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PROGRAMME

Invocation Dance ¢: "Prabhu Pithane Sharanam"
by Clementina v
Lyrics and Music by Vincent

Song :: "Yelegalu Nooaru" (The leaves are
: hundreds but the colour is green)

"Mooka Baya Beli-Olage® (The Fenced Dumb) - a ple
Script and Direction by Vincent,

Dalit Songs : "Sahukarara Bagilige Namme Mooleye
Thwarana® (for the doors of the
rich, our bones are the decoration).

iYarige banthu Nalavathelara
Swathanthara® (To whom did the
1947 Independence come ?)

Kolata = A folk art ef Karnataka

This art express the Jjoys and sorrows
through song and dance during festive
seasons. Janadhare would like to revive
this folk form, They are adeopting the
songs to bring out the cry and the
anguish of the people,

Today's programme consists of 4 songs with
four different rhythms/steps in the Kolata.
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SYNOPSIS OF THE PLAY

This play represents'the people's angle to the
problem of the medical care,

The poor, illiterate and mostly rural based
masses are the ones who are greatly alienated
from the present health system as prevalent in
the Government system of health care or the
voluntary and charitable institutions of
health.

Though many of the hospitalg run by religious and
charitable institutions were primarily started for
the service of the poor, yet in most of the
situations the very purpose is defeated by the
nature and function of the professionals and the
institutional struecture, For example, the way the
medicine is dispensed, the hospital set~up and
village set-up etC...es

To the non-availability of the heal services the
primary causes are the people's situation of

poverty, concentration of progress in the towns,
illiteracy and exploitative situations at all levels,
For the heroine, in the last scene, pleads for the
life of the dead husband. 1In that context she
raises a few questicns :

Why is the access to modern medicine denied to the
poor ?

Yo poor have any right to live ?

Why no alternative inexpensive medical care is
thought of or worked for the poor ?

Further she laments : We are in tatters so that you
can have a ward-robe full of clothes.,

We go hungry sc .that you may have plenty to eat and
relish in delicacies,

Our poverty is your wealth,

Our ignorance your wisdom,

Our misery, dirt and squalor afford you to have
health and decent living.

We are human beings we too have a right for a decent
living, WHY DO YOU EXPLOIT US ?
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The approach of our ancient mnedical system was of ga
£ o

wolLQU*c nature, which took into account all the aspects of

Aealth aid disease. Hevertheless, due to the influence of the

West; it has been reduced to eurative, an urban-biased, top-down

and an elite-oriented approach. This improvements have to be mad
to combate SLIIDIIESS , MALARTA,;, DIARRBOTAL DISBASES, LEPROSY, T3

etCa

In order that our health service are to be effective, tlhere
arises the need for transfer of “nowledge, simple skills and

o} ies who are selected by the comiau—
nities, lioreover, Primary lLealth care must be provided with

Special emphasis on Preventiv romotive auid rehabilitative
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aspects together with other systems of indigenous medicines,
as AURVELIC, UNAIIT y SIDHA, I0OIIBOPATHY y (0GA, WATURCPATHY, ctc.
deiice the large stock of st.ch health manpower could be utilised

For promoting axn effective health care services in Indig.

desides thiese aspects, atteation to be Paid in the otihexr
aspects such as a well developed distribution cf low cast food,
of acceptable quality, available to every person especially to

Fal

the rural pooxr; prevention of focd adulteration anc maintenance

of the quality of the drugs, safe drinkirg water, proper environ-
Mental sanitation, immunization Programme, a well planned matteranl
and child health services to reduce morbidity, Gisabilities and

mortalities so as to pPromote better health.

Production of 1l1life saving drugs wider their generic names
eéspecially for tae tr atment of T3 and leprosy are to be within
the reach of the rural poor who suffer mostly from these diseascs.
low cast and no cast indigenous aad herba dic
Zre to be encouraged.,

Nevertheless, when we critically atialyse this statemant,
we see at very little efforts have been made in the Promotion
of low cast dv ugs for example, nearly 40 to 60 million pPeople
suffer from endemic GOITRE through its preveation is so cheap by
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using iodized salt which dTa ot Asrea s T ot
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this today. But at the asame time, out of the total production

of Bse 1000 pillion (in 1976) 255 was taken away by Vitamins and

I

tonics while 20% by anti-biotics, Hence, it is not encugh to
sce that drugs are produced by Indians and in abundence, but it
is even more important to see what drugs are pProduced and for
wham? C.Ze the diseascs of Poverty such as TB 5nd Lepresy get
scant attention and thus DAPSON for Leprosy and 'INH for TB are

constantly in short supply.

Hence all health and human development nmust ultinmately
constitute an integral component of the overall socio~economic

development process in the country, It is thus of vital importoncs

)

tc ensure effective co=ordination bdetween health and other

developnmental activities in order to build healthy communities.,

Reference: 1. Statemont on Naotional Health Policy (1982)

2. Scminar °n the National Health Policy - a report.

COMIUNITY HEALTH DEPARTHMENT, CHAZI
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EMERGENGE OF A NEW PUBLIC HEALTH

The process of health service development in India has
thrown up a number of ideas whihh have imparted a new dyna-
mism to discipline of public/ community health. Many of
these ideas had to be generated de novo to meet special
contingencies existing in a Third World country like India.
Many ideas have been developed to strengthen aspects ofk
bhe knowledge of public health which has evolved in West-

ern Industrialised countir
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COUNSELLING : TECHNIQUES & METHODOLOGY.
Date

tCouncelling is an enabling and helping relationship, in
which the person seeking help is encouraged for positive growth,
and also to take counsel with oneself'. The result of counsell-
ing understood in this way would be that the client can get
back to the main stream of 1life as a normal human person.
Thus a new behaviour in the person counselled is the overall
aim of counselling.

In broad terms we can say that there are two approaches
in coursdllimg:

The first one ig called Dispensary approach, and it is
characterised by monologue on the part of the counsellor. Onee
the problem of the counselee is shared the counsellor prescri-
bes solutions and readily provide them, instead of enabling
the counselee to go deeper into the problem by himself/herself,
and arrive at a decision to solve it, Sympathy towards the
counselee is the predominant feeling here. When this approach
is used it can hardly be called a counselling session.

The second approach is called Bartender approach. Instead
of sympathy, the counsellor displays feelings of empathy
towards the counselee. Companionship is of fered to the
counselee in his/her distress situation and not advise. The
counselee is re-assured by the counsellor's attitude of ' 1
am with you', ' I care about you', towards him/her. Here the
entire attention is focused on the counselee. The counsellor
never takes responsibility of the counselee's problem, but
rather (s)he encourages and enables him/her to take the
responsibility.

The person who comes for counselling is apparently in a2
state inecongruence. In other words (s)he has lost the equili~
brium in his/her inner personality. The measure of happiness
or unhappiness a person has is often determined by the level
of congruence (s)he enjoys within his/her personality. When
5 person is not properly settled within oneself (s)he falls
into a state of incongruence. According to Kasl Rogers this
happens because of the disharmony between:

The real me: How I view myself ( at this present moment )
The possible me: How I view myself that I could be.
Tdeal me: How I view myself that I should be.

The counsellor's role is to enable the counselee to
attain the state of congruence. This in practical terms means
helping the counseleec to become aware of his/her inner
feelings, to accept them and also to communicate them
if appropriate.

YOUR ATTITUDES & YOUR EFFECTIVENESS

Personal Attitudes: Before we start counselling others, it
is very important to know and realize about our own personal
attitde +awards people. The check list given in Appendix 1




If the majority of the answers are !'Yes!' or'I think so!
you have the disposition, and the potential to become a good
counsellor. The !'NO's’ are indicators for you to know where
you need to make most efforts to become a good counsellor.

Personal BEffectiveness:

The ability to handle ones own problem is important for
the counsellor. !Johari Window' as designed by Joseph Luft &
garry Ingham may help us to increase our own personal effect-
iveness.

+

! ! i ! 1 !
e SRR e
| Area of | . W i
| free acti BLind spoti /777777 s
ity | I |
t - ; 1LLLLLLLLLLLEL LS |
L |
j | i id s ) ;
sk | wnknown | E?//////////Af///%r |
! 1
! l | }

- —

1st Quadrant:

Information about myself shared by me and others. Close
friendship takes place here. ' I know and you ¥now'!. In this
aren one feel comfortable with others. And others are also
confortable with us.

ond Quadrant:

Data not known to us, but known to others ( eg. mannerisms,
certain unconscious gestures etc) Unless others are free with
us they will not feed us with these things.

3rd Quadrant:

Tnformation about myself, which I lmow too well, but
unknown to others. We keep it hidden from others. Very often
it is the wrong self image that prevents one from revealing
them to others. They wear masks and 1t is very difficult to
deal with such people.

Lth Quadrant:

Information not known to us and others. We must have
heard people telling that ' I never know that I had so much
strength in me' Usually these ! Unknown' manifests itself if
emergency situations.

I ; SR ol e s R O Bell, Sk Al 1 bt anatt vanecas 9a the gize of




a, Self disclosures

This means opening ourselves tec others as we are. Normaly,
we dont do it for fear of boasting(false humility) or because
we are afraid to show ocurselves to others as we are, and thus
we prefer to heat around public facts or things known to every-
body. Iack of self awareness also can hamper self disclosure.

To talk freely and openely about myself, I need to have
a healthy image of myself. Very often we experience tension
within ourselves between the 'real me, but not acceptable to
me;' and the 'Acceptable me, but not the real me'. At
least the awareness of this will go a long way in helping a
person for self disclosure.

Love and acceptance are essential ingredients for human
growth. We can love and accept ourselves only when some one
loves and accepts us. We must give them a chance to do so.

b. Feed back:

Feed back means the remark, comments, or responses we rece-
ive from others about ourselves. It 1s not easy to be open to
feed back. But it is important for our own personality
development. Very often acceptance of this feed back depends
also on how it is given. (eg: feed back given in an accusing
and hurting way) Because emotions play an important role here.

The feed back given to us need not be necessarily cent
percent true or valid., Nevertheless, 1t gives us an indication
as to how others see us. And this is important.

To conclude this section, we may say that to function
ag an effective counsellor, we must improve our own personal
attitudes towards others, and also increase our effectiveness
through opening ourselves for more self disclosure and fecdbaek:

THE ART OF COUNSELLING

The constituent elements of counselling are LISTENING &
RESPONDING. In other words the art of counselling means
listening with & sensitive ear and responding with an und er stand-
ing heart. God has given us two ears, but one tounge, so that
we may listen double than we talk!

Iistening doesn't mean listening of the verbal experessions
alone, but a clear observation of non verbal communications
(Body language). eg. Faclal expression, tone of voice, body
position, gestures etc. When you attentively listen you are
telling the person that 'you are important to me'. The
following points are important for better listening.

- sitting position - to be able to look at the other
directly close enough,

- There should'nt be any external distraction.

- Avoid any internal distraction eg: Frankly admitting the
feeline in the beginning itself, structuring of the



At this stage one thing the counsellor should keep in
mnd is to remain free from any prejudices of his own. Very
often we wear 'eye glasses' made up of our own experiences,
background etc. These eyeglasses may not help us to help the
counselee. Another point strkeep in mind is the danger of
'filtering out'. This means our tendency to listen and see
what we want to hear and see, and thus we stand to miss the
wholeness of the picture, which the counselee is trying to
present.

Through sensitive listening and accurate responding, the
counselee enters into the internal frame of reference of the
other; the counselee's experiences is felt as if his/her
(councellor) own experience This 'As If! feeling is called
Bmpathy. Here the counsellor fecls with the counselee and. o
not feel FOR him/her.

At this stage we have to check our own attitude towards
the counselee. Threc attitudes that seem to manifest are
authoritarian, Paternalistic and Companionship: Needless to
say that the companionship attitude is the one we should
nurture in a counselling session.

It is genuineness, understanding and acceptance that
characterises the real helping relationship in a counselling
sitvation. Genuineness of the counsellor (True to oneself,
and fearlessness in expressing it) wins the respect, trust and
confidence of the counselee, and also it serves as a model for
the counselee to be genuine himself/herself. It is und erstanding
that helps the client for self exploration. When (s)he Feols
correctly understood (s)he is encouraged to explore deeply
into the source of his/her trouble. The counsellor's underst-
anding of the counselee i5 communicated through responses.

The responses should PARROT response. ACCEPTANCE attitude
of the counsellor creates a condusive atmosphere for the
counselling session. However, this does'nt mean that the
counsellor agrees with everything that isbeing said by the
counselee,

The counsellor should'nt take the responsibility for the
counselee and his/her problems.(S)He should be an enabler of
the counselee to take care of his/her problems. The possibi-
lity of confrontation in a counselling session can't be ruled
out fully. It takes place normally when discrepencies are
observed in the client in the following areas (a) The ideal
versus the real (b) verbal expression and behaviour (c) what
onesays about oneself and the counsellor's experience of
him/her. These confrontations may hurt the client, but this
hurting is meant to heal.(eg; surgery) However, this must be
based on reality (eg. X'ray). Experiences have shown that
this sort of confrontations help the counselee to be more
genuine in the session and after,

For an effective counselling session, the following skills
are required on the part of the counsellor.

A, Attending: Attending to the counselee has various aspects.
Theywy area 1 A Rt LU Lo RS T T X
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Te The physical setting of the counselling room should be
pleasing, welcoming and relaxing.

e Personal attendance would mean attending to the personal
needs and requirements of the counselee.

L The posture we display in a counselling session is also
important, since that too communicates the attitudes and the
internal feelings of the counsellor.

L, Visual contact means the proper use of our .eyes in a
counselling session. It also includes the use of all our
senses to grasp fully what the counselee is trying to express.

Psychologists are of opinion that only 25% of the message
is communicated through oral communication.

The energy level of the counsellor as well as the counselee *
is also a deciding factor of the effectiveness of the counsel-
ing.,

The degree of congruence also should be thoroughly
observed by the counsellor. What people say and how they say
it reveals the depth of problem as well as how they sce it
by themselves.

Attending also means listening. Iistening is an art, whiech
~ everybody can develop, but at the same time, which all of us
tend to practice less and less in our day-to-day life. Proper
and careful listening is the key factor which determines the
success of a counselling session. Attention should be focused
not only on the words, but also on the tune and how one says

it., Who, What, When, Where, Why and How (5W H) should be
throughly listend to.

B, Responding:

Adaquate, appropriate and timely responding by the
counsellor, encourages the counselee to bring out more of
himself/herself and also increases his/her confidence, This
responding should be characterised by the empathy (experiencing
of another person's world 'AS IF' you were there)

The counsellor should:

1. Respond to the content: eg: You are SAYINEeeeaocosssone
(or) In other WordS.eceeeeoecsse

2. Respond to the feeling: The feeling can be understood

through observing the behaviour and presentation. (If the

counsellor feels blank, (s)he can ask himself/herself: How
would I feel myself in such a situation?)

eg: you feel cceeovocoancnnss
(for examples of different feelings ref. Appendix I1)

3 Respond to the content and feeling:
eg: You feelivoeoe DECAUSCaaacsne (5W H)

Proper responses, as mentioned earlier, helps the

I o P 0 Aen T = R ) e, i oo = 1]
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of his/her own situation, Personalizing in the counselling
context means enabling the counselee to understand where
(s)he is and where (s)he wants to be.

Personalizing has to be done in three areas, viz,.
1. Personalgzing the problem: It means helping the counselee
to understand what (s)he cannot do, that has led to his/her
experience. In other words, what is the counselee, that is
contributing to the problem? (counselee deficit)

2 Personaiizing the feeling: eg., you feel ....... because
YO BB G s v e

B Personalizing the goals, €eg., you feel..... because you
cant..,... and you want t0........ ( In personalizing the goals
the counsellors own experience can contribute a lot)

Personalizing helps the counselee for an understand of
his/her problem in a better ey,

1. Initiating

This means finding direction in life. Through this skill
the counsellor enables the connselee to operationalize the goals
identified in the personalizing process. €8 .9 MO0 WENE t0.ees
as indicated by......, Your first step %8cuis..s> (The
counselee should decide what his/her first step should be)

At this stage the counselee should be helped to initiate a
schedule for action. (with different steps and actions)

Initiation enables the counselse for action which will
ultimately led him/her towards a state of congruence and
integrated personality. This ofcourse is the ultimate goal
of counselling,

(Ref: Appendix ITI)

Counselling a Group in Tension

It is not uncommon that interpersonal conflicts and
breakdown of communication takes place in a team or group of
people working together towards a common goal. Counselling
can be an effective instrument in resolving the conflict in
such sitwvations,

In such & group counselling session, the counsellor will
have to display atmost restraint and balance, so that each
member of the team can build trust in him/her and thus feel
free to express himself/herself fully.

The most important task of the counsellor in a situation
like this is to get the people concerned together in a place.
Once they are collected together thus, the counsellor should
ensure that each one listens to the other, with out inter-
rupting the one who speaks. Very often when feelings run
high, people tend to fail to see other's views, And during
the session it might be possible that each one dwell in his/

her own views, trying to articulate his/her stand. To ovep-
oo 11 P Il i 1 o T o R o T g e o T L O O e e D - . . g
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. The physical setting for the session should be arranged

in a semi-circle way, through which each one faces the counsellor
and sits at an equal distance. It could be in the following

Wway. T

{ x) /
f/ﬂ\\ \\f/) ( /)—- Counselee

b

\\ux@% jé?f X - Counsellor
:\‘} i ,‘.\ t /4\{
-u/; \\_/J ‘

The counsellor should show acceptance to each individual
attention should be paid as in an individual counselling session.
The counselees should get the feeling that they are individually
attended to. This is possible only when the consellor can
enter into each one's frame of reference. (S)He should never
show favour to any one, for get baised. The counselees should
be asked to direct the communication to the counsellor and
not to any one in the group. This 1s important especially
in the beginning of the session.

Through adaquate responses of the counsellor to each
one's point of views, every one else in the group gets a chance
to hear twice his/her own and other's views., This facilitates
better understanding of the other's standpoint for more effect-
ive interpersonal relationship in future. It is worth mentioning
here that the experience of many groups have proved that
conflicts and tensions in & team or group can lead to strong
interpersonal relationship, if wrked out properly. The skills
required by the counsellor in group counselling and tension
management and the processes are the same as that of individual
- counselling.

Conclusion

Nobody can overemphasize the importance of counselling
techniques for personnel involved in people based health
and deWelopment programmes. The techniques and methodology
for individual and group counselling described about is not
exhaustive, This paper is meant to be a supplementary
reading after the course on c@nﬁﬁ@éﬂiﬁg,

prepared by

community health department
catholic hospital association of
india

c.b.c.i. centre, goldakhana p.o.
new delhi 110 001 (phone 31069%)

ref: 1. "Barefoot Counsellor” by Tr. Joe Currie S5.J.
2. "The Art of Helping - III" (Robert R. Carkhuff, Ph.D)
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Appendix I
GERCKLI& T

(From Barefoot Counsellor by Fr. Joe Currie, S.J.)

Do T Find other people interestimg?

Do I find it easy to like others - even those who are
quite different from me?

Am I enthusiastic about others' chances for wellbeing
and happiness?

Can I trust others to take decisions and assume
responsibilities?

Do I generally relate freely and easily with others?
Do I have a deep and open relationship with at least
some others? _

Am I consistently trustworthy and dependable?

Can I identify with the feelings and private personal
meanings of others without becoming excessively welghed
down by their problems, "downcast by thelr depression,
frightened by their fear, or engulfed by their dependency"?

Are people important and significant to me?

Can I let others be as they are, even when I don't agree

with them nor approve of their behaviour?

114
12,
13
1.,
154
16.
17

18.

19.
20.
21.
22.
23.

2k,

250

Do I have confidence in my own abilities?
Do I dislike dominating and controlling others?
Can I accept my own weaknesses and shortcomings?

Am I ready to accept help from others when I myself

am emotionally upset? - -~ ,

Do T fini: it generally easy to 1listen, to give my full
attention, to others?

Am I convinced that I am an important person?

Do I encourage others to stand on their own feet% and
fight the temptation to take them under my wings?

Can I accept myself am I am, without undue anxiety about
fulfilling the expectations of others?

Am I open to new and better ways of doing things?
Can I be & good follower as well as leader?

Do others generally find me & warm and loving person?
Do people find me approachable and easy to talk to?

Can I talk easily and frankly about myself, without on
the one hand boasting and, on the other, feeling
erbrrassed ?

Do I treat each person as an individual, giving him a

chance to prove himself before fitting him into a category?

can T communicate warmth toward people and sensitivity to
L R a3 oo mnmmPortable myself, 'of making



CATEGORIES OF FEELINGS

(From the Art of Helping III. By Robert R. Cark

(]
Levels of Intensity f Happy Sad Angry
§
tron cite opeless urious
S g I Excited Hopel Furi
% Elated Sorrowful Seething
% Overjoyed Depressed Enraged
I
!
)
Mild % Cheerful Upset Annoyed
Up : Distressed Frustrated
!
3 Good Down Agitated
I
{
{ i
|
Weak % Glad Sorry Uptight
I Content lost Dismayed
% Satisfied  Dad Put Out
{
{
i
|
{
i
i
X



Appendix III1

CHBCO B L 5 0,
(From Barefoot Counsellor by Fr. Joe Currie, S.J.)

I. General attitude toward the counselee:

1. Do I respect his independence?
2. Do I feel responsible for him and want to protect him?
3. Do I look forward to seeing him?
L, Do I tend to over-identify with him?
5. Do I feel resentment or jealousy toward him?
6. Am I bored with him?
7. Am I afraid of him?
8. Am I overly impressed by him?
9, Do I want to punish or get rid of him?
ITI. MY behaviour during the interview:
1. Do I tend to tighten up and feel uncomfortable?
2. Do I select certain material to dwell on?
3, Do I get angry at him for not responding the way I want?
L. Do I discover that I dislike him without reason?
5. Am I vulnerable to his criticism of me?
6. Do I try to impress the other and make a favourable impact?

IIT. In between interviews:
1. Do I dream about the other?
2. Do I find myself preoccupied with fantasies about the other?
3. Do I plan the course of future inverviews?

IV. At the end of counselling:

1. Am I reluctant to let the other go when it is clear that he
has reached as far as he can with me?

ALT Tt R o (0 L)

Be vyourself.

Concentrate, but in a relaxed way.

Iisten to the full message of the other.

Respond adequately and creatively.

Communicate interest, warmth andunderstanding.

"Prize' the other,

Confront, if and when necessary, responsibly and sensitively.
Help the other to sort out and clarify his problemn .

Use simple and direct language.

Help the other to take charge of himself .

) L) L] ] L] . L] Ll
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TEN DON'TS

Don't advise or look too hastily for a solution.

Don't question from couriosity or from uneasiness.

Don't moralize or intellectualise.

Don't make the other depend on you.

Don't categoriese or pre-judge the other.

Don't be falsely re-assuring or supportive.

Don't evaluate the other or his behaviour or attitudes.

Don't talk too much, or project yourself into the interviews
Don't bok for, or encourage, long narratives.
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Th2 Catholic Hospital Association of India takaes up
training programmes in Community Haalth, normally after a pre-
programme study, for Diocescs, Congrcgations, Action groups and
for any group seriously involved inp2ople oriented health and
development programmes,

The over all aim of such short term training in C H is
to help people to participate in building up hcalthy communities
with emphasis on people's involvement, using appropriate and
local resources and responding to the needs of the people.

During the training the participants are enabled to undarstand

the health status of our country in relation to the wider social
reality around, They are trained as to how to analyse the socicty,
its functioning and to f£ind out the root causes of ill health

in the Indian context. The training alsc aims at enabling the
trainases to initiate themselwves to acquire and

develop skills, knowledge and attitude to work with people and

to build support systems with their team at the local, congrcgational
or Diocesan lovels., To make the course essentially an on foing
one we ensure the follow up of the participants at different
intervals. The duration of the follow up visits depends on the
level of involvemont and the need of the people working in

the tield.

For a ona week or ten days programme we uwsually follow a
pattern which has topics such as social analysis, concept of health,
Community health - as a process of organizing pcople, skills in

awargness building, certain skills in training village level
personnel, Drugs, Herbal and home remedies, different activities
such as M C H, School Health etc. The spiritual and scriptuai
diamension of hcalth and deveclopment are stressed very much
throughout the course.

As a rule,the medium of instruction is English. The
courses are strictly residential starting in the evening of the

first day.

The course cxpenses of the resource team are to be
met by the organizing body,.
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ORIENTATION PROGRAMME IN COMMUNITY HEALTH - THE CONTENT-THE PURPOSE
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he term 'Community Health'! is besing widely used to
express various types of programmes in health. Public Health,

outreach programmcs extension services, village health programmes,

Gice wauil of tho8> programmes when analysed will show that there
; ) - : et by

arc a lot of differences iryunderstanding and the activitiecs.

Community health understood and promoted by CHAI/CHD
is explained during the orientation programme. We also bring
in the n2cd for promoting community hoalth taking into account
the prosent health practises in our country, situating the
existing health institutions in the context of pcople's health,
the situation of our society, the country. Hence, social
analysis beccomes an essential part in understanding the Indian
context and the context of the health infrastructure. Marely
analysing the society anc its #arious structures and systems in
short is not sufficient to give an idea to the participants as to
how to initiate community hecalth and how to go about it. A few
aspects in organizing and training of health workers are
integrated. Basically onc gets involved in community
health practises. is becausce of personal conviction and so
the need for motivation, based on faith reflection, spirituality,
Philanthrophy, depending on the group participating, in the
~rasramme will be incorporated. Aall said and done oriertition
is not training but more a concepts clarification and a peep
into the wide spectrum of community health to have a glimpse of

what it is,

This provides you with certain basic idea on the nced
for working with people and the rzasons for a radical transfor-
mation in the health carce system. Community health is not just
curative and préventive, but curative, preventive and promotive
health,

Normally an oricentation jprogramme takes 3- 4 full days
but depending on the group the time clemant could be reduced
or increasad. Oricntation programme is a »relude to furthoer
training'in‘Community health as it helps the groups to
decide whether to go in for community health or net.

We aleamn charte o Ffoo of R 500/= towards our oXnensces
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PRE-PROGRAMME STUDY - WHAT :|T IS M=EANT FOR?

toe--..-Ocl-.o-oo.oGC-'lQ.-.llll‘...‘.o....

Community health department of CHAI undertakes
pre~programme study by field visits, contacts, discussions, before
tsking up any training programms and involving in any community
health activities, with any gwoup, Diocese and Congregation.

This is/ggable us to have a rather clear picture of the area

of operation, the type of involvement required, the culture

and life of the people of the locality etc. This also helps

us to understand the type of activities undertaken by the
concgrned groups, Diocese or Congregation, the reactions of

the people towards them, the kind of involvement of the concerned
group in the locality and with which section of +he people,
Discussions at different levels give us a picture of the thinking
of the party concerned in their present understanding of the
society, their new thinking ( if there is any), any move to
initiate new line of functioning in the light of the new thinking
in the church and in the society. By our pre-programme study

we don't intend to do any inspection of the functioning of the
institution, This has been a fear in some cases just Dbecause
we happen to be from an organization of which many of them are
members..

Discussions in smaller groups in different centres
provide an opportunity for personal reflections on the work they
are involved in and for us to understand the hopes and
disappointments of many who function, facing the hard realities
of life, often without much result or even very often counter

results,

The process we go through is to visit the individual
centre and few villages around, along with the coordinator
(director) and hold discussions with the people concerned at
the centre on their activities. This process also helps the
future participants to have an understanding of the type of
training programme conduc*ed by CHAI on the one hand and the
requi}ements and expectations of the participants in term of

their training on the other.



Then having a session with the higher authorities
concerned clarifies various plans and programmes as well as the
process of thinking taking place in the congregation etc.

This will also help us not to take up training programmes
not to get involved where there cannot be @ serious involvement .
The success of the Pre-programme study will depend on the
openness ol the part of both the parties concerned and that has

been gur experience,

Programme Director
Community Health Departne nt,/ CHaAL

28071987/100~-spskg
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The CHD team, the former team members - Fr Chacko, Mr John

T Samuel and Sr Mariamma, CHAI's Executive Director Fr John
along with the facilitators Mr Rudy Lcbo, Dr K R Antony and
Ashwin Patel constituted the participants., Starting on 24th
evening there were deliberations in the general group on
each day, followed by team level (The CHD team) meetings in
the evenings where the days insights were further reflected
upon and the points for the next day was: identified.

A background paper prepared by the CHD team, mentioning some
of the issues that the team has been ccncerned about, was
circulated among the facilitators to serve as a pointer to
the state of thinking pattern of the team and the direction
they would like to take,

SLTTING THE CONIEXT :

Since 1981, CHD has been involved in the promotion of community-
health, consclidating the experiences of the team, formulating
a philosophy of community health and working out specific
strategies, the team revitalized is involvements in 1983. Over
the years the team has been busy catering to the requests from
various groups - diocesan, congregational and lay, either for
Orientation, training, project study or follow up of earlier
involvements; and numerically taken such activities have been
on the increase, well indicated by the fact that the previous
year the team had to commit for around 60 field programmes
alone.

Much -more than our evaluation of the activities, it would be a
process of reflection as the very involvement itself, and
situating that in the wider realities of ill health viz-a-viz
the society that we would like to create.
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Hence the involvements of CHD/CHAI during the past 4 - 5 years
and a projection for the future would be the focus of reflections.
And taken in that context, the group felt that to direct the
discussions effectively, we woulé have to identify issues which
have a history and a future. It has to be a process of

problem solving and direction viewing,

THE RFFLECTION :

One of the issues identified was: In the iight of the momentum
that is gathered by the oppréééors viz-a-viz the team's
involvement, the team feels a sense of stagnation; Against this
background the quantitative spread of the involvement of the
team, the qualitative growth, and the relevance of seeking other
roles would havé to be looked into. '

This particular mental disposition is not the result of a
feeling of frustration, but a deviation of the aspiration of

CHD team, Taken that way it becomes a chalienge to move ahead.
It stems out of a basic feeling that 'I am not utilizing my

full capacities', 'which is a sign of restlessness and this

is a constant attribute of 'my work' which has to be essentially
a dynamic process, This adds a dimension of scarch to the
involvement that one is making, and this is opposed to the concept
of stagnation which ras with it the basic trait of being statie'.
Agein o growing sense of rcalization of the forces is itself an
indicator of the element of growth that the team is experiencing,

The dream of CHD, as others involved in people-based involvements),
is of a just society, a healthy society, and the efforts have
been to generate a movement of pecople, But the fact remains

that there is no appreciable sign of a movement taking shape
while the cther forces intent on choking the moves of the people
are gaining strength and they make their appearance through
subtle ways., The feeling of the team has to be situated in

this connection., Here two questions become relevant: What is
taking place in the Society, and how do we perceive the realities.
And a corollary of these guestions is, basically the strategy

of CHD has been to work with groups that can facilitate people’is
actiony but then why the groups are not effectively moving.

Taking into consideration the involvement of CHD/CHAI, it is a
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Here we try to perceive the dynamics of the wider forces that

act against the emergence of such a society; and here we try to
develop a structural systematic understanding of the forces.

This effort is done with a national perspective and we would

be dealing with the intangibles. In our efforts to move the
groups, we try to share thesc concepts and concerns which take
the form of providing information or ideas through talk through
words. But the grass root level groups, the focus is not
intangible at all, instead they are real immediate and quanti-
fiable. The big oppressor for them is there in their neighbcur-
hood and they have to have a life of compromise to exist lest
the power ac¢ts on them to the extent of physical threat or even
extinction. The powef of the cppressors as compared with our
strength is infinite both at the national level and in the

grass root level, but however, for the national team the threcat
would not come in physical terms, in most cases it becomes a
pressure to silence us co-opting, Hence, the reality ef the
forces in the micro level has to be seen with this difference.,
To be effective, actually wec are asking the groups to go

beyond their life of compromise and counteract, It is sure
that we have to provide the required ammunition. How can we
counteract the power which has got an infinite dimension.

We too have to grow into that infinite dimension to equate that,
“ur power, our force is but the spirit, spirit which is infinite,
and imbibing the infinite proportion of it, we have to generate
a multiplier effect, 4And basically this is what has to be
transferred to the groups.

In this context we also have to critically examine the type of
follow up efforts that we make,

‘In the light of the reality of the grass root level forces, and
the ongoing confrontation of the groups, we have to develop a
relevant therapy, It has to have a focus on appropriate skills.
Otherwise our involvements would just become that of orientation
and motivation. Relevant information and ideas on appropriate
strategies and skills which could be progressively imparted to
the groups have to be developed. Unlecss we make an effort at
this, our succecssive involvements cannot be called training

programmes, and the group also would inevitably become rather
oI S o T G N ahatrant +heorv would helv. and the situation
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Here, our effort has to be, as we continue to involve with
groups, to develop an operational theory through a dialogical
process with the group, This should have stress on strategies

and skills, : beyond UU?SGlVCS
N&tibnallperspective : K il ot Sys%ems
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From here, we started deliberating on our clientele and the
sphere of activity and infrastructure they come from, Phjority
of them are the medical personncl, trained and conditioned to
treat sickness, working either in hospitals or dispcnsaries,

all invariably forming part of the medical system. If we take
the Catholic Sector alone, the numbcr of institutions runs to
2500, Apparcntly it would look that the smaller institutions
situated in the remote villages (the big institutions would be
only around 600) are more susceptible to the idea of people

basecd health action, But in principlc, all thesc are units of
onec and the same system, and seeds of hospital, The natural
concern for them is to germinate and grow into hospitals., Now, the
question is how can we situate them effectively in the context of
making a movement in health action, Here our intervention

would be an action against the natural growth.

The Sharing was based on the following frame :
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For the peoplc, health is not a priority, for them, the areas

of priority may be income¢, housing, ctc. Health is a derived
need, coming «fter the fulfillment of other needs, Hence health
cannot be placed as a driving force, and health as to spark

off other aspects. The dispensary/hcalth centre has got a
credibility in tackling health gquestions. Here the dispensary
pcrsonnel should be enabled to think and link up health with
other issues, issucs which really make pecple sick, unhealthy.
This offort should bring about a conversion in the medical
pérsonnel, where she/he tries to situate the sick person in the
socicty and the individual awarcness is converted into a community
awareness leading to community action. It should be noted that
with this, credibility incrcases bccause s/he starts working
towards real solutions. As the pecople start taking up action,
there would be more challenges from the'oppressive forces,

with the result that the emerging leadership gets more activatcd
and reinforced, and the struggles sparks off, Here leadership
is referred to as the capacity to mobilize people, And the

role of thc dispensary personnel would be to provide inputs to
‘this leadership.

COMMUNITY
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Hence the nurse/doctor would not have to feel out of place
that it is an area of involvement for social activists., This
is but a health involvement., The person remains in the health
field, but trying to move ahecad.

AAcautioning note here is that, it should nut be a process
where medical personnel could get more stuck up with the
medical involvements, And also the institutions should not
get more reinforced in their logic and dynamics,

Looking into all these aspects, a relevant guestion for CHD
team is how do we structure our training inputs.

e e B B s e A bl
i B e Al e SR L Al S st
e b B S 8 e, B M B

D O T e ey

The usual, natural logic of the evolution of the dispensaries is
that as time passes on, dispensaries turn out>into hospitals,
Sometimes this particular cvolution dces not take place in
physical terms but in terms of valucs, attitudes and thinking

patterns the evolution occurs.
congregation

Commitment to
poor people,
nct to pgtients

Doctox y — Hospital

Nispecnsary
2 beds

(Ton

This is another logic,
dealing with the pocr, converting patients to people

It is to this clientele that we are trying tc prescnt a different
logic, This is a logic .of moving in the opposite direction, which
is against the usual, the natural course, It is logic of commit-
ment to the poor, where paticnts are converted into pcople, But
then this would not bring in money. And usually this is the
barrier that blocks people from this type of an involvement.

CHD is called upon to add the community dimension to health.
This politicizes hcalth. And this is to be done in the context
of the institutionaliscd setups whcre there is not much room



It is the people who take up action and they create the movement,
To play a meaningful role in this the dispensary has to undergo

a thorough transformation, In generating the movement the leaders
from the hcalth and community have to play a role, the dispensary

a»C = Leaders in community
‘H - Leaders in the dispensary

should be the mccting point, and the dispensary should make thc
synthesis of this., Here a different kind of commitment eme rges
from technical competence, from 'doctor self'! to commitment to
individuals, to people, to poor. In this process s/he has to
depend on the people. And in thc enormity of the task ahead, a
demystification takes place, In this sphere, there is need

to generate mcre experiments, more knowledge.

Here, pcople begin to be trcated as human beings, not as objects/
cascs, Here the soul  of the individual is touched, the soul of
the sister {thc dispensary personnel) is in communion with the
soul of the people,.

The opprosing forces are rich in matcrial resources, We do other
involvements because we lack material resources, When the spirit
is motivated nothing becomes impossible, The infinite spirit
generated acts as a strong counter pressure acting against the
infinite material resources, This is the thrust of history,
leaming of history. One example would be the Indian indcpcndence
struggle.. ;

Commitment rcleases the spiritual energy for creativity, 11fe
giving use of myself, for the poor.

Community health is not a goal, and it cannot be a movement as
such; the movement has to be the movement towards Just socicty.
Community hecalth is a platform to discuss, to address large
issues, eg: issue of water, provision of water to achieve health,
Community health is a mcans towards a larger goal, a means in
movement, And it is not irreépectivc of the dispensaries, but
with dispensaries acting as promotive structures,

CH a means
God's
Health in relation to N )
other forccs - pol¥tical kingdom




In reality during cur training sescions we mcet the medical
personnel {mostly nurses) who are trained and moulded to be
confined to the sickncss aspccts by dispensing médicines. We
have tc basically move these pcople, so that they can gradually
become health activists and ultimately social activists,

The CHD team shared thc¢ various types of involvements of the
team orientation, training, project study & planning etc. Then
the question on the expertise of the team, the structuring of
the programmes, follow-up sessions etc,, came up.
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The team has to seriocusly think about theoritizing the community
health experiences, thus developing a body of knowledge, skilis.
Follow=-up otherwise becomes a big problem without that body of
knowledge. The rcom for progressing intensification of one's
idcas and skills would be less, Theories from other disciplines
could be sought, but it has to be a new synthesis, incorporating
into, testing out in the field level realities. The CHD team

is in a v ry advantageous position to do it since the team has
access to the literature on theoritical input, on the one hand
and the information on the field level realities and initiatives
(all over the country) on the other.

At present the medical personnel treat sickness based on a
particular epidemiology which is very much confined when thinking
about the root causes of illnesses. So new ccncept of epidemiology
has to be developed keeping in mind the broader understanding

of hecalth, It has to 1look into the current realities which
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This itself has to be devecloped into a science drawing expericnces
from the fiecld. A field based theoritical research has to go
into this,

At this point, the training content follow-up sessicéns
etc were taken up for discussion,

The community hcalth programme as envisage. and presented by
CID|CHAI is really new and it is a pioneccring effort. It is
more of a good intention that a skill. Much more has to be
lcarned from the field based on the actions that are being
taken, It is a question of developing a different school of
thought, The community health department tcam has to grow with
the groups that are trained by the team, who by virtue of their
involvements grow in the concepts and skills of operationalizing
the community hcalth idcology into which they were introduced.
Unless this takes place there is the danger that the team gets
stuck up with the metivaticnal aspects and the ideological
orientation, while the field level groups really require ongoing
training which are reldevant to the dynamic situations in the

field
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Spcaking of the training capacities of CHD team, the following
pcints werc shared :
Idcological inputs

1 Primary level
- Analytical capacity of situation

2 Secondary level - Synthesis of ficld experiences
- Training
- lietamcrphosis of various groups

- Scientific inputs to arrive at nearer

Feffcctivc strategies

Statistics
epidemiology

Management.

Then deliberations tecok ancther turn, What is happening to

CHAI organisation :

CHAI is a pclitical force which is not realised and utilized,

placing itsclf in the health situation in India what is CHAI's,
and hence our role : How can CHD activate CHAI, converting the
potential encrgy into Kinetic cnergy: Herc there is relevance
for a new emcrgencce with a projection towards future, to make a

national impact.

Taking the existing situation CHD is located at the grass roots,
and speaking of CHAI, at the National ILevel it does not have much
existence. ' It is very much inward looking and not a force in

the service of thc poor., But CHD can help CHAI to cmerge, In
this context a question was raised - unless there are channels of
communication with the base level institutions, how can the

involvement be national,

Intcrnational Organisation | Vaccines : Icdised salt

Naticnal Organisation Malaria eradicatiocn Privatization

Regional Organisation Leprosy control of hcalth
TBia s care

Banned drugs
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Looking at the history cof community health involvements by

CHAI, it started in 1981, that timec training grass root level
workers. From 1983 onwards CHD started involving in the middle
level workers. And now, we arc thinking cf making further
involvements apaft from the involvement with the middle level
groups., Here wc arc thinking about, for cg: the issue of vacc-
ines, non availability of iocdized salt, privatization of health
care, issue of banned drugs, quality tcsting of drugs,; malaric
cradication programmes, leprosy control programmes, TB contrcl
programmcs with regiocnal, naticnal and internaticnal organis:sticns,
And such action surely will have its repercussions - rcactions
from the national and cven international forces, hence these would
be very much political involvements toc.

We should kecp in mind all the activities have to be based at
the base, o.e. the 2500 member institutions, and invariably we
always have to address the 80% of the people, the poor - broadly
speaking these are some issues and involvements to be taken up by
CHAI. Here there are limitations too. While thinking about
involving the member in these cndeavours, the mec bers are not
aware of the channcls of communication; Again ancther big
constraint is the lack of appropriate and sufficient infra-
structure at different levels which include also the lack of
committed, efficient personnel, In this context it would bc
worth thinking of the role of CHD :

CHD is capable of identifying and picking up these issues fast,
CHD has tc fced CHAI with this analysis of issues, When it comes
to the level 6f CHAI, it generates a polarization of thought
processes, and there is a feeling of being threatened. Between
CHAI and CHD, there is a basic difference, if not a difference of
ideologies, a diffcrence in understanding of philosophy.. It may
not be a difference in ideology because basically there has to

be only one ideology, i.e., that of the Healing Ministry of Christ.
And here CHD is percieved as a dcstabilizing force and it gets
attacked. But this is an indication & being recognised, which
comes from a recalization that the power centre lies more in the
CHD of CHAI, It also indicates the fact that mature attention is

given by the powerful

Here thc delibcrations should be on 'what strategy would I use
to counteract the ncgative forces throcugh my lifcs
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If CHAI had given birth to CHD, there would have been only a -
medical/paramedical analysis and not a socio=political thrust/
‘analysis as we are having right now. If our socio-political
analysis is correct, the catholic hospitals will not be able

to withstand the increasing commercialization and the competition
creeping into the health care system, Coupled with this if

the government system becomes less corrupt and little more
efficient, this will be another pressure, In this process

only the really mighty and established hospitals will be able

to survive. But for this again there is +the problem of funding
as this is not a priority area for the funding agencies. And
looking into this overall situation, hospitals have only a

short life span., Hence naturally they would have to develop
openness, and they would be forced to adopt CHD.

CHAI's national force is not recognized. And similarly CHD
can become more national, CHD can become national through
CHAI. CHD and hence CHAI has to become a pclitical force

on behalf of people, It thus becomes mutual, Here there is
no room for confrontation but only convergence, There is only
love and those in CHAI should experience this, |

Currently, the understanding at large is that CHD is dominant
force in CHAI, and the 'real children' (Hospitals and
dispensaries) feel neglected. '

Hospitals have always been inward looking and CHAI is basically
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hospitals and dispensaries)



w5

CHD has to look at the totality, not Just rural areas alone,
and has to respond in a national way. At present we are very
much grass root centred - we tend to institutionalize ourseclf
into the locus of ruralness. We have to get out of this. We
have to diffuse into hospitals and dispensaries rather than
narrow down ourselves and have to act as a multiplying factor
and not a substracting factor.

Hence can we restructure our CHD's medical dimension so that
from the 'Health' stand pcint we can look at the whole society,
so that we can have the locus of the medico-socio-politicel
analysis, of waich of course the socio-political dimension is
the major cocnstituent. |

For us as well as the hospitals, there is one common factor -
concern for people, But for hospitals it is the concern of
people as individuals., Now, start/on the common platform,/ing
the effort has to be to convert this concern for imdividual into
the concern for community., It is possible for them to make this
shift by giving them a chance to get involved in their levels
not with socio=political logic but starting with hospital

based logic. CHD has to diffuse itself so that hospitals gct
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change in CHAI, Then for CHD, CHAI beconex a laboratory for
experimenting the initiatives in community health in an
atmosphere where there are lot of oppositions, non-caperations
indifference, etc., And by attempting tc do this, we ogrselves
would be undergoing the agony that the people = reundergoing
in the field, We are the grass root pressure., Unless we take
up this course we cannot speak about the empowering of grass
root level people. In this effort, basically, we have to
work more with the policy makers since the personnel would be
there oﬁly for a short while either in diocese or congregation.
Wa have +na have a hosnital based analveis, taking up their
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They arc a dying breed. Give them a chance to live, Make
a sympathetic understanding, not an attack. And based on that
help them to move, live. Help them to interrelate to experience

social integration rather than alienation.

And, also we are not the only faves, Ally with other forces.

'o activate CHAI, we have to activate the 'A' aspect (Association)
that we have to activate H i(hospitals). For this diffecrent
methodology has to be worked out., Convert this problem into

a structural analysis, Then it becomes a fact, and not a

belief, and that cannot be devised.,

Another common platform is the faith dimension., It is the faith
dincnsion that impells people. Hence, this also could be
starting point leading further wider questioms.

While speaking about activating the 'A' aspect a strategy
cgould be broadining our base by empowering the village-based
dispensaries, so that they would cemerge into a force.,

The effort of chd has been to make community health
a movement for the rcalization of health for

the poor majority in India., Hence it was felt

that it would be good if there are some

reflections on this question.

Sneakineg of movement, it is still an abstract idea, a concept
which is yet to be developed fully in sociological and
development work context. Hence the reflection that are

shared are also very much theor: tical and inconclusive. Earlier,
there had been some efforts made by the tcam to deeper our
insights into this. Yet, it was felt that cur insights were
very broad and we were not really able to articulate what is

it that really takes place inside the movement.,

And even for a study into this, there is no proper, sufficient
literature, That again is yct to be developed. There are not
many experiences also; and even the very few initiatives that
may be there, are not analysed and documented in depth.

Movement involves large number of pcople. People who have
been suffering and undergoing tension. The conducive climate
for movement is the time when there is an acceptance of an
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The leadcr moves. The others, the community feel that they
would suffer because of this. The struggles begins, simul-
taneously the oppression by vested interests also starts.

This adds momentum to the emerging .struggle., The charismatic
lcader can convert this to give it a moral overturn, Eg:
Geandhiji, The cultural and religious factor play a major

role here, New type of value systems, attitudes emerges,
There is a cultural transformaticn taking place which is
basically a change in the 'self'=s of people and this leads

to a grcater lease of life, Such value based moral questions
are fundamental and these make pcople emerge to a fuller life-
egs Christ, Buddha., Another eg: is technology has the capacity
for total distruction. But the generation of moral and
ethical values can counteract this and even direct it to the
bettcrment of humanity.

The marginalised has the capacity to internalisc the suffering
and give it a religious overturn. But it would be moving from
the domesticating elements, moving towards liberation, Moving
away from fatalism, and moving away from the culture of silcnce
to a culture of recpression and action, To facilitate this
process in the pecople an outsider is required - egs: Gandhiji.

The outsider comcs and undergoes & rebirth with the people, an
incarnation, Then he lives and dies with the pecople - enters
into their sorrows and struggles and gives his life fully in
that, Hcre the word becomes flesh.

WORD BECUCIMING FLESH

This is an act which is truly humon, But there is a divine
intervention here. It is an instance of God intervening in
history through man. And this is the power of faith. And the
person is transformed to become saint, by being fully human, by
fully exercising his love for his fellow-beings,

The outside person has a higher perception, a different percep-
tion by virtue of his distancing from the situation. This gives
him a sense of objectivity in his understanding and analysis.
Also, by exposure to other situation, literature, etc,, he
would have developed certain skills and frame of thought in



- 16a=
The leader articulatcs the issues in verbal form and poscs it
before the larger community. Here he applies a moral pressure
too, which takes the form of questioning the existing values,
 attitudes, thoughts ctc. This would touch and meve the individual.
There would be also an effort to build up allies., This might
also lcad to splits in the opposite camps,

The outside pcrson is also an expert in faith, capable of
adding a ncw dimension, a liberating dimension to faith, A

lot of poor arc dying without living their lives the human way.
And they live their lives dying. People have their faith, but
a faith which crecates fatalism and martyr complex. Starting
with faith, the outsider has to give the dimension of life in
faith, confirming life instead of death so that the individual
can live his life and contribute towards the soclety.

The people, society can have life in its fullness here and

now, This is a matter of developing a ncw spirituality. Here,
when we speak of faith, it is not only the Christian faith,

but the faith that can activate the spiritual energy and relecase
of man, There is a historic neecd to develop a new leadership
giving emphasis to this dimension of faith, Sso that they can
go for the impractical.

A continuing note was raised. There are very many movements of
pcople in the country - They move towards a certain goal,
fighting against the systems, But on the way they compromise
at certain points. Somectimes they deviate from the track. And,
othertimes they end up in extremist involvements, 3But the
rclevant question here is = arc they real movements, though
apparently they appear to be.

~ The culmination point for the movement is the just society.
The distance trecked would vary. But what matters is not the
distance but the direction,

The poor and the marginaliscd thirst and cry for freedom, The
believers arc the hand of God. Give the poor a hand of God.

We shall locate oursclves on the side of the pocr. We are the
part of this historic momcntum, The specific place of ours is
the part of health. Pcoplc are unhealthy because of other
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Here the medical person becomes more effective; s/he would be
involved in the real role of making pcoplc healthy. The role
is not played by the conventional medical practitiomers.

In the movement, the group, which is a political force focusscs
on a specific point, For us the focus is health, Hence the
medical personnel do have a raole,.

Community health itself is not a movement, There is only one
movement. And community hcalth is a mcans contributing towards
it, CH is a current, a strcam contributing towards the main
current, the main stream, But it has all the gqualitative
clements. Wec should make constant cfforts to identify the
existing movements md contribute our mite.

Therc is an orthodoxy in health care, Diocesan = Hospitais -
Doctors. This is cost intensive also, But this is not meeting
the needs of today since the real issues, the sociallfactors,
the community factors, arc left unresolved. An approach basecd
on social factors is cost effective also. This understanding

to be ingrained intc these people,

The movement in community health has to merge into the main
movement that is taking shape in different parts of the country.
This understanding is not bascd on a bclief but on analysis

which is rational,
/\ SOCTIAL
POLITICAL
CULTURAL
HEALTH CARE ECONGMIC
SPIRITUAL

Speaking of hcalth there are differcnt dimensions and aspects
Inaks

Community hcalth is a sub movement, which has with it the
medical and socio=political dimension.

People Just Scciety
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Since somectime there has beecn feecling in the team that

wc have invelved in toc many activities that the

gquality of our work has becn affected. Hence the

guestions were 3

-~ Should we reduce the quantity to incrcase the
guality '

- or maintaining the quantity can we still extract
quality.

The quality of programmes can be assessed in tcrms of the
involvements of the participants after the programmes.
Repetitions cannot stand. One session shguld respond to the
dynamic social processes, so that the participants can respond
realistically to the changing situations. Here no static
theory can help. The participants lose cnthusiasm when it
bececomes repetitive. Session after scssion we have to grow in
quality. There has to be scrious reflections into this. It
should be a structured, analytical reflection focussing on the
key issucs.

Spcaking of quality, effectivencss and efficiency are two terms
that come up quite often, Being effective refers to the impact
on the environment, efficient refers to being less expensive in
terms of material, time and spending oursclves,

Project Planning ?empowering
Effective Training Quality
— Orientation e e CHD as a force in
JCHAI.

Qur quality indicators come from pcople, how much it helps
people to get empowered and take up action. And another
dimension is have we, and hence CiAI has made a force for the
serv 4 .

a e the 2 \/ successful - can mcve forward
CHD Training

¥ not successful = cannot move
- Analysis gen
Contradiction

~ Medical
system as
anti people

.

General Thcory
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We are operating in a theoretical context and operating at the
macro level, while the groups are working in the micro level,
Our analysis, theory and the conceptual frames apply everywiecre
and the participants would accept that. But we are not giving
them any specific skills or tools to act in a particular
csituation. The leaves the participants with many unanswered
questions, leading them to a mood of frustration, This is a
state of ambivalence for themn,

Again,- taking the individual person working in a particular
geographic, socio-~political context, s/he would be doing some-
thing with a certain knowledge and skills., The target of the
work would be empowering which definitely destroys security,
The reality forces them to go for compromise and to do something
~that cnsurcs security, Our analysis tells them that what they
arc doing is not meaningful, But we arec not giving any counter
knowledge .applicablc in specific zcographic—socio-politico=-
cultural context, making the individual succump to a public
confession and a sense of frustration that 'if I do I would

be destroyed'. And the ultimate result is that they resort to
mechanisms that defend themselves,

/

V4 :
Ensur%zg/SEEu;E;;_\\\ gupovering
Individual ~———3» doing something

Sklll knowludgc That can destroy

sccurity
\__//’/

In our training scssions when we take micro-details, which is
addressed to the person, fear develops. To transcend this fear,
the faith dimension becomes important, and God comes as the
underlying elememtt.

Once we transcend the fear, s/he takes the first hesitant step
and gradually builds up confidence, The fear element gradually
diminishes. The porson becomes more creative and works more
and more with people,

To tie down the person to the existing compromising involvements
there are other influencing factors - the conditioning impact of
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Decstabllizing the status quo
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Again the deliberations centred around maintaining

and improving thc quality of the orientation/training
programmes, The above frame has been used to explain
those aspects.

We are working in a situation where people are made victims of
diseases, reducing them to mere objects of the environment. The
effort has to be at making pecple subjects of the environment.
This is the process of cmpowcring. Herc lies the success of
CHD's efforts, In this process the involvement of CHD is
through the organisation - the congregation = which is the
organization at one level and the dispensary, the organisation
at another level, The intervention of CHD is with the staff and
the hierarciry.

In the process of people getting empowcred and taking action
directed against the environment, the congrecgation perceives
threat, Based on this perception, and the attitudec towards the
congregation either goes for or against the programme of
community hcalth.

Here the question is how to improve the quality ?

This can be assessed by the feedback we zet on the action -~ which
is success, failure or even inaction., Anothcr means for assess-
ment 1s observation of the énvironment. Here again the reference

T e e, e 1, B e e e e e .~ TP S et ~ W e It o o il



directed towards thec environment which is creating and
brepetrating illness, The action has to result in destabili-
sing this environment., Hence the cffectiveness of the staff
and hence CHD's involvement (which is always with the staff)
could be assessed by the effective-ness of people's action.

In this, to escape threat or extinction, the organisation -
the dispensary or thc congrcgation can have built in ‘safety
nets'., This is through emphasizing the health aspects which
acts as a curc, by promoting hecalth dominated action, but
definitely, and specifically angled and oricnted towards the
wider aspects. But this would not be apparent, vivid or
immediate,

It is a question of transforming the individuals who have been
working in risk-free, self-security environments. For the
person, it becomes a personal challcnge., A spiritual strugglc
should take place so that the person can undergo a radical
change, a metamorphosis.

Here again, the faith dimension is of crucial importance
to urge people to this kind of an action., It needs some

more eleboration. ///’ g \\‘\\\
]
/
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GOD a

it

Our training programmes arec effort to push the ego elemcnt with
more skills for action. But, more and more, there should bc
efforts to introduce more of God clement into the ego. = This
would result in release of more encrgy for action, following
the principle and the personality becomes a charged personality.

From here the rcflcctions moved cn to the involvement
of CHD., The effort was to develop a critique of the
involvcments in terms of thc quality, effecctiveness and
a futuristic thrust to emerge into new areas,

Looking at the involvement of CHD,
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Now the effort of the CHD tecam at this Jjuncture would be gcing
beyond that, through a reflection consolidation of our
experiences and idcas in Training, Orientation and Projcct
Planning so that we cease to be mechanical, and filling up
more guality.

Another major effort that CHD should make is to decentralisc its
grass root involvements with and through partners. It would be
developing a higher level of traincrs working at the regional
level as a resource pocl. Spcaking about this, we have to

be extremely careful to see that we really equip peoplec so that -
the danger of our simplification and that of giving too much
emphasis on medical expertise/inputs will not take placza, IT

we are really successful in developing eficctive groups, they
could share the efforts of CHD to train middle level workers,

Formation of CHAI regional units could be a good strategy in
this direction. In addition there could be dialogue and
contacts with other existing training groups. While making
efforts {(from the part of CHDO for convergence of ideologics
and philosophies, and while working out strategies together,
it should not be that it is ncecessarily a CHAI vision that wve
are pushing, but developing an atmosphere and a practice of
dialogical interaction, But CHD has to become more skill
orientcecd in addition to the ideclogical and motivational
orientation, '

Spcaking generally on activitices, it is not the quantum of
activitics, but the significance of it at the national level
that makes it {qualitatively) important, relcvant., The in-
volvement of the trainecd groups of CHD, and hcnce the trainings
undertaken by CHD, can be made morc significant by linking

up thcese various groups.

The training should emerge as oricnting people, equippring with
skills and activating them to meke invclvements in their areas
as well as to‘establish networks, This, then becomes training
as establishing nctworks among people's organization,  To

make this effective, improvc our professicnal quality based on
the involvement with people., If our existing involvements

are really authentic, then we will become nationally relevant,
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The involvement of CHD tends tc be unidimensional

- concentrating on socio-political dimensions, and unifocal

~ catering only to nurses. But CHD has to open up to more
and more categories of pcople, groups. For eg: it could
ucve on to conducting programmes for health consumers -
either dircctly or through groups.

Another major arta'is that of drugs and rationalization of
the use of drugs in our institutions which can set a trend
in the wider society.,

o support

X /,ff"’az;;;;”_aﬁqxﬁ‘ﬁ CHAI {suppcrt )
s TEde programmcs
Orientation
CHD

Knowledge

LI Sl CHAI effective

training //7“
anﬁfunds

wl If theyCcome tc the understanding ofCHAI
‘—-.,.__________”4‘—

rch

CHD has becen involved in training, orienting, skills development,
etc,, and has becn in touch with the grass roots and the people
through the groups (agencies) and for these groups, not with-
standing the fact that there is genuineness in their involvements,
coming to the understanding of CHAI has been the legitimizing
factor for rcceiving funds and this becomes more and more

d omimamt.,

For CHD the desire at present is to move on to more areés,
through dircct venturcs as well as through cliciting, facili-
tating supportive activities from and in CHAI. And as said
carlier, this benefits both CHD and CHAI, in making both
relevant to thc pocr and nationally significant, relevant.

Recsearch and regional involvements are two political areas in
which CHD can concentrate more, There could be a separate
cell for rescarch, But usually rescarch prcogrammcs withcut
taking people/grass rocts turns cut to be of the dominant
mode, But in its place grass roots should acquire the
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Documentation bascd Jjust on narrative informaticn becomes
conventional. But there is room for incorporating analytical,
research inputs into documentation.

The research that CHD/CHAI could involve is field based. And

this is pessible for CHD by virtue of its very locus among
people, It should be an effort to collage evidences and
emprical date from the people on their lives, struggles, ini-
tiatives, their moves, the efforts made by facilitating groups
etc., processing, organising and synthesizing such data and
placing it back anong people so that pecple cculd be helped

to move with a different frame, so that the facilitating
agencics f{animators) arc cnabled to critically rcactivate

their approaches.

Another major area which was taken up for critical reflections
was 'Project Study'. Project study is an activity for which
CHD has becn getting increasing numbcr of requests; much of
which forced upon us by the funding agencies. This itself is
a growing evidence of our cridibility.. This involvement itself
creates a tension among the 'h' aspect, the hospitals as well
as the 'A' aspect, the association. It could be an entry into
a programme, but in an attitudinally ill disposed atmosphere
from the part of the group {(that has requecsted for funds ),

And that toc in an atmosphere where we don't have time., Hence
the opportunity becomes a burden. One involvement in the post
funding period, with orientation and ongoing training, becomes
very intensivc; In this context, thc relevant guestions are

~ how do we cnhance our credibility, and how do we deepen. our

involvements,

Taken the positive aspects, it offcrs us opportunity to widen our
networks, establishing norc contacts, and initiating a different
planning precess and presenting the danger of groups going for
apprroaches counter to cur ideology. But the negative aspects
would be, the material - guantitative aspect involved in the
project on that we might have tc spend time, the power attached to
money, and the conscquent relationship based cn that, the
increasing number of requests, etc.... in this ccntext how can

we maximize the positive aspects and minimize the ncgative greas.

We should not be succumbing to the needs of the funding agencics,
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THE CATEOLIC HOSFIT AL ASSCCIATION
CF INDI A

C.B.C.I. Centre, Golcakkhana, New Delhi -110001
Tel: 310694/322064/322174
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COLMUNITY XEALTH PROGRALME - THE HEW VISION OF TSE
CATROLIC HOSPITAL ASSOCIATION OF INDIA (CHAI)

Introduction

The members of the community health cdepartment together with
some resource persons and some others representing other organi-
sations, had discussions, orientation and planning in two sessions
lasting for ten days each in the months of April and June 1983 at
St. Jobn's Medical Ccllege, Bangalore. The session was organised

jointly by CHAI and the Preventive and Social kedicine Department

of St. Jeohn's Medical College. Between the first and second session
the community health department team members spent some time to
study some existing projects and alse to gtudy in detail the various
documents from the Church, Government and othierwise, dealing with
Community Eealth., The follbwing is a brief account of what resul-
ted from the various discussions. In putting this on record we are
fully aware of our limitations and we know for certain that we can
ot claim anything new, nor thie as the“imst word. fowever, we do
hope this will serve as a guideline for our future worl, and with
the help, suggestions, guidence and encouragement of all concerned
we will be able to contribute our share to make the dream of VO,
i.e, Health for 411 by 2000 Aé, a reali{y, for which the count down

has already begzun.,

FPhilosopby and Vision

In the light of the WiC's call "Health for All by 2000 aD",
the revised national health policy of the Govermment, and in line
with the document by Pontifical Council Cor Unum on "the new orien-
tation of health services with respect to primary health care", the
teaching of the Church and of the recent Popes, aund the statements
of the C5CI from time to time, as well as in the light of this
consultation, the working team of CHD of CuAI concludes that:

1. In a country like India, so vast and varied, where 80% of
its population live in the rural areas and about 90% of the

country's health care system caters to the needs of the
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2% Health is the total well-being of individuals, families
and communities as a whole and not merely the absence of
sickness. This demands an environment in which the basic
needs are fulfilled, social well-being is ensured and
psychological as well as ppiritual needs are met, Abcor—
dingly a new set of parameters will have to be considered
for measuring the health of a community such as the
peoples part in decision making, absence of sccial evils
in the community, organising capacity of the people, role of
the women and youth play in wmatters of health and develop-
nent etc, other than the traditional ones like infant mor-

tality rate, life expectancy etc,

3. The present medical system with undue emphasis on curative
aspect tends mainly to be a profit-oriented business, and it
concentrates on 'selling health' to the people, and is hardly
based on the real needs of the vast majority of the people
in the country. The root causes of the illness lie deep
in social evils and imbalances, to which the real answer
is a political one, understood as a process through which
people are made aware of the real needs, rights and respon-
sibilities, available resources in an around them, and get
themselves organised for appropriate actions. Only tirough
this process can health become a reality to vast majority

of the Indian masses.

4. The concept of Community Health here should be understood
as a process of enabling people to exercise collectively
their responsibilities to maintain their health and to
demand health as their right., Thus it is beyond mere dis-
tribution of medicines, prevention of sickness, and in-

come generating programmes.

In the light of the above conclusions,we identified the
expl. ited and the unorganised masses, particularly in rural
areas as our target group. We intend to reach this groups
through the existing health institutions in the country, es-
pecially through the member institutions of CHAI and other in-

dividuals and croups engaced in the field of people-oriented



with other voluntary organisations, which up-holds similar

philosophy and objectives will beexplored to the maximum.

We also felt that the Church in India should take a clearer
stand on our inveolvement in the health field based on the documents
mentioned and this stand should be made known to all our health
care jpstitutions and others concerned, In order to facilitate
this we also felt that this study of the documerts dealing with
this new concept of health shouldform am intergral part of the
curriculum in geminaries and religious formation houses. The same,

we felt, holds good for all our educational institwtions,
Conclusion

We are fully aware that we have still a long way to go
towards the implementation of these plans, Yet we are optimistic
and confident that, with the guidelines from the various documents
and cooperation from the thousands fo our institutions ané in colla-
boration with and with the assistance of various organisations
with similar vision at various levels, we will be able to imti-
tiate this process of education for liberation and development

at least in some parts of thkis country.

ot

attamattom SVD
Executive Director, CLAI: and
Secretary, dealth Section of the
-CGCI Commission for Justice,
Development and Peace.

At

29 - 8 - 1983,



ippendix - I

List of some of-the documents refered and studie?l,

1. New Orientation of health services with respect to

‘primary health care work -~ Fontifical Courcil Cor Unum
1978.

2. Statement on National liealth Folicy, Govermment of India,

Ministry of Health ancé Family Welfare, 1982.
3. CBCI documents, pérticularly reports of 1878 and 1983.

4, Health for 4All, and 4lternative Strategy, ICMR, ICSSK,
New Delki.

5. Encyclicals such as Populorum Progression, Call to Action,
etc.

4ppendix - II

Resource Fersons who assisted the team during the sessions.,

1. Dr. Ravi Narayan, St. John's Medical College, Bangalore.

2., Dr. (Mrs) Thelma Narayan » "
3. Dr. Dara Amar " n
4. Nlr. S. E.‘.- Sl Shetty n n

5., Fr., D.S. 4dmalorpavadas, injali Ashram, Mysore.
6., Fr., Stan Lourduswanmy, ISI, Bangalore.

7. kr. .. T. Gajan, SOLAI, Hatpady.

8., Fr, Claude D'Souza, Bangalore,

9. Sr. Dolores Kannampuzha, Kottayam, Kerala.

10. Dr. Jessie Tellis Nayak, Bangalore,

11. ?rof. R.L. Kapur, Bangalore.

12, Dr. Marie liignon Mascarenhas, CLiST, Bangalore.
13. Dr. Daniel Isaac, Ckial, Gahgalore.

14, Ms. Lehka, SEARCH, Bangalore.

15, Ms. Erupa, SEARCH, Bangalore

16. Ms. Sujatha de Magrey, INSA4, Bangalore.

17. Ms. Simone Liegeois, VHAI, New Dxdhii,
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JESU3' INVOLVEMENT IN PALASTINE

----———-—-n-———-u--————--—-.-—-—-.—

To understand Jesus and His involvement we have to
understand the Socio-Political context in which He lived
and worked.

We all know for certain that Jesus of history lived
in Palastine., For about 600 years, Palastine was under the
dominion of colonial powers. (Persia B, C 538-33; Greece:
B.C 333 ~ 63: Rome B.C 63 - AD 135). During the time of Jesus
Palastine was mubjected also to the internal domination of
the Landlords and the Rich in Palastine itself,

Geographic Features:
Palastine had two distinct geographic regions.

1. JUDEA

This region was situateg around Jerusalem and the Temple.
It was a mountaneous area, having mostly dry land, Predominantly,
Olive and fruit were cultivated here. Sheep and goats were
also reared here, since the region had lots of shurhs and forests,

2. GALILER

This was a fertile region, Wheat and Vine were grown here
extensively. Fishing in the lake of Galilee and the costal
regions gave occupation to many. The people in this region
were hard working, and industrious. This was the region, which
was most exploited during Jesus! Period. Agriculture, business,
handicrafts, fishing etc, were the livelihood of the people,
There were two commercial routes that passed through Galilee.
One from Egypt to Damascus and the other from Damascus to Jerusalem,
Fereiom marchants passed through these routes, and had great
influence in this Tagion, Galilee was callad 'territory of
gentiles' and 'Land of mixed blood' since there were many
illecitimate children born from the business travellers, The
'zealot' movement originated here and there were peasant
revollts in this region, especially during the time of Jesus,
(Map of Palastine during Jesus Ministry - Appendix I)

Ag mehtiOned above, Palastine was under the Roman Empire
since B C 63 onwards, At the economic ané political level the
Roman domination manifested itself in the following way,

gconomic level:
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The wealth of Palastiﬁe'was expropriated by the Romans
mainly through two types of taxes. They were:

l. Tributum - This was personal tax, which amounted
to % of the total harvest

ii, Annona - The tax in kind or through work, for the %%%

Avart from these, there were unotficial amounts which the
Roman officials snatched away from the People,



Through official taxes of the Roman Empire alone, about
& million Roman Denarii were extracted from Palastine every
year. (One Denarius was ecqual to one day's work',

Along with the above mentioned two taxes, the Temple was
also extracting taxes from the peonle, Tavy were;

i. Bublicum: This was something similar to tha state
tax we have today (eg. Sales tax)., This
was meant for thestate,

d.ds Didrachm - for the temple

iii, Tithe - for the clergy
(ii and iii weére Religious taxes)

Political level

The Roman Procurator of Judea, who lived in Casarea,
personified the Roman colonial power. It was he who nominated
the High Priest in Jerusalem ( a very powerful position,
religiously and politicaly) from among the 4 dominant and
rich families of the time.

- In Galilee, Roman Political nower manifested itself
through King Heroa Antipas.

- The Roman Empire indirectly controlled the land owners
through its arbitrary powers of dismissal of property
rights., During the reign of Herod (B.C 37 - 4) he
confiscated the land from small 1and holders and
marginal farmers and handed it over to Zamindars and
businessmen, to facilitate increased agricultural
production and large scale export of the produce

~ The intermecdiary officials in Palastine were recruited
by Rome, from among the Sanhedrin members and the
great families, Thor remained docile to the Roman
powers an@ perpetuat:J the imperial domination.

=~ Those responsible for collecting the taxeswere
chosen by the Romans from among the lowar social classes

in Palasttiimee,

- The political power of the Roman Empire was manifested
also through thz cantinuous pressure of the Roman Army
in Palastine who were normally recruited from among
the. non-Nzws of Palastine and from Syria,

- Rom wlso controlled the Jewish autonomy, They reserved
for themselves the power of capital punishment

ANALYSTS OF THE VARIOUS SYSTEMS THAT EXISTED IN PALASTINE

1. Economic System

‘Originally, collective ownarship of land prevailed among
the jews, since they believed that the land ultimately belongs
to God, (Leviticus 25/23: 'Your land must not be sold on a
Dermanent = Tom T e P R ECs. YT Y . e RIS T Sk a—
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and you are like foreigners who are allowed to make use ofyit) .
But since the tim2 of Herod feudal system emerged in the
villages. Barter system was also not uncommon at the village
level. Jerusalem Temple was the centre of intense trade and
commerce. The Temple possesed the treasury and functioned

the role of a National Bank., Jerusalem had trade links with
Rome, Graece and Phoenicia., The celebration of Annual Jewish
feasts were an occasion for the Jewish people to come to
Jerusalem., The Urban workers, and the lower middle class,
espacially the small farmers suffered very much during Jesus'
period on account of the multipple tax system that existed at
this time, due to which inflation, unemployment, poverty, birth
of armed bands etc., resulted,

Social System:

Palastine was a highly stratified society, during the time
of Jesus. There were different social groups, They were:

1. 5Saducees: They belonged to the Jewish Aristocracy, and
represented the most conservative group. They were closely
linked to the colonial power for their cconomic interecst.
They were learned people and were specialists in 'Torah'
the original law of Isrcal, They opposed the @scatological
believes and denied the ressurcction of the dzad.

2. Pharisces: They belonged to the urban middle class, and
upheld the escatological beliefs and believed in life after
death, They had a very pessimistic idea of man and stresscd
on the other world, which according to them had to be
attained through strict observance of the law. = Thay belicved
in individual salvation,

3. Scribes: They were the spaecialists in religious legislation
and of the penal code, and enjoyed a monovoly ovaer it, since
they knew Hebrow well., This group belicved in escatolosy and
exert:d tremendous control over the masses and were very
active in the syhacgogues on sabbaths, However, they could’'nt
get along will with the Priests.

4. The Priests: They were a special ethnic grous, belonging
to the tribe of Aaron, Among the priests there were
'Higher Clergy' and 'Lower Clergy'. The oriests enjoyed
the monopoly over the rituals and were resoponsible for 1aw
and order., The latter function was carried out through the
intermediary of the levites. ;

5. Levites: Law and order was maintained by them; ie the

police function, They also assisted the clergy in their
various functiomss,

6. The Publicans: Thay had very low social status. Aamong those
who had Jewish origin were entrusted with the task of
Tax collection.

7. Sinners: Those who had one way or other transgressed the 1aw,

8. Possesscd: Those with illness, esvecially mental ill nesses,

Q e, S o i) A o
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The Bealotss

This group was essentially a political one engaged in guesrrilla
activities against ROmans, to rastore Jewish .State in its
theocratic dimension, in the line of Davidian Messianism,

(The z2alots took over power in A.D 68, after killing the high
priest in Jerusalem. Thes established a new high pricst, from
onc of Che traditional families, 1In 70, the Romans retaliated
and the zealots tried to defend the temple (symbol of power and
authority) to its last man, but in v in. And the Romans
destroyed the Temple thoroughly).

Social Classes: At the Rural Level the upper class consisted

of mainly the big land owners, Gonerally they lived in the
cities, The different craftsmen belonged to the middle class,
(Those who made perfumes and religious costumes) These products
were sold out during the Jewsih fecasts in Jerusalem. The
agricultural workaers, the slaves ( generally owned by the
merchants), and the anemployed (Mt, 20: 6) belonged to the

lower class,

At the Urban level, the upper class was constituted of the
sacredotal aristrocracy, (composed of the four families, from
among who the Roman nrocurator choose the High pricst) the big
marchants and the high officials, The urban craftsmen, small
marchants, middle level officials, the priests and the levites
formad the middle Class. To the lower class belonged the workers
attached to the temple, slaves, sinners, publicans, unemployed,

beggers etc,,

The social stratification was done also on ethnic factors,
ie. pure and impure jews. Purity of Jewish blood had to be
oroved tracing one's origin, to one of the twelve tribes of
Israel (Mtt :1-17), Parental authority in the family was
very much respected,

Eolitical systems The vpolitical structure in the Palastinian
Society was in the following way, At tho village level decisions
were taken and powar was exXercised by the council of elders -
composed of chosen heads of Jewish housczholds - through regulating
Ccommunal affairs, Settling village disputes, punishing transgress-
ors 1f law etc. Thore was also a priest in the council,

At the urban level, also there was a council composed of
aristrocratic families, large landowners etec. They monopolised
the political ana economic powwer,

At the state level: The Sanhedrin, which was the council of
elders in Jerusalem, composed of 71 members (Pharisces, scribes,
saduceas, and priests) was the powerful body. Sanhedrin was
located in the Temple, and was similar to the supreme court,
This body generated ideology and exerted tremendous influence
on the lives of the people. Thus the state pPower was located
ig the temple, Though the sanhedrin Tepresented authority, the
High Pricst represented suprcme authority at the social,
economic, political and administrative levels., ({See Apcndix IT)

ZLdeological System; #

Ideology means the explanation or moral justification of
the social, political and ecconomic life of a person or society
of a given time, Tl irres S s o m L e A =y



In palastine it was cssentially a religious ideology, which
was very conservative and law oriented. The temple, symbolized
the ideoclogy, for Isrcal. Since God resided in the temple,

it gave a divine gquarantece to the ideological systecm.

The producers of this vowerful religious ideology were
the religious clite, ({The high priest, the pharasees, the
scribes etc). The ideological system kept the sccial and
political system completely under its control,

Tt was into this Palastine, that Jasus, the Redeemer,
Liberator and the Prophet, was born. A4s he lived mostly in
Galilee, He was fully exposed and thus awarc of the plight
of the poor. He took a defenite option for the poor and He
chose to live with them and His associates were from among them,

Right in the beginning of His ministry itsclf, Jesus
declared His mission in unambiguous terms; That is:

I have come.:.." To bring good news to the poor
To proclaim liberty to the captives
To-bring sight to the blind
To set free the oppressed

To announce that the Lord will save His people”
(Lk 4: 18-19)

To some extent, the word 'poor' used by Jesus is
misinterpreted today, In the gospel according to St, Luke,
whenever Jesus spoke this word He always mecant thoseo people
who wore economically and socially deprived, and thosc who
ware in the lower strata of the society. ( and NOT the
spiritually poorl) When Jesus spoke to the disciplesof John
the Baptist He mentioned who were the poor for Him,.... The
blind, deaf, lame, leperse..... (1lk 7:22) While soecaking about
the invitiees for the banquet, he again spoaks of the poor: the
crippled, the lame, the blind.,...(Lk 14:13) Talking about
the rich man anc lazurus, (Lk 16:20) Jesus illustrates clearely
what he meant by noverty. When Jesus asked the rich man to
sell everything and give it to the poor, He meant matarial
wealth, and He had in mind thosec who were deprived of it, and
not the rich who have made the vow of povarty (Lk 18:22,

Mt, 19:16-21), The cconomic dimension of richness or poverty

is clear again, when Jasus spoke about the poor widon (Lk: 23:3);
and the rich fool (Lk 12: 16-20), From all those it is very
clear that Jesus' option was for those pcople who were PB88E

in the literal and ordinary sense of the word,

Well, does this mean that Jesus excluded the rich in
His mission, or that He had no m2ssage for the rich? One thing
that is clear from the Bible is that Jesus never overlooked
the rich people because they were rich, Nevertheless, on many
Occasions, the good ncws of Jesus turned out to be a bad
news to the rich, (Becausc He never rationalised or
compromised!)



Many a time Jesus accepted the hospitality of the rich
(Lk 14: 1, 19: 6). But He always had the guts to specak to their
face about thoeir greed and injustice and very often sitting
under their own roofs! (1lk 6: 24, 18:25 ate) The response
of Zachous (Lk 19:8) clearly indicates the radical change that
occured in him, probably aftar the long discussion that Jesus
wosowith Rim, While eating a meal in the home of a 1:2ading
pharisee, we see Jesus boldly exposing their attitudes and
challenging their mentality, and making concrete suggestions.
(Lk 145 1-14, Lk 7: 36-50). In those days, some at least would
have really thought that to invite Jesus was to invite trouble!

Jesus situated himself basically within the religious field,
But he did not belong to the religious elite and was the refore
not entitled to enter the ideological system (Mk 11:27-28);
what right do you have.....?) He took upon the escatology of
the prophets , and scverely criticized@ the Jewish religious
practices, as made up of purely cxtaernal laws and observances,
This brought Him to the violent confrontation with the
Pharisees, who saw Him as a threat to their position and power,
He was seen as one who defied religious authority and was
accused as a disruptive element (lk 23: 5), that must be got
rid of for the good of the nation,

Apart from upsetting theestablished order, the popularity
which Jesus enjoyad through His prescnce and His teaching
(0n 113 47,482 M 115 48), increased the worry of the alite.
And accordingly they concluded that it was better that one man
éie than the whole nation getting destroyed (Jn 11:50).
But as capital punishment was reserved to the Roman authorities,
the only possibility that was open to the Sanhedrin was to make
it appcar that Jesus had defied the Roman authority.

The sanhcedrin condemened Jesus before the High Prizsst on
the grounds of blasphemy, but playcd a clever role and changad
their accusation from the religious order to the political
order, in front of Pilate (Lk 23 : 2-5), When Pilate was not
convinced of His culpability to descrve a death sentance, he
was threatened of his own position (Jn 18:28-38). The game
Played by the Sanhedrin to get Jesus killed is very clear
from the passion narratives given in St. John ané St Luke y

Lk 22: 35-338, 47 -54; 63 - 71
23: 1 - 27 and

Jn 18: 1-14; 19-40, 19: 1-16

It is dimportant to note that the questioning of Jesus

and the court procedure were conducted ' early in the morning'
(Jn 18:28; Lk 22:66)., This was shrewdly and cunningly planned
by the Senhedrin. Because it was @asy, for them to handle
Jesus in the absence of His supporters, who were already in
Jerusalem in large numbers for the passover feast: They were
the pceople from the country sides, who heard and loved Jesus.
They were not staying in the Tecmple complex. The 'People' and
the "orowd™ Wwhioh CF  To5hth s Qe adies domti s aan R e mete e
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mastors told was a mattar of their own Caily bread, and they
simply reflected and rosoundad what was in their mastors!
minds,

Aftor a heavy and late dinner (passover feats) on the
Previous night, it was very late in the morning when the real
followers and supporters of Jesus came to the temple complax;
but only to be witnesses of their leader being led to Calvary.
“Weeping and wailing they followéd Him' (Lk 23327).

=

Conclusio;

It has to be noted that the cxecution of Jesus was the
result of the »nlot jointly hatched by the coalition batween
the Jowish religious and social clite and the Roman authoritv,
because Jesus was a threat to the social & religious ordor.
of thz day, which the rich ané the Powerful were determincd to
k2ep at all costs to maintain thems:lves in their priviladged
position in the socicty, Jesus' death was therefore primarily
a political event, Jesus was crucified (crucifixion was the
punishment for w»olitical criminals) not because he claimzad to
be the Son of God, but because he attacked the traditionally
established ideological system, which dominated and maintained
all other systcms, and because his message and practice aimed
at the subversion of the social order that existed, towarcds
the creation of a now society where peacz, justice and brotherhood
woulcd prevail,

e G ——— —
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Appendix IT
Ihe Jerusalem Temple

The Jerumalem Temple playcd a very important role in the 1life
of the Jewish people. The temple exerted tremendous influence
in the economic, social, political anad religious fields, This
was the only Temple for Jews and they came from all over the
world to Jerusalom for offering nrayers and sacrifies especially
during the time of feasts. Though Synagogues existad in many
places, they were only housecs of brayer, and not for sacrifices,

The first Temple was built by Solomon ( 1Kgs Chapter 5 to 8),

but after 400 y:ears in B C587, it was robbed and destroyed by
Nabukaden eser the emparor of Babylone, After 50 years, under
Zaerubabel, they starta¢ the construction again., In B C, 515

it was almost completed, During the attacks of Greeks and

Syrians the temnle was partially damaged, but not destroyed.  In

B C 20~10, itwas King Herod who expanded the Temple and construy-
cted it in the way it existed during the time of Jesus., Renova.
tion of the Temple was carried on anc the entire work was completed
in A D 63; but only to be completely destroyed in 70, by the Roman
Army, The foundation stones of the western side wall is still
remaining to this day, as a momument of thegreat Jerusalem Temple,

The cleansing of the Temple (Mk 11: 15-18) by Jesus was a
symbolic attack on the vested interests ané the powers that wero
concentrated in the Temple, As mantioned elsewhere in this
pager, the Temple was the seat of all the power structurecs,
According to St., Mark it was after this incident that tho Jewish
authoritics started looking for ways and moans to kill Jesus

(Mk 11-18)

%
The structure of the Temple was like this:
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CATHOLIC HOSPITAL ASSOCIATION OF INDIA

___.—_—._....-_...._-o_—-...___.—_.—-_-u....-_-.—_——...—..__.

POVERTY AND HELLTH

The Iargest number of deaths in India are because of:

a. Deficiency diseases b. Heart disease c¢. Cancer
d. TLow birth weight and discaseg of infancy

In Bombay babies born in rich families have a moan birth
weight of 3300 gms. While in poor families have a weight of:

a. 2000 gms b, 2600 gms c. 2800 gms d. 3000 gms

The percentage of children under 5 years who are under-
weight iss

a. 30% b. 50% c. 656 d. 78%
In India the typical diet has how many kilo calories®
a., 1500 b. 2000 c. 2500 d. 3000

a) What is the daily calorie requirement for a man doing
heavy work (Ploughing, Stone breaking etc.)?

a. 2400 b, 2800 c. 3200 4. 3900

b) According to an estimate in a poor family the average
kilo calories for a man is:

@. 1400 b. 1600 c. 1700 d. 2100

a) What is the daily calorie requirement for a woman doing
heavy work (Agriculture, Construction work etc.)?

a, 1900 b. 2200 c. 2800 4. 3000

b) hccording to an estimate in a poor family the average
kilo calories for 2 woman is:

a. 1400 b. 1600 c. 1700 4. 2100

¢c) What is the extra daily calorie requirement for
pregnant woman?

as 100 b « 200 c. 300 d. 400

d) 4 survey in South India showed that percentage of
pergnant woman with symptoms of malnutrition is:

a. 20% b. 30% c. 50% d. 60%

Which of the following discases are directly related to
the nutritional status of the person?

- Diarrhoea - Tuberculosis = Megaelaa o Ilers i e
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The pcrcentage of all conditions reported in India which
are definitely pre-cntable are:

a, 40% b. 50% c. 60% d. 70%

In 1976 the paticnts treatcd for dysentry, typhoid and
gastro-enteritis (all sprcad by contaminated water and
food) were more tham:

a, 10 lakhs b, 29 lakhs c. 49 lakhs d. 69 lakhs

The percentage of discases o« ring in rural arcas which
arc caused by lack of clean drinking water and sanitation is:

a. 40% b. 60% c. T75% d. 80%

In a city in U.P. after water work and sanitation were in-
stalled, the cholera death rate decreased by

a. 25% b. 52% c. 7T4% d. 85%

A survey found that of all the tube wells installed by the
Government, the percentage of wells still in use are:

a. 15% b. 254 c. 50% 4. 99%

What is the percentage of villages in India which still doecs
not have a safe drinking water supply?

a. 30% b. 50% c. T0% 4. 90%

In India it is estimated that the rich have a life expectancy
of 65 yecars while the poor have an average life expectancy ofs

@. 35 years b. 45 yrs. c¢. 50 yrs. d. 60 yrs.

Lifter discussing the answers write down the conclusion that
emerges out of this quig.

1.

The per capita comparable land:

in India is 0,27 hectacres
in China is 0.15 hectacres

Life expectancy:

in India is 51.5
in China is 64

Infant mortality:

in India is 129/1000 livc births
in China is 56/1000 live births
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Annmual death rates
in India is 13%,9/1000 pop.
in China is 8.8/1000 pop.

How is it thet a country like China with more population and
less per capita land as compared to India able to have better
rcalth status?

II. The population of India in
1971 was 54,81, 59,652
1981 was 68,38,10,051

The totel grain production in
1971 was 9,40,80,000 tons
1978 was 11,%8,10,000 tons

The amount of per capita grain availability in India ings
1971 was 453 gms/day
1978 was 469 gms/day

The amount of per capita grain required by man doing
sedentary work (office) : 400 gms ;
Man doing hard work : 650 gms

The amount of land used for growing food crops was
12,81,22,000 hectacres

Non-f:"od crops like tobacco, cofffee, tea was
11,411,000 hectacres

The amount of food exported by India in 1979 was
%,12,997 tons

Pulscs are the major source of protein in the diet

The amount of pulses produced per person in
1956 was 70.4 gms
1975 was 40 gms.

Lnalyse the information given above and give your
conclusion

POPULLTION

1. The average number of children produced by = family in
India is:

a" 5-7 bl 4—.8 C. 6-3 do 8.":'
2. The reasons for producing so many children are:

Icnorance

Children are an economic assct

Children are a scecurity in old age

Too many children diec in the 1st year of life
No family planning services available

No other entertainment in the village

HO oo oo
*® @ o © e o

3. How many children does a family in India need to help
collect enough fire wood for cooking, lightine ete. for

P I L, N Y
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HEALTH SERVICES

The amount of money spent on training a doctor e

a., 20,000 1. 50,000 ¢, 70,000 d. More than 1,00, 000
The amount of money spent on training an ANM is:

2. 3,000 b. 4,000 ¢, 5,000 4. 6,000

The amount of money spent on training a VHY is (Govt.):
& 600’ b. 800 e, 7,000 a, "1, 200

The percentage of ailments that can be prevented or
treated by a VHW in the village (before becoming serious)
s

a. 20% Db. 40% ¢, 70% d. 85%

The percentage of ANM working in the rural areas is:

s A47% b, D% e T, s 87%

The percentage of Doctors working in the rural arecass

- 20% b. 304 o, 40% 4, 50%

®

The numbcr of pecple for cach nurse (nurse population
ratio.,’) iss

2. 1500 b. 3000 C. 4500 4. 6300

humber of people for each doctor(doctor population
ratio) is:

Bet 2500 vy 000N 4500 4., 10000

The percentage of hospital beds in rural areas where
80% of the bPeople live is:

2. 14% b. 329 o, 48% d. 574

Through the Fifth Five Year Plan what percent of the
hcalth budget was spent in rural areas?

8. 10% b, 20% c. 309 q. 50%

The numbcr of children that g0 blind every year due to
Vitamin 4 deficiency is 14,000, To prevent blindness by
giving Vitamin 4+ the cost per child per year weould

bc Rs:

a, 0,50 b. 1.00 Col  &00 @4, 3.00

"Prepared by" - Commnity Healtn Team
S v i

H.4.T,, !
C-14. Communites fovi .
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THE CATHOLIC HOSPITAL ASSOCIATION OF INDIA
Community Health Department

Grams : CEEHAI Post Box 2126
. SECUNDERABAD 500 003

Telephones : 848293, 848457

Telex : 0425 6674 CHAI IN SECUNDERABAD 500003

157/6 Staff Road

HEALTH CARE IN CAPITALIST AND SOCIALLST COUNTRIES,

Modern socicties, without exception, view certain basic health
care scrvices as commoditics to which every member of the so-
cicty should be guaranteed accass, rogardless of their ability
to pay. Whatever their cultural and political outlook this has
becn accepted., However, vastly diffcrent approaches have becn
adopt.2d for achieving the goal., It has long been cstablished
that 'basic health care' includes food-clothing-shcelter - safe-
water .- sanitation as well as medical care, But to many it
still means mcdical intervention to prevent and treat discases.
In the socialist countrics, the state is responsible for all
aspects though the citizens contribute to its financing., In
the developed capitalist countries in the matter of safe watcr
supply, education and sanitation the stat:'s responsibility

is quite significant but food - clothing =- shelter remains an
individual's rosponsibility. However, various social scecurity
schemes help the poor citizens and guard against death from
pPoverty.

CAPTITALIST COUNTRIESS

A study of the cvolution of health standards an developed
capitalist countries raveal three significant points.

1. During the socond half of the 19th century a definite im-
provement in the general health of the public became appa-
rent in much of Europe and North Amerieca as raflected in
the fall in death rates from infcctious discascs and mal-
nutrition., Greater economic prosperity brought about improve-
ments in the general nutritional state. Better housing and
working conditiors rather than gntibactcerial drugs and vita-
mins brought about better health., The basic progresses in
health standards took place before the outstanding mecdical
Ciscoverics of our times were widely made use of. It was
thercfore due to overall improvement in nutrition and liv-
ing conditions rather than to purely technical advances.

2., Public hcalth andé preoventive medicine also greately contri-
buted to this hoalth progress. In response to the growing
evils of industrialisation and the frogquent cpidemics of
Cholera, public hcalth was born around 1840 in England and
1850 in N.Amcrica and sprcad to most af Western Europe in
tho sccond half of the 19th contury. Phis was the period
of the "great sanitary awakening"s Anti-filth crusade,
clzan water and proper scWage systems and housing, Preven-
tive medicine began towardsthe c¢nd of the 18th century and
introducced "the era of discase prevention by spacific
mzasurcs",

3, The capitalist cconomic system transformed medical carc in-
to a commercial commodity. This process by indivicdualising
adical care and making it available in the market place
restricted it to those who can afford it., Medical care be-
came a most profitable incustry.The scientific and techno-
logival acdvances of modern medicine which resulted was how-

s O N D I il L) O e e, PO R P EINT] e UL Y Tl R L T T L
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Approaches to medical carc differ, In the U.S.thcre is no
direct state intervention., But in the last twenty yvears, the
state has taken the largest share in national hecalth care cx-
penditure, Programmes like Mecdicare (for the care of tho agad)
and Medicard (for the poor) have been introduced and the staoto
is also providing financial support to other agencies, The si-
tuation in the Unitecd Kingcom is quite different from other
capitalist countrics, In the U.K., the National Health Servicc
which takes care of the medical care of all, .is run :ntirely
with state revenue, In Canada medical care is almost totally
state carc., Other countries of the West Cepend heavily on cdi-
fferent kinds of insurance systems with heavy state and employer
contributions,

SOCIALIST COUNTRIES:

Therc are wide differcnces in health standards and delivery
systems within socialist countries like Russia and the Eastern
European countries and the cdeveloping countries. The health
incdicators of China, Cuba and Vietnam were formerly very piti-
ful. But today they arc closer to the health indicators bf de-
veloped countries than to those of developing countrics. Let
us take a look at the health incdicators of somc capitalist an
socialist countrics in 1960 and 1985 +o give us an idea of
progress macde.

T eSS o B
1960 1985

Death Rate 9 9
Birth rate 24 16
Life Expectancy 70 75
Infant Mortality Ratc 26 11

II, UK,
Death Rate 12 12
Birth Rate 17 13
Lifc Expectancy 71 74
I.M. R, 23 10

II Ig U. S- Sl R.

‘Death Rate 7 S
Birth Rate 24 19
Life Expectancy 68 72
I.M.R, 38 24
IV, CHINAS
Death Rate 19 7
Birth Rate 37 19
L. Expectancy 47 69
I.M.R, 150 36

V. CUBA.
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VI, VIETNAM,
1960 1985.
Dzath Rate 23 10
Birth Rate 41 30
Life Expectancy 44 60
Infant Mr)rtality Ratec 450 7e

After the revolution, Chinese policy makers understood that

in order to ensurc¢ mass participation in the public health
programmes the peoples' felt noed of medical care must somchow
be met. 8o they set up a comprchensive organisation to serve
aven the remote inaccessible arcas., The three key problems
they facaed were: :

(i) Drastic shortage of medical personnel

(ii) Heavy concontration in citics,

(iii) Zlite attitudes,

To overcomc this, thousands of urban personnel were transfored’
to the countrysicde to serve On mobile medical tcams. The © wage
disparity was diminished by freczing higher salaries. The
difference in status between specialists and _doctors was mini-
mised by their common work with paramedics. It was in China
that the concept =f barefoot doctors first omerged, Thesz arc
young p2oplce of peasant background who go through 3 to 4 months
of initial training by health progecssionals, They provice
environmental sanitation, health :ducation, preventive medicine
and first aid while continuing thoir farm work. They are cho-
sen by thelr communitics and their responsibility is to the
community which sclccts and maintain them. The first Congress
of Public Health laid cdown 4 principles which still guide .
health care in China tocCay. They are?

1, Health care must scerve the common man the majority of whom
live in rural arcas.

2. Prevention must be given priority.

3, Western medicine and Tradition.l medicine must be inte-
grated,

4, Health camgggns must be ombined with other mass campaicis

The Chinese roalisced that the point was to provide some form
of medical care to all regardless of standard and quality
which could come later, The Chinesc hcalth system is now so
organiscd that a citizen of a remote village is assured of the
most sophisticated treatment, if needed in an urban centro,

CUBA: In Cuba hcalth is considered a fundamental human right
anc hcenlth service arc free for everyonz, After the 1958 rovo-
lution, high priority was given to rural arcas. Most of the
Physicians and hospitals were locatced in urban centres, For
>g. 65% of the physicians and 55% of thc hospital:beds were
in Havana, the capital of Cuba which had only 22% of the po-
pulation of the country, But through the policy of rogiorinl

A 1Y i v e R R i R B L R i T I SR L i e ]
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VIETNAM: In Victnam too the most important achicvements wcre
the creation of the whole medical-health net work dawn o
village level, making medical care available to the peasant
living in the rcomotest villaje and the training of mecdical

and health workers »f poasant stock. These countrics emphasisae
preventive rather than curative mecdicine, Issucs like sani-
tation and immunization arc taken up and implemented at local
level, Mass campaigns aimed at cracdication of discasce and health
education form part of the programme.

Medical care continues to be one »f the most pressing felt~
nceds of all societies., For people's acceptance of any health
carc service, it is nocossary to have mecdical care components,
But the health achicvements of China, Cuba anc Viotnam arc
clearly related to their racdical socio~economicg, -political
ancideological transformations. Their 2xpericonce shows what
improvements in nutrition, water supply, sanitation, cducation,
mobilisation, cmployment, land cistribution cte. mean in rais-
ing health standarés of developing countrics., This confirms

the growing rocognition cverywhere that the fundamental re-
quisite £or a healthy society is not just cffoctive medical
care but ensuring that suitable conditions are created in which
hecalth can thrive,

Sourcoes:

Health carc in Iadia by Gesrge Joscoph, John Desroch.rs and
Mariamma Kalathil,

Link, Nowsletter of the ZAsian Community Health Action
Network. Vol.6 No.2, July-Aug, 1987,

3. Racdical Journal o»f Health., Vol.,1 No,3 Dec. 1986
4. The state of the world's children 1987 (Unicef)
18/11/1987.
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AN _OVuRVIEW OF DIFFERENT COMMUNITY HEALTH PROGRAMMES IN INDIA
(MODELS AND APPRCACHES )

1, INTRODUCTION

Community health approach to health care has been widely reco-
gnised as the righf alternative for ensuring health to the
poor millions in developing natives. In India too, governmen-
tal as well as voluntary efforts are made for the promotion of
community health, In the evolution of health care system, this
apsroach has emerged through a process of dialogue between the
medical and the social sciences in an effort to make the

health care system relevant and responsive to the socio-politico-
economic realities in the societys Again, in the process of
evolution and formulation of community health in terms of its
principles, philosophies and methodologies, various models

have been proposed and practiseds In this paper an attempt

i3 made to categorize these models intec four, each with its

own characteristic features.

Further, each model with its characteristics could be explained
as‘following a certain appreoach in comemmnity health, These
approaches are broadly divided into three. Am understanding
of these three approaches could give us a'frame'work,to assess
as to which apprbach cach models follows, Another interesting
‘correlation is that each of these three apprcaches reflects

a certain philoaopﬁy of development worke

In the following paragraphs an introduction is made into such
an analytical overview. In the latter part of this paper the
four models with their characteristics are listed out. Under
each model, the particular approach into which it fits into it

is also given with certain indicators of assessment,

2. DIFFERENT IMODELS IN COMMUNTITY HEALTH

A study of the ongoing projects and the literature available

on them reveals that in India there exists dirfereut models/
types 6f community health products. They fall under four

major categories. Each one is run by different types of insti-
tutional set ups as big hospitals, small hospitals, rural
dispensaries, or run by non structured voluntary health/action
groupse. Again, cach mocel is unique in terms of infrastructure,

services rendered, needs met, and the results achievod. It
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3. DIFFERENT AP:ROACHES IN COUMUNITY HEALTH

Three approaches have been identified in community health.
They are : Medical approach, health extension approach,

Comprehensive approach,

a)

b)

Medical approach :

Censiders health as the absence of diseases brought about by
medical intervention based on modern sciences and technology and

sees the role of the community (the people) as responding
to the directions given by the medical professionals, It

has its rocts in the medical model of health care which beli-
eves that the eradication of ill health depends on doctors and
medicines.

Health extension approach :

Based on a critique of medical approach., It accepts WHO

" defination of health as the total physical, mental and social

well being of the individual. Mere advancement of medical
technology and the sophistication of services would not
bring health to the majority of the people = especially the
poor - and that the approaéh should be a planned-reédistrin
bution of health care facilities to reach the vastness of the
sopiety.“ The approach also advocates other socio-economic
uplift programmes to enable pecple to benefit from health
care facilities. Preventive care is also emphasized.

.Comprehensive apjrcach :

Views health, the concept of total well being in the context

of the situational realities of the individual. This concept

is elaborated by stating that health, the state of total

well being, is also a human condition which does not imporve
either by providing more services or mobilizing the community
for providing more health services. It improves only by

having the comnunity take control and responsibility for
decisions about how to mobilize, utilize and distribute

services and resources. Here community is the subject, decisicn

maker. It is a process of sonscientization® organisation and

capacitaticn of the community for action. It has bearing on

~the social, economic, political and cultural dimensions of

human life, in the sense that the approach strives to bring
about changes in them so that there would emerge a society
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Development work is based on certain analysis of the backwardness
of the people. According to the analysis, different philosophy of
development work are arrived at. They are mainly three approaches

s
COMMUNITY. HPALTH AND_TE DIFFFRENT APPRO:ACHES IN DEVELCPLENT

- et -

Modernisation approacn, welfare approach, and social Justice

approach., 1n the context of speaking about different approaches

in community health work, it would be worth menticning these

approaches. It is interesting to note that reflections of these

approaches are found in the three community health approaches,

a)

The modernization approach analyses poverty as the lack of
encugh production and it makes efforts tc gear up production
through advanced technology in the field of agriculture and
industry. It believes that the results of modernization
would trickle down to the lower strata of society.

The welfare approach recognizes different classes and castes
; : 7 ’ : RIS Tt

existing in the society. t is due to the co-existence of

development and under development in the society. This state

is accepted as a normal reality. nfforts are made to alleviate

the sufferings cf the pocr through organizing relief and
charity work., People are passive receipients here. Recently

there has been scme changes in this approach and it recognizes

the participation of the people and the mobilization of their
resource, Progfammes also have improved remarkably from
relief work to development programmes aimed at the uplift of
the poor, through income generating programme, literacy
progranmes, vocational training etc. The peoor continues to
exist and the disparity between the richk and the poor also
continues as a reality. Statusquo is not disturbed.

In social Jjustice approach a critical sanalysis of the society
employcd and poverty and backwardness are understood as man
made historical reality. The reascns are attributed to the
various forces and the dynamics at work in the society.
Poverty is precgipitated as a result »f injustice, Justice
could be brcught in only through a r:structuring of the
society. - It could be achieved through empowering the people
through awareness bullding and organization. Ultimate
development of the poor would mean feir distribution of the
means of production, living wagcs, coitsumption of good food,
availability of public amenities, pracitice of numan values

as love, cooperation and unity.

°
a



e RS
It becomes clecar that the analysis and approaches of development
work has co relation with that of community health work,
characteristics of modernization approach are reflected in
medical approach and features of welfare approach find expression
in health planning approach. Social Jjusticc approach goes well
with, comprechensive approach in terms of its analysis and
approach.

5, ©7 FOUR IODELS AND THREE APIROUACHES IN COMMUNITY HEALIH

W e v at o R

As mentioned already the community hecalth programme existing

in the country could bé classified into four based on the
characteristics., e following table would give that. Under
cach programme a note is made as to which approach of community
health it belongs to., To make it clear six indicators are given
based on which this assessment is made. These indicators are

- role of health scrvices

- role of professional

- role of community worker

Community participation

Evaluation & Financial support. ,
For each apnroach these indicators show different explanations.

PRSIPRE

% Conscientization is "an awakening of consciousness, the
development of a critical awareness of a person's on identity
~nd situation, a reawakening of the capacity to analyse the
causes and consequences of one's uvwn situation and to act
logically and reflec?ively to transform that reality"

(David Millwood )



MODEL T

o

Type of institution/

Infrastructure

Capital intensive, highly -
sophirticated and insti-
tutionalized big hospitals. -

Mobile rmedical team with -
doctor & medicines

T e

A -~ CHARACTERISTICS

Nature of Services Neet

Rendered

- Treatme:
paysical

Extensive service from
hospital.

Curative care

Running village clinics.
Referral service, free
medicines.

Weekly or fortnightly visits.

- Referra
transpo.
hcspita

B - THE APPROACH FULLOWED

The approach followed isrpgdic§} approach- The following are six indica

assessment on that :
Indicators
a) Role of health service

b) Role of Medical Professional

c¢) Role of community health
worker
d) Community participation

e) Evaluation

f) Financial support

Explanaticn

- means to improve the health status

- Key to the programme - manager, pla
clinician; leader, teacher, evaluat

~ a means by which medical advances ¢

- A means to ensure more acceptibilit

- Based on analysis and interpretatio
and results of applied medical scie

- needed to create, expand and mainta



MODSL IT

Type cf institution/

infrastructure

Capital intensive, sophisticated
and institutionalised small
nospitals.

Medical team with or without
doctor,

The approach followed is Medical a

strictly Medical approach, ~ There

Indicators

e S

a Role of health services

b Role of medical professional

¢ Role of Community Health
Workcr {CHW)

d Community participation

e Evaluation

f Finencial support

— e

A - CUARACIERISTICS

NaturﬁmOf.Se?EiPEé.*EQ;SEQQ I\
-~ Extension services. ~ Trea
- Curative and preventive ° ailm
care - refe
- Village clinics tran
~ Referral services - the
- lMedicines at reduced rates = Ders
- weekly or fortnightly - ronm
Vvisits.

- Health education
~ MCH programmes/immunization
- Village health workers

with medical kit,

B - AP/ROACH FOLLOWED

approachs But there are certain chang

is an inclination towards Health ixte

Explanation
- lMeans to improve the health status «

~ lMedical professional continues to b
a role here.

~ Along with being a person to ensure
CHW alsc imparts preventive health

~ a means to ensure more acceptabilitsy
minate ideas of preventive health ec

~ Based on analysis and interpretatior
and result of applied medical scienc
health education.

..... ]

=~ necded to creatte,, cxpand and maintai



MODEL IIT

Type, of institution/
infrastructure

TR R SRt

Rural health centres
manned by nurses, not
institutionalised, still
very much structured.

A team composcd of a
nurse and social
worker.

ahailf

e P
A - CHARACTERISTICS

FRS ) e ey ol

Neture of scrvices rendered Needs !
Preventive, promotive and ~ Better em
curative sanitatio:
Community health workers - MCH Se:
with simple medicines. - Supplemen:
Health Education, Adult for a secs
"Education populatior
Small income generating
projects
Kitchen garden
MCH
Collaboraticn with Govt.

and ctier agencies
village mecetings and
discussions on diff-
erent problems
promotion of collective
action.

The approach followed is health extension approach., The following indi

Indicators

a Role of health services

Explenations

- as it views that good health isthe res
from other fields as cconomists, socia
make services effective,

b Role of medical professional~ The medical professional is viewed as

¢ Role of Community health

Worker

Community Participation

experts from cther disciplines are als
etc. Attempts are also made to include

~ CHW is considered. as an agent of chang
worker which include medical services,
education, nutrition education, focd p

- Participaticn of the community is cons
a resource base, a means to mcbilize m
material, Mainly it involves the comm



e Evaluation
f TFingncial support

MODEL IV

Type_of institution/
iEﬁEﬁEPFEE?EFE

Rural health centres/
action groups

Flexible and non
structured.

One team composed of a
nurse and activitist.

e

— Concerned with assessing whether a program
from health to e oncmic development progra

terms of health improvements for the least

- Used to build small health centres

and to

man POWEr, mocny and material. The progran

A - CHARACTERISTICS

Nature of service rendercd

Services aimed at building hecalthy .
communities.

Community diagnosis

Critical understanding of health &
its relation to unjust social ader. =

Awareness building through non-
formal cducation programmes.
Organiéing the people for collective
actiocn.

Exposing sccial illness

Formation of Action groups, Mahila
mandals, yocuth clubs, village
committees, farmer's club, Trade
unions.

Demanding services from the Govt.
from health as well as other
departments.

Identifying and training village
animatoers.

Promotion of low cost and simple
nome remedies.

Needs n

Basic 1
the DEeC
Lneir
effort
Better
the Go
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B - APPROACHES FOLIOWED

approach is followed. The following expl

e

In this model the comprehensive

Indicators
Role of health scervices

&)

b Rcle of medical
profcssionsl

¢ Recle fo community
health worker.

d Community participation

¢ Evoluation

f Financial support

Explanations

The concept of health is totally integr
of the community. Hence health scrvices
point for development and a tool in prc

Since the rolc of health service is to
structures (to oring about equity of of
is viewed as a resource - an enabler, c
the decieion maker which defines the rc
professicnal is accountable to the peor

Community nealth worker(CHW, is an ager
selected by the community. Uses health
sbout change in the attitudes and behai
structurcs through health and developme
social justice and social, political ar
out the health and traditional communit
called community level worker .CLW, sip

.

Community participaticn in health is a
over their own lives by collectively we
and mlitical structures compatible witl
the poor, It starts with awareness bui.
decigion maker in the community prograi
hrough a process of learning to live

and take control of policies which aff:

The community is the evaluator - it 18
decides on the objectives, prioritics
ment worker, as an enabler helps the C
jtself is the tool and a method for co
growth. In the entire process, stress
people and the effort at bringing abou
system and the establishment of altern

To spark off a programmc finance is ne
which is able tc be sustained through
through cutside finances. The investme
and cxpanded scrvices. It also mecans m
resources in terms of man POWETL, mater
it looks/seced money. Moximum ¢fferts a
~t the ccst of allowing them To dictat
SS

=

~f grcwth Ctowards awarc

in - ¢S DeCea
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CCNCLUSION :
Community health is a tcrm understocd and interpreted in
different ways by diffcrent pecople, This is due to the
differences in the analysis of the i1l hcalth, Based c¢n one's
analysis the programme that is initiated would confirm to a
particular approach and philosophy.

This paper, we think, would help the implementors of community
health programmes as well as these who intend to start onc to
develop a still more reflective understanding, This understanding
blended with our commitment to the poor would heclp us all to

make our involvement morc neaningful,

16=02~88/200

mm/
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AN OVERVIEW OF VARIOUS SYSTEMS OF MEDICINE IN INDIA

All ancient civilizations developed their own systems of
medicine : Ayruveda, Arabic, Egyptian, Greaeco-Roman, Chinese,
etc... Most of them have been practiced in India t5 s ome
degree., While western medicine or allopathy has been on the
Scene in India for only about 200 years it has entrenched
itself and grown. But now there is a growing awareness of
traditional syStems like the ayurveda. The Indian system

starts with the rigveda in 2000 B.C. and is known as Mgunmestia.

Ayurveda in sanskrit means "the science of life". According
to ayurveda there are three constiuents in the payilclogical
system called 'doshas'. They are 'vayu'(wind), 'pitta'(bile)
and'kapha'(phlegm). Good health results from an ideal balance
between the three factors. The ayurvedic physician evajuates
the patient and sets right the balance by means of drugs,
diet and practices. R

There is a predominant 'dosha' in one's constitution and this
decides which foods and activities are suited for the person.
Ayurveda teaches eXercising the highest care in selecting

what is wholesome in the matter of food, conduct and behaviour.
It does not treat a person in parts. The body is dealt with

as an integral unit,

In India today there are

243153 practitioners of ayurveda
1452 ayurvedic hospitals

11100 ayurvedic dispensaries

sy 15 ayurVédic colleges.:

Sidha  The Sidha system which resembles ayurveda is said
to have originated from the sage Agastya with its records
in Tamil and is practised almost only in Tamil Nadu and

Kerala.

T s
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105 Sidha hospitals -
311 Sidha dispensaries
1TSidha college.

Unani Unani Tibb came to India as early as the 13th century
with the Persian scholars fleeing from Persia and Central Asia.
With the suppdrt-of the Mughal emperors, this system of Arab
medicine took root in India under the name 'Unani! which is
derived from the Sanskrit 'yavana' meaning Greek. It was the
Greek 'father of medicine' Hippocrates who laid the foundation
of the Unani system more than 2000 years ago. It is based on
the Hippocratic theory of humours. Each person is a combination
of four humours - blood, ﬁhlegm, yellow bile and black bile,
One's temperament is sanguine, choleric, phlegmatic or melan-
cholic depending on which of these humours pred-minates. The
Unani physician treats a person's body as one unit and not the
symptoms of the disease. It hdds that the human body has its
own regenerative powers. Medicine is given to help these rege-
nerative powers to surface once again., There are in India today

28021 Unani practitioners.
98 Unani hospitals
860 Unani dispensaries
17 Ynani colleges.

Homeopathy Unlike other indigenous systems of medicine,
there is controversy on whether homeopathy can be classified
as'traditional medicine'. It is neither ancient as ayurveda
or Unani nor is it native to India. But it has been so widely
practised in India that the government recognises it as a
traditional system of medicine. In the 18th century, Hahneman
a German physician founded the principles of homeopathy. A
basic principle of homeopathy is 'like cures like'. To
strengthen the patients' reative powers, he is given a drug
known to imitate the particular symptoms observed. In homec-
pathy it is not the disease that is cured but the symptom

it generates in a particular individual.

In India there are today

122173 homeopathic practitioners
121 homeopathic hospitals
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Naturopathy Holds that good wholesome food, enough sleep,

exercise and no tension are prescriptions for good health.
The main aim of nature cure is to prevent disease, It teaches
a person the princinles of balanced living. The body has
natural ways to counter the onset of disease. The aim of
treatment should be to =23sist nature in eliminating toxins
from the blood. Suppressing the symptoms by medicine, only

results in the basic disease becoming chronic.

In India today there are

97 naturopathy practitioners

=X

naturopathy hospitals

n
O

naturopathy dispensaries,

Yoga Thefapeutio voga 1S bacically a system of self-treatment.
In any medical systen the primary reliance is on medicine. In
the yogic system this external agent is not needed at all -~
rather, it is the patient himsel:” whose personal understanding,
practise and care cures his disease. It ensures health by
physical and ‘mental purification through control of mind and
body.
In India toc.y are

3 yoga hospitals

6 voga dispensaries

Acupuncture is a system of treating disease by penetrating

needles to know points of the body selected according to the
‘disease. Like the traditional chinese medicine system, the
principles of scupuncture are based on the concepts of Yin
and'Yang, the universal opposites. I1l health is due to an
imbalance between Yang(male, sun, sharp, strength, warm, positive)
,.gnd Yin (female, moon, dawn, quiet, cold, negative) and
acupuncture is designed to restore the balance. The art of
acupuncture is widely known for its pain relieving abilities.

Acupuncture was introduced to Tndia in 1959 at Calcutta by the
late Dr. B K Basa a member of the Dr. Kotnis Medical Misslon to

China.

Allop.ithy The allopathic system of medicine was introduced into
South India by —he Portuguese in the early 16th century. It
e e armmmad For e Aactearne of the Bast Tndia Company & European
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However its costs are high, it makes people dependent on drugs,

the side effects of its drugs and abuse of drugs are all draw-
backs of this system

Today in India there are
297228 medical practitioners
7474 hospitals
26840 dispensaries
106 mnpedical colleges

Modern medicine had brought hope for everybody once. But now
people all over the world are looking for alternatives

In the west there is a growing demand for "alternative" herbal
remedies and in the Third World it is now accepted that
cheap readily available remedies should replace expensive
western drugs on the market, Almost 70% of our people cannot
afford[ﬁ%%h cost of drugs and diagnostic proceedures of
allopathy. Traditional medicinesare being recommended as an
added component to India's health care system because they
are cheap and dc not have the side effects associated with
allopathic treatment.

Sources

1 Health €are in India by George Joseph, John Desrochers
and Mariamma Kalathil.

Health for the Millions (VHAI) June 1987 Vol. XIII No. 3.
Manorma year Book 1987.

Yogic Cure for Common Diseases by Dr Phulgenda Sinha.
Health Information of India, 1968.
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Fstear (10e The Catholic Hosn'tal Fssaciation of India
157.8, Staff Road,
Opp- Carlenment VWorkshop
r's:mm P.B. Ne. 21Z8,
Secunderabad-500 003. ( AP, )
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MINISTRY OF THE CHURCH IN HEALTH SERVICES

II..l.l...l..'l.l.l'...l'..'.'ll...‘l‘...

Lntroduction :
"Action on behalf of justice and participation in the transforma-
tion of the world fully aprear to us as a constitutive dimension
of the preaching of the Gospel".

- Synod of Bishops 1971

"Behind the revolutions of our day, is man's struggle for human
dignity. Christ is 2t work here and we cannot proclaim Him to
contemnorary man if we do not participate in this struggle. In
such participation we have to work with men of all faiths and

no faith. Christian living is, in this sense, living in response
to the WORD and to the world. It demands the conscious
transcendence of our limited groups solidarities and moving
towards the new humanity which is free from all discriminations".

- National consultation on the
role of Church in contemporary
India, 1966.

"If we wish to be faithful to Christ and take up this attitudes
with regard to our fellowman, we must work for the over all
development of each man, and focus un the sick person more than
on his sickness. Since development also means solidarity we
must necessarily turn cur attention towards the human community
cf the patient, his family first, but also his neighbourhond or
village. This means we must practice community medicine",

- Pontifical Council Cor Unum,
Document on Primary Health
Care Work, 1978.

"The mission that we have given is a call for a true conversion

of our hearts and also of our methods. Secularization is spreading
in people's hearts from the industrialized and technsl-gical
world to the developing world countries. We need to be converted
all the time in order to bear witness as Christians to the sick
who, through our work, will discover the love of Christ. The
rapid development in the field of health service technslogy has

e L N . T 1 - e .a
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Since Christians are the leaven, we must reach cut towards the
masses by providing simple, accessible and promctional health
care according to our own possibilities, medest as they are,
or in conjuction with the public services, where this is
allowed,

Let us ever be mindful of the fact that service ts the sick
begins and continues to operate through the patient's human
environment. COMMUNITY HEALTH CARE IS THEREFORE PART OF THE
COMPREHENSIVE PASTORAL WORK OF THE CHURCH",

- Cor Unum Document, 1978,

"Presently, despite the constraint of resources, there is
disproportionate emphasis on the establishment of curative
centres - dispensaries, hospitals institutions for specialised
treatment - the large majority of which are located in the urban
areas of [the caumtry. dit . A dynamic process »f change and
innovation is required to be brought in the entire approach to
health man power development ensuring the emergence of fully
integrated bands 3f workers functioning within the "Health

Team" approach".

~ New National Health P»nlicy,
1982,

"The demand for justice has been one of the dominant notes
of this half of the country, Perhaps no other period in
History has witnessed a greater denial »f Justice also «susees
'The Church, bearing within itself the pledge of the fullness
of the Kingdom, views with Joy the present concern for justice
and with anxiety the grave threats to Justice all around us,
It is her endeavour to interpret the implications of the Gospel
message of justice and peace in the varying situations being
unfolded in the course of the human pilgrimage on earth, She
has to be the 'Leaven' and the 'salt' »f the earth in the con-
fusion likely to5 prevail in the search for justicq".

- CBCI, 1978.

"The Church should give its whole hearted support to the peace-
ful socizal changes taking place in the country by verbalising its
support of any efforts made for bridging the gap between the
rich and poor,
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"We want our health services t- take primary health care to the
masses, particularly in the rural and urban slums. Catholic
Hospnitals andchspensarles should stress the preventive and
promotive aspects of health care. Specifically, we would urge
them to join hands with the civil suthorities in their
programme for the eradication ~f leprosy.

Our health outreach programmes may demand a change in the
routine especlially of religious communities of men and women
involved in this work, and their formation should nrepare
them to meet the new spiritual challenges that are posed".

- CBCI, 1978,

" The commission being conscious of 3
a the situation »f massive poverty of over 60% of our pecples
b the unjust structures which.maintain and perpetuate it;
¢ the injustices perpetuated on the weaker section of the
pecple;
considers it imperative ts reaffirm our commitment to the roecr
in imitati-n »f Christ's preferential option foar the poor.

The creative struggle of the people to bring about a new scciety
invites us to enter ints critical collaboration with people »f
all religions, ideologies and agencies who strive after a just
S0ciety.

A meaningful participatisn in this struggle calls for

8. @a serious analysis of sccicty with ‘the tonls of social
sciences and in the light of faith;

b. taking definite and unambiguous sfand on various issues;

C. initiating concrete action programmes for change.,

As a credible sign of this process the Church initiates action
for justice within its own structure. In this context partici-
pation of all sections of people especially of the laity is
of vital importance".

= CBCE, 1 1983:

"With this orientation in view the Commission proposes the
following priorities of wcrk, in the field of health :

1 Promote Community Health Programmes on the Priority basis;
2 Train health care personnel with a bias to rural health
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3 A commission could be set up to study the prevailing conditions
and problems, attitudes and values of doctors, nurses, osara-
medical personnel and other employees.

- CBCI, 1983,

The relevance of quotati-ns cited above can be viewed by different
pecple differently depending on the concept of health one has.

One thing is getting more and more clear thet health is no more
an isolated factor gnd it is not merely the absence of sickness
but the total well being social, physical, mental and spiritual

of individuals, families and communities, It is in this sense that
the above quotations have their relevance when dealing with
ministry of the Church in Health Care.

Health care is a field in which the Church in India has been

busy for over a hundred years. With more than 2000 health care
institutions all over the country run directly by the diosceses

or religious congregations, the volume »f work done by the

church is encrmous. With ohe well established medical college and
more than hundred nurses' training institutions we train every
year an army of health care nersonnel and add t- the already
existing ones in the field. With the emphasis since some years

on the field of community health, a new army of village level
health workers (called under different names) are trained and they
are in the field. We have also national organisations, under the
auspices of the Church, dealing with variosus asnects of health
care i.e. the Catholic Hospital Association of India, Catholic
Nurses' Guild, Catholic Doctors! Guild, Natural Family Planning
Association of India etc. This certainly shows the richness of
the resources at our hand. The question will have to be asked is
are all these properly utilised for the best interest of the
people of God in India particularly the bast majority of them
living in rural areas and urban slums.

1. COMMUNITY HEALTH :

@ ® ¢ & &8 % 08 %0 %000 08

CHATI has definitely committed to this cause for the coming years.
And we do hope to do something thereby contributing our share

to achieve the goal set by WHO and accepted by our counbry, 1l.e.
Health For All by 2000 A.D. This we hope ts achieve through

our member instituticns and others, and with the cooperatiocn,
help and guidence particularly from the members »f the CBCI and

(fimls o LYY [ e o S oo e S I == D M T ) S e i S ) i S e T . oL oo 21



Sy 0
2. Promotisn of Pro-Life Activities ¢
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Efforts will have to be made by all concerned to bring an aware-
ness about the seriousness of this all important aspect of life..
CHAT will be taking some definite steps in this regard in the
coming years.

5. Pastoral aspect of health care :

®°® 9 8 8580000060609 00 ° 008 86086800 60

This is a field rather neglected by the Church. Complaints about
even rude behaviour by the Staff towards patients in our health
care institutions are not a rare phen-menon. Then the questi-n
is, have we given them the necessary training and orientation ?
Keeping this in mind CHAT organises seminars for health care
personnel from time to time. It is our plan to develop a separate
department in CHAI to meet this crying need in our country.

We also plan ts organise regular residential course for Chaplains
etc, in the future.

fAgainst all what has been mentiocned, particularly the various
documents mentioned, the foll~owing suggestions are put forward
for Justice,; Bevelopment and Peace in General and the health
section in partiocular. In this connection, it was very meaningful
to have put the health section with commissiosn for Justice,

development and'peace.

1. Po have an evaluatisn ~f our existing institutions for
< education, training and services in the field of health
in accordance with the present ccncept of health mentioned
in the documents ( of also the CHAI documents )

2. Community Health Programme accepted as a priority shculd be
promoted in all the Dioceses. The members of the CBCI and
CRI shvu%d accept this end and make it known t» all our
health care institutions.

3« In order to implement this, St. John's Medical College,
National Organizations like CHAI, NEPAI, CARITAS INDIA,
IGSSS etc. will have to plan together in conllaboration with
other organisations in the field such as VHAI, CMAI, ISI etc.

4. Possibility of organisations like, CHAI, Catholic Nurses!
Guild, NEPAI to work together will have to be explored, for
better effect and to avoid any unnecessary duplications.

5. The teaching »f the crncent »f Communitv Health based sn
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6. In this connection this commission will have to work in
collaboration with the ccmmission on Seminary Training etc.

7+ This commission should also w-rk in collaboration with the
commission for Laity and Family,

These are a few Suggestions, however practical they may be
which came to my mind, The implementation »f them'may be
difficult but necessary if we want to respond to the needs aif
the time. We all agree that making statements (for whichwe seem
to be experts in this country) alone will not solve the
bproblems: We need to translate them into action, which is by
far difficult. But we are left with no choice but to de it 1if
we want to be meaningful to the society today and faithful to
the gospel message. Let me conclude this with another quotation,
this time from Ashok Menta.

"We must reclaim 900 million people (fthe number is more now )

of the world whs are today in a state of abject depression,
This human reclamation requires a peculiar type of szcial
engineering., This is t» my /mind the big challenge that all
peopié, all men of religion, all men of God have to face.

And if it is the proud claim of the Christian Churches that
they have that spiritual understanding, that spirited agony and
that spiritual out glow is greater than that of other men of
God, it has to be proved, as I said in the crucible of life
itself. If it is the claim of ‘Christians that even to this

day they feel the agony of Christ on the Cross whenever
humanity suffers as it were, it has to be proved, in action and
not by statement".

Fr John Vattamattom svd
Executive Director
Catholic Hospnital Associatiosn
of India.

23-11-87/200
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MOVIMENT 1GLINOGT REPRESSIQON (MAR ), 1=1=-296/1, AHOK N4GLAR , HYDERABLD.

NTR POLICE Red IN ..NDHR, PR.DLSH

o

Thq A.P.Policéd has once again figured prominentl n the nstional
HGWS¢ThlS time it is the increasingr number of custodidl deaths which

earned them notoriety, In September month alone six people have been kmxrinm
torttured to deatiy in six different police stations.The deaths occurred in
Tungathurthy Police station (Nalgonda Dt.) , Vijsyaswada V Town police
station (Krishna Dt),Gugjsla policc station(Guntur),Banswada police
station (Nizamabad Dt),Bellampslly police station (Adilsbad).In 1986

so far 16 people have been killcd in lock-ups.And gll together 61 people
have been tortured to death in the police stations since NTR has

assumed PO WEr.

In all the instances police tried to portray the deaths as natural
dcaths or sucides.But civil rights organisstions heve brougi:t intd lime
lig.t the facts about the incidents.In all the cascs the persons who
died in the custody werec hail and healthy at the time of detention.All
of them died due to torture in the lock-up.In two instances even the
judicial enquiry has proved that police men are guilty of murder.These
enquirics were conducted t into the deeth of G.Rama Rao and Prabhekar
Rao in Vijayawsda snd Chirsla Police stations respectively.

In view of the massive protest against the custodial deathis from
‘defferent scctions of*the suciety and the extensive punlicity given
to thesc incidents by the press the government was forced to order
judicial cnquirty intc the six custodial death incidents that occurcd
in them month of Scptember 1986.However g Careful'scrutiny of the statc
ments issucd by thce government only shows the dual attitude of the
government ®m regarding the gustodial deaths. The zovernment has
announced that judicisl enguirty would be ordered intc all the ZHEEGAXIXX
custodisl death incidents.Further they also stated thot guilty police
men would nof be spared.But it is note worthy that judicial enquirty is or
ordered intt eight incidents of custodial deaths only, So far only cne
police offiecisl is punished.In the remaining cascs FIR ig filed.But
that is no guarentee that criminal procecdings would begin.Police may
close the case by saying that mmx there is no evidence to prove that
the policemenk arc guilty.In fact government has preferred judicial
cnguiry instead of launching criminal proceedings against the erring
policemen,only to delay the metter.lhe government appears to be
drag,ing its feet in punishing thc guilty policemen.The stetements made
by the Chief Minister that "police men are gods" and thatg"they are
his right Hand",prove this point bejond doubt. S
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The 'encounter' incidents,for which the statc was famous,arc also
occuring with equel rapidity .Sincc NTR has essumed power 52 pcople have
becn killecd in 'oncounter's'!. In Scptember 1986 =lone 4 pcople werce
killed in fake 'encounters'e. While two werc killed in Werengal town the
othor two dicd in 'encountex' in Karimnagsr and Nizemabad.

It is well known fact that during emcrgency period 77 pcople have
beon klllbd in 'encountcers' .The Tgrkunde committee,whic enquired into
thesce ‘encounter' deatiis has charsctcricscd them as cold-bloodcd murder:s

Aftor thrcc ycars respitc thosc incidents started rccurring agalne
There ig one notideble festurc sbout the cncounter dcath incidents in
the post-1980 period.During tisis period meny peoplce were killcd brazenly
inn the towng itsclf.During thc cmergeucy pblicc men used to kill the
dctaincd persaons in tuo. forcst arces to show theat a mcal ' eneounton®
took placce.hs tac bUVuTnmunt is totell, supporting thc policcmen TaQF - —
now kill the dctaincd person in t.c vicinity of towns witl inmpunitye.

The repression on the pocople in the rural arcas of Nizemabad,
Wanangal ,Karimnagar,sdilabe & ,Khemmon enc bast Godavari districts is cven
morc hcnious.Crops arc do sstroycd,houscs arc pulled down, propcrty is
danaged with out compunction. In Kerimnagar alonc 250 houscs arc cotim
atcd to have been destroyed by the policc in the vast Two yeats.In two
weeks alonc, commencing from 1885 dugust last wocl,81 ‘hougcs were dest-
roycd ,in Karimnagale Priigx XERKEXZER RHEX |

Pn the tribal ercas pcoplc are chasced w away from houscs and thce
cntire village is burnt downeln bo»th Utnoor snd Khenopur telukes of
Adilebead district alomnc 20 villeges have been burnt down. Many such

notancces also occurrcd in the tribal arces of BEast Godavari district.
Women arc the worot victims.In meny tribal ercas womcn arc subjeccted to
scxual harassmcnte

Mass arrcsts and torturc is yet another form of h.rassmcent.Between
1985 Scpitcmber and 1986 May 408 pcoplc werc errcsted in Mahedcvpur Tg.
of Karimnegar.In theonsuing torturc it is zlleged that 3 pcople dicde
Many pcople bribe the policcmen to cscapC the srrcst and torturce

A B I R o T T i 0 LTI R )
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The houscs of various leceders of Rythu Coolic Bengham arc being xmimtc

reided ovenday in Werengsl district in vicw of tue anfif-arrack contracte
crs agitation.The srrack contracters onit crorcs of rupccs by duping
the people and the police is deploycd to safeguerd this cxploitetion,.
The housc of Swmt.Phoolamma,prcsident district RCS was reidcd twice end
thicir rclations cbuscd and insuited by the policc.

In nonc of thc ¥uiugu M Tclengana districts mecctings arc permitted.
In 1986 itsclf sttompts to hold RC5 conforcnce in Aleru,Nalgonde district
wore foiledlAll thc dclcgates were chagcd awey by the policc.Policce

prevented a convention on drought in the semc district in the month o

Junc 1986 . The attacks on the civil rights orgenisations should bc

scon egainst this backdrop.As the civil rights groups arc bringing into

lime ligit tihe police oxccsses and illegel activites tucy have boeone tary

L)

target of tho policc ettackseMcombers.of the civil righte groups arc

implicetced in cascs,thrceotencd end rhysiczilly asasculted.Every attecmpt is

nede to silencce the protest egainct the gedeec assault on Tac rights
h >
of pcoplc. o

We erc sonding to you this wote to scck your support to fight

rainigt thc policc ¢ raj in Andhra Pradeshi.
Yours Faitnfully,
‘

=N RA
CONVENOR.

Datcd: 24-10~1986,
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GUIDELINES FOR THE MAINTENANCE QOF RECORDS IN COMMUNITY HEALTH AND

DEVELQPMENT PROGRAMMES.

A good record system helps us to plan, implement and evaluate our
work effectively, It also aids in the smooth running and systamatic
functioning of the programme as well as for its continuity in the
future, :

Why records are important?

1.

3e

Records are important in setting objective, evaluating our work
and modifying them if necessary., For example, inorder to build
a healthy community, we have +o make the community realise that
many diseases are preventable; we have to record the illness they
suffer from; how many are suffering from preventable disecases;
what are the social illness found in the community; how disecases
are influenced by socio, political, economic and cultural factors
ete, have to be identified from the records.

Records facilitate the smooth functioning of our work as well as
to build good rapport with both govt. and funding agencies inorder
to avail their assistance in our work,

An effective report should contain components such as:

AN INTRODUCTION containing the statement of the problem or task:
THE SUMMARY of what has happened; BODY of the report contains the
method used, silgnificant facts given in the body of the report:
RECOMENDATIONS OR SUGGESTIONS; And the appendix Conitaining a
table as well as less relevant information’.

Records and report necessary for community health gnd'ggvelogmeng

Programme.

I. Minutegbook

II. Village Diary
III., Daily Diary or Chronicle
IV, Family Record. "

MINUTES BOOK

Why do we maintain a minutes Book?

Qe

b

Co

d,

=)

It helps the team to plan ahead the activities to be carried
out during a limited period of time,

It gives the team tha opportunity to discuss and plan together
the activities to be implemented. i

It also gives them™€hance to set priorit§§for various activit;es
within the limited time.

Team spirit is strengthened by their role assignment and
getting support and strength from each other.

Planning helps in performing the task more Systematically.

It also paves the way for evaluation and asséssment of the
team work.

Setting time limit for the implementation of programmes and
avaluation, helns us to keep up with our work.



O

HOW TO MAINTAIN THE MINUTES BOOK?

Though minutes refer to the summary of the meeting or discussion that
had taken place with its various details, here we refer to both the
evaluation of the activities since last team meeting and the plan of
action for a specific future period ( eg; 15 days)

In the beginning of the team meeting itself the report of the previou
team meeting should be read, Special attention will have to be giver
to the second part of the previous report, which 'is the plan of actic
since we have to evaluate them in the beginning of the team meeting
itself., For cxample: The team members A, B and C had their team
meeting on 1-3-1985, In that meeting the following activities were
planned,

l.  Visit to BDO office before 7-3-85, by A & B.

2y Discussion with the Parish Priest on 9~3=85
3% Visit to the Programme village on Tuesday and Friday.
4, One meeting of the women group 'C' will lead the discussion on

'attrocities of women!

5, Mecting with the sisters of the community on 14th. 'B' will
initiate the Discussion.

Be To have the next tcam meeting on 15-3-=85,

Minutes of the team meeting on 15th March, 1985,

The meetiny started at 3,00 p.m., members present - AyB,C
' Topics to be discusscd (Agenda)

1 Formation of youth groups

2 Immunization of the children

i Non Formal Education for women,
After fixing up the agenda, the report of the previous team meeting
(ie, 1-3-85) is read out and an evaluation of all the activities

in particular is done., For Example :

Evaluation of the Previous Plan of Action,

- Unfortunately BDO could'nt be met, since he was on leave, In a
way it was good because 'B' could not go that day because of
illness, and 'B! only had met him before, e

24 Though the meeting was fixed on 9th, sincé the Parish Priest
was busy we had the meeting on 13th, He listened to us but not
with much interest. Perhaps we should invite him to the ' e
village once. ¥ i

A Except on 13th Friday we visited the programme village a's
planned. This was because of the meeting with Parish Priest,

4, The discussion could have been more interesting and participatory
if some photos or paper reports could have been used, i '
'Malathy' could have been asked to share her own exXperience
with the group, and with that we could have started the discussio
However 'cC¢ dég % ??od\job in helping the women to think more.

b & (10D i

5, Since we had gi guecsts on 14th the community meeting could ‘not

e TRl N
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We learned that women are more interested to be silent listeners than
active particirants. We have to think of different methods and
techniques to be used for discussion with them,

The following are the plan of action for the next 15 days:

1. To conduct one youth meeting to know the interests of the vouth,
YBY will be in charge of it,

2. Make a survey of the village to know how many children are there
without® immunization, 'C' will take care of it,

3. Begin informal discussions with the women to motivate them for
non formal education,

4, Briefing of the work with the community on 17th January. 'B!
will initiate the discussion.

5. Visit to B.D.0. office on 2lst. 'B' & 'C' will go to BDO.

6. Meeting with the women on 26th. 'A' will prepare a set of
cartoons to help the discussicn. on Unity. :

7. Visits to the programme village will he on Tuesdays and Fridays.
Other villages will be visited depending on the convenience.,

- The-meeting -was <cancluded at 5,30 Pema.
TI.VILLAGE DIARY '

.. Village diary iz s record of significant events which-we.have _

seen or heard aboutrduring-oufwvillage Visits,.' It is alse & -

recotd of our own thoughts, feelings and'observatignshabaut-'“
our village,

’““;.thwdo_wg_p§§§nﬁgdkggp a8 village diary?

- 1.. It helps us to see the change in our Villageswpyggwa o= L

of time. Thésg¢changes could be: S
- in people's attitude towards ug

- in people's living habits

=~ more unity in. the village etc

Eg. After working for a number of months in a village the
local dai brings a bregnant woman to us for examination. .
This could mean that the dai has finally accepted us as
persons-who will help her and not try to take away her oo
—- livelihood. Ske hes ehanced her attitude towards us!
2« It helps us to see the change in our own attdtudes and
behaviour towards the pPcople we are working - rith.
Over a period of time we haves el

w4 e~ developed greater trust in the people
'~ understood the reasons fox certain habits
in the village
~ learnt how to resolve conflicts in
village meetings etc.



3. The above points are eXtremcly useful in evaluating the effect
of our community hcalth programmes. Changes in attitude and
behaviour are difficult to evaluate, s0 making note of significzn
events in'the village can help us see the change over a period
of time,

4. A village diary wvan help a new member of the team familiarize
herself with all that has been happening in the village. It
will help her to get to know the finer details of the village
in a shorter time. :

How do we maintain the village diary?

1. Keep a separate diary for ecach village.
2. Note down the date of the visit.,

3. Below the date give a short summary of the visit. This should
include the followings

@. Any significant event like discussions with the Safpanch,
village leaders, quarrels in.the village etc,

b. Any observation and tentative conclusions drawn from
the observation.

Cigw,  Blan ©f actjon -if any for the next wvisit.

4. All village meetings must be recorded even if they are
routine meetings.

5. Make it a habit to £ill in the village diary immediafely
after the visit, otherwise you will forget to note down
important poimtss.,

6. It is necessary to record every single visit to the village.

Events that took place in the village (Example)

April 10ths We visited the progromme village named Bhedia,

We went to the housec of Panchayat President Mr Ramen who was
getting ready to go out on an:important errand. Hence he
promised that he would meet us on Friday at 4.p.m. We found
that inspite of the fact that he was in a hurry, the President
showed interest in us and so, he promised that he would meet us
on Friday. After he left, we spent some time with his wife who
extended heF warm welcome to us and asked us the purpose of our
visit. While we were explaining, she showed great interest
which gave us encouragement to go there again. Sheg, told us that
he was teaching in the village school and she %ﬁ;%ﬁ%e glad to
render any serviceg to us. Thus we camghome happily.

April 15th

We visited few houses in different parts of the village and we
found that, on the whole the people were very welcoming. Many
were asking us tovcoqgfagain to their willage, preferably after

PO Rt RN PR, b bk ) SRR,
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happy to mcet us again, We discussed with him in detail about the
purpose of our visit to the village. He scemed to be very understan
and really interested in his people. He invited us to the village
meeting which wi#l be held on April 20th to attend the village
meeting, o2 .

April 20th

4
;F/’j‘”u e

We reached the village to attend the village meeting. The president
and about 40 men and 10 women participated in the meeting. The
president introduced us ~ndAdur purpose in visiting the village to
the people. On hearing this, the people were happy and showed
interest in their work. They asked us to attend the village
meeting every month and this gave us encouragement to start our
work with confidence. The meeting was concluded at 8 p.m, after
which we came home.

ITT. DAILY DIARY OR CHRONICLES:

Daily activities of the sisters working in the health team have
to be recorded in brief, in the daily diary.

Why do we need the daily diary?

2., It helps the sisters to recall the various activities
undertaken by them during c.zch day of the month, year etc

b. It helps the team during evaluation to sce how many days they
have spent for their work, whether that is sufficient etc.

Cc. It also helps in the continuity of the work when written
chronologically, A

How to maintain the deily diary or chronicles:

February 10th Visit to the programme village.

Preparation of assignment, reading, study etc
in the convent,

i

February 11th

UJ%WQCﬂ(/
Visit to Gody village adjaeement to the
programme village

FPebruary 12th

February ‘13th

Visit to PHC and discussion with the Doctor

Pebruary 14th - Community meeting in the convent for discussing
the village work,

However, the details of visits in the programme village such as
what happened in the village during the visit, what discussion
was held in the PHC in relation to the programme village etc.,
will be given in the village diary while the content of the
community meeting will be written in brief in the minutes book,

IV. FAMII, RECORD:
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Why do we maintain a family record?

Qe

Family record gives tho history of ecach family with its members
and their particulars.

It givés anm idea about the size of the village,‘family etc.

Since it contains various details about each family, it is a
help to establish better rajysort and inter-personal relationship
with the members of the Bamily.,

ﬁxA(JWV{LJr»
It helps in immunization programme and to identify the swmember—
of youth both boys and girls, children, men, women ctc, Who
could be organised into different groups,

How to maintain a family record,
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Two pages at least should be sct asile for cach family in which
the various details of that family is recorded. As visits arc
made regularly to scme family, somc more details containing
confidential matters could also be noted which will help us to
understood pamsons in a boetter Waye

Community Health Department :
Catholic Hospital Association of Inc
157/6 - Staff Road,

P.B. No, 2126 4
Secuncderabad - 800 003 A.P.

L4



SYMPTOMS OF LECAY

Exploitation of the poor
- in the market vnlace
- by busincss men

- by media

Harassment by officials
- corruvntion

= bribery

Landlessness/Land alienation

Lack of food

Adulteration of food

SOLUTIONS SUGGESTED

com H-
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SYMPTOMS OF DECAY SOLUTIONS SUGGESTED

6. Lack of safe drinking water

7. Lack of nroper facilities
- education
- transport
- govt. health care

- communication facilities

8. Lack of credit facilities

9. Money lending practices

10. Low Wages

11. Lack of knowledge in legal
matters.



-3-

SYMPTOMS OF DECAY - SOLUTIONS SUCGESTED

12. Illiteracy

13, Inferiority Complex

14, Unemployment

15, Migration

16, Bonded Labour

17, Child a&abour

19 Child Marriace



SYMPTOMS OF DECAY

19, Exploitation of Women
- no decision making power
- fomale foeticide
~ wife=beating
- Purdah system
- rapc
- prostitution
- dowry systom
-~ widowhood-remarriage
- female invalidism
= property richts
- occupational hazards

- undernutrition and mal-
nutrition

20, Discrimination on tho
basis of caste

21, Alchoholism, smoking.
- leading to quarrels
- poverty, & ill-s¢hoslth

SOLUTIONS SUGGESTED
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23,

24,

25,

264

B

SYMPTOMS OF DECAY

Extravagance in marriage
and other ca2lebrations

Fatalism.

‘Individualism.
- lack of unity

Environmental pnllution
- no sanitary facilities
- pesticide pollution

- water pollution

Unhygienic Housing

SOLUTIOQS-SUGGESTED
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SYMPTOMS OF DICAY SOLUTIONS SUGYSSTED

28, Rapid urbanisation

- lncreasing number of slums

29. Loss »f resnect for ‘the

culture and traditions of

- craze for "modern" &

“foreigm"” things

30. Unqgquestioning faith in

doctors and medicincs

31, Commercialisation and

privatisation of health
Care.

32, Proliferation of irrational
drugs.

- ineffectiveness of drugs
~ lack of essential drugs

- massive misuse of drugs
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SYMPTOMS OF DECAY SOLUTIONS SUGGESTE

33. Non-availability of
vaccines

34, Sexually transmitted
discascs
- AIDS

35. Religious fanaticism
- communalism

- religious fundamentalism

36, Lack of committed leader-

shipas

By E- A i
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STRUCTURES AND SYSTEMS

(This is an attempt to understand and explain certain
terms and expressions often used by Social Scientists
and others t: express their understanding of Society
and to analyse it. This is not a critique of the
structures and systems but Just a theoritical
description)

The term 'Structure! is used today to understand various realities,
which are related to man's life. The word 'structure' evokes in

our minis the image of various parts, components or elements
organised into a unit. Infact the different elements of a structure
can be understood only in through their relationship with one
another and the totality. There is a functional relatiosn between
them, This can be illustrated by the example of the diverse crgans
of the human body, which are parts »f a whole, as as such draw
their meaning from their relationship with che another and the
whcle.

When we apply this concept of structure +to the field of human
activity we can identify-certain structures there too, For ins-
tance, a family, an army, an institution, in it each person
possesses his poesition and 'status as well as his ~wn role and
funtion. Each perscn carries on his task in relation to others

and to Society.

In the simplest understanding this term is applied to understand
a construction, a building, a set up because of which the
transformation or change »f structure is »sften understood as
getting rid of a dem»lition of a building or an institution,

We use this term to understand the social realities and functions
of the Society. Social position can be defined as the particular
point occupied by a person or group in a Social Structure. This
is often identified with social status and includes the set of
attributes or priviliges attached to that position, In the
context for example we have the caste system, the hierarchy

of castes with their attributes and previliges or discriminations.

R RSN e - -
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There are established patterns of behavisurs and standardised
procedures - and we can say that the interactions are institu~
tionally defined and controlled. In other words, we can say
that a Social Structure is a set of - institutionally defined
and controlled - relati-ns between individuals =nd especially
groups; these relati-ns are studied and understood through

& proper analysis of the society which will bring out the
various control measures and hidden mechanisms which contrsl
and limit man's 1life and actions,

Different structures have different interests and values,

often they become conflicting and one tries t¢ control the

cther or overpower the cther, which leads to disharmony,

tensicn and exploitation, Thus the very structure itself

becomes oppressive, dehumanizing and exploitative. The power-
ful structures force their ideology, values, rules and regulations
on therestsf the community to d minate them and keep them under
their control, unless suitably challenged gives them more nower
and better positions in the Society. This controlling mechanisms
is often not understs-d by the vast majority of the peor
sections of the Saciety and thus not in a position to counteract,
as often the powerful use ideological system to achieve this

end. In this process the injustices get institutionalized and

in turn internalized by the society. Thus it becomes an estab-
lished order »f behaviour and remaired unchallenged until someone
wakes un andunderstands the undergurrents andthe diverse
mechanisms employed to achieve this end. This structure today

we call an unjust structure.

A social system can be defined as a ccherent complex of
structures and behaviosur arranged according to time and Space.

A system is a broad unit comprising several structures which
interact as Jifferent components do in a structure. The
structures of Production, distribution, exchange and consumption
for example interact and form a Single econcmic system. And

the variosus social systems similarly interact and make a

'global system' or Society. A Society is comprised of the
economic, pclitical, social, religious, cultural and ideological
systems. The first three Systems c ncern the organization of
Society while the lest three deal with the meaning that men

give to their individual and collective 1ife.
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Rel@gious and cultural systems don't seem to be of much eoncern
to them, though Marx has a critique on religion.,

Economic Systems

Every individual and Society has to satisfy certain physical and
psychclogical needs or wants, as for example food, clothing,
shelter, medicine, entertainment etc. Man's Primary and basic
activity is.that of Productiocn. The economic system comprises

of four basic structures : Production, distribution, exbhange

and consumption. In the process »f praducing and circulating

the material goods that meet these needs man relates to nature
through certain technological tools called instruments of

labour. They also relate to one another and form certain relations.
The sum total of all these is called the economic system.

The Political System

Man basically is a being with intellect and will which enable

him to make decisions for his own benefit and that of the society.
But when there is a bigger group, individual decisions can affect
the common gocd and hence there is need for a joint decision
making to ensure the benefit of all the members of the society.
This process of making the decisions is the political system.
When this decision making power is exercised through the elected
representatiﬁes of the people we have a democracy ; a rule {(govt.)
of the people, for the people and by the people. This is to
ensure a smooth functioning of the S~ciety/Nation. The decision
making power is handed over to the elcted representative so

that rules and regulations can be made to the advantage -f the
whole community. Historically speaking we also come across many
others forms of government. Autocratic, Military and Monarchy.
Even in a democratic system the common good very much depends

on the ideology behind, namely capitalist or Socialist approach.

The Social System

Interactions between man and man, and between social groups when
structured and institutionalized becomes the Social System.

This concept implies a certain distribution of Social Prestige
and Status, or in other words a certain Social Stratification
understood as the differential ranking of human individuals,
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Various factors do, or can contribute to form this social
stratification in different types of societies. In the Indian
context the social system influenced znd determined by caste
system , which divide the people into high and low on the basis
of birth. Set of rules and regulations are established by the
society in terms of man's life, relationships and behaviour,
hence traditions, customs become part of this system. But
today we realise that there is a class caste combination which
controls and dominates each aspect of Indian Society.,

Religious System

Religion basically is the established form of Man & God relation-
ship. This relationship when organised and institutionalised
becomes a religiocus system which regulated and controls various
aspects .and structures in terms of warship, Morality, cthics
and values. &t is distinguished from other meaning systems

by its emphasis on the ultimate, It offers a Systematic message
capable of giving a unified meaning to life, by propocsing a
coherent vision of the world and of human existence, and by
giving them the means tc bring about the systematic integration
of their daily behaviour. This message is always situated in =2
precise historical context, and provides believers, reasons

Justifying their existence as in a given social position.

Cultural System

Culture could be said as the sum total of Man's Social Life in
a geographical, historical context in terms of the values
expressed through attitudes, thinking pattern and behaviour
which are manifested in the customs and traditions in-a given
sociological Milieu. Knowing the people is to know their
culture : Why they behave and act in a particular way, what
decides their life circle, why certain parctices exist, why
they have certain value systems etc. The value system in
turn also influences their life and activity. The very value
system is also very much influenced by the religion they
practice. Thus culture and religion has a close link.

Ideclogical System

The term ideolocgy was first used in 1797 by Claude De Tracy as

SR T C N ot YT -~ a ey
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ideas and judgements which serves to describe, explain, interpret
or justify the situation »f a group or collectivity and which
largely inspired by values proposes a precise orientation to
the historical action of this group or collectivity. Houtart
speaks of ideology as a system »f explanations bearing on the
existence of the social group, its history and ins projection
into the future, and raticnalising a particular type ~f power
relationship : The legitimation that an ideology provides tc a
sccial group is never absolutely logical, but contains emotional
elements which are capable of motivating men and giving them &
feeling of security. Ideology is thus a fundamental element
in the culture of every human, ethnic, social or even religious
group. In this m>dern sense, ideology always includes in a
more or less explicit manner an understanding (analysis) of
society, a vision of the future, and a choice of strategies
and tactics understood in this way. The concept of ideology
can be used for both a small group (trade union, political
party etc.) and a whole society »r nation, They foster the
interest of a particular group in socciety, and promote aspe01flc
sccio economic and political organisation., They can be
classified as reactionary, conservative, liberal and revelutioR&arys

XK K K X K K K
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KICRO LEVEL VOLUNTARY HEALTH PROGRAMME
A Case Study
Viliage 5 is situated off the national highway on the main bus route
to the taluk headquarters., It has a population of 3000 people. The main

océupations of the people are agriculture, sericulture and dairy. A few

“families weave carpets out of unprocessed sheep wool. The land is owned by
65 per cent of the families. The plots range from half an acre to twenty-five
acres. 35 percent of the people are landless labourers. Most gf them
are harijﬁns and they live in a -separate part of the village.

The village has a primary and middle school, few shrines and a chawki:
rearing centre. The Government health centre (PHC) is 8 kms away and one
of its subcentres is 2 kms away. The highlight of the village is a milk
cooperative which collects 3000 litres‘of milk per day and sells it to a
government dairy in the city 45 kms away. The cooperative provides feed,
fodder, fertiliser, tractor facilities and loans to all its members which

include 45 percent of the families.

Health Programme

1973-75 : A voluntary agency (VA) based in the city and interested in
community health work initiated discussions with the leaders of the milk
cooperative to start a health centre in the village. 4&s an experiment in
self-support the cooperative agreed to set aside 3 paisa per litre of milk
for health activities. From the Rs.2400 - 2700 that was available each
month through this scheme, the VA assisted the cooperative in identifying

a doctor and nurse from the city to work in the centre. Three villagers were
identified, to be trained informally as record clerk, compounder ard dai.

The health cooperative (HC) was run by a committee which consisted of
leaders of fhe milk cooperative and representatives of the VA, government
dairy and PHC. The doctor was the secretary of this management committee.
It met every month to assess and plan the work of the centre.

The HC rented out an old hotel for the centre and some accomodation for
the staff. Medicines were brought at wholesale rates from the city. Tonics
and injections were stocked to prescribe to non-members and supplement the
income of the centre. Some medicines, vitamins and vacsines were tapped
from the PHC. The VA provided technical advice and obtained dona tions
of medical équipment and a motor-bike for the doctor from foreign donor
agencies. _

He providéd curative services through a daily clinic. Preventive and
Promotive services which included maternal and under-five child care,
immunigations, vitamin and iron supplementation, chlorisation of wells and
film shows were also organised. Curative services were available free %o
members while non-members had to pay a nominal cost. Preventive services

were available to all free of charge. Poor non-members families were
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The doctor and his wife staried a Mahiia Mandal which organised a
balwadi, child feeding programme and obtained a sewing machine for the
villagerwomeﬁv A young farmers club was also started which organised games
o viliage Yyouth and helped tﬂc centre during immunization, health - u
education progremmes and specialist canmps.
1976 : The cooperative ntopped setting aside Re.200/~ per month for
concessional vreatiwent fo pocr Tamilies. The VA took up this responsibility,
The doctor left the centro af %1 differences of opinion with the leaders and
started private practice in a aeighbouring village., The VA helped the centre
to identify another docior. e Mahila Mandal closes down and the
sewing machine is kept by a nanchayat leaders wife.
1977: The nurse left The centre affer training the dai in all aspects uf the
centre's work, The comnitice ﬁrgall+o rind a replacement but ultimately

decided to appoint the %rained de. as the ‘aurse! of the centre. Committee

]

w

meetings were held once in 3.4

1978 ¢ The milk production ia whz villege came down drastically while

sericulture increascd in the 2<s2a, The health cess per litre became 100

W

“high to run the basic hcalih scovices. Since it was difficul t to
cooperatise seviculture iths nillk cooperative after some hesitation
invested some moncy i% had xept aside Yor a chilling plant, into a fixed-

deposit endowment for the health’centre.

Becaucs cf ike inecrease in sericulture, landless harijan families
began to get mere work and nsny acquiredra local milch animal. They tried
putting some mill: in%o the conmon pool +o get membership status and free
heal th facilities. The cooprrative comuitiee closed membership to keep them
out, | :
1973¢ An evaluation was aone vo study tne impact of the centre, It found +
%hat though all T-ailies were aware of Tthe centre, some of them did not
utilise i1%s services. Some richer fanilies preferred private practitioners
‘in neighbouring villuges. Mooy lancless familiee had apprehensions about
theatfitudes of soms.cT the ptaff. Triple antigen and polio immunizations
had been given to 35 perecent of *the children. Malnutrition and Vitamin A
deficiency had not improved — in fact there were indications that it had
become worse. There vas no chspge in environmen tal sanitation. The centre
did no family planning work, bocause of “he church connections of the VA.
1982: The centre got its fourih doctor since 1977. Each of the previous

fow months to two years / with the

5

ones had steyed for periods rangiag {rc
help of povernment subsidy and some fevings the cooperative also built a
health centre snd medical officirs querters. The VA donates furni ture

and more equipment Yo the cea‘zz.

‘uns about this health programme %

Task: 1. Yhat are your impress
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VALUES & VALUES (F)

Miss Sumati was from a very poor family, She lived in
4 hut near the bank of a river, She was in love with Mr, Sunil,
who lived on the other side of the river, and was also from a
poor family. This love affair was known to both the families.

Ome day Sumati heard that Sunil is seriously ill. It was
monsoon time and the river was overflowing, She had to cross the
river by a country boat., But she had no money to pay the boat man.
She approached Suresh, her neighbour to borrow some money, but
he refused to give., She then met Shankar, the boat man and OX=
olained to him the situation, and assured him that she will pay

him the boat fare later. Shankar insisted that only if she

pays the boat fare (rs.2/-) he will take her to the other side
of the river, She plcaded with him and told that her lover is
seriously ill, and that she must mecet him immadiately., Shankar
told her that if the matter is so urgent he will take her to the
other side on the following day provided she is prepared to
sleep with him that night, When Sumati realized that arguments
were of no use she agreed to the condition,

On the following morrning Sumati rcached Sunil's house, and
in the course of their heart to heart talks, she narrated the hard-
ships she had to go through inorder to mcet him., Sunil got a
shock of his life when he realized that Sumati is no more a
Virgin, and in his anger he beat her and chased her out of the
housc. Sumati returned home very sad and frustrated,

When Sathish, her brother asked Sumati the rcason for her
sadncss she told that Sunil rejected her and she was ill treated
and beaten by him when she visited him at his sick bed. Infuriated
by this Sathish rushed to Sunil's house, pulled him out of his
bed and killed him.

Who is the most virtuous character in this story? Why?

Who is the worst character in this story? Why?

Community Health Department
Catholic Hospital Association
1 of India,P.B.2126,
i LEsaT. Secunderabad - 500 003,

t.j./1l.k.

200, €,
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4_BEW_WAY TO SCLVE 4N OLD FROOLEM: AN EXPERIMENT
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( 9.1, liatheikal, Sf. Xavier's Delhi )

48 Freire expleins ( of his bocks "Pedagepy of the oppressed"
and "Cultural 4etion for Freecon"), it is not enough to give a pers
son the ability to read and write, if our basic concern is to enable
hinn to achieve ncre huzan conditions of life. lore inportant even,
he should be enmbled to sce what elenents contribute to his dehunani-

. 8ed situation and he should be helped to acguire the convieticn and
confidence that he can bring about greater hunanisation by action
~on the unjust order that oppresses hin

This new nethod of adult litcracy was tried ocut in a pilot pro-
grecne uncertaken by an AICUF Unit of Delhi. It has been found that
it could train a grcup of people, who €icd not know how to read at
all, in such a way that in only give weeks of our one hour sessions
per day, they could begin to read the Hindi newspapers. In this
period they learned how to write two or throe paragraphs, in sicple
Zindi, on a variety of topicse. 4long with this literacy achieved
there were several other benefits also that came to these people,
These will be pointed out later as they will be understood best per—
haps only after the rethod has been cxplaired.

THE METHOD

First a picture, preferably of a social situation corron to
their caily life, eg. that of a bazar (market place), is shown to
the group. They are askec questions about the gsituation depicted
in the picture or about the people who appear it, and they are
helped tc discuss the event in their daily life syrbolised by the
picture. This discusgsion will last ordinarly for about half and
houry but the duration cen be adjusted to the exigencies of the
session,

Thig discussion has the very irnportant function of enabling
the adult-students tc acquire a eritical corprehension of the social
reality, the first sbep in conscientisatiocn, according to Freire.
The picture helps the student to objectify the social situatior and
gain a certain psychological distance from it. The unreflecting
illiterate, on the contrary, experiecnces hinself submerged in the
world. "With no possiblity of emerging from it, and adjusted and
achering to reality" {Freire); hence also lacking both sclf-know-
ledge and knowledge of the world., The objectification and analysis
of reality enables men to "add to the lifec they have the existence
they nake" (Freire}. Thus the disepgsion of the picture helps the
students to acguire gradually the quiet dignit that comes from a
certain detached understanding cf life; and also insight into the
causes of the problems of life gives them/confidence, faith in theirx
ability to change the dehumanising orcer. :

When we have had a discussion that is satisfactory we tell the

group that they have been so far discussiong the ""ba:ja:r". Now
Tl Wogd NiEas Foe gt s osand i ten LA Sl o s st g L e T e b S
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When the students write, especially during the first few days, they
need close supervision by the instructicns. 4 ratio of one-to five
cf instructors and students, is fcund to be necessary. (This need

discourage us since what ig denmanded of the instructors whe supex-

vige the writing is only that they know how to write Hindi letters;
pricary schoel Hindi is nore than enough. Hence any school boy can
be an instructor here) ;

This stage deriand a great deal of patience from the schcol boy
wio act as instructers and is an education in itself for the doys.
For they sce how the adults painfully form the letters, how diffieult
the adult finditto grasp nany things the boys take for granted, and
the finally through repeated failures wrerges success in mastering
the contours of the alphabets. Besides, the understanding and the
helpfulnees that the school boys orcdinarily show the adult-students
at this time brings the instructors and the students closer together
in nutual understending and appreciation.

Next the word "ba:ja:r" is split up into its phonemes (or diff-
erent syllabic sounds) as bajar, and the group shown how different,
sets of phonenes cculd be formed with each consonant. 4s for exanple:

ba ba: bi bi: bu bu: be bai: bo bau ban

Ja ja:'ji Jji: ju ju: je jei: jo jeu jao

ra ra: ri ri: ru ru: ra rai: roc rau rvan

The students are riade to write down all these phonemes of the

three difforent consonants, This will be a laborious process for
ther the first few days. 4fterwards, however, they will find it
quite easy as the vowel-combinations are writen the same way for
practically all the consonants.

When the students have written down all the threc sets of pho-
neies we tell then that as the word 'ba:ja:r' can be fored selecting
and writing together three of the phoneies in the sets they have, so
nany other words they know can be forned by selecting and Jjoining
other phoneiies, e.g., jor; ra; ja: Now the stucdents are asked to
nake as many words like these as they can. :

4After the students have exhausted all the different possibili-
ties and have rzade guite a nwiber of words ‘we collect all the
worcde they have written, from each individual, and write then on
the bidack board, If ocne or orther student notices on the board that
he does not have in his list he writes it down on his paper.

In the above manmer our pilot group able to make the first day
about 36 words. In a group where the first picture used was that of
a boy to introcduce the generative word 'bailak' (boy) the students
nade words like the following om the first day: Ba:l (hair),.Kagla;
(black), kal (tomorrow), bulbul (one variety of bird), bail {bullock),
bi:bi: (wife), bo:la: (ke said), ke:la: (plantain), :

Next session, the whole process is repeated with ancther picture
e.g« of a cha:dar, to lead the students to a new words with scne
letters different from those of the proceeding., In this way parti=
cally the wheole alphabet can be covered in two weeks.

In the next stage we train the students how to write joint
consonants, again with the help of pictures and discussions. This
work could occupy the +thiré week. By the end of this week the
students can read and write all the letters and their conbinations.
At this stage thev can alsgso read the rnatter in the nowanemers o1o
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In the fourth week we start discugeing a picture with the stu-
dents. After the discussions the students are asked to write four
or five sentences about the picture: qctually Just to write down

- that they have been saying during the discussion. In the beginning
the stucents, especially if they are villagers, write sentences in
their village cdialect., Then the instructors help then tc ralke the
proper alteraticns to change the dialectwlanguage intc simple grana-
tical Hindi.

During the fifth week the students can be taught how to fill in
forns e.g. noney corders forms, applications, cte. They can be also
given instruction on bow to write dufferent kinds of letters. The
Lest method appears tc be give these activities as assignnents and
then to nake the nccessary corrections through cormnon discussions.

SCLJi SIGNIFICANT ASFECTS

i) In the first stage, during the discussion the stucdents become

enotionally invclved in the situation and the word that depicts the
the picture is emgraved in the subsonscious firsly. The result is

that when the word is finally written cn the black Loard it is re-

ceived as some thing aliost expected and'is retained Ly nermory with
little effort.

ii) The words that introcduce the letters and the word that are nade
by the students are all completely relevant to their life, and enti-
rely functicnal. :

iii) When the students form words they are choosing certain phonernics
and rejecting ccrtain others. This "choosing and creating" enables
them to exjericnce a cCecp sense of achivement which is not a snall
factor in keeping up their interest in the prograrmm.

iv) The discussion part has another inpertant function, Depending

on the instructor whe guices this, it can become an excellent oce-
agicn to sensitise the pecple to any subject or valye. For example,
asking the proper guestions, we can, during a cdiscussion of the °
ba:jajr, discuss topics like the price rise, the mechanics of &
narket, budgeting, storage, hoarding, the laws of demand and supply
congurier-cooperatives, etec. It is for this part that we need instru-
ctors who are irnowledgeable.in the language and who are cxierts in
the art of putting across ideas to others

v) The discussion part also develops the ability df the students
to think logically and express thenmselves clearly and systeratically.
Besicdes, socn the students lose their iphibitions about speaking
before.cthers, and learn how to listen and take part in a discussion
fruitfully.

vi) Writing the different phonehes anc the words the students nake
vies then alsc the much-needed drill in writing the letters, without
their realising that they are being drilled in them. In fact they
experience this exercisc as a geme and thoroughly enjoy it.

vii}) 4s I hope it is clcar, except for the Llscua31on part, it is
net, necessary that the instructors be experts in Hindi. In seve-
ral cascs, as in the pilot grcup in Delhi, the 1nstructors were
actually able tc learn new words and ways of expressing things,
from the students.
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In order to instruet boys and girls of colleges or schools in
the mnethod it is encugh if they come anc attend one session of the
programne, No special coursc is needed as far as the teaching of
the alphabet is concerned. To carry out the sensitisation part, on
the other hand, orientation ccurse, preparatory study classes, ete,,
will be helpful, even necessary,

viii) Another advantage that this nethod has is that the same instru-
ctor need not he Fresent at all the sessions, ‘We can have a group of
seven people, for exaniple, and havé them take turns during the weck

in guiding the sessions, one each day; thus each one will not hinder

the learning Process but will rather introduce sope refreshing vori-

ety intc the work, :

ix) For our young people, @specially college and high school stucd-
ents, this is g very easy but extrenely useful project in sceial
action. The students will be able to help their fellow~citizens to
become literate and to sensitise then tc cifferent aspects of life, ,
' 4t the same tice, especially during the ¢iscussion part, they will
becone aware of the soeio-economic conditions of the people, théir
health situation and cultural values, in short, they will come into
intinate contact with the oridinary, real Indian. \

48 indicated earlier, the school boys who act as instructors in
this prograrue get anple opportunitics to cone to know the patience,
naturity and good sense of their'"illiterate, under-privileged" acult
students. This enables the former to grow in respect and love of
their less fortunate brethern, which not only reduces barriers bet-
ween classess but also helps the school boys to cultivate social con~

cern in the truest sense,

x) The literacy prograniie will be a welcone pProject in any village
or slum. 4lrost everybody is anxious to becorte literate., If some of
the cormon tisunderstandings of the pPeople are cleared and if the

the people it shoule not be difficult to persuade then to come for
the prograime. 4ng since the method isg canpletely functional the
‘interest of the Feople will also be kept up throughout,

xi) It is suggested that thig literacy method be tried especially
for young people of the age group, 15-25. They are the People who
feel they have Just cmissed school ecucation, who experience their
illiteracy as ga 8reat handicap in modern life. They are still young
and unafraid of new ideas. They also have the advantage of koping
for the prospects of betterment in thejr werk and in emolunents when
they become literate. Besides, they have tine on their gide to
venture farther enc deeper in their adventure of ecucating therm-
selves. Last but not the least, the young are idealistic and can
becorie enthusiastic instructors, in their turn, to the elder renberg
of their cormunity onee they becore convinced of the pewer of this
nethed to change their life, :

. xii) This method is alsc one that involves very little expense. All
that a student nceds is paper and pencil, (Paper is better than slate
because anything they write can be kept for futnne‘reference.) The
instructor needs a ccloured surface and sone chalk. The picture he

' needs can be taken frop any paper or magazine, or eould be even SIANR
by hirn:self, :



xiii) For villagers or slun-dwellers it will be better if the ge-
ssions are held in their leceality, in a shed, under a tree, ete.,
near their houses, rather than in the unfariliar surrcundings of

a school or a big building.

xiv) This nethod, of cocurse, can only be used to teach people
their nother tongue. (Cne cannct teach Brglish, for example, using
this method). 4ny Indian lenguoge can however ke taught through this
nethod to thcge who speak it since all Indian languages are phconetic
in elabcrating their secript.

xv) The words that were used in cur Delhi prograrciie were the fo-
llowing, in the orcder im which they were talen up:

Ba:lak (boy), Cha:dar (shawl), Machali: (fish), sammne (opposite),
bhikha:rin (beggar-woran), gari:b (peor), Bhojan (real), Koyala(coals
a:dui (man), aurat (weran), ochni: (veil), jharna: (wabter-fall),
ta:la:b (lake), Tabala (crun), ha:th (hand), dhanush (bow), Va:in (arrvow)
hathaudi: (hamer), kharges (hare), pha:vada: (space)}, pa:thsa:la:

school), ghonsla: (nest) uint (camel), akshar (letter), vigyan
§know1edgenpicture used;a book), inru:d (guava) atitna(nirror), ina:
rat (building) utna: (sc rmeh),(picture showing contrast), aimak
(spectacles). :

)

The anin principles we had in nind in choosing the words were
the following:

a) The words were to be from the crdinary life of the people and
as far as possible, depicting conerete situations. (b) Especially in
the beginning the words should have at least three comsonants (c) the
courses are begun with letters that are easy to forn and nore fre-
quently used.

Although soe thcught had gone intc the gelcetion of the words
they were not the result of any rigorous lingukstic analysis and they
need not be the nost appropriate werds nor in the best sequence.

xvi) It is icportant that therc sheuld be a well-though-out follow-
up prograrrie for some nonths at lecast after the course, if the newly
literate are not to lapse baek into illiteracy. It should be rost
desirable that there is available literature that is relevant to the
lives of these adult-students, The raterial Prasently available in
Hindi is quite inadequate, Writers in Hindi and the government and
other educational agencies will do a great service indeed tc the coun—
try if they show wome enthusiasm to produce literature suitable to

the new—1literate.

lieanwhile one of the best methods we found for following up
on the students has been to take daily newspapers to then and, after
ragking them read out relevant itens from the papers, help then to
discuss the topics and write about then, This way these acults
are kept abreast of fany inportant developrients here anc¢ in the
rest of the worZdand, at the sam tize, sone taste is cultivated
in them for nrespaper reacding and discussing the current affairs,
which hopefully will enable ther to grow in their personal enrich-
nent and effective participation in social and political life,




CorL KA - & 2=

The Catholic Hospital Association of India

Ref. No.

C. B.C.l. Centre, Goldakkhana, New Delhi - 110001
Tel. 310694, 322064

ADULT EDUCATION AIID CONSCIZHTIZATION

ACCORDIIG TO PAULC FREIRE

YVOH AMBROISE

(Note: This paper was prepared with the notes of Dr. Mary
Pillai and Dr, 8., Smmanuel, )

Man : Subject or Object

The starting point of Adult Education or Non Formal Educa-
tion programme of Paulo Freire is man. lan in the concrete
existential situation., He defines man a being of relation~

- ships with MNature, otlers, society and with the Transcendental

power {God/Gods). The relationships are pluralistic and
they are impreganated with challenges. Man has to face these
challenges and thus react. Suck reactions may be reflex
actions or reflected action, Reflex actions pertain to birds
and animals. Man should reflect and act. That is to say
man should relate hinzself to nature, others and the society
in a critical way. In other words he should have a critical
perception of those with whom he enters into relationships

In the act of critical perception men disvover their temp-
orality - i.e. =~ they reach back to yesterday, recognize
today and come upon tomorrow. This consciousness of tempor-~
ality creates in them a sense of their historvical nature.
Thus men do not submerge in a totally one dimensional 'today!
but emerge from time. They cease to be prisoners of a&a
permenant today but free themselves irom it, Their relations
with one another and with the world become thereforee
impregnated with consequences.

For Paulo Freire the normal roleof man is thus mnot passive,
rather it is one of participation and intervention in the
reality of existence witl: the object by changing it. Entering
into and intervening in the reality comsists of:

- inheriting acquired experiences

- oreating and recreating

- intergrating themselves into their context

- responding to the challenges of recalities of 1life

- discerning, transcending, and with these entering
into the domain of history and culture,

When man intervenes in the reality in this way Paulo TFreire
says he becomes an integrated man. According to hinx,
integration IS A4 DISTINCTIVE HUMAN ACTIVITY, It results
from man's capacity to know the reality plus the critical
capacity of making choices in order to transform the reality.

The integrated man is a person, a SUSJECT

Opposite to this stands ADAPTION to reality which means
e e Enri 124 4+ aderestand the Teality and to make a



2, Levels oFf People's Conspiwusness

The Central problem of our Ton-formal Education is to under-
take programmes that will raise the level of awareness

of the illiterate, poor and the oppressed masses of our
people, so that they become aware of the variety of forces-
economic, social, political, religious and psychological-
that are affecting their lives. A key concept developed

by Freire in 'Conscientizmation' -~ g social process by which
human beings (not as receipients, but as knowing subjects)
achieve an increasing awareness of social-cultural realities
which influences and shapes their lives and develops their
abilities to transform their society.

If these processes of conscicntization has to take place
first of all the level of consciousness of people has to be
found out, From ezperiences we see that all people are not
in the same level of conscio suness, Based on this experiece
Paulo Freire divides the comnsciousness of awareness into
three levels, This concept of levels of comsciousness has
been defined in a more concrete way by Smith. According

to these experts verbal behaviours of a person are the
manifestations of the level of his awareness, namely, either
magical, or naive of critical.

Magical or semi-~intransitive consciousgness

It is the consciousness of mén belonging to "circumscribed"
and"introverted” communitiss, It is the characteristic of
men 'submerged' in the historical process. I‘en of this
consciousness cannot understand problems situated outside
their sphere of biological necessities. Their interests
centre almost totally around survival and they lack sense
of life on a more historical plane. This consciousness
represents a discengagement bétween men and their existence,
Discernment is difficult in this state. In men of such
consciousness there is a confusion in their percdption

of the objects and challenges of the environment and they
fall a prey to magical explanation because they cannot
apprehend true casuality..

Hence they are trapped by the myth of natural inferiority.
Tt is this sense of inferiority axd impotence which prevents
them from identifying the de~humaniging situations and
restricts them to magical explacations and livits their
activities to passive acceptance and resignation. Their
problems zre of physical nature, related to basically
survival concerns and they fesel that these probklems are
governed by some superior powers, beyond their coatrol,

In short, the casualities of the problems are attributed
to supernatural forces which control them fully and hence
hey feel they have to submit to them since they camnnot
fight against Supernatural forces. Iaturally a total
subtmission and inaction results. Thus magical consciousness
is characterised by fatalism which leads men to fold their
arms and be resigned to impossibility of resisting all the
supernatural powers.

Naive oxr transitive Congciousness
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Initial stage of naive consciousness is characterised by
these gqualities:

-

- by an ovewm

:pr-gimplification of problems
- by a nostalg
~est

B
ia for the past.
- by under imation of the coumoxn pan

- oy a strong tendency to gregariousiiess

-~ by a lack of interest in investigation

- taste For financful explanation

~ by a stroagly euotiornal style

~ by a practice c¢f polemics rather by dialogue and
- by magical explanations.

Although men witi naive conscionu:sness response to stimuli,
their responses have a magical gualitly. Haive transivity
is the consciousness of men who are still almost part of
the mass, their capacity for dialogue is fragile a:m
capable of distortion. :

At the naive level of consciousness the opprescsed do not
conform to the siutation any more, but they desire to reform
themselves and certain corrupted individuals and group of
individuals. According to them the system itself is sound,

Hothing is wrong with dit. This is expressed by two sub-levels

(a) the individuals blme themselves and their comxuzity
members for breaking the rules and regulations of the system
They thus "Play host" to the exploiters' beliefs, ideas and
values, by expressin self-guilt and violence against
memasers of their own community. Therefors, their actions
are directed naturally at reforming themselves and becoming
more like their emploiters. (b} At the second sub-level
the exploited individuals accuse an individual exploiterx
or a particuler exploitrr group for breaking the rules and
norms of the system, They know that the actions of the
exploiters are harmful, but they hold thae individuals
responsibkle for it, S0, they try to defend themseclves from
the violence of the oexploiters,

Oppressed individuals at the naive level of consciousness
accept that somasthiing is wrong. They can identify specific
injustices and relate long stories how they are exploited,
But, their under-standing does not go beyond blaming
individuals, They fail to sce that a system of powerful
forces act together to coerce both tie onpressed and the
oppressor, They naively, romantically, nostalgically assume
that individuals are basically frse agents, indeperidealt

of socio economic system in which they iive.

. g e .

Critical or critically transitive Conscionsness.

The qualities of the critical consciousness are the following

- depth in the interpretations of the problems

- substitution of causal principles for magical explanation

- the testing of one's findings and 'openness! to revision

- attempt to avoid distortion when perceiving problems and
to avoid preconceived notions when analyzing them.

- refusing to dransfer respongibility

- rejecting passive positions.

- econndness of aregumentation

©
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Critically aware individuals perceive that the system is in
need of transformation, o more patching up the relation-
ship between the exploiters and the exploited will change
the basic reality that a system, a coercive sct of noxms
which govern voth, is the cause of exploitation. The trans-
formation process begias when the exploited start rejecting,
casting out the ideologics and views of the exploiters and
are led to an increcased sense of gself-identity, sclf-worth
and peer powers. From the periphery of the problem, they
reach to the real cause; the core of the socio~ccoromice
politico~religious sphefes where the zvents and facts are
placed in the universal context., At this ecritical level
individuals begin a process of tryiung out new role-models,
specifically relying on sclf and comrunity resources,
boldness, risk-taking and iddependence of the exploiters.
This helps him to be crestive and selfi=-determinant,

Oppressed individuals moving into the third stage of
consciousness come to realize that ne matter how hard

they try, they cannot be like the oppressor; and they
decide they do not want to ke the oppressor as a
role~model., They focus upo: ir own ethnicity, rnot
because they hate the oppre r and want to be different,
but because they wanit to be thems

elvees unigue persons who
are homest about their heritage and their habits.,
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Conscientinmatios

Conscientigation represents the development of the awvakening
of criticzl consciousness of awzreness, IT MUST GROW OUT
OF A CRITICAL EDUCATIQIIAL EFFCRT based on favourable
historical conditions. It requires an active, dialogical
educational programme concerned with social and political
responsibility and prepared to avoid the danger of
massificatiom.

The growth of self-awareness involves being critical of
social, economic, political conditions in an effort to
change the existing institutions, so that full humanization
take placae. The raising of Yawareness is necessary so that
people can not only analyse critically their 'world' and
thus attain freedom, but also become aware of their own
dignity as human beings,
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QUESTIONNAIRE - I
SECOND ROUND OF POLICY DELPHI METHOD TO IDENTTIFY FUTURE THRUSTS

NOTE TO PANELISTS

1. We have received varied and interesting responses to Question -
Four from 37 panelists (73%). This 1s regarding issues that
CHAT should take up as areas of priority in its future work.
The ideas that emerged broadly fit into six groups namely :-

\

\

v T,

Need to
1d tR%%e £i \ clarify
identiidicaclon / constituancizs /
\\/ o s e
b L
7 Organisational
/ aspects or

i

l mechanism that
lcould be introduced/
: strengthened to

Y enable effective
functioning

t

Basic \

premises/underlying \
assumptions that k

must be considere

/,'

Strategies of
work/interventions
to immiement 1ts
cbjectives/
priorities

Important
health and related
issues that CHAI
should respond to ?

2. These have been used to develop Questicnnaire LI comprising of
seven questions. We would like you to rate all items/ideas
according to the scale given for each questiem. Please do not
leave any item unanswered. 5



2.

AS you undertake this exercise, we request you to keep in mind
the predicted broader situation in India (fifteen years from
now) as it relates to health/health services and also the pPOSSie
ble priority health problems and issues. However it is parti-
cularly important to keep in mind the specific reality of CHAI -
its membership and infrastructure etc., and in this context te

rate the different ideas. Please give reasons for your ehoice
in short statements.

Please continue to think widely,'creatively, even differently
and critically about the process and the issues raised so far.
If you would like to introduce a new idea or a different pers-

pective, or to bring up something that has been omitted, please
do s0.

It is important to keep your focus on a period fifteen years
ahead from now - so'that CHAI can undertake futuristic planning.

The method benefits from opposing/dissenting view points. Seme
instances of differing view points that have emerged are :

a) Some panelists feel that CHAI should focus its activities
primarily towards its membership, whereas some others feel
that it should play a larger role,

b) Some panelists strongly feel that the focus of work should
be on community based, non-institutional health interventiens,
whereas others feel that there is a role for good quality
medical care based in hospitals/dispensaries that are acce=
ssible to the poor.

While there may be no definite points of resclution, it would be
useful to get the views of other panelists on these issues and
other aspects covered in the first round.

7. We will mail you a duplicate copy of this questionnaire shortly

as your personal copy.

PLEASE MAIL THE QUESTIONNAIRE

TO

COMMUNITY HEALTH CELL
No., 326, V Main, I Block,
Koramangala,
Bangalore-560 034,




Please enter the
alphabet code in
the boxes provided
and respond to all
points

SCALE

A - Very Important - first order priority
B - Important - second order priority
C « Unimportant = third order priority
D

Not able to judge

QUESTION - 1

Please rate the different

types of roles that CHAI could play

in the future?

1.1, TInspirational role,

1.2. Coordinating role, with/for members

1.3. Trainers role, with

with/for members : :

members f /

l.4. Technical support role to members :/ ;
1.5, Information/communication role to mémbers, i I
public d /
1.6. Supplementary role to government, through / Ve
members / /
1.7, Catalyst role, with members and others :/ ,/

1.8, Networking role, with like-minded groups / ,/

1.9, Activist role with/supportive of people's £ /

organisations

1,10. Any other (specify)

COMMENTS, REASONS ETC.,




SCALE

Please enter the A - Very Important - Most relevant

alphabet code in B-- Important - Relevant

the boxes pruvided C - 8lightly Important - Insignificantly
relevant

and respond to all :

. D - Unimportant - Nor relevant
points.
e E - Not able to judge

QUESTION - 2

Pleasewrate, according to the scale given, the basic premises_that

must be considered by CHAI for their future work (perhaps as a

statement of philosophy).

Need to focus on spiritual dimensions of health

and healing g /
(deeper spirituality, nurture of role of faith / /
and idealism, relate faith to medical work)

Focus on preferential option for the poor

(promote work in remote rural and backward areas, /r——————7
particularly of underdeveloped States, urban

slums, tribal groups, marginalised groups, Z———————/
indigent population)

Focus on enabling/empowering people in health work

(to analyse and respond to their health problems

themselves, to avoid everything that creates /__—_——T7
dependancy and non participation, to support a / /
people's health movement, enhance liberation and

growth of people, to increase community responsi=-

bility for health work)

Focus on justice dimensions of health/health work
(to support/build the organisational capacity of )
people, to demand a more just health and social 4 i
service system, to act as a counterveiling power / 7
to the pharmaceutical industry and to vested

interests)

To improve accessibility for the poor to medical/ !
health care services / /
(1ife saving biomedical services, 'good duality, / - /
low cost basic health care)

To promote community based, non institutional
health work

(demystification, deprofessionalization, building !

on people's health knowledge/practices, culture Lo s
sensitiwe))




2,7. To promote an integrated approach to medicine and
"health
(studying, understanding, using Indian and other
systems of medicine - Ayurveda, Siddha, Unani,
Homeopathy, Acupuncture, etc.,)

2.8,- To promote a holistic approach to health
(harmony in body, mind, spirit, society and
environment)

2.9. To focus on gender related issues
(women's health status, their access to health
care, impact of technology on women)

2.10, To create awareness on environmental/ecological
issues
(as they relate to health)

27,11, To strengthen/foster self-reliance at all levels
(promote herbal/home remedies, non drug therapies,
low cost care, appropriate health technology,
reduce dependance on drugs/medical industry)

2.12, To promote raticonal therapeutics and rational
drug policy

2.13. To develop a sense of understanding and caring
among health workers and in health institutions

2.14. To promote a sense of community and belonging as
being critical to well being and wholeness
(make people interdependant and concerned about
each other)

COMMENTS, REASONS ETC.,




Please enter the
alphabet code in
the boxes provided

and respond to all

points.

QUESTION - 3

A—Very Important - First order priority |
B - Important - _ - Second order priorityé
C - Unimportant - Third order priority |

D —Unable to judge E

Please give your rating regarding the constituencies/groups on

which CHATI should focus its activities

3.1-

On its membership

(to support, strengthen, challenge, to meet

genuine needs as felt by them though it might / /
be in conflict with CHAI's most important agendas, / /
but this is the only way that they can have a

sense of belonging)

Also on the Church membership /———“*““7
(the lay congregation, the religious, the / /
structures, the educational system)

Developing working links with other national

level associations

(Voluntary Health Association of India, Indian

Hospital Association, Christian Medical Associa- /———————7
tion of India, Indian Society for Health / 7
Administrators etc. These are important to

achieve Health For All and to help in restruc-
turing of health sectors in both the wvoluntary
and non-voluntary sectors)

Better operational links with non-catholic, /-~————7
secular health organisations/persons / /

(at national, regional, local levels)

Linking with development groups/volags at the / i
grass rookts / /

Developing functional linkages with / /
Government Z “

Interacting/influencing Government in policy i
making and legislation

(in association with entire voluntary sector) Z;—*————/

Supporting/working with activist groups/peoplebl

organisations

(in different fields - environmentalists, women's [/ /
movement, dalits, labourers, working children)

Focus on youth




3.10. Work at parish level

(smallest unit, composed of families in a
geographical locality that worship in a Church)

3.11, Focus on society at large
(Mobilize public opinion)

3.12, Play a role in South East Asian countries
(besides within the country as well)

COMMENTS, REASONS ETC.,

24



Please enter the SCALE

alphabet cocde im A - Very Desirable - extremely beneficial
the boxes provided B - Desirable -~ beneficial
ovi
P C - Undesirable - not beneficial
and respond to all T - Harmtul
points. E - Not able to judge

QUESTION - 4

Please rate according to the scale given, the crganisational aspects
or mechanisms that could be introduced/strengthened to enable effe-

ctive functioning.

4,1, Define /redefine objectives 7 7/
(with the concurrence of members) / /

4.2, Formulate clear strategies to achieve / /
objectives / /

4.3, Increase internal cohesiveness between member
institutions 7 /
(CHATI is too loosely knit, with no clear / 7
corporate objective)

4,4, Prioritize, make choices and work consistently aai
and vigourously on them / 7

(do a few things well)

4.5. Encourage lay membership :‘ /

4.6. Decertralize and promote regional units and

regional planning / /

(these units can also be reference points for / 7
members within the area)
4.%. Werk out 8 heslth peliey for catholic health i /
care institutions /
4.8. Set up a mechanism for reviewing/monitoring/ / 7
evaluating the work done and implementation
of recommendations Z-“——“——/

4,9. Make a conscious effort to maintain a simplicity

of life style and structures within CHAI R
(also encourage members to live in simple tem-
porary dwellings. Present concrete structures L

make them far removed from reality)

4,10. Encourage/support members to move to/work with

the most needy, the marginalised groups and the / 7
L.ost dehumanising health problems 7 i
(considered a strength of catholics)

4.11, Chan@e name /r——————77

(drop hospital from it, call it Catholic Wholistic
Health Association or something similar)

Any suggestions?

COMMENTS / REASONS ETC.,




Please enter the SCALE
| alphabet code in A - Very important - First order
. . priority
tieShaxes provided B - Important - Second order
and respond to all prierity
. C - Slightly imporiant - Third order
points, - priority

D - Unable to judge

QUESTION -~ 5

Please ratez the important health problems that CHAI could respond to

5.,1. Mental Health

(counselling including for chronically ill, /"‘"";7
terminal care, hospices, promoting positive mental /
health)
5.2. Bubstance Abuse / /
(alcoholism, drug addiction including tobacco) / £
5.3, AIDS and STD's
(educational work for prevention, developing / /
hespices for AIDS cases to die in dignity) L—————-‘/
5.4, Natural Family Planning/population issues
(family welfare programmes, family counselling, i /
there was mention by some panelists that L /

Natural family planning has not been successful)

5.5,  Chilid Sturvival

(Through growth monitoring, oral rehydration, P
brea<t feeding, health education, nutrition i~ /
and immunization)
5.6, Care of the Aged |
= A

(geriatrics in hospitals/dispensaries, also to
~pen hones/day centres for the elderly)

AP T
5.7+ Disability Care _ /
(renabilitation and prevention) '

5.8. Communicable disease prevention / /
Lol

5.9, Occupational health
(of unorganised labour, women, organised sector)

5,10, Women's Health Care / /
5.,11. Urban Health Care £ /
(for urban slums) / Vi

COMMENTS, REASONS ETC, [
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points.

Please enter the SCALE
alphabet code in

the boxes provided
and respond to all

Extremely necessary
- Necessary

Not very necessary

U Q w »
I

I

Nu judgement

QUESTION - 6

Please give your rating regarding the necessity fer CHAI to promote

the following in its future work.

Health Education

(education for health using effective communication £
skills, developing effective material, public / W
education regarding understanding of health)

Primary Health Care, Preventive and Promotive Health

care /' 7
(find ways of effectively implementing principles / /
and components of PHC towards Health For All)

Community Health
(Staffing of community health care units with / /
mental health, spiritual health, social work / /
personnel, besides medical and para-medical staff)

Improving hospital/dispensary based health care

systems

(by :1troducing spiritual and counselling methods,

mental health care, health education, rational

therapeutics, effective lowcost humane care, /r——————j
technologies that can be taken clcoser to the / /
community and by making service accessible to

rural and urban poor. Keeping in view the growing
privatisation of health services, the small clinic

and hospital member institutions of CHAI have an

important role to play in the future)

Help government run hospitals and dispensaries " o
(to improve overall situation and work ethic) / /
Medical Ethics /__-_"]T

(issues relating to human fertility, abortion, end / /
of human life, use of human organs and tissues)

Pastoral Care/Spiritual health / 7
(training courses for lay, religious, / /
on an inter-religious basis)




6.9,
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(2sueais has anspro asmud Yo say ,o}il asmuwd o

Tradltlonal/lndlgenous health knowledge. and szstqms/ﬁ
Blternative mechods, H““;:.@.sz;;ggg,}_%ﬁ =R S-2,
(develep a pharmaCopekq fo; us pylgglngy hééfth / ‘
workers and for their tralnlng, “promoteé 1nvest1gat10n d
and study, prepare teach ng materials fer members, loim it/
integrate different systems into health care

services)

Understanding of public health vprinciples and

epidemiology / b
(including changing epidemioclogical scene in the / Vi
country and its implications for health services)

Health Care financing / 7
(improved cost effectiveness, innovative models) / /

Management principles and skills in health

(planning, personnel management, -improved service
effectiveness, concept of total quality management, / ;
identifying performance indicators, developing / /
management information systems, increasing inter-
institutional cooperation)

= v e T L I

Rational Drug Therapy / Policy

(introducing concept actively in member . - (gnthol A :
hlnstatutlons, _campaigning.at national level): Fkh BN
Lobbylng for regulatlng the standard of operation s Y
of health services i issq [5utiziga\o16D [s1m3ast {4, F
Research and Documentatlon; ke ; /

(of health problems, health service research,

evaluattiaon)) AN

Involvement in determining traininag of health

ersonnel
Ea. more community oriented formationg
b. participate in evolving nursing curricula,

€.d., include women's issues, AIDS, addiction,
role of new technology, increasing speciali- /—————H
sation in nursing profession is making it '
competitive with allied professions; AN
C. training para-professionals/non-professionals
for comprehensive health care work;
d. participate in re-orientinggeorganising medical
education to produce more socially sensitive
physicians)

Multi-disciplinary health team functioning

(with equal respect for people from the different A
disciplines, have less places with nuns and / /
priests working together on teams- there will be

less scandals and better reception from people)

COMMENTS, REASONS ETC.,

™




Please enter the SCALE

alphabet code in
the boxes provided

and respond to all

g & e
|

points.

|

No judgement

- Extremely useful and necessary
Useful and necessary'

Not very useful and necessary

QUESTION - 7

Please rate the different possible strategies of work that can be

utilised by CHAI to implement its objectives

7.1. Continuing educaticn for members
(human resource development for various types of
health workers through workshops, seminars,
training programmes - to introduce greater
professionalism into peripheral health care
programmes of CHAI members)

7«2« Publieations
(more in regional languages to support community
primary health care workers;in English about
healthy living, causes of ill-health, health
hazards, drug issues etc.,)

7.3. Evolving models/innovative programmes of health care

(that would be viable, applicable by religious and
non religious workers, affordable and sustainable
by the people, taking into consideration the
socio-economic-political structures)

7.4. Developing education/training models
(in tune with our realities, at various regional
levels in regional languages, to support the
models developed and to cater to the vast majority
of people still outside the health care system)

7.5. Re-assessment, re-orientation, rejuvenation of
' Catholic resources in health care to the urgent
priorities of the time

7.6. Networking with voluntary organisations
(at national, regional, local and international
levels, increasing sharing and collaboration,
avoid duplication)

7.7. Appropriate manpower/health personnel development,
especially to meet new needs

7.8. Advocacy/lobbying/campaigning for change at a
national level
(so that basic health needs, for example clean
water are satisfied for all, and for government
to revise priorities to emphasise health services
for the poor, also against alcoholism, drug
addiction, environmental degradation)

I
fiis /

/ /
el




Ve Zis

Tudds

Bold media coverage

(national/regional to educate/inform regarding
components of health, causes of ill-health, what
ails the system etc,,)

Developing a capacity for policy level input into
national health policies/plans

Organising national/regional consultations and
conventions

(for example organise an inter-religious,
ecumenical convention to prepare a health covenant
for life for service to the poor, to which medical
personnel, christian and others can commit
themselwes))

Inter-sectoral coordination in areas of their work
to _demonstrate the need and scope in this area,
get involved with non health issues, for example
water shed management, eco-farming, developing

credit systems for poor/women.,

COMMENTS, REASONS ETC.,

THANK YOU FOR YOUR RESPONSE

T
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ANNEXURE-I

THE DELPHI METHOD *

A

—— - - G U5l e s s e

The Delphi method was deuelopéd initially in 1964, During
its early years it was used primarily for technological forecast-

ing,particularly in the areas of defence,industry and business.

Typically it used several geographically seperated experts
to make foresasts or estimates about the development of neu
technologies, to assessjtheir_impact,to estimate markets in the

future etc.

However the method which hypothetically used both the left
half of tHe brain( the more logical half basing on factual in-
formation) and also the more intuitive right half,generated a

lot of interest among futurologists in general.

A broad definition given by Linstone and Turoff states that
"Delphi may be characterized as a method for structuring a group
communication process sSo that the process is effective in alleuing
a group of individuals, as a uwhole, to deal with a complex

problem™.

Since 1969 it has been used increasingly for a variety of
different purposes. Thus from the mriginal itlassieal Delphi®
method developed by the Rand Corporation in the United States of
America for defence purposes and still used feor technological
forecasting,various modifications have developed~ Far example

Decision Delphi,Policy Delphi etc.

l.2

* A background note prepared for the panelists in the Delphi
Methad,being used as part of the Catholic Hespital Association
of India Golden Jubilee Evaluyation Study.
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The Delphi method is therefore essentially a group method,

performing functions similar to a committee,but different in that-

a) Anonymity is maintained - this avoids identification of an
poinion with a person.

b) The guestionnaires/communications €rom the study team not
only ask questions but provide information and controlled
feedback or summaries of responses of the panelists
(respondents). '

c) There are repeated rounds of questionnaires so that argu-
ments for or against options can be shared and panelists
can change their ratings in subsequent rounds if they wantto.

d) A statistical group response for different issues/bptions is
provided, Rating scales for importance,desirability,

feasihility etc can be used.

The Policy Delphi rests on the premise that the dedision maker/s
are not interested in having a group generate decisions, but rather
have an informed group present all the options and supporting evi=-

dences for consideration. It -is a tool for analysis of policy
issugs.

Generating a consenses is not the prime objective,though a
rating is obtained, . It infact seeks to generate possible opposing
views or to explore differing positions and the principal pro and

con arguments for those positions.,

It is therefore an organised method for correlating vieus
and information pertaining to specific policy areas and for allou-

ing the respondents the opportunity to react to and assess differ-
ing viewpoints,

Further Reading:
l.Linstone H A and Turoff M,1975, The Delphi Method- Techniques and
Applications,Addison - Wesley Publishing Co., Massachusetts.

2.Rauch W,1979, The Decision Delphi, Journal of technological
forecasting and social change,15,159-169.

3.Colligan D, "Your gift of prophecy",1982,Readers Digest,
pp 223-232. i 5 ;

4.5ackman H.,!'Delphi Assessment: Expert Opinion Forecasting and

Group process,Rand Cdrporation,1974.
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THE CATHOLIC HOSPITAL ASSOCIATION OF INDIA (CHAT)

A BACKGROUND NOTE FOR THE PANELISTS ON THE DELPHI METHOD

1. CHAI is a national level association of health care institutiors
and facilities under Catholic auspices.

2. It has 2,304 members (as of October 1991) spread across the
country. The breakup according to size of institutions:

i) Health centres/dispensaries with no

beds for inpatients to be admitted < 4150 (50%)
ii) Health Centres/dispensaries with
1 to 6 beds RN ) (17%)
iii) Hospitals with 7 to 100 beds - 591 (26%)
iv) Hospitals with more than 100 beds - B6 (4%)
v) Diocesan Social Service Socisties - 57 (2%)
vi) Associate members (individuals having .
no voting rights) 32 (1%)
Total : _ 2,304 (100%)

—— S e -

3, The gecqraphical distribution of members is as follous:

i) The four Southern States
(Kerala - 403,Tamilnadu - 380,
Karnataka - 153 and Andhra Pradesh-228)- 1,164 (52%)

i{i) The BIMARU States
(Bihar - 160,Madhya Pradesh - 205,
Rajasthan - 30 and Uttar Pradesh - 18) - £13 (23%)

iii) The North Eastern States
- (Manipur - 20,Meghalaya - 47,lMizaram -
04,Nagaland - 19,Tripura - 4,5ikkim -01
and Assam - 51) 146 (7%)

iv) Other States
(Goa - 29,Gujarat - 58,Haryana - 11,
Himachal Pradesh - 03,Jammu & Kashmir-
05,Maharashtra - 94,0rissa - 79,Punjab -
28, West Bengal - 68 and Union

Territories - 17) 392 (18%)
Total 2205 (100%)

(NBs 57 Diocesan Social Service Societies and 32 Assmciate
Members are not included here)
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4., The Aims and Objectives of CHAI are :

i) To improué standards of hospitals and dispensaries in
Indiaj

ii) to promote,realise and safeguard progressively higher
jdeals in spiritual,moral,medical,nursing,educational,-
social and all other phases of health endeavour;

iii) to promote community health and family welfare programmes;

iv) to assist Voluntary Health Organisations in procuring
quality amenities/equipments/medicines at the minimal
possible rate.

(N.8:(i) and (ii) were articulated when the constitution was
reformulated in 1961 and (iii) and (iv)were introduced by
an Amendment in 1978, CHAI has been a registered Society
since 1944).

5.a In the organisational structure the members of the general body
elect a 9 member Executive Board with a President, two Vice-
Presidents,Secretary,Treasurer and four Councillors., The
Board appoints an Executive Director. There are various de-
partments staffed by over sixty people.

b Regional Units:

There is a provision for the formation of Regional Units in the
Constitution. Sporadic attempts were made to form them with
varying success. Regional or State units are seperate regis-
tered bodies, but linked to the Centre. The membership fees
are divided;, equally. betuween the centre and the units. The
units at present are : = :

1) Kerala Catholic Hospital Association.

2) Catholic Health Association of Tamilnadu.

3) Catholic Health Associstion of Andhra Pradesh.
4) Orissa Catholic Health Association.

5) NECHA - North Eastern Community Health Association coverimg
seven states.

6) RUPCHA - Rajasthan, Uttar Pradesh Catholic Health
ARssociation, :

/" Karnataka and West Bengal have had occasional meetings. Some
-.dioceses also have diocesan level activities.

6. The Headuarters and Units

1) Departments

a) Administration (general)

bg Accounts and fimance

e) Central Purchasing Service

d) Community health with four sub units-
1. Rural Health

2. Urban Health

3. Research (Planning stage)

4, Low cost communication media.
Continuing Medical Education
Documentation

Electronic Data Processing

Membership

Pastoral Care ' a3

=JW O
A
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ii) There is a Zonal Office in New Delhi.

iii) A seperately registered Society named "Health Accessories For
A11" (HAFA) brings out a monthly magazine called Health Action
and other publications.

iv) Additional Projects:

a) The CHAI Farm Project - with poultry, agriculture, etc, for
income generation and plans to start a model integrated
health centre with community health programmes and a
training centre.

b) A Central Drug Quality Assurance Laboratory is planned.
This will test drugs and pharmaceuticals as part of quality
control for rational drug therapy and to support the net-
work of low cost generic name drug manufacturers.

c) The Golden Jubilee Project, which includes this evaluation
study., _ ]

7. Funding

The funding of the activities of the Association depended on
membership fees and donations from members. Some funds uwere
available from purchases from abroad through donor agencies.
Additional sources from exhibitions of medical' products and,
aduertisements at the conventions also brought some funds. This
has been restricted since the mid eighties in order to fit in
with the overall 'philosophy of the Association. In the mid
seventies and in the eighties, funds from foreign donor agencies
began to be utilised for specific projects and programmes, Other
initiative have been the starting of a Corpus Fund, the farm and
a raffle,besides sale of publications by HAFA.

8. Thrusts in the 1980°'s

a) In 1980, CHAI adopted the goal of "Health for Many More" - a
modification of the WHO Alma Ata goal of Health For All by
2000 AD, A department of Community Health was initiated.
There was a more specific and analytical focus on the issues
and problems of the poor. A new vision of health was arti-
culated where health was understood as the total well being
of individuals, families and communities as a whole and not
merely the absence of sickness. Community Health was under-
stood as a process of enabling people to exercise collectively
their responsibilities to maintain their health and to demand
health as their right. They developed strategies and a
variety of training programmes towards realization of the
newly emerging goal of building a healthy and just society.

b) The Headquarters uhich had a small office space in Delhi
shifted to a much larger place in Secunderabad in 1986,

preceding further development of departments and training
programmes.,

c) Pastoral Care courses with outside resource people uere
held and a new department started in 1990.

d) The in-house journal 'Medical Service' was discontinued.
Under a scperate registered body,fhe neu magazine,Health
Action" was launched. 1t is available to subscribers from
the membership and general public.

.ol



e)

g)

h)

i)

Wb

There was an increased focus on smaller member institutions.
Voting rights were equalised. A discretionery fund was
started to support these institutions in the area of primary
health care.

The department of Responsible Parenthood was merged into
that of Community Health.

Advocacy and training towards Rational Therapeutics and a
Rational Drug Policy were initiated and promotion of alter—
native non-drug therapies is being done.

Several short courses and workshops are offered in the areas
management, legal aid,human and spiritual grouth through
clinical bractice , etci.

Developing and maintaining linkages has always been done

and was continued actively with groups like the Christian
Medical Association of India (CMAI),Voluntary Health Assoc-
iation of India (VHAI),Asian Community Health Action Network
(ACHAN) and the All 1A Drug Action Network (AIDAN). An
Indo=-Philippine exchange programme has been initiated,

a)

b)

g

d)

)

g)

h)

s v

It was an association that was started and run by religious
sisters who were medical professionals (nurses,doctors,
pharmacists, etc). This continued for fourteenm years.

The focus during these years was on professional’ education

so that far flung medical institutions could be staffed
adequately, Their endeavours were in the area of nursing,
pharmacy,lab technology, and other grades of health workers.
They also worked towards starting a Catholic Medical College.
This project was then handed over to the Catholic Bishops
Conference of India and rgsulted in the starting of St.,John's
Medical College, Bangalore.

Annual Meetings (which are used for educational purposes)
and publication of a Journal have been regular features
from 1944 onwards.

The formation of Catholie Nurses Guilds amd Doctors Guilds
were encouraged and fostered. These were later federated
at the national level as totally autonomous bodies.

One of the reasons for this was to uphold ethical
values in medical practice. This was considered an
important aim in the formation of the organisation,

There were no full time staff during these years and
no external funding.

THe first full time Executive Director was appointed in
1957,

There was the formation of Deparﬁments and increased staff
from the mid sixties.

>0



i)

i)

The importance of Public Health,Social and Preventive

Medicine and outreach into the community was recognised

since the 1850's.,

The term “Community Health was first used in 1969,

This resulted from a consultation of Christian health
leaders in that year held under the sponsorship of the
Christian Medical Commission, Geneva. This lead to the
formation of the ecumenical Coordinating Agency for

Health Planning (CAHP), with the joint support of CMAI and
CHAI. The Executive Director of CHAI, who had been in that
poSition for seventeen years, was very actively involved

in all these developments, which led to the formation of
the Voluntary Health Association of India (VHAI). He held
the leadership position in VHAI for several years. Several
members of CHAI became and still are members of VHAI as well,.

S E R T S
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Annexure II1I

No.326, V Main, I Block,
Koramangala,
Bangalore 560 034

CHAI GOLDEN JUBILEE EVALUATION STUDY

DELPHI METHOD - LIST OF PANELISTS*

01,
02.
03.
04.
0s.
06.
07.
08.
09.
10,
e
12,
13,
14,
g
16.
17,

185

NAME

Mr .Desmond AR.D'Abreo,

Prof.,Alfred Mascérehhas.

Pat s Berd et
G;QDaleep S.Nukerji;
Pré;. B.Ekbal.
Fr.Cl;ude D'Souzé,Sj
Dr.Prem Ehandranﬁjohn.
Fr.George Lobo,SJ
Dr.Hari John.
Mr.S.Srinivésan.

Dr.Sulochana Kriéhnan.

Mr.G.Kumaraswamy Reddy,Il.A.S.

Mr.R.K.Roy.
Dr,RfParthasarathy.
Dr.Esther Galima M;bry.
Drfﬁqjaratdam Rbel.
Mr.Averthanus D'Souza.

Pfof.lacob K john

PLACE

Bangalore
-Bangalore
Bangalore
-Neu Delhi
Thiruvananthapuram
-Bangalore
'Madraé
‘Pune
Madras
Baroda
New Delhi
Hyderabad
Bangalore
Bangalbre
Bangalore
Vellore
Neu‘Delhi

Ueilore
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19,
20,
21,
7.
23,
244
254
e
i
28,
29.

30.

31.'

32.
395

34.
354
36,
S

38.

NAME. ;
Dr.P.Zachariah.,
Dr.Gerry Pais,
Mr.Alok Mukhopadhyay.
Or.Abhay Bang.
Fr.S.Arockiaswamy,S3J
Prof,R.Srinivasa Murthy.
Dr. B.M.Pulimood.
Prof.Grace Matheuw.
Ms.Sujatha De.Magry.
Dr.:Qaseem Choudhury.
Mr.P.0.Georgse.
Prof.E.P:Ménon.

Prof,(Sc.)V.J.Kochuthresia,

" Fr.Joseph Thadathil,

Fr.Theo Mathias,S3J
Mrs.R.K.Sood,
Dr.L.N.Balaji.
Francis Houtart.
Dr.Marie Nascarenhaé.

Prof.H.R.Amit,

PLACE

Vellore

Bangalore
New Delhi
Gadchiroli
New Delhi
Bangalore

Vellore

" Bombay

Bangalore
Bangladesh
Kalamaésery
Bangalore
Kalamassery

Thiruvamanthapuram

Jamshedpur
New Delhi
New Delhi
Belgium
Bangalore

Canada

* As on 09.05.1992 thirty-eight exparts.have agreed to be im
We expect a few more would join the panel. o

the panel.
Therefore this list is incomplete nou.
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CHAI GOLDEN JUBILEE RESEARCH PROJECT

Dear :‘;l\\ L;./L& |
Greetings from Community Health Cell .

As you may know CHAI (Catholic Hospital Association of India)
will be celebrating their Golden Jubilee Year during 1992-1993.
The Governing Board and Executive Director felt that it would
be important at this point in the history of the Association,
to take stock by conducting a study of the organization, its
past and present and also look to the future.

Brainstorming around the objectives and methodology for the
CHAI Golden Jubilee Research Project has been done during
February and March 1991, This draft proposal which is
enclosed, is being sent to you and several others for your
comments and suggestions. We feel that this exercise will
help to fill in areas/gaps that we may have overlooked. We ;
would appreciate receiving your feedback by the end of J&ﬁ&‘fﬁﬁf
1991, so that we can go ahead with the finalised proposal.

The time framework of the study is such that the final report
should be ready by October 199Z., Since member institutions

of CHAI (currently 2,224 in all) are spread across the country,
we will have to keep to a fairly tight time schedule.

Looking forward to your comments,
Thanking you,

Yours sincerely,
for CHAI GCLDEN JUBILEE RESEARCH PROJECT,

*\/ L Lnsy

THELMA NARAYAN,
CO-ORDINATOR,

Please send reply to : Community Health Cell,
No, 226, V Main, I Blocky
Koramangala,

Bangalore -~ 560 034.

*mk/tn



COMMUNITY HEALTH CELL Bangalore,
15-3-1991

CHAI GOLDEN JUBILEE RESEARCH PROJECT

(Second draft proposal)

Preamble :

The Catholic Hospitals Association was formally initiated at a
meeting of 16 Sisters in Guntur, Andhra Pradesh, in 1943. This
was under the dynamic leadership of the first ever nun-doctor,

Dr., Sr. Mary Glowery, M.D. J.M.J. The sisters,who were all
involved in medical work,were moved by the suffering of the

masses of people, especially women and children. They were also
concerned about the need to uphold ethical principles of medical
practics., To meet these two needs they felt that it was important
to work towards the establishment of a Catholic Medical College in
India. They looked forward to the day when young Indian graduates,
imbued with a sense of values would be able to work in health
institutions in different parts of the country. Thus, with
remarkable vision and faith and a rallying cry of 'Union gives
Strength' they registered the Association. They decided to meet

regularly and run a bulletin for their members.

The Association has come a long way since those early days. There
has been a quantum growth in the number of members from 16 to
2,224 in early 1991, spread over different parts of the country.
After several years of determined work the Medical College project
was handed over to the CBCI and St. John's Medical College became
a reality 4n 1963. The early in-house journal 'Catholic Hospital'
started in 1944, was transformed into 'Medical Service' and more
recently into 'Health Action' which is available to a wider
readership. Annual meetings or conventions have been a regular
feature. Besides dealing with organizational issues discussions

around topical health themes were introduced since the fifties,

sy 2



The central office and also the range of activities taken up b§ >
-it has increased manifold, These include the membership section,
the central purchasing service, the community health department,
the continuing education unit,; the pastoral care department and
the Health Accessories for All (HAFA) Trust (with its major

monthly publication Health Action) among others.

During the Silver Jubilee of CHAI in 1968, the Executive Committee
felt that it was important to document its history. This was don:
by Sr. M. Adelaide Orem, S.C.M.M., and CHAI published the book 'Out
of Nothing - the genesis of a great initiative'. Aan earliieb s Short
History of the Catholic Hospitals Association of India' has been
written by Mother M, Kinesburge in 1961, With the Golden Jubilee
drawing near, the Governing Board and the Executive Director thourht
that it would be a good time to pause, take stock and renew its

vision for the future.

When undertaking such an exercise, it would be important to keep
in mind important events and changes that have taken place since
1943,in the church and alsc in the Indian and International
situation, particularly in the area of health., Within the church
there has been the Second Vatican Council, the Cor Unum document,
several statements by the CBCI, a greater indigenization and
inculturation of the church ir India etc., all of which. have been

important influencing factors. Within India, .since Independence,

(7]

the Government has built up a cocuntrywide health =zervic
infrastructure and an army of health personnel. More recentis:,

the contributions of the indigenous systems of mediéine, folk

health practices and of the large numbers of persomel working in
this sector are gaining increasing recognition. Today, India also
has four decades of experience of health planning and organizing
control programmes for major health problems. Simul taneously, the
private sector in medical care has also developed and is flourish’ng.
Internationally too, there have been very rapid developments in the
health sector. Side by side with technological and curative

developments, there have been major changes in thinking regarding

ﬂlb3
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"health and health care, Issues of equity and social justice underlie
some of these changes., For e.g., The Alma Ata Conference of the
World Health Assembly accepted Health for 211 as a goal with primary
health care as a major strategy. Another aspect that any health
service system must take into consideration is the health status of
the people it seeks to serve, the major determinants of health and
disease in that society and the complex interaction between all
these factors. These points have been mentioned briefly to
illustrate the changed and dynamic situation in which CHAI and its
members have to function and tc find a meaningful role to play in
the light of its own vocation of being part of the healing miniStry
af .Christ,

The study being planned in preparation for the Golden Jubilee will
attempt first to know and understand more about CHAI itself - the
what, where, who; how and why of its own members. It will attempt
to enlist as much participation as is possible in the circumstances,
from the member organizations in the process of the study, It will
try and contextualise the role played by CHAI and its members in
reference to the broader realities of Indian Society in which they
function. Together with the CHAI members it will try to evolve

broad directions in which CHAI could move forward in the future.

At this moment all this does seem a rather large task. We need to

look back for inspiration to the far-sighted vision, enthusiasm,

faith and hard work of the pioneers of the Organization. The

project will also redquire a certain flexibility to allow for

creative innovation in approaches and methods that may be used for

\the study. The study will not be, therefore, an orthedox ewvaluation
by a team of outside resource persons, but ‘a reflective and interactive

process with the members and all those involved with CHAI.




IL.

GENERAL OBJECTIVES -

2

2.

To build up a data base of the member organizations of +the

Catholic Hospital Association of India.

To undertake an analytical study-reflection on the
organization and functions of the Catholic Hospital
Association of India during the past 5 decades, focussing

particularly on the past 25.years.,

To explore possible roles the Catholic Hospital Association
of India coulad play in the future, in the context of the

voluntary health sector and the national health policy.

SPECIFIC OBJECTIVES :

U

Data base of CHAT Members -

To collect information regarding a number of aspects of work

of CHAT members so that a composite picture of the current

‘health work being carried out by them is available. This

would include information about #

1.1. Geographical distribution according to State, district

diocese, urban, el s S i SN
1.2  Distance of nearest referral TEcild ty:
1.3. Year when institution was founded,
1.4, Size of institution - bedstrength,

1.5, Pacilities available
pharmacy; 1ab—routine/other; X-ray; blood bank;

labour room; OMl. s Staff dquarters,
1.6. Health personnel available,

GRS Classification of main activities, Mz

curative - outpatient: inpatient,

00-5
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1.9.

o 205,

el

Leka.

extension clinics, mobile clinics,

pastoral care programmes,

preventive health and community health programmes,
mother and child health, family planning/welfare,
school health, health education,

leprosy/T.B. /other communicable disease programmes,
mental health programmes, :

care of the disabled, care of the aged,

participation - collaboration with Government health
programmes,

socio-economic programmes,

community organization and awareness building.

Utilization of services - a profile
average number of outpatients/day,

Total number of outpatients during 1990,
Bed occupancy,

Total number of inpatients during 1990,
Number of deliveries/year,

Number of surgeries/year,

Population covered by community health programme.

Training programmes conducted for different levels of

health personnel,

Undergraduate, diploma, postgraduate, continuing

education,
Linkages established with other Veoluntery/NGO agencies.
Management.,

Funding.

Analytical study-reflection of CHAI &

2l

To undertake an analytical historical review of the

policies’' and activities of CHAI in the context of :



i) The vision of the initiators of CHAI,
ii) The Memorandum of Association, and

iii) The change of direction as it evolved over the
years, .

The review would take into account the broader context
of the healing ministry of the church and the appropriate

national policies.
2.2. To ascertain the views of the CHAI members regarding :

i) Their expectations about the organization and

activities,

ii) The appropriateness and adequacy of CHAI's

current activities,

iii) The factors contributing to the gap between

expected and observed actions, and

iv) Alternate measures to be adopted to fill in

the gap.

Future role of CHATI :

To determine the views of a representative sample of members
and of a select group of individuals regarding the possible

future role of CHAI with particular reference to :

i) its mandate,
ii) its role in the broader Indian Scene,

iii) the role it can play in Asian and other countries,
The section would also take intc account

i) the evolution of health policies and health services

in India since Independance,

ii) a brief overview of the health status of the pecople of
India and existing services from available reports, rith

an attempt to identify areas of need,

iii) a brief look at international trends in thinking

regarding health and health services,

-..7
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iv) a review of statements of the church regarding medical and
health work.

ITIT, METHODOLOGY =

1.

For Objective 1 (data base of CHAI members) :

A questionnaire will be developed., It will have 4 sections,
besides a common introductory note. Section A will be
relevant particularly to health centres/dispensaries with
less than 6 beds. Section B will cater to larger health
institutions. Section C will be specific for Diocesan Social

Service Societies and Section D for Associate Members.,

This questionnaire will be made computer compatible, so that
data can be entered directly.into the computer. The
questionnaire will be pilot tested and analysed. Modificatioas

will be made based on this.

Suitable modifications will have to be written into one of th»
existing software packages (e.g., D base 1, 2, 3 or Lotus 1,2.3)

to facilitate data entry and analysis.

The questionnaire will be administered to all the CHAI member

imstitutions.

The current list of members fiom the CHAT menmbership department
will be used for this purpose, 80% of members will receive
just this basic qguestionnaire by post. The remaining 20% wil .
be studied in greater detail (see under methodology for i

objective 2).

Two reminders will be sent to members who do not respond to

the posted questionnaire within a month. Notices requesting

participation will also be carried in Health Adétion,  'If

feasible the -Regional Units of CHAI will also be asked to heln
in getting back filled questionnaires., Response to postal
questionnaires in India is generally rather low - about 15-2073,
Hence special ‘efforts will beé needed to ensure as great a
response rate .as possible., . Since the idea of this exercise

ig to build up a data base, a 90-100% response would be ideal.
Tt has been suggested that we may have to think of translating

u..8
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the questionnaire into 2 or 3 major Indian languages - Malayalam,
Tamil, Hindi. '

Computer facilities in one of the existing institutions in
Bangalore will be utilized. A couple of private organizations
and some of the existing facilities within the church network

have been approached with favourable responsec,

For Objective 2 (analytical study-reflectibn on organization
and functions of CHAT)

For the historical review, sources of information would be of
2 types 3

i) Secondary sources would include

a) Minutes of the Associations Council/Board meetings,

Catholic Medical College Committee.
b) Convention reports, Annual reports.

c) Issues of Catholic Hospital, Medical Service,
Health Action.

d) Autobiography of Dr. Sr. Mary Glowery, JMJ.
e) Books -

- 'A short history of the Catholic Hospitals Association

of India' by Mother M. Kinesburge, FMM, 1961,

- 'Out of Nothing' by Sr. M. Adelaide Orem, S.C.M.M.,
CHAI, 1968,

-~ 'A Nun Revolutionizes' by F.L, Swamikannu, JMJ

Provincialate, Secunderabad, 1972. and
f) Other documents pertaining to the Association.

ii) Primary sources would consist of discussions/interviews with

relevant persons.

A detailed questionnaire will be administered to 20% of the 2,224
members. It will be a stratified random sample taking into
consideraticn geographic distribution and size. Besides the
first part of the proforma which collects basic information (tho

same as for objective 1) it is intended to ascertain member's
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views through open-ended questions regarding the different
activities of CHAL. Thelr.views es to the role CHAI could

play in the broader context will also be requested, This
duestionnaire will be personally canvassed by interviewers

who will receive s prior crientation cum training. Ten to
fifteen interviewers would be reguired to cover the 20%

sample of 445 members i.c., each interviewer would be requi ced
tolcover J0-45 imembers. « RPossibilities of utilising Eheiser riides
of seminarians or social work/sociolcgy graduates as interv.ewers
dre being explered. They would reguire ko have a cebtain
competence and maturity as they will have to meet and discu s
with senior personnel at the menber institutions viz., the
administrator, medical superintendant, doctors, nursing chi-f
and pharmacist., We are alse considering the utility/
possibkbility of conducting focus group discussions with each

of these 20% member organisations.

For Objective 3 (future role of CHAI)

i) As mentioned above, the questionnaire and discussions “or
the 20% sample would elicit the members views regarding
the role of CHAI,

#i) Th
the additional group of 50-75 thinkers/experts.

Delphi method in two rounds would be employed for

©

1ii) This question will also be posed during personal
interviews conducted . for objective 1 i.e., to the
previous governing board members, director, and key

staff (past and present).

iv) We may need to hold 2-3 regicnal meetings of about 20-:5
people to diseuss the'role ef CHAIL in the broad context
mentioned earlier and @alsco in the context of the actual
work situation of the members. This would be done duriag

the, lactenpant ot sthelprojeat,

In general, background reading and discussions with key menk 2.0
of similar erganizations within the wvoluntary health sector iv

India will also be conducted e.g., with the Christian ledice
Association of India, Voluntary Health Association of India and

Ehet €8T -Ministry of ‘Heal i,



IV. ORGANIZATIONAL DYNAMICS :

This important aspect will be finalised once feedback and

suggestions are received on the sections sent so far. Broadly

this will include :
Advisory committee,
Peer group,

Time frame work,
Budget,

Format of final output.

THE CATHOLIC HOSFPITAL ASSOCIATICM CF INDIA

Qbjectiyves s

"

i) To improve standards of, provide services to,

member institutions and others:

ii) To promote, realise and safeguard prEegressively

higher ideals in religious, moral, medical, nursing, '

educational, social and all other phases of hospital

endeavour;

iii) To promote community health; and family welfare
programmes, "

Memorandum of Association,

1961

10,

il

*mk/tn
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HISTORICAL PBRSPECTIVE POPULATION GROWTH & ITS EFFECTS

Basic Data : By Dr.Luis Barreto

World population today has crossed 3.8 billion mark. There has been a rapid
increase during the last 2 decades.

World population : i
Guesstimates' 10-15 million at the end of stone age. Becinning of Christian
Bra - 250 million.

By A.De = 1650 population doubled and rose to about =00 Aillion. A centwr ¥ later
1750-700 milliona

1850 — A hundred and fifty years ago population extended the first billion,
1,091 million.

1830 - 1 billion
1900 - 14 billion
1925 — 2 billion
1966 -~ 3 billion
1971 - 3.5 billion
1976 — 3.89 billion
ANALYSIS: It took human species GROWTH OF HUMAN POPULATION
about a million years to multiply FROM  MILLION B.C. TO 4i.D. 2000
to a billion in 1830's. ) Al
But it took less than a century to ADDLORINALS L
add the second billion and 30 years EEEaEtivE R
to add the 3rd billion. B
At the current rate — we might : 100,00 B.Ce 125,000
have over 7 mi;lion by 2,000 A.D. 300,00 BeC. s temiliion
25,000 5 millign
8,000 - 10 million
1,000 ; 100 million
Rabs k75 250 ‘
115010 S s il 200
16500 565
1,700 623
1,800 * 906 .
1,830 1 billion
1,850 1,194
. 1,900 1,608
1,.25 2 billion
1,960 3 billion

2,000 projection 6~7 billion

REASONS BEHIND THIS ASCENDING GRAPH:

During first million years of man's evolution births and deaths almost cancelled
each other — due to enormous environmental hazards people were exposed to.

since o, e
2nd billion was easy enough Z Jenner, Pasteun % Listre and Sennel Weiss
launched the beginnings of the health revolution - to save man from
micronganisms.

The third billion has come about during this century that has witnessed -more
inventions and discoveries, then all the others put together -~ both in neal th,
agricultural development and production, industrial production and overall economic
advancementt s y

Man's countless ithatidtea in the health sciences have alleviated suffering,

i
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It took 16F centuries seseseses.to double to 1% billion
2 conturies 1650~ 1960 ..skassvss 3 billion(eix fold)

Multipliqation‘:atg,hgs,therefore been at an accelerasting -rate.
= wide Rl S IO A : L 2T65Yy P NEgg e atnin t 0 <

J S T S

AoN T

Roughly everytime the clock ticks: day and night another Kingry mouth dis ooy fadd

DOTTL esesvsesssss170,000 people in one day are borm ;.. - e I e

ey

1%0 million in one year born sl i i

TO million in ‘one YGé.'r:tiie ankrrinsd ofy spesese LGS STMEUY ':7(.3‘:).3_0?\

S '

€07 dE S R SR .
The population curve therefore if we start from 250,000 ycars ago — th
Swancombe Man and his Missus — it is like an aircraft taking off - for
most of the times it skims along time axis then about AeDe 1600 the
undercarriage is raised and it begins to scar today it is rising almost
vertically - morelike a rocket.

A

/

‘._... et /

e

250,000 A4.D. 1,600 A.D. 1975

INDIA'S POPULATION GROWTH :

I,dia today(in the world) ranks second in population numbers. China tops the
list. More than 750 million peoples : :
Land area — India Tth. i.e. 2.4% of world area :
i.e. 3 million sq km.(1.17 mil sq miles) e
India has to support 14% of worlds population and this. population enjoys ..
5% of the world's income. Lgend Fter
;Eézalzﬁz gf U.S. 2F times WU.S. population(204 millian«in{}??o)

NATURE OF INDIA'S POPULATION GROWTH =

Very slow — during early years

Ropid during last half century e

300 B.C. —100 — 140 million(?) (world 250 million)

If this is true then it remained static for about 2,000 years becagse of

high death rates.

1600 A.De — undivided India (excluding Burma and‘Ceylon)
100 - 300 million (world's — 500 nillion)

During next 23 centuries (upto 1850) —--=-—--——150 million(we find that during
this period i.e. 20 million in 250 years) .

High birth rates and high death rates(wars, econonic equalled eather other

famines and eplde%%%g)iapidly Bers o
Population grow[after Britisht rulet=——= growth slow initially and rapl

after 1921,
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GROWTH OF INDIA'S POPULATION 300 B.C. to 1921 A.D.

Period or . Population Increase or Percentage
census year in millions decrease in variation
millions during pre-

ceeding decade

300 B.C. 100 = o
1600 A.D. 130 . . - = =
1750 133 - -
1881 253 2 y
1g90n 236.3 f 0.4 0.20
1911 252.1 15.8 5.73
1921 251.4 Gaif 0.31
1941 316.7 ST 14.22
1951 361.1 A4ed 13.31
1961 439.2 78.1 21.50
1964(Mid year

estimate) - . 471.6 = o
1970(mid year '

estimate) 550 - -
1971 547.3 ; 108.1 24.48

Analysis:
1881 - 1891

1891 - 15Q1 - Ipcrease 0.2% - exgensive crop failures, plague, cholera and
malaria 5 — 6 million lost their lives

Population grew 9%

1901 - 1911 - Ipdia recovered from famine and plague, - e E
~ First world war and influenzanepidqnic-l918 - 1919 crocp

1911 - 1921
- failures

12 - 13 million Indians died

This wiped off the population increase of the last 7 yearse.

Therefore 1891-1921 was a‘slow period
1921 -~ total decrease of 0.3%

1921 - Makes a division in the history of India's population

Improvement of health facilities, modernisation. The fertility and

mortaility patterns began to vary considerably.

1891 - 1921 15 nillion only in 30 years
1921 - 1951 110 million '
1951 - 1961 78.1 million

1961 - 1971 108 million



Population(in multiples of 100 million people)

s Jas

Droughts, floods, and food scarcity was handled better - suitable measures

have taken to control epidemics by the Government. Therefore, calamities
on a national scale was prevented.

7x109 = ]
6 |- . - -
Sl
World population
= 2 i (1 .D-2000 AD) —~=m_ /
3= 4. ; /
: . India's population //
el (1600 .D-200) \\ ; Z
' /
1x109 - o _ e :/“/
N T T R S e e e T r— S V A‘;:_v_“__ i S =

ILBOO 400 600 800 1000 1200 1400 - 1600 1800 1900 ‘2000

REASONS FOR GROWTH IN NUMBLR DURING LAST HALF CENTURY

l.High population to start with
2. High birth rates it
3. Decrease in death rates :
India has a young population 1961 - 40.2% of total population in the
0-14 age group
15-49 age gToup — 47.9%
50 and above - 11.9%

4. Universality of narriage bring - religious.

5e Harly narriages (Saradé Aot 1924) .
Marriage 13-16 for female in this century

6. Remarrying of widows was banned earlicr (last decade =30 million remarried)

7. India - basically on Society — nced for sons and labour,,but now this
has been abolished.

8+ No o0ld age nor retirement benefits nor any kind of g.cinl - security
nned for sons
9. Beginning of health revolution in India
1901 - D.R. - 42.6/1000
1910 - D.R. - 14/1000
M.M.R. and I.M.R.have decreased.

Last deccade has witnessed 2 greater decline in the overall death rate
than in the procecding half century.

CAUSES FOR DECREASE IN THE DEATH RATE

Incrcase in the number of mcedieal colleges 1941 20 L
in related institutions 1971 94 '

l.t5
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2. D.DeTo Spraying for malaria eradication.
3. B.L.G. Vaccination for T.B.
4, Increase services of miduives.
5. Amasrican technical aid particularly in malaria eradication.
6+ Assistance of WHO and Colombo Plan, Expectation of life has increased
Therefore higher Birth rate. Thic however is not the cause of
decrease in the death rate.

7e New River-valley projectst

.. fleads
Decreasz in

droughts
Increase in irrigation
Green revolution etce...
8. Better transportation rapid food movement and import of large amounts

of foodb

ECONOMIC AND SOCIAL IMPLICATIONS OF POPULATION GROWTH

We can study this in relation to - food supply
- Educational facilities
-Job opportunities
per capita income

Total food production — 1950 = 51 = 50 million tonnes

iy 1968 - 69 + 96 million tonnes

Net availability of food increased by 43% 1951 - 69

Per capita availability increase by 18% for same period.

The reason is of-course the growth of India's population,

Minimum requisite of food intakenaccording to FAO-18 oz./day.

Availability of food grains 1968 — 14.8 0z.

Therefore the Average Indian consumes 82% of his needed daily calorie'
requisites.

2s,0ut of 4 persons in India are malnourshied. One out of 4 are underfec.
That is only 325 million people in India are well nourished.
Even Green revolution has rot solved the problem.

During 1975 ~ 76 ———— 135 'million tonnes of food grain had to be imported
Therefore no self surficiency in food inspite of the political slogan

'NO FOREIGN BREAD', that carnot be implemented unless we doubls our ag—
ricultural productien. This can be done only at the cost of our industrial
development which may not be advisable,

Valuable foreign exchange thercfore will be spent and Indian economy will
continue to be more extractive than productive.

Educational Facilitiess— The picture is the same -- considerable progress
but poor per capita shares

Number of universities 18947 16
1970 Tz

(togetber with hundreds of liberal arts, science and agricultural and
medical, engineering, veterinmary and other proffessional colleges.)
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But still 1000's of students with reguisite accademic qualifications fail
to be admitted in these colleges.

The increasing facilities fail to keep pace with the needs of the growing
population.

Position_of labour force is an indication of the development of a count ry
This depends on a) country's population size

b) growth rate
c) structure
d) other characteristics

India — unfavourable age structure, with large population of juvenile
population - = high dependency ratige

Becausc of this low ratioc of adultsjchildren ————- labour force has been
increasing at a slower rate as compared to total population increasee.
Though in relation to population Labour force is small, total number adde
to it every year is large. Thereforg/increase in unemp loyment problems.

there is

Chart 9: Chandrasekar pg 257

1966-71 — According to Planning Commission 23 million added to national
Labour Force with an existing backlog of 12 million. Bece. 35 million
more jobs have to be found

4th Five Year Plan (1968=74)~ ‘would provide- 20 million Jjobs

Even if this materialised 15 million still would remain unemployed

low wages— low levels of consumption and poor standards of living quality
of labour force falls.

The impoverished population multiplies fleooding the labour market making
labnur cheap, unskilled, inefficient and improductive

India's Total National Incomes— 1948-49 2~ B6 billiom Rupeses
1967-68 —— 147 billion Rupees
This shows an increase by 73.25 percent over tuwo decades

But per capita during same period Rg e 248 == R8.297.17 iece 19.76 percent
Indias pzr capita is amongst the lowest to-daye.
The most important reason for all this is the grouth of India's populations

The gains of the growth of naticnal income were absorbed by the growing
pupulation to maintain the existing louw standard of livinge.

To provide for net additions of nearly 13 million cvery year the country
needs

1

126.500 schools {

372,500 teachers
should be provided

5.9 milliocn housing units

— 188 million metres of cloth

12,545 quintals of food

HEOCT 3 I I P X

- 4 million jobs etce

High illiteracy/ovqrcromding/poor housing facilities/urbanisatien etc.
are amongst the main reasons responsible for perpetuating the cycle.
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411 these suggest a necessity of introduction of certain policy
measures.

(1) large fapilies —- Higher Infant Mortality Rate
(2) Highe Bt ~- Higher Infant
(3) Higher ,-rity —— Higher infont mortality

Effective Family Planning ~- Smaller Family - better share of family
resources/child, lower morbidity & lower IMR otc

Once community achieves a lower IMR - the parents recalisc that a great
majority of infanmts survive and small family norm can become an accepted
pattern.

Rapid population growth is manifestly central to the economic and social
development of many countries.

The relationship between larne additinns of population levels of
production etc. can be studied under two schools of thoughts

(i) the neo-Malthusian and (2) Humanitarian

USHIO that high level of fertility and morality and low levels of /These
production and concumption are the major characteristics of a

developing country

(Refor to page 265)

Low levels of production andt consumption and
high levels of mortality and fortility

increasing production per canita | increasing application
! i of alien technology
s
increasing levels aof living increase quality increasg effectiveness
of health services and efficiency of health
\ per capita services
. g
*Rapidly .= Mortality /.

Die production per Capita \

¢ \

Die levels of live secesdoneve Quality of
J health Sﬁrvicos per capita
W
Slowly decrease population growth Slowly decrease Mortality

|
N/
Further decrease populatian per canita
! \
| decreasing quantity of
W hoalth services per capita
further decrease birds of living

\l/ g
Constant High Fmrtility\\“ _ ﬂfncr casing Mortality

Decrease ponulation Growth

Low levels of population a —-- high
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HUMANITARIAN CYCLE '

Low levels of production and consumption and high levels of mortality
and fertility

/

™ Increase technology development ¢&——=5 Increase socio-economic
l_ development
s 7 i
\l/ J

--— Increase production (per capita) —

Increase consumption (per capita)

e i -

W
Increase levels of nutrition
sanitation and health services

W/
4 Mortality and Morbidity

|
| |

i

EInCreasing fitness for work Health length of productive life

| N L i

—= 2 Increasing survival for children e——
v
Family Planning

T

i
| fertility
RY

——

!
!

N / { \ £ “A
“wginvestment in physical e < \ T

Tlnvestment in human & i
cHpital N T —our dependancy_——7 capital

High levels of ptoductive and consumption
and low levels nf mortality and fertility

" TACKLE OF HIGH DEATH RATE:

Layed down in the 1st five year plan )
Only 1967 - vigourous efforts are being made especially after the
Bihar Famine.

Decided to buy BR 41 - 25 if not 20

OMMUNICLTION PROBLIM

In India = Illiteracy — 70 percent
— small scale farms 80 percent
- Spread over 564,000 villages
- speaking 14 languages and 200 dialects

105 million couples in India today

90 million are in the Reproductive age
&

|

|
iTarget Couples
S
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ORGANISATION OF FAMILY PLANNING SERVICES?

National * Winistryjff Health and Faqily Planning

I

at et Family Planning unit in overy state

1

Approvals?® Int crview/ Dialogues i plnys / skits / radio / television

AN i

FETE Do shoheneropoit v
TETHODS S

Cafetarea Approach
(a) vasectomy
I 5 i G - e .
(b) Tubectomy ncentives 5 days P2y Rs. 250.00
(o
(d) C:ndom - Requirment - 300 millions Indiginecous - 100 million
(¢) Pill i, .uJ,000 urban wivese)
(f) Aportion

In 19703, 3,687 urban family = 'apning clinics
1,926 other urbaninstitutionsduing family planning
g62 mobile units — for inserting / and performing storilisations /IUD
15,000 doctors trained
125,000 parmmedical workers

Funds:

1st Five ycar plan 3 fillion Rs. (147 Family Planning clinics
(1951-56) started and only 15 million spent)

2n¢ - 56-61 - Rg. 27 million = 4,165
3rd 61-66 = Rs,270 million

sh 69-74 = Rs. 3,150 million 1.2 percent of total plan outlaye
11,1680 cents

OREIGN AIDS

e e ——————

United States — 40 B
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UNEMPLOYMSNT AMCONG DOCTORS

ITs ROOTS IN SOCIO-ECCOHNOMIC DEVSLOPMBNT TN INDIA.*

"Pcople are sick because they are poor, they become

poorer, becausc they are sick and they become sicker because

they are poorer'h,

B.R., BLDOM

In Indi=z health is more than a problem, It is a
challenge - a chesllenge that has to be met by the majority of

the population-*

The most cbvious snortcoming of tihc heclth system in

-

ndia is that it caters to the few at the cost of the majority -

U

[uey
.

2is is not am unigque situation, for the Wi0 states blunitly

(S

hat in most devcloping countries the health system %tends to
concentratce on urtan esreas and in particular for the wealthy

secticns of the big cities - the rural masses are deprived cf

adequate hoalth care",

Some of vie important reasons for this disparity are:

1. The vest majority of pecople for whom the health
services arce rumn, hkave been left out of the process of
plannineg and determining the goals of the system whicih is
meant to cater to their needs,

2., Incrcased dependence on the doctor and lack of
encouragerient to the community to cater to their own hoalth
carao,

3. Hcalth plenners and policy makers =nd tihose who

)

have a powerful wvoice in the shaping of health programmes

=

(such as medicel man-power) are themselves by and large from
the urban elite and naturally have vosted interests in
providing the type of medical education fo suit their own
class.

4, Our clite has been greatly influenced by Western
models which are unsuitable to our health neecds, Very
few planners may have sSpert some time in rural areas and there-
fore this has reflected in their planning and specially so,

in as nmuch as heslthh 18 concerned.

¥ Dr, ILuis Barrcto - o ! o
Lecturcer & Postgraduate Student,
Community Medicine department,.
MeGeIcelMceSe, Savagram.
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Abundent in concepts and novel technigues and packaged
into well drafted documents with what John Lewis has acclai-
med as 'the superb Indian ability to articulate! (Lewis 1964)
oar V year plens have even been held as models for developing

nations to emulate.

The primary aim of our plans has been to take the
country forward towards the goal of asto~dy rate of economic
growth bringing with it the benefits of a better standard of

living.

Towards realisation of this objective a two-pronged
strategy has been adopted which deploys on onc hand rapid
industrialisation and on the other modernisstion of agricul-
ture,

The implementeation of the plkans due to various rezsons
was however very slow as a result of which in many scctors

liie public health the brogress was far from satisfactory,

Way are we discﬁssing all this when talking of
unemployment amongst doctors. This is boecause all along
in our planning, the elite which found its way in the wvarious
planning committces, was planniné .to suit their interests
and the health situation today is a reflection of the system
whereln  the urban bias of health policy is again the result
of reversal of priorities so that the major .cneficiaries’

arce clites

From tie 15t plan onwards there has bee a dichotomy

betwecn the steoted and the actual priorities,

1. Provision of water Supply and sanitation, pa-rti

cularly in the rural areas,

¥

2y Control tie eradication of communicable discases,

3. Increasing the number of medical and paramedical

manpower in the country.

L, Building and improving institutional framework
for health care, particularly in the rursl arcas (by establi-

shing Primary Health Centres),
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Wiat a parody when we analyse the situation today?

These priority sound impressive but = glance at the
existing situation makes one wonder what went wrong and

where,

Inspite of heavy investment of over one thousand

.crores in the 1st 4 plans on water supply and sanitation,

more than one lakh villages have no wator supply within one

kilometer distance. Most of the large cities have water

Supplies, for it is here that & large percentage of the

olite lives., 4 walk to the suburbs of thcse cities shows

how scarce water is in these slums and it is not strange to

Seée people; bathing in what to them is water, but is

1

actually industrial efflucnts,

In the cowmbat of comiunicable disecases it is the prcven-
tive measures aad tae paramedicals which have played a
major role in cradication of Smallpbx and other communicable
diseascs, Imnspitc of these efforts we find that maleria is
coming back in a big way. TB leprosy and water-borne
diseases together with malnutrition continued to be the
major causes of morbidity and mortality Specially in rural
India, In traiﬁing of medical and paramedical personnel
the lion'!'s share of funds has gone to mediczl colleges and
what is the by product of tae 106 medical colleges existing
in our country today - poorly soPhisticate4trainQd doctor
unfit for rur-l areas - not prepared mentally; neither
professionally toc work in a rural set up. Thais results in
his negative attitude to work there, even for a short period

of time.

Majority of our medical institutions are situated

D

s
in the urban areas and just a2 handful in tie rural areas
a

the so calied rural medical colleges., One has tendency
to look at them rather as medical colleges in a rurel

area kecause the product from here is not really much
different from that passing out from other medical colleges,

situated in snurb=n arca,
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Who does usually get into the ®Wedical collegos Tt

4 = -

is inveriably tic sons of the elite nolitical leaders
Y 5 K 9

) 1

big businessman etc. 0f course a few candidates from tie
rural areas, schedule casts -nd scnedule tribes tends to

appcas@ the comscicncce.

Coming from urban dackground,; a custoned to certain
‘standard of life which is usually maintained in our medical
institutions, it is but natureal that when +%thce students
passes out he will refuse to work in a rursl areas waiere tac
basic amenitics like a good house, social life of a respec-—
table standard, schools of the class his cixil
zo to, picturc Bouscs etc. arc not availavle, In fact, it

would be surprising if ho opts to work in a rural set up

jo have not done anything to change their mentality -

-

either during the 5 years of medical education. Why sinould

we anyway—-as long as he is armed with tihce toold to work in
. ¥ s s L :

an urban hospital;or take the next flight aoroad. his 18

definitely guarenteed in our Medical colleges.
A look at our Vyecar plans shows that the ouflay on

hoalth has incrcesced froa a aere 140 crores during the Ist

plan to ®s. 2334 crores during the V plan. 4 claser look
revezls that the highest amount is spent on Medical Lducation,
training and rCSQérch. This has increased from 21,6 crores in
the Ist plan o 117.76 crores in the V plan. This has resul-
ted in an incrcasce from 42 medical colleges to 106 colleges
today., | o

' Corresponding incrcase for other systcecms of medicine

has - been from 20.20 crores during the 1st plan to 40,81

crores during tioe V plan.

=

Priﬁafy dealth Centres have increasced from a mere
52 during the first plan to 5328 in the Vit plan with
34,088 sub-centres, This surely is remarkable, but a
look at the budget allocation of tihe same is not very
encouraging. It was Rs.25.00 cores during the 18t plan
and today, it is 155.62 crores., Witk over 100 villagcs
to cover, with an average population of about 80,000 this

definitely shows a great dispairity.
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In fact tho budget trianglc shown below shows the
budgettry discrecpencies in our health planning.

_PATTIRNS OF TLINISS PYRAMID

Very complicated

s & Require care of spccialists anc
des SBBEE ™ » aep ——,

sophisticated drugs and equipmont

slightly morc cCoOm= . in hospitals,

7 require carc of doctor,health
plicated cdcscases

G contre a:zd modern drugs

= Require carc of para medical

personnel at village level

Ordinary illncssg

Healt;

UNJUST BUDGZET ALLOCATION

A= yTTE TOP HIEAVY ZMPHASIS

This is vet another evedcnce of thac way the elite class
perpetuates its vested intcerests in budget allocation in
hecalth whercin the left overs trickle down to the bottom
where they are most rcquired.

.. . The prescnt system of cducation for health personncl
as mentioned earlier is hospital based, sophisticated, cura-
tive oriented and results in trained health personncl, whosc
main- concern cannot be identified with the health ncecds with

of the majority of thc people.

V77777 Urban a}"eas
I BLito-20%
l I'Rural areas

...6
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The ontcome of the pPresent medical system can be diagra=-
matically rcepresented by the dlwvram given on the previous
Page,

There arc today 200,003 doctors registered with the va-

rious Medical “ouncil in different states, 138,000 doctors
are supposed to have graduated from our 106 Medical Colleges.,
Of these 3940 arc postgraduate diploma or degree holders,

This gives a doctor Population ratio of 1: 4200, which is
not far from Mudaliar: committee!'s expectwtlons-nanely'1:3500
These figurecs however are very deceptive‘:and it may look that
our doctors arc Spread into the far flung villages of our
country. UnAOrtunqtuly this is not the case, sirce the doctor
Population ratio in the urban areas varics anywhere between
I:200 population to TIg 500 population while in Some of the
rural areas the same ratio is 1:II1,000, to 1:50.000 popula-
tion in some of the very remote areas., The transport system
being very Poor in some of these remote arcas, we find that
People sometimes take g2 wholc day to avail themselves of any

health Services, and that too at a P,ll.Cs It has been repor-
ted tuat some of these rural areas do not have any health
facilities within a distance of 50 Km-

We have been talking so far mainly of allopathic doc-—

tors, Let us have a look at the Indian Systcems of Medicine,

17,325 qualified homeopathic doctors and 71,058 re-

gistered on experience making a total of 88,383 ara re-
gistered with State Homeopathic Boards/ Councilsas on I.I.&6.
Another 53,402 are enlisted “ringing the total to 141,785,

Besides these there are 90,355 institutionally qualified
reglstered Ayurvedic practicioners, 73,317 not institutio-
nally qualified Ayurvedic ppactlclpners, 1455 institutional-~
ly qualified Unani practicibnerS, 9033 not institutionally
qualified practicioners and 60 institutionally Sidha and 1235
not institutionally qualified doctors, giving a total of
184,584 as on 31.12.7%. How is this vast manpower rcsource
readily available today being utilised. If it is'nt s then why
is it so?

Besides 106 Medical colleges allopathis Medical Colleges

there are 89 Ayurvedic Yolleges, 12 Uneni colleges and I Sidha

Colegei
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With much emphasis that has been laid on allopathic .
mecdicine thesc colleges have roceived compa rﬂulvely lesser
attention. This is also reflected in the “wcget allocation
namely 20,20 crores in the 1st plan aad 40.81 crores in the

V Plan, '

The sons of the elite usually do not try for admission
into these institutions unles théy haVé miserably failed af-
ter all sorts of tdchniques, to get into onec of the allopathic

modical colloges,

However it is worth noting that htese students would
respond to’ tho call from the rural arcas @more casily then allo-
* pathic medical doctors, coming as they do 1avar1aoly from
& comparitively lower socio-economic ackground, Anothor
reason for this is the fact that they find it difficult to
compete with the allopathic doctors, in the large cities

The drug industry. in India has played an important role
in preparing the type of doctor we have today,

The pharmaccutical industry is the largost industry( ox-
cluding fertiliscr) in the country today., Capital invostmont
today stands at Rs 250 croros as compared to 24 crores 1n I952,
a tenfold ' ihC-—redse. The total amount of production of drugs
is Rs. 500 crores. 25 crore worth of drugs are oxpopted from
India. 8 drores are Spent on R & D. The development of this
company has surpressed fhe development of the Indian Medicines,
The brainwashing by medical repreSeﬁtatives starts even during
the preclinical period, The attractiva presents, literature,
parties and dinners thrown for t&b doctors, mqkb him so depcn=-
dent on these fanciful preparations ; that when he has to work
with simple drugs and a limited quantity of theo same as is the
case in most of our P.H.C.'s, he finds he is unzilo ¥o cope
up with the situation , and thus his. discontent ETOWS

It has been estimated that about 13,000 doctors: arc today
uncmployed in India, and many more arec underemployed., Is it
really that they are uncmployed sOor is it that they refuse to
respond to the call to work in rural areas, and even if they do
not get Goveranment jobs, to start private practice in these
arcas? Most of the doctors may Join the medical institution with

good intentions of serving the people. Unfortunately the millicu
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in our medical institutions not being very conducive to suse

- tain these interests, results in production of doctors, who
are more interested in practicing in an urban hospital, or

migrating to a foreign country for better financial and educa-
tional pastures,

Coming as most of them do from €conomically sound backe
ground, they can easily afford to wait for somctimes prolonged
periods of time , till such time as they get a chahce to work
in an urban hospital, or they get a post-gracduate secat, or_
perhaps till they get their visa to migrate to a forcign coun-
try. | a

Can we rcally change their mentality as long as we keep
on taking studentas from the présent background? If doctors
for the rural areas arc to be produced, then the government
has to sce that... people from rural arca s find their way dinto
medical faculties . Besides this it is importent that tho
training be donc in these arcas, This will however will posa
a problem to our staff who are tuned to tcaching withing the
4 walls of our medical instiﬁutions.

The social values attached to a doctor, the expectations,
& good car, suit perhaps, a good wife witz a fat dowry and so
on, all play it's role, If a practicioncer is scen with his shirt
and pant on a cycle, the people may say that he is'nt‘dding
very well in his practice. .

_ This is by no means a comprchensive analysis, I am sure
that my freinds Dr. WVinayak sen and Dr. Vidyut wili‘deli i
detail with the root causcs & uncmployment in the mediéal
ecucation systom and the culturél inheritage of an Indian
doctor, What I tricd to bring out is that the problecm lics
in the political will and a radical change; in the concopt of
and approach to health is fequired to meet Ganchi's goal

of wiping every tear fron every face,

R W W R R
(*) Paper prepared for presentation at tho IIIlrd Annual
Convention of the Medico Freinds Circle, to be

organised from thce 26th-28th of January-178
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DIFFERENT APPROACHES TO DEVELOPMENT

In India, especially after the 1ndependence, we see thousands
of individuals and groups engaged in the field of development
either full time or part time, To be a social worker or
development worker;‘to some extent adds to ones status and
~position in society today.v In spite of all these countless
efforts we hardly See any significant changes in the life of
the natien as a whole. A national net work for a concerted
effort in the field of development is yet to be evolved.

A close look at these groups and individuals in the field of
development will show us thatftheir understanding of poverty

and the corresponding approaches to development varies and in
certain cases diametrically oppose each other. Though one cann't
question their good will and sincerity of purpose, we should know
that, mere good will and. a Sense of sacrifice and committment

do not indeed suffice to make our contribution to development

and social Jjustice meaningful.

The approaches commonly adopted by different people in the
development field can be classified into three. They are :

1) Welfare approach;
2) modernization approach
3) social justice approach

All these approaches proceeds from a clear and definite analysis
and understanding of poverty or underdevelopment, however
scientific or unscientific the analysis may be.

Before we proceed further, let us be clear about certain
initial facts,

1 Our ability to identify factors and forces that create wealth
and poverty determines our ability to tackle the problem.

2 Each ome of us has an understanding of poverty and under-
development, whether at the conscious or subeconscious
level., We may have never formulated it, but a closgr look
at our work will reveal it to us, Always the BolutiQns and
methods adopted; follows from our analysis.
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Our préception of reality is conditioned by our position in the
society. Thus the causes of poverty identified by the rich may
not be the - same as those indicated by the B88F:

1)

The Welfare Approach :

This approach is deeply rooted in the menfalify'df“}éiigious
minded people and humanists- and is favoured by many private
agencies -and governments in both deVeldped and in developing
countries. The fabulous investments in men and money that
welfare enjoys, compels us to reflect seriously on whether
it deserves it or not. i

In this approach, development and under development are
considered as two parallel realities that have always co-
existed, and that will always co-exist. Here poverty is
accepted as a normal result of forces outside the centrol

of man, These forces are identified as natural &and super-
natural, ’Hereﬁthe symptoms are treated with a rather fata-
listic,approach, rather than the root causes of the problem
with a critical analysis, Natural forces are seen as
disasters, epidemics, earthquakes, cyclones, floods,
draughts, etc. over which man has no control. In the
Supernatural sphere, man's status in life is seen as predet-
ermined. It is his fate, it is in the plan of God, and
explanation of poverty reflects a religious tone. Development
workers with this understanding regrets-poverty,‘but accept
it as fate,

People who see poverty as created by forces outside the
control ‘of man, see little possibility for change. The
solution is seen as a sharing of material goods and talents
by the blessed and privileged, and the aceeptance of these
goods and services by those who are in need of them. The
disposition advocated is a basic contentment with one's
state of life. Work for the poor assumes the nature of
allevigting the sufféring of the poor rather than eradi-
cating poverty itself. Development work here becomes an

ongoing relief or charity, characterised by 'dolling out!'-
- benefit to the poor people'according to their needs,

i e N o
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And in the recipients, it often develops attitudes of depen-
dence, laziness and passivity and sometimes creates division
among the poor. It always diverts the attention of the poor . -
from the real issues and anaesthatizes them.,

and a superficisl analysis of the functioning of Society
reveal that most of the evils treated by the welfare &pproach
are the inevitable by products of certain forms of social
organization.,

Modernization approach

Like the previous approach modernization too rests on a certain
understanding of poverty and under development. The cake,

they ‘say has to pe bigger before it can be shared. So in this
approach increased production and economic growth is stressed,
to remove poverty. Here it js implied that people are poor
because. there is not enough production of goods. Modernization
approach relies on industrialization ang on rather sophisti-
cated and capital intensive technology. Family planning
compaigns ere also of prime importance to keep down the birth
rate and thus to promote economic growth.

Herey development is seen as the successful utilization of
resources, natural and human. Such an understanding stresses
the tieed for patience, hard work, self descipline, sacrifice
dnvestments ang quality education, needed for the production
of bigger cake. Under development is seem as the result of
the slow and inadequate establishment of the system of
production and consumption present in the developed countries.
To a great extent modernization then means westernization -
following closely the methods and patterns of the developed.
The advanced countries become the guides of the developing
countries. On the cultural level it leads to the acceptance
of the ideals of western countries and the adoption of

their attitudes and values,

Those who can produce more are encouraged to the level best,
With the contention thatkhe benefits will 'trickel down' to
all. This method of 'Backing the strong' (green revolution)

S BT oo e et o T L B
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Even though impressive statistics can be given on the growth
of agricultural and Industrial production, on the number of
students enrolled in educational institutions, education and
public services, a question could be asked : who progresses?

The rich, who only posses the burchasing power, with their
demands, command.and control the market, and often fund to
imitate western standards of living., Industrialization
responds to this demand. and pfoduoes luxury articles which
give higher rates of profit. The production is done at the
minimum cost often introducing sophisticated and capital
intensive technology, thus increasing unemployment. Poverty

and unemployment place the workers at the mercy of the land-
lords and industrialists, with low wages, and miserable and
inhuman coﬂditions of work. The state accentuates the situation
by limiting'or‘fOrbidding strikes. Whenever the labour force
is so large and employment so Scarce, favoritism and corruption
unavoidably prevail. Extreme poverty drives poeple to borrow
for their subsistence and social needs; money lenders prosper,
for no bank or credit Society would lend money in such
circumstances. All this creates a vicious circle.

In a‘society where sérious'inequalities already exist a
technological advance lecading to increased productivity is
Iikely to be limited to those endowed with superior wealth and
social status to the exclusion of the poor majority! says the
United Nations research institute for social development,
Geneva,

The modernization approach, thérefore, ends with the abundence
of luxury articles and' the scarcity of basic goods; with
sophisticated technology and unemployment, low wages, debts and
bonded labours., It produces the wealth of the few and the
poverty of the many, The limited resources of the nation are
thus used by a small groups for their selfish interests,

Social Justice Approach

The Failure of the modernization and welfare approach lead some
to evolve a different approach to develcpment based on a critical
analysis of the various forces and dvnamice st work in +he
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There is the conviction that non-economic factors that is the
overall social context of society with its institutions and
structures - Play a very important role in development. It
tries to tackle the rodt causes of poverty and pays great
attention to the proper distirbution of wealth., It does not
accept mass poverty or under development as a fate.
Modernization becomes important only when fare sharés to the
masses are possible. The root causes of under development accord-
ing to this approach is injustice., If 85% of Indian population
are below or just above poverty line, it is because 15% un-
Justly enjoy the results of the labour of the 85%

In this approach one is convinced that deprived groups and
nations._can develop only in the context of & direct attack on
poverty and a move for just distribution of wealth and power.
Instead of depending dispropotionately on capital formation

and move modern attitudes and values, development ultimately
depends on land ownership, land utilizatZon, employment, wages
and the level of food comsumption. What would development

mean in this historically created condition of under development.
It means the restructuring of society! Effotrts in this direction
can be seen in Trade Union, (Balance of power in the production
sector through collective bargaining) marketing co=operatives
(challenge to the unscruplous exploitation of middleman) credit
unions, (against money lenders) Mahila mandals (against low
status of women), Always it was the awareness of injustice

and bxploitation in these cases that resulted in the organi-
zation of people at various levels. So in this understanding

of development, the approach one would adopt will be awareness
building which will definitely culminate in 36&i®m-.

Genuinely effective development work will have to challenge and
re-organise the relations between the substructures in the
society. The wealthy are the socially privileged, and the
politically powerful. Power and privilege proceed from economic
standing., Culture and religion seem to reinforce the inter-
relationship by providing sanctions andjustifications, A

total transformation of these structures and support, is in-
evitable. In the ecoromic sphere, this would mean policies .
geared to serve the needs of the people and not as at present,
for the profit of a few. This would require that the means of
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New ways of thinking feeling and acting, collective promotion -
rather than individual promotion. On the political level, to
evolve an organizational set up that makes possidle real and
effective decision making power for the people. Thus this
approach aims at a socialist society.

Unlike the previous $wo approaches to development, this one is
a rather distributing approach, as it demands a commitment to
struggle, and a struggle against the powerful dominant group;
-and it is no easy task. As development workers, what options
does our above undérstanding leave us with? Can our sincere
desire to alleviate the wretched misery of our countrymen
express itself in meaningful actions that centribute to this
process of collective awareness, collective organization

and collective struggle?

Community Health Department
CHAI, Post Box 2126

157/6 Staff Road
Secunderabad 500 003 A.P.
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STRUCTURES AND SYSTEMS

(This is an attempt to understand and explain certain
terms and expressions often used by Social Scientists
and others to express their understanding of Society
and to analyse it. This is not a critique of the
Structures and systems but Jjust a theoritical
description)

The term 'Structure! is used today to understand various realities,
which are related to man's 1life. The word 'structure' evokes in

our minds the image of various parts, components or elements
‘organised into a unit. Infact the different elements of a structure
can be understood only in through their relationship with one
another and the totality. There is a functional relation between
them. This can be illustrated by the example »f the diverse crgans
of the human body, which are parts of a whole, as as such draw
their meaning from their relationship with che another and the
whcle,

When we apply this concept of structure +to the field of human
activity we can identify certain structures there tss. For ins-
tance, a family, an army, an institution, in it each person
possesses his position and status as well as his own role and
funtion. Each perscn carries sn his task in relation to others
and to Society.

In the simplest understanding this term is applied to understand
a construction, =a building, a set up because of which the
transformation or change of structure is often understood as
getting rid of a demslition of a building or an institution.

We use this term to understand the social realities and functions
of the Society. Social position can be defined as the particular
point occupied by a person or Broup in a Social Structure. This
is often identified with social status and includes the set of
attributes or priviliges attached to that position. In the
context for example we have the caste system, the hierarchy

of castes with their attributes and‘previliges or discriminations.

T TS Ao T = e e s, B e v TN ) 5 I IO S
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There are established patterns of behavisurs and standardised
procedures - and we can say that the interactions are institu-
tionally defined and controlled, In other words, we can say
that a Social Structure is a set of - Institutionally defined
and controlled - relati-ns between individuals and especially
groups; these relations are studied and understsod through

a proper analysis of the society which will bring out the
variocus control measures and hidden .mechanisms which control
and limit man's life and actions.

Different astructures have different interests and values,

often they become conflicting and one tries to control the

- other or overpower the cther, which leads to disharmony,

tension and exploitation. Thus the very structure itself

becomes oppressive, dehumanizing and exploitative., The power-
ful structures force their ideology, values, rules and regulations
on therestsf the community to d minate them and keep them under
their control, unless suitably challenged gives them more nower
and better positions in the Society. This controlling mechanisms
is often not understosd by the vast majority of the peor
sections of the society and thus not in a position to counteract,
as often the powerful use ideological system to achieve this

end., In this process the injustices get institutionalized and

in turn internalized by the society. Thus it becomes an estab-
lished order »f behaviour and remaired unchallenged until scmeone
wakes up andunderstands the undergurrents and the diverse
mechanisms employed to achieve this end. This structure today

we call an unjust strueture. J

A social system can be defined as a coherent complex of
structures and behaviosur arranged according to time and space.

A system is a broad unit comprising several structures which
interact as different components do in a structure. The
Structures of Production, distribution, exchange and consumption
for example interact and form = single economic System. And

the varisus social systems similarly interact and make a

'global system' or Society. 4 Society is comprised ~f the
econcmic, political, social, religisus, cultural and ideological
systems, The first three systems ¢ ncern the organization of
Sociéty while the last three deal with the meaning that men
give to their individual and collective life.
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RellngUS and cultural systems don't seem to be of much soncern
tig them, though Marx has a crlthue on religion.

Economic Systems

Every individual and Society has to satisfy certain physical and

psychclogical needs or wants, as for example food) elething,
shelter, medicine, entertainment etc., Man's Primary and basic
activity is that of Production. The economic system comprises

of four basic structures : Production, distribution, exchange

and consumption, In the process »f praducing and circulating

the material goods that meet these needs man relates to nature
through certain technological tools called instruments of

labour. They also relate to one another and form certain relations.
The sum total of all these is called the economic system.

The Political System

Man basically is a being with intellect and will which enable

him to make decisions for his own benefit and that of the society.
But when there is a bigger group, individual decisions can affect
the common good and hence there is need for a Jjoint decision
making to ensure the benefit of all the members of the society.
This process of making the decisions is the political system.
When this decision making power is exercised through the elected
representatives of the people we have a democracy ; a rule (govt.)
of the people, for the people and by the people. This is to
ensure a smooth functioning of the Society/Nation, Thevdecision
making power is handed over to the ekcted representative so

that rules and regulations can be made to the advantage of the
whole community. Historically speaking we also come across many
others forms of government. Autocratic, Military and Monarchy.
Even in a democratic system the common good very much depends

on the ideology behind, namely capitalist or Socialist apbBraach-,

The Social System

Interactions between man and man, and between social groups when
structured and institutionalized becomes the Social System.

This concept implies a certain distribution of Social Prestige
and Status, or in other words a certain Social Stratification
understood as the differential ranking of human individuals,
their treatment as superior or inferior etc,
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Various factors do, or can contribute to form this social
stratification in different types of societies. In the Indian’
context the social system_influenced and determined by caste
system , which divide the people into high and low.on the basis
of birth. Set of rules and regulations are established by the
society in terms of man's life, relationships and behaviour,
hence. traditions, customs become part of this system. But
today we realise that there is a class caste combination which

controls and dominates each aspect of Indian Society.

Religious_ System
: d /
Religion basically is the established form »f Man & God relation-
ship. This relationship when crganised and institutionalised
becomes a religisus system which regulated and controls various
aspects and structures in terms »f worship, Morality, ethics
and values. 4t is distinguished from other meaning systems
by its emphasis on the ultimate, It cffers a systematic message
capable of giving a unified meaning to life, by proposing a
"coherent vision of the world and of human existence, and by
giving them the means t; bring about the systematic 1ntegrathn
of their daily behaviour. This message is always situated in a
précisé historical context, and provides believers, reasons

justifying their existence as in a given social position.

Cultufal System

Culture could be said as the sum total of Man's Social Life in
a geographical, historical context in terms of the values '
expressed through attitudes, thinking pattern and behaviour
which are manifested in the customs and traditions in a2 given
socinlogical Milieu. Knowing the people is to know their
culture : Why they behave and act in a narticular way, what
decides their 1life circle, why Certainrparctices exist, why
they have certain value systems etc. The value system in

turn also influences their 1life and activity. The very value
system is also very much influenced_by the religion they

nractice. Thus culture and religion has a close link.,

Ide ologioél System

The term ideology was first used in 1797 by Claude De Tracy as
U et i T e e it S Lt R S i o il e G e -
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ideas and judgements which serves to describe, explain, interpret
or justify the situation of a group or collectivity and which
largely inspired by values proposes a precise orientati-n to

the historical action of this group or collectivity. Houtart
speaks of ideology as a system of explanations bearing on the
existence »f the sccial group, its history and ins projection
int»s the future, and rationalising a particular type =f power
relationship : The legitimation that an ideology provides tc a
sccial group is never absolutely logical, but contains emotional
elements which are capable of motivating men and giving them &
feeling of security. Ideology is thus a fundamental element

in the culture of every human, ethnic, social or even religious
group. In this modern sense, ideology always includes in a

more or less explicit manner an understanding (analysis) of
society, a vision of the future, and a choice of strategies

and tactics understood in this way. The concept of ideology

can be used for both a small group (trade union, political
party etc.) and a whole society »r nation., They foster the
interest of a particular group in society, and promote aspecific
socio economic and political organisation. They can be

classified as reactionary, conservative, liberal and revolutichary.
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Community Health Cell
CHAT Golden Jubilee Evaluaticn Study
Policy Delphi Method - Response to Guestion=1 of first round

27th June, 1992,

2 SUMMARY OF RESPCNSES CONCERNTING ECONOMIC, SOCIAL AND POLITICAL
TRENDS IN THE COUNTRY AND THEIR POSSIBLE IMPACT ON THE HEALTH
STATUS OF THE PEOPLE

To facilitate collation and reading we have separated the three
factors, though in reality they are closely inter-related. There
is therefore some overlap.

1. ECCNOMIC TRENDS :

These were foremost in the responses and are described first.

Twenty-six panelists (80%) felt that the new economic policy
recently introduced would continue for sometime and would have
an overall adverse effect on the health status of pecple and

on health care services. A summary of the broader economics
related scenario and health impact is given first and later the
more specific impact on health care services.

2. National and International Economic Scenaric

1. With the new economic order we are now in a unipolar world.
The economically advanced and industralised nations are
coming together and dictating terms. The underdeveloped/
developing nations will keep on seeking grants/aid/loans
and gradually become overdependant and impoverished.
International trade has always favoured the advanced nations
since the Second World War. The situation will be worse in the
unipolar world as there will be no bargaining pcwer at all.

2. Internationel agencies like the World Bank, IMF, ID2, IFC
1 and ADB have become tools of exploitation, determining
national policies.

3, All this has been added on top of our already mismanaged
economy running on deficit financing and with a parallel
economy in black money OVEr which the government has no
control!l

4, These new trends have been variously described as globa-
lization of the economy, moving towards a more capitalistic
form of prmduction and distribution, free market economy,
the neo-liberal model of development, the Americanisation
of our economy €tc.

5. There are very few options with the new policy. We will
have devaluation, privatisation, liberalisation, an increase
in exports, a decrease in imports, an increased need for
repayment of foreign loans, and a decrease in government
spending. Unscrupulous. middle men arid women will play
havoc.
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6. Decreased government SpeQding will czcur primarily by a
reduction of expenditure in the services and development
sectors as other changes in government spending would cause
an upheaval among the organised labour and elite minority.
Thus several panelists felt that subsidies to health,
education, housing and other services will reduce. There
will be a reduction of budget allocation per person for
health.

7. This economic process will benefit the business and industrial
community to become richer, with marginal benefit to the
organized sector of labour. There will be a more afflaent
middle class. However the majority comprising of marginal
farmers, workers in the unorganized sector, landless labourers
and daily wage earners will not be benefitted. Among them the
children, women and the illiterate will be the sufferers.

Poor people(s) everywhere will lose control more and more
of the ability to determine their livelihood and lifestyles.
Their health status will deteriorate and they will be unable
to avail themselves of the services of privatised health,
education etc.

B. Poverty
1. It was widely felt that the gap between the 'haves' and

'have-nots' would increase due to inequitable distribution
of resources.

2. Impoverishment and the absolute number of the poor would
increase. 3

C. Agriculture, Forestry

1., The agriculture sector will move towards cash crops rather
than essential food$. This would further deplete available

food stuffs for the poor, especially the rural poor, leading
to greatexr malnutrition.

2. Due to pressures of modernizationsdeforestation and replace-
ment with social forestry programmes using fast growing trees
1ike Eucalyptus would cause decreased precipitation, decreased [+
rain, decreased water table, increased droughts and floods
and therefore an increase in water borne diseases. Defore-
station would also cause loss of top soil, decreased fertility
of soil, decreased production of food, malnutrition and
starvation.

D. Industry

1. The present liberal industrial policy will lead to a
proliferation of all kinds of industries throughout the
country, causing pollution related health problems. The
government would not have adequate machinery, Or the will,
to safeguard the environment,

2. The new economic policy would bring about a growth in
consumer hased production geared to the world market.
This would have the following results, namely

a) ignoriny of 'local needs, which will affect the poor
badly:



b) growth cf large national and multinational agencies,
throttling the small scale industries, resultirg in
increased unemployment and breakdown of mental health,

c) large scale environmental destruction with resultant
health hazards and avoidable deaths.

3, The technological model of development will be pursued
vigourously to meet middle class needs. It will have ill
effects on health eg., increasing power (energy) needs will
be met by coal (highly polluting) or dams (dislocating people)
or through nuclear plants (causing hazards due to radiation).

4, The opening of markets to multinational companies will ‘resalt
in increased availability and consumption of more chemicalised,
preserved focds, and artificially flavoured and coloured foods.
This will cause dietery imbalance and increased cancers.

E. Lifestyle Changes

1. As already indicated above the market economy and growing
consumerism will affect 1ifestyles of the middle class and
create consumerist compulsions for the poor eg., there will
be a loss of traditional food habits.

¥. Changes in Budgetary Priorities

1. Changing attitudes to social concerns and the reduced avail-
ability of resources for 'welfare' will affect the quality
of nutrition, education etc., and consequently health,
particularly of high risk groups.

2. There will be a diversion of funds from basic needs like
health to the para-military and military sectors.

comments regarding the impact of these economic forces on health

care services were as follows

G. commercialisation and Privatization

1. Several panelists predicted an increased commercialisation
and privatization of medical/health services.

2. This is already evident in the rapid proliferation of
private polyclinics and the 'Apollo Syndrome'.

3. There will be further mushrooming of corporate "business
health centres" with expensive, high tech facilities and
consumerist promotion and values.

4, This will be promoted by the leaders of the country at the
cost of basic health services.

5. Health professionals in general and medical professionals
in particular have succumbed to commercialisation of
curative services.

6. Only the profitalkle services will flourish eg., new drugs
and diagnostics and certain higher specialities.
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7. The affluent middle class will create a demand on the system
for these type of services. They will be mainly urban based.

Accqggibility

1., Medical facilities will marginally increase with little or
no accessibility to specialised or super—specialised services
for common people.

5, The coet of diagnostic and curative medical services will keep
on going up at a galloping rate. Many services presently
affordable to common people will go beyond their reach in
1015 years.

3., Church based groups providing health services will compete
with the private sector to 'retain "market share", Overall
Jjess attention will be paid on lower income groupsS. i

4. There will be an increase in health insurance schemes for
the public.

5. There will be less money for the health sector under the
government. This will mean that health care will be neglected.
The poor will suffer the most and have less access to medical
services. i

Type of Medical Care

1. As indicated earlier there will be an increase in the
expensive, technological facilities, benefiting fewer people
at the apex of the pyramid. These will primarily satisfy
the caregivers. There will be increased dependancy on the

medical system to maintain health, rather than self reliance.
2. pPresently, the government health care system is hardly

working, partly because of shortage of funds. It will be
unable to cope with increased demands and pressures on the
system in the future. Rural and tribal health care may suffer,

pharmaceutical / Medical Industry

1. There will be a sharp rise in drug prices due to unjust
claims of intellectual property rights.

~

2. The pharmaceutical industry will now have a greater say in

the setting of priovities and in determining the direction
that health services will take.

3. There will be increasing dependance on pharmaceutical
multinationals at the cost of indigenous and - traditional
health care systems.

4, There will be increased large scale experiments of new
drugs on the poor.

5. There will be an increased pushing of mechanistic procedures

In summary, so far, there will be a greater need for health
services for .the poor, while paradoxically, acCeSS to health
services will be limited to the privileged groups only.:



N

aspirations
%. Health Personnel, their education and Al

1. There will be an increasing commercialisation of education
in health sciences, with proliferation of capitation fee,
educational institutions turning out untrained, unmotivated
health personnel. Their educhtion will be inzppropriate.

2. Doctors, nurses and other medical personnel seeking jobs in
India or abroad for a better salary and living conditions
may often fail to maintain/develop a correct attitude to
their profession/association.

L. 1. Three panelists (o) felt that the economic trends at present
and thcese likely during the next 10-15 years were positive.
Tt was felt that market economy would increase income and
money flow. More peoplé would be brought above the poverty
1in=. There would be an increased production of goods. There
would be increased and better transportation. A1l these would
affect the health status positively.

2. There would be a growth of hospitals in the corporate sector,
greater professionalisation in hospital/health management and
the development of insurance as a means of third party payment.

3., Communicable diseases would be eradicated or controlled but
there wculd be an incressed incidence of heart diseases,
diabetes, cancer etc.

M. 1. One panelist felt that improvement in education may be the
most important factor affecting health. Economic improvement
and reduction in population growth are often associated with
improved educational status, particularly of women.

2. Tt was felt that urban migration encourages industry, impro-
ving the GNP and thus helping in bringing about economic growth.

3. AIDS could cause a depletion of the workforce with massive
economic losses.

N. 1. Another panelist suggested that health was not totally
dependant on economic, political and social issues alone.

2. It was felt that the guestionnaire was not formulated to
find out objectively the causative factors of health and
sickness, so that one can ascertain in which direction to
move in the future.

3. It was felt that the cconomic and social status of people
in the world and in India would rise independant of any
political system. However haves and have-nots would
increase.

O. One panelist did not comment on the economic aspect.

II. SOCIAL TRENDS

2. Urbanisation

1. The process of increzsed urbanisatioh will continue and
will be a major factor affecting the health of indivifuals.
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2. There is an ecxtension of big cities and the urban poor have '\\
a.lower health status than the rural population.

3. Adequate fac111tlcu will not be available for this group.
Sanitation problems, garbage piles, over crowding, insuffi-
cient civic services lead to degeneration of quality of
environment, subhuman conditions and more iil healthh.,

4. Slum lords and mafias further deprive families in slums of
their earnings, resulting in further (eterioration of health.

5. Increasing“pollution due to industries.

B, Demographic Changes

1. The health status of women is ccing to get worse as the sex
ratio> over the years is going from bad to worse. Social
pressures and the low value for women and girl children will
continue for sometime.

2. The increasing number of the elderly will bring about a major
shift in health service needs,

3. Further increase in population will put greater pressure on G
existing services, with the result that they will be less

efficient. It w1ll result in deterioration of other available
resources.

C. Family “ypes

1 Hhe single or nuclear family system will be more common.

2, The breakdown of the family unit would bring most of health
care from homes to the service sectors.

D. Educatlon

l. Improvement in education may easily be the most important
factor affecting health, particularly education of women.

2. However, the quality of education and values promoted by
it could be questionable.

E. Role of Media

1. Television will play a major rcole in the social lives of
people leading to greater consumerism.

2. For eg., advertisements will bring about an attitudinal

change with respect to food stuffs,moving people away from
healthy natural foods to junk foods.

3. With a new culture dominated by TV propaganda, old wvalues
systems will be replaced.

F. Values / Spirituality / Religion

1. The sense of community will loose ground and a narrow sense
of individualism will thrive,
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2. Several health and relatcd problems stei: fron common A s
1ike man's confusion, lack of identity and respensibility,
materialism and humaniscic peliefs, false values and lack
of spiritual strengths.

gssive : . . :
anggr_ crosion of values in social life.

3. There will be
4. The most disturbing element in the present social condition
is moral degradation. From the highest offices of the country,
the politicians, the hureaucrecy, it has gradually startead
lJencthening its tentacles to all types of social institutions
and social services. Mejority of the so called intelli-
gentsia are willing to make any kind of compromise in Thedn
1ife for personal gain/prosperity. The system of accepting
"capitation fee" alone has opened up a. flood gate of corruption.
Tax avoidance, unscrupulous trade and business practices have
crept into the social service institutions in a significant
manner. Even institutions related to various religious bodies
are not free from dubious practices. The tiny minority who
try to stand against such a wave are labelled as "unsmart"
and Moutdated”s

Socio economic maladjustment 1is resulting in increased social
tension and violence of varicus forms. Mental disorders are
on the increase. Many moderr health problems originate from
social problems eg., drug abuse, AIDS, STD etc.

5. Churches will loose their popularity. Thepe will be many more
splincer groups of Christianity. :

G. Cultural Changes

1. There will be accelerated cultural alienation eg., leading
to abandonment of traditional system. of medicine, traditional
food practices.

2. Many will follow a westernised style of life.

3. There will be a marginalization of sections of the population
including dalits.

E. Change in Life Styles

e
L

There will be an increase in smoking, drinking (alcohol) # and
on increasse in levels of tension.

. Change in dietary habits and increased use of vehicles.

Need pattern and so health pattern will change.

Change of life style will change the epidemiological scenario
of the country. The problem of chronic non-communicable
diseases will increase, while most communicable diseases will
be eliminated or controlled.

W N
L]

T. Fundamentalism / Separatism

1. Regional, ethnic, linguistic, communal and caste conflicts
will lead to large scale victims who will have to be treated.
This is already happening in Jammu and Kashmir, Punjab and
other places.

2. Religious consciousness, probakly without god-experience as
love, and the consequent communalism: could be on the increase
affecting social and individual life and health.
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The associated problems of muntal health and adjustment
will need greater attentiom,

J. Social Problems

1.

2-

Social problems like crime, c¢elinquency and prostitution
will increase. y : .
There will be increased social disharmony and tension.

K. Awareness

1-

The awarcness of people will grow and a sort of helplessness
may grow leading to greater unrest and violence. This will
be exploited by vested economic and political groups.

The public are going te be more aware of their rights to
medical services, There is likely to be more litigation in
the bgalth field.

t
1

Consumer protection councils will make all government -
employees to be more accountable., This may make government
jobs less attractive than now, forcing even currently employed
personnel to leave the government service.

L. Social Trends

On

the positive side

.

Educational level will be on the rise; Therefore need for
freecom and better life style will be on the rise.

Science and Technology will be increasingly at the hands of
our people with techniques and skills to improve life.

Focus on ecological and gender issuez in public policy.

IIT. POLITICAL TRENDS

A, Imtermational

Politically we are not going to be as autonomous as we are tode 5.

There will be greater neo-colonial exploitation through the
oppressive "new world orcder".

India will be more and more subject to one new world order,
dictated by the West and Washington, with the cooperation of
the local elite.

The fall of communism in Europe will adversely affect the
concept of national health insurance in other parts of the
world.

There is a chance of a stable government. Changes in the
Soviet Union will have an impact on political parties.
Relationship with United States will not be very good as our
country tries for self-sufficiency and development,

Another highly disturbing element-is that some politicians,
though small in' number, serve the interests of the foreign
nations. '
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B. National

l-

10,
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12,

Several panelists raised the issue of political instability
and inadequacy. There is hardly any political party with

the goals of good government based on a policy or direction.
And there is no reasonable chance of continuity. Health will
be one of the difficult areas which cannot be improved in a
developing cecuntry without political will and stability.
Unless ofcourse, effective health care is possible outside
the governmental system.

There will be greater criminalisation of our politics.
Political power is grabbed at whatever cost.

There will be negative political activities.confusing and
confounding the average person at the grass roots level,

At present there are’ many pelitical parties working in an
aggressive and competitive way, each decrying the other
party and the party in power in a particular state, making
it difficult for constructive and progressive work to be
undertaken to completion in the overall interests of the
people and country. People at the grass-roots who need the
services of health perscnnel will not get it as there will
pe artificially created hucdles.

With political instability at national level and other
seperatist/fundamentalist movements .and divisive forces of
language and caste working on a political level, health and
social welfare programmes for the marginalised will be most
affected.

There is a serious fear thet communalism is on the ascent.

If by any chance such parties gain control the whole political
life will change. This would seriously affect all wvolunteer
agencies, especially as foreign money for social services will
be seriously curtailed, The church will be asked to remain
with the four walls for Sunday worship and not to enter the
field of health or education.

The principle of "divide and rule" is being used by politi-
cians of all ideclogical colours. Communalism is dividing
the poor also, so that they are unable to get together in

an organised movement and fight or struggle for their rights,
with regard to health and other basic human necessities.

Political support to corruption and dishonesty at all levels
of the government health care delivery system, - forcing people
to go to non-governmental private agencies.

Politically it will be the moneyed who run the country.

There will be efforts by the marginalised groupé to take to
extremism. ;

The organised might of the organised sections will resist
efforts to mobilise the unorganised million.

A strengthening of the conservative agenda of the current
government will set the climate for national development.
Health budgets will be reduced. '
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Politics and politicians in the country have earned a very
negative connotation because of the degraded form of political
culture pursued since 1947. Honest politicians interested in
the welfare of common people cannot survive, They will be
attacked mentally and physicelly even - all under the Gandhian
veil of non-violence. FPeople who protest get labelled as
terrorists and disruptionists. Most nefarious socio-economic
violences are skillfully protected by the guardians of the
country, with no punishment meted out.

The overwhelming majority of politicians are self-seeking. The
odd idealists here and there cannot give their work the shape
of a movement to bring changes.

The left wing is totally unnerved by recent political changes in
the international scenario. They never did have a big sdy in
Indian politics, neither 'is ahy significant change expected.,

The right wing is divided intc two basic group social democrats

and ultraright. The so called social democrats have substantially

lost popularity and power as they could not demonstrate social
interest, they did not try to distance themselves from the
self-seeking (investor class of) politicians., Gradually thei
image was tarnished. The emergence of fundamentalist force
could be even disasterous. But people are more or less tired
with both Gandhian and non Gandhian democrats, they are aware
about all big promises since 1947, and opt for a change in the
coming election. There is reason to believe that the funda-
mentalist group may try to change and adapt to secure their
position in Indian politics. New forces are not at sight, no
sane person amcongst the intelligentia are willing to enter into
polities., It is the unscrupulous who are jumping into Tt
their attraction is big money, big name (may be due to notority) .,
big position in society, all black deeds, stupidity, failure
could be covered up quickly by the miracle touch of "Money
foree",

Indians, as people in Russia and so on will hate- violent so€ial
movements and Marxist analysis, seperating or focussing on the
poor or weak alone, creating imbalance in approach to social
issues and so to health issues.

There will -be stabilisation of the Government by the Congress Wi
as a politicel party.

Rightist and communcl forces will be on the increasc. . Several, :
panelists felt that 'the latter will _affect- -health SErXrvVices: -
adyersely.. . i= AN gk e e ey b e : Z
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Decline of trade unionism - this will make it possible for
hospitals to run without too much labour trouble.

The growing disparity between haves and havenots caused by
inequitable distribution of resources shall result in social
tension, strife, disturbance, de-stabilisation, increased
criminal activities seriously affecting quality of 1irfe,

There will be an increasing political consciouSness and
literacy. Hogpitals will need to give more personalized care.

There will be increased student movements.

»
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23, Total absence of a positive national interest by the leadcrs,
in the public services and the various sectors that contribute
to the health of people.

C. Regional

1., Problems of. seperatism especially in border states may intensify.

2. Instability of government at the regional level (as is already
happening in the North-East, Punjab and Kashmir) will affect
nealth care services (government and private) and health status
too.

3. There will be increasing autonomy to the states. This will
regquire hospitals to satisfy local needs and abide by local laws.

4. There will be increasing consciousness among tribals and dalits.
Assertion by ethnic groups and subgrcups,politically and econo-
mically, resulting in increased autonomy by/for such groups.
Their demands and needs will have to be satisfied by hospitals/
health services.

5. There will be greater awakening among the marginalised, espe-
cially dalits, tribals,.and backward classes. It would mean
their participation in social, political and economic processes
in the country will become a demand, ‘and justly se. People
centred, participatory health care processes will be the demand.

6. Increased regionalisation will lead to intolerance of people
from other regions in the country.

IV. EFFECTS ON HEALTH/HEALTH CARE - due to a cambination of the varicus
factors (other than those already mentioned)

1., Basic Factors

influencing the health status of the population and contributing to
the quality of life are water supply, sanitation, housing, food
(nutrition), environment, education(awareness), overall socic-eco-
nomic conditicns (including safety and security). Trends in the
different factors are : /

2. Water sSupply

Some guantitative improvem. it in S verage (through tube-wells etc.,)
is expected. But maintenanc: <1 quality (safe, potable water) will
not occur in the next ten to fifteen years. Mortality is already

reduced, but morbidity due to water borne diseases will remain high.

The two other views were that due to deforestation and increased
water utilisation for agriculture, the availability of drinking
water will become critical leading to increased water related
diseases.

3. Sanitation and Housing

Presently committed resources are meagre .as compared to the need.
There could be a marginal improvement in this,. However incidence of
air borne diseases will remain high.
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Mutritional Status

There could be a major breskthrough in food production. However,
chances of improvemert in nutritional status of the poor are low.
Withdrawal of subsidies will cause further rise in food prices -
the impact on pulses and cilseeds has already created havoc.
production costs are rising disproportionately due to use of
improved farming methods and technology - hybrid seeds, irrigation,
use of chemical fertilisers and pest control. The distribution
system is also faulty. There is increaczd export of food items to
meet the foreign exchange crisis. The lot of the common peoplé
will therefore remain unchanged.

Environmental Degradation

Will continue. The small movements here and there are like ripples
that w:ll not develop into a tide in the near future. Manifold
effects on health will result.

2
Education (Awareness)

There will be improver=nt in literacy rates, but there is cause

for pessimism regarding real "education". The new education
policy and the system promotes mass production of technocrats.
There is a neglect of the humanities and overemphasis on science .-
and technology, which will produce more technologically knowle-
dgeable "inhumans". Schooling facilities for the poorer sections
will be inadequate. The government schools are already over-—
crowded and in a poor state.

The holistic approach to health is practicable in an educated
society only.

There will be an increase in tobacco —~elated diseases including

cancer, respiratory tract and cardiovascular disease. The huge

profit margins of the cigarette manufacturing companies is clear
evidence of this. '

The pandemic spread of HIV and AIDS could result in the reversal
of the gains of other health programmes. A conservative estimate
is that over one million people in India are affected by HIV.

Increased cancers and other diseases due to industrial pollutio
and dumping of industrial waste including nuclear waste, from ‘»
rich countries into tue Third World. :

The increasinclv comnlex drugs i,. Tlie moriketl -1311 be usea and
prescribed irdiscciminately, £ i1at iatrogenic or medicine induced
iliness will incireasc, for < .uple allergies, side effects.

Ethical proklems related to the use of modern medical technology
have already surfaced, for example provision of services for
diagnosing and eliminating the female fetusi

Wholesale adoption of allopathy, without critical evaluation, will
create new health hazards and economic exploitetion.

The weaker sections will realise that unless they have a signi-
ficant say in the running of health services, they will be cheated
of their rights to health as in education.

Monopoly in the medical system - in our vast country, there is room
for many levels of health workers, who need to be trained and dep-
loyed to do their jcbs responsibly and competently. With a strong
support system (up and down and sideways) and with good team lead-
ership, the impact on health will be positive. However professional
councils do not want to change with the times, and continue to act
selfishly in isolation, for fear of loosing their monopcly.
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(The 35 panelists, whose replies were used for this collation:
on the !'Health Scenario'!, listed out a wide range oi problems
and issues that would De significant in the next fifteen
years in India. Some ideas seemed to be orf mmuch greater
concern to a larger number, than some others which were
brought up by one or iwore participants ouly.

While analysing the response we classified the responses into3

i) Specific Health problems ‘
ii) Broader 'health' issues
iii ) Iiealth Care issues = broader and specific.

The classification was arbitrary to allow for a more com=-
prehensive understaading of the response from the panelists.
Most of the panelists had however not used such a distinction
end tneir list of ten or .uore iceas haa combipnations of all
these subsections Vhile listing the wore frequent ideas ini-
tially, we have inci.uded all the responses in the scenario

to represent the wide range and aiversity of concernsS. Therxe
is some overlap betweein sections but, this is inevitable in

an exercise ol this sort.)

Health Scenario Xn India In The
Next Fiiteen Years

The Health proolems of India will show a complex epidemiology
in the years ahead .While we shall continue to have problems of
poverty, poor hygiene,; poor nutrition and poor environment ,
ve shall increasingly experience the problems of developnent,
affluence aad modernization. ilew diseases will coie up along
with the resurfacing of older disease problieils with newer
trends and patterns. while this 'double purden! of disease
will severely stretch our 1liiited resouicesy our ability to
deal with the situation will be severely hampered by the
broader socio-econoilic, politicaly cultural factors emerging
o the national and international scene that will determine
our development, welfare and health pdlicies.

Health Problems

-—

The significant health problems that we will have to tackle
in the years ahead, will be s = :

1. Nutrition related probleis

This will include maluutrition, whicil will continue to
increase duc to poverty, population, defurestation,
the effects of new econolic policies of the government

...2
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on the poor. Those will be further complicated by incr-
easing adulteration auad che.icalisation of our foods as
also the promotion of junk foods by the food industry
si:mltaneously with decreasing state/govern.uental inter-
vention in nutrition progre ules.

- Water borae diseases

This will incliude diarrhoeas and ¢ysentries, gastroentertis,
typhoid, cholera, Hepatitis B, parasite infestations. While
rural arcas will contin e to be arfccted due to inadeqguate
sanitation resources,; urba.a arcas inciuding metropolitan
cities wilil aot be spared due to grossly inadequate servicesa
This .iay be further co.pcuaded LY increasing 'waterlessness'!
due to indiscriuinate harvestiing of water table, destruction
of natural forests, and monopolising of water resources by
co.mmercial interests; urbanisation, and cash cropping.

Ccommunicable Diseases

Some of the major communicable diseases like lialaria, TB,
Leprosy, Kalazar, acute respiratory infections and preve-
ntable childhood diseuses will continue to take their toll,
while resources/knowledge are available for their control
and prevention, chese will be neglected or inadequately
utilized aad complicated by the problems of inadequate
therapy ad problem of resistance.With decline in pubiic
health aznd health care invest.ient ol the State, national
progreaimes for these diseases will suffer.

NHon-Commu.:icable d.seases

Diseases such as heart disease, hypertension, diabetes and
cancer will increase due to developmmernt especiaily of the
middle ciasses with increas ‘in sgeing pop-.lation, change
in food habits auac life styies, increase in stress and

smao0xing aad increase in obesity and sedentery occupations.

AIDS

This was predicted to pecome a ~ajor pubiic health problem <
due to i) neglect of lueasures ia nospitals to prevent

spread, ii) br.akdown of values ana Tabu0s that have deter-

mined sex patteims, iii) change in sex hygiene and hzbits,

iv) infected blood doneztions, v) increased migration and -
tourism, vi) ineffective control uweasures; vii) lack of

proper awareness, viii) prese.t apathy about the problem

and time lost in recognisiag its significaace. Other

sexually transmitted diseases will s iso increase for some

of the above reasonsa.

Probler: of Mental T11 heal th

These will include the whole range cf stiress related
disorders, psychc.,omatic aad psychological prablems,
suicides, dementias and other mental health disorders.

s3]



They will be caused by i) increasing stress, ii) effects
of urbanisation and increasing unewmployment, iii) family
breakdown, iv) increased disparity and dissatisfaction,
v) increased competiticn, vi) loss of .eaning/significance
of 1lifc¢, vii) breaxdown oi :aisily and traditional support
systen , viii) increased fa.ily and coamnity violeace,
ix ) breakdown of values, x) iucreased amiseries in an
economy of lupsided distridution and security, xi) reduc-
tion in vitai faith and iotivation, xii) lack of positive
pouerful 'myths! to sustain scciety and breakdown in
ideals of honesty, co:mpassicn, socialisia and natiomaliism.

7. Addictions and Substaiice Abuse probieals,

These w:ll inclilude p:oviews related to nercotic and hallu-
cianoge.lic dirugs, alcohol a:d tcoacco. The problem will
increase due to i) increased tensions, ii) breakdown of
religioa and values, iii ) profiteering by pushers, i
iv) changing cultural vaiues, v) and inadequate efforts to
create awareness, prevent or control the problem. Some of
the factors described in (6) will also contribute to the
increase in the probliern,

8. Pollutio. related discases inclucing allergies, gsthua and
otier hazards ' ' ,

These will increase due to incre:sing eanvironmental poilu=
tion of air, water and soil by cheidcals and other hazards
ii) adulteration and harmiul additives in food, iii) pes=-
ticides and other :occupaticnal hazards, iv) inadequate
dumping of nuclear and industrial wastes, v) increased
pollution by fuel buraning and s.ioking, vi) increased cov=-
ring up of facts by conuercial interests aid, vii) inade~
guate measures for prevention and control,

9. Disabilities and liandicap provlens

This will be a major problem particularly affecting children
due to i) inadequate pre-natal care and i.smunization progr-
aiunes, ii) neglect of curable blindiess, iii) increased
drug iatrogenesis, iv )g:nctic discases, v) decreased
wmortality. This problem will be further compounded by
brealidown of traditiomal faiiily and other support systeus
a:u inadeguate iatervention or non-availability of better
solutions/methods for liaadicap care putting strain en the
families and increasing the distress of the children.

10.Health4pr0bleﬁs of the #~ged

Problems of the aged (geriatric problems) will increase due
to an ageing population caused oy increased lo.gevity, and
there will be a comsequent increasc in the number of negle-
cted, loaely, depressed, inadequately cared ifor old people.

Similar to the avove group this will be complicated by
breakdown of traditional family supjort systeus especially
Joint fawxily systeile
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11, Xatrogenic disecases

Tiiie will be recogaiscd as a new andg lncreas-ng proolem
especiully medical drug-related ..ue to i) indiscrainate
medication, ii) over-prescription,; iii) gunsiot therapies,
iv) ircational drug therapy, v) spurious drugs, vi) in-
adequately tesfted drugs iatroauced into the mnarkKet,

vii ) unbridled advertise:aent of Pills und related factors.,

12. Accidents

Joth road traffic vehicular aand occupationa. irclated
accideats will increase due to urbauissation, industria-
lisation ad increase in traansportaticn and travel., Thais
will be further couounded by increasing violence in
society - social conflicts, at work place, on roads and
in the family.

At work apart from accidents, occupational hazards will
also jiicrease a great ceal.

Apart from the above 12 major groups of diseases and problems
wiiich the panelists comionly identified a few other problems
were mentioned in passing. ' These included i) more rheumztic
fever and related heart conditions in children, ii) ulcers

and piles, iii) irdn deficiency aneii g, iv ) iodine deficiency,
v) resistance to, K drugs, vi) chronic ill health and sub-optimal
fuaetioning in daily work particularly among woilen. Some of
the participants e.iphasised that wany of these probleiis would
primarily aifect the poor aid asong them wo.en and children
would be :0st affected.

Health Issues

Related to the above groups of health probleias and contribu-
ting to them (as meationed above ) or coisplicating the situation
further, the paanelists listed a number oi hszalth issues that
would gain significance in the next fifteen years, tihese are:

1. Environuental pcllution and deterioration of ecology, with
consequent effects on health aiid ¢aality of iife. This will

be of air, water d&land aiid .ifect both rural aiid urban

arease.

2. Challenge of Baviro.ulental Sanitation

Inadeguate provision of safe potable water, poor sanitary
facilities or solid wastes managernient, incliuding disposal
of garbage & night soil due to inadequate resources and
increasing disparitiecs. Large seguents of the populaticn
will be denidied this basic reguircument For health,.

3. Urbaaization aund its conseguences/contribution to health
of slum dwellers

The problems of sluiis will probably becusile uninaginable
due to inadequate p.anning, inadequate financial resources,
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inadeguate housing and lac< 0i goveriwicnt concern or abi-
lities for providing essential amenitics to slum dwellers.
There will De increased migrant labou?, .iucrease of urban
poor, incireasc in urdan stress and une:iployment and 211 the
related conseguencos.

Breakdowa of Family

Many panclists have predicted iacreased iamily breakdowns
due to problems of divorce, separatiocn and other marital
problens, incroased family disorgaaisation ang violence

and break up of traditional joint Tamily systeid and support
systems with their consequeaccs on mental health of people,
as also on the family's ability to handle its health
problems especiaily cazye of children, aged and the handica=

pped.‘ .

Ethicel issues in mecicine and medical care

These will become very important and will cover the whcle
range of issues such as invivo anu invitro fertilization,
huian organ transplantaticn, use of foetal tissues,
euthanasia, trading in human organs for_transPLants, witih
poor becolaing cheap suppliers, arug isuse,; oVeruse and so
on. lMedical cthics and values will boe increasingly focused
upeile

- . "~ g * - .
Rational therapeutic issues

The growth of maltinationals in the pharwmaceutical industry
the ipcrease in consuigerisinl ana the factors of the market
economy are expected to increase the problems linked to
drugs anu spurious drugss Exploitation DY the drug inaustry
and increasing dependcnece on western tecnhulogy at the cost
of self reliant indigenous xnowledge is predicteds Unbridled
advertisemzat of pills and tonics will contripute to aggra-=
vating the problem.

.

Populaticn Issues

The proble.a of increasing pressuie of papulaticn growth
coupled witha high iliiteracy aad its cocnissguences on
resources aad health have baen predicted. There will be
need Tor increasing efforts in femily plauning and
population control, but thess will wve complicated DY family
planning issues which include newer contraceptives, Temale
foeticide, abortiong infanticide, inviwvo/invitro fertili-
zation, effects of abortion/sterilization health, especially
of wornlen and sO On.

In addition to these broader issues soile panelists added the
following to the 1list thiough the exact neture of their contri-
bution to the health scenario was not outlined.

i) Iacreasing violence in society
ii) Increasing problem of religious bigotry
iii) Absence of god/religious experience as love.
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6 .

iv) Influence of international politics and their adverse
effects on health wreclated problems.,

v) The paradox of longer lire span but poorer guality of
life.

vi) Increase in uore incurable ailients - caused by high
teciinology power ge.leration, raciation related gadgets
like wicrowave,TV aad Computer terwminals; reactors
and nuclear instaliatiocns.

vii) Irrational and non-consistent political decisions
about alcohul use/prohibition poiicy leading to
increasing deati: due to poisoning froum spuricus brews.

viii) The issue of contrul of technology wind the type of
weltinatiocnal operations in India with its implications
fro.a the perspective ol imedical ethics auad the develop-
rsent of indige.ious research capubilities and foreign
exciallge. ‘ /

" Health Care Issues

As distinet froa health probleas and health issues outlined

in earlier sections, panelists also identified iany xey aissues
which may be classified as health care issues or dissues sigaifi-
cant to the development of health care delivery syste.is that coulc
respond to the evolving health scenario. These includeds

1. Health care planning - chellenges and problems

This would include a host of questions and issuess

i) Inadequacy of comprchensive health care planning
at national level aad overall lack of coordination.

ii) The dilewma of basic health care Vs sophisticated
health care - probleas of perspective.

iii).Increasing inappropriateaness of existing health care
service and non-availability to aajority.

iv) Pressure on limited resources of a complex epide~- T
miological situation in the future i.e., diseases
oi poverty and diseases of development/moderniza- <
tion occurring side oy side.

v ) Increasing rural-urban disparities.

vi ) Iiicreasing govern.:ent priority to hign tec:iheclogy
medical care.

vii) Inadequate planning of secondary health care.
viii) Universal access to health systew, particularly
to the poor,

ix) Bffective referral systeir beyond priuary health
care/ceutre.

x) Need for greater clarity in content, directiocn,
objectives and strategies of public health policy.

xi) Clarifying role of public/private/NGU philenthropic
grcups in dvelopmeat of services. Harony with
autonomly wit..in a negotiated overall framework of
policy and priorities, : _

xii) More eguitable distrioution of hcalth care delivery,
corresponding to population distribution and need.

LIE BN lﬂ



2. Costing and Finauacing of Health Care - The issue of
invest..ent,

These would inciude issues like:

i) L. 55 aad less goverawent allocatiun of funds for
health care. :
ii) Tigaterning ocelt and increasing austerfty - aifecting
. welfare aad health investaents.
iii) ®ising prices of food, d@rugs and eqguipuent.
iv) higaier cost of treatient, beyond cconomic capawili-
tics of majurity.
v) Bscalation of cost of drugs and eguipment by MNCs in
the name of quality, intellectual property rights etc.
vi) Rise of consumerisia and the marxet economty.
vii) Increasing privatization/commercialisation of health
care . ‘
viii) The guestion of affordability of higher tech medical
care .
ix)The quest for cost effective imedical care.
%) The challenge of organising self=financing and self-
support systems including health cooperatives etc.

3. Human Health manpower development - chellenges and problems

This will include on the one hand inadequate supply of the
right type of ductors to run the system becauses

i) ifedical education remaining inappropriate for our
needs. .
ii) Mushrc.ming of medical colleges and declining quality
of medical educaticn. . .
iii) Over-speciatisation awocng dovctors and inudequate
availability of GPs.
iv) L.ck of committed meuical personnel.
v ) Medical profession becciiing a lucrative business
ratlicr than a service profession with doctors
becoming very money minded.

On the other hand there will oe a lcck of interiediate peole
with weédical expertise as well as lack of village vased
healith worierss There wili be need for seriously re-lcoking
at categuries of healtn training ianclucing douctors.

L, Ratiovnal Drug Policy

The availability of adequate drugs for the health care

delivery system imast be ensared by a rational drug policy
that clearly identifies rolas and limits for arug produc-
tion, availability, distribution aad sale for the gevern-
ment, wultinational and s.all industry sector and controls
medical advertiscieat as weil as misuse, overuse of drugs.

5. Prim:ry Health Care Issues

The commitménf of Health for All (HFA) through Primary
Health Care will include the challienge of providings

i) Primary Health Care services - accessible to all

...8



ii ) Primary educatiun for all,.
iii ) HMinimiia housing facilitios foxr all.,
iv ) Increasing health educcticn and health awaieness
building. In the community anc particularly in
, SLI00ls,. '
v ) Hleed for approsricte technology in health care.
vi) lHeed for increased accountability of _uvernient
healtl care services,

Sec ndary/Tertiary Care Issues

These will include the issues.of affoerdebility of high tec-
hnology medical care, priorities aid need for appropriate
chivices at different levels, Quality ol care will alsc become
iuportaint, This councept will need definition as well as the
development of a systew of quality assurarice.

_Health Educatioun

Tnis will be an important issue and will have to¢ be. actively
pursucd t. develup woke positive hewulth attitudes aan’ cupacit
towards primary good health at all levels and stages of

life.

The schu 1l system will need to be uore involved and the
c.nsuiers wade .ore aware of the available services. Care
will have to be taken nét to allow health education efforts
to beccme co.uncrcialised.

Integr: ticn of medical systeiis

There will be nced to inteégrate varicus health systems,
western and indigencus, into an overall system of service
deiiver: with muatual learning aiwa even fertilizaticn bet-
ween systews. For this the inadequate emphasis and promos
tion of other systers will have t. be changed towards a
more supportive develonment - standerdising, regulating,
researching ancd priority setting in these systeiis.

ciis of medicine ana research

Bfificacy o i t
jiles and nocile cures will vec me iaportant

i
ornn herbal niedi

issues.

Research in health Care

Issues for greater research in the new health scenario
will Dbe .
i) research into alteruative approacues to medical and
Lealth care including efficacy oi other sysbtems.
. 4i) deeper study of sucial psyciholoyy to understand
health behavioures
iii) dincreased focus oa woumens' health issues.
iv) increase research into holistic health care and
relatad issues ‘ s
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10, Towg£ggmﬁgijstic r.calth

Finally the issue of i1 ,listic/wholictic hoezlth in the
context of a positive wellness model will boec . increasingl:
japort:.at with strecs oo t..e £ive Dbasic cimensicnssof

self responsivility, nutritional awareillssSs envircnmental
sensitivity, physical fitncss snc stress awareness and
managelicit. This will heve to e built on oJur own rich
heritage ana culture of positive henlth ¢specially in the
Ayurveda/y sga systeu.

1
l

The overall healthh scenario painted by the panelists may appear
somov,.at stark and bleax out looiring at it frow a nore positive
angle one could coniciude that the sceaariuv of health and health
care in the next Tiftecen years will need a creative, multi disgen-
sional, iwmulti disciplinary and holistic response and this will
be the greatest challenge facing health organisations suchk. as
CiAI by 2000 A2, :
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