are the implications for
primary health care (PHC) which, in theory at least,
is being universally accepted as the guiding concept
for improved ‘health for all by the year 2000’
(HFA/2000)? PHC is by now familiar to most and
need not be described in detail [105, 106] other than
that it is conceived of both as a set of specific
activities and as a general concept which should
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influence the character and the kinds of efforts to
be undertaken to achieve the desired aims. It is
this second understanding of PHC which is more
pertinent to our discussion.

PHC implies a reaction against the limitations of
an exclusively high-tech, bio-medical orientation
(often arrogantly and ethnocentrically executed) and
accepts an encompassing definition of health. The
concept of PHC is one which quite clearly recognizes
the cultural behavioural determinants of health and
the significance of a culture’s prevailing economic
and socio-political normative behaviour.

We believe, that if taken seriously, PHC will
necessitate significant changes in the behaviour of
individuals, and overall changes in the cultural
make up of communities or nation states. These are
changes which go beyond those usually thought of as
falling within the health sector [107, 108]. The central
position of health education, as part of the specific
activities of PHC, is a concrete example of the
perceived need to bring about cultural change. We
feel, however, that most health education efforts are
considered in too limited a way—without denying the
positive effects this may have. We suggest that the
wider conceptualization of health education should
include proposed changes within the culture of the
dominant health professionals and of dominant
national groups.

Some of the reasons for this belief have already
been stated. Two additional examples may be men-
tioned:

(1) The ‘Physical Quality of Life Index’ [109] shows
that health status is not necessarily associated with
overall GNP or total wealth of a country, but rather
with the distribution of resources and benefits within
it. The examples of Kerala State in India and Sri
Lanka which have much higher PQLI ratings and
specific health status statistics than countries with
higher per capita GNPs are well known [110].

(2) Belmar’s recent findings, though apparently still
limited to Latin America, show a strong correlation
between level of democracy and health. “If this is
found to be generally true, it will have profound
implication for health policy and planning experts
who now tend to focus on technical medical care
and public health measures more than on societal
context™ [111].

Community participation is considered a corner-
stone of PHC. This is, of course, translated in many
ways, from merely carrying out prescribed activities,
dictated from on high, to a truly equitable co-
operation in the planning, implementation and
control of efforts which are believed to be of benefit
to an individual’s and a group’s physical, social and
psychological well being. At best, what could be
implied and attempted is the practice of democracy
and social justice.

The kind of changes which community partici-
pation may call for, and which is implied by an en-
compassing definition of health education, however,
may not be particularly appreciated by dominant
individuals or groups since it may call for changes in
their behaviour as well as in that of peasant and tribal
communities. One specific example of the rejection of
community participation health promotion efforts
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is that of Paulo Freire’s work in Brazil; originally
supported by USAID, finding was cut off and Freire
exiled as his conscientization programme with peas-
ant groups heightened their socio-political awareness
to an extent found threatening to the existing regime.
The normative behaviour of dominant groups will
not be easy to change, yet if they remain as they are,
we maintain, they constitute a major obstacle to the
achievement of PHC goals.

PHC efforts may therefore face significant resist-
ance which will impede its success [108]. This is quite
clearly pointed out by Werner [112, 113] and many
others. This is not to say that many non-threatening
changes can not take place which will have significant
positive health consequences, but this should not
blind us to the necessity for more basic changes to
attack the underlying causes responsible for the
perpetual occurrence of specific diseases. We should
also remember that the provision of certain curative
services (and the encouragement of only limited
changes) may even camouflage and divert attention
from the necessity to deal with these more basic
changes.

In closing, it must be said that it is impossible to
create a blueprint for a ‘new society’, or an Utopian
culture, where behaviour optimally supports and
promotes our own and other’s health. History is
full of accounts of the disastrous consequences of
dictatorial attempts to enforce ‘the ideal society’. We
believe dogma, no matter how comforting and health
preserving, is no solution. We agree with Audy and
Dunn that, “*We do not know nearly enough to plan
societies; but we do know enough to see a number of
hazards and harmful processes and to plan construc-
tively for improving the quality of the individual, a
process that starts well before birth or even concep-
tion” [114], and we believe that the quality of the life
of the individual depends to a great extent on his
culture. But if it is culture which is the problem and
makes us sick, or at least contributes to our ill health,
then is not cultural, as well as individual therapy
required [115]?

We believe there are certain basic ideas which in
theory have legitimized societies for centuries,
namely, freedom, justice, equality and fraternity to
name but a few. It is appropriate to evaluate these
declared philosophies in the light of actual normative
behaviour. And since we do inevitably live in
Toeffler’s world of ‘future shock’, where ‘the only
constant is change’, the task becomes also to establish
harmony, balance and rootedness in spite of per-
petual transition.
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