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Health policies
affect us all very
much and we, too,
should have a role
in helping to
evolve them,
argues Dr. Thelma
Narayan of
Community Health
Cell, Bangalore.

Whether
recognised or not,
health and related

policies greatly
affect health work.
They affect nurses,
multi-purpose
workers, doctors
and all allied health
professionals
working in rural
:nd urban, health
" centres and
hospitals.

More importantly,
they affect patients
and the population

in general. This
could be for better

or for worse.

Therefore, health
policies concern all

of us!.

~ the Ministries of Health and Family Welfare at the centre and states. /

Health Policy Is
Our Concern Too!

policy can be defined as a broad statement of goals, objectives and means that
creates the framework for activity. Policies often take the form of explicit
written documents, but they may also be implicit or unwritten.
National Health Policies are guiding principles for efforts by the health sector of the
State or Government. '
Independent India evolved health policies and plans with inputs by expert Commit-
tees, the Planning Commission, the Central Council of Health and Family Welfare and

Bhore Committee and others

The Bhore Committee (1946) and others initiated this phase. It gives detailed find-
ings and conclusions of a process that lasted two years.

The working of the Health Survey and Development Committee, appointed by the
Government of India in 1943 stressed the importance of preventive health work “if the
nation’s health is to be built”.

It gave a call to medical education to prepare “social physicians” for the future.

It set forth a bold vision of a country-wide system of primary health centres, sec-
ondary hospitals and district hospitals. However, almost fifty years later, we have yet
to achieve the recommendations of this Committee.

Since this landmark report, other expert committees too submitted reports. They
deal with different aspects of the development of health services in India. The main re-
ports are highlighted in Box 1

As a result, several national health programmes were developed to address special
problems like different communicable diseases, nutritional problems, mental health
etc. The concept of Primary Health Centres with sub-centres covering a defined popu-
lation, as part of the Community Development Programme, was accepted. The first
Primary Health Centre was started in 1952. Taluk and district-level hospitals were de-
veloped; so also specialist and medical college hospitals.

The year 1977 saw the launching of the Rural Health Scheme. This included:

@ training of community health workers;

@ re-orientation of medical education to meet the needs of the majority, underserved
rural population; and

@ the reorientation of multi-purpose workers.

The common thread throughout has been the expressed need to make health a real-
ity for the entire population of the country.

This was to fulfill Article 23 of the Constitution of India, which “aims at the elimi-
nation of poverty, ignorance and ill-health and directs the State to regard the raising ot
the level of nutrition, the standard of living of its people and the improvement of pub-
lic health as among its primary duties, securing the health and strength of the workers,
men and women, especially ensuring that children are given opportunities and facili-
ties to develop in a healthy manner”.

This Constitutional statement could be taken as the overall goal of national health
effort.

Alma Ata (1978): Health For All

India is a signatory, along with all other nation states, to the now-famous Alma Ata
Declaration of the World Health Organisation.

The stated goal has since been Health for All by 2000 AD with Primary Health Care
as its main strategy.
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Equity in the health status of people,
globally or within countries, was accept-
ed as being vitally important.

Primary Health Care was defined by
the Alma Ata Conference as “essential
health care made universally accessible
to individuals and acceptable to them,
through their full participation, at a cost
the community and country can afford”.

Essential principles of Primary Health
Care:

@ equitable distribution of health ser-
vices/equitable access to health services;
@ community participation;

@ Inter-sectoral coordination; and

@ use of appropriate technology.

A working group of the Indian Coun-
cil for Medical Research and the Indian
Council for Social Science Research, in
1981, brought out an important docu-
ment, “Health for All : An Alternative
Strategy”. It stressed the need for a peo-
ple-based health care system.

It also recognized that poverty is a
major cause of ill health in India. The ur-
gent need for social justice in health and
health care was reinforced.

This document was used in formulat-
ing the Sixth Five Year Plan.

National Health Policy

The National Health Policy was
brought out by the Government in 1982
and passed by Parliament in 1983. It re-
viewed progress made thus far, analysed
the prevailing health situation and identi-
fied key areas for health efforts in the fu-
ture. It emphasised -
@ the preventive, promotive, public
health and rehabilitative aspects of health

work and the need for country-wide com-
prehensive primary health care services;
@ the need for a decentralized system of
health care; and

¢ maximum community and individual
self-reliance and participation.

A time framework, for the achieve-
ment of specific goals was laid down
(see box 2)

The Sixth Five-Year-Plan and the 20-
Point-Programme gave shape to ways by
which the National Health Policy and its
goals could be achieved.

The Eighth Plan (1992-97)

Coming to the present and the future,
it is useful to look at the Eighth-Five-
year-Plan covering the period 1992-97.

Mudaliar Committee, 1962 -

Chadha Committee, 1963

Mukerji Committee, 1965

Mukerji Committee, 1966 -
Jungalwalla Committee, 1967
Kartar Singh Committee, 1973

Srivastav Committee, 1975
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Health Survey and Planning
Committee :

Maintenance phase of National
Malaria Eradication Programme;
Basic Health Workers.

Review of Strategy of Family
Planning Programme

Details of Basic Health Services
Integration of Health Services
Multipurpose Workers under Health
and Family Planning.

On Medical Education and Support

e i

The Plan states that ““the most significant
goals for the plan™ are:
& improvement in the level of living,
@ health and education of people,
& full employment,
@ elimination of poverty, and
# a planned growth in population.

This include
@ the building up and strengthening of
peoples’ participatory institutions;
@ the provision of safe drinking water,
and
@ primary health facilities to all

Health, here, forms part of the total
development effort. Health and popula-
tion control are listed as two of the six
priority objectives of this Plan. Special
note should be made that in the Eighth
Plan Document “Health for the Under-
privileged” is to be “promoted con-
sciously and consistently”, through com-
munity-based health systems. This is
seen as the key strategy for Health for
All

The Plan document states; “The struc-
tural framework for the delivery of
health programmes must undergo a
meaningful reorientation in a way that
the underprivileged themselves become
the subjects of the process and not mere-
ly its objects. This can only be done
through emphasising community-based
systems. Such systems must provide the
base and basis of health planning. The
ethos and culture of the communities

Health Action @ June 1994
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must provide the scaffolding for such
community-based systems”.

A major role is envisaged for practi-
tioners of Indian systems of medicine.
There is an intention to move more
strongly from curative medical care to-
wards building positive health. Preven-
tive and promotive methods and prac-
tices would get greater emphasis. This
include meditation, yoga and other tradi-
tional practices.

Need for further analysis
This quick review covers the major

explicit policies. However, a deeper
analysis of several factors is necessary to
assess how effectively the policies are
followed up and implemented. We could
look for instance at

@ the total budget allocation, its trend
over time and its rural-urban distribu-
tion;

@ the availability and quality of gov-
ernment health services, geographical
and social accessibility and the utilization
of services;

@ the quality and relevance of training in
health sciences, the distribution of health
personnel; and

BOX 2 — National Health Policy Goals For Health And Family Welfare

Sl.  Indicator Goals

1990 2000
01. Infant Mortality Rate 87 60
02. Perinatal Mortality Rate - 30-35
03. Crude Death Rate 10.4 9
04. 1-5 year Mortality Rate 15.2 10
05. Matemnal Mortality Rate 23 <2
06. Low Birth Weight Babies (% < 2,500 gms) 18.0 10.0
07. Life Expectancy : Female 57.1 64.0
08. Crude Birth Rate 27.0 21.0
09. Annual Growth Rate 1.66 1.20
10. Family Size _ 3.88 23
11. % mothers receiving AN care 60-75 100.00
12. % deliveries by trained attendants 80.00 100.00

¥y
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Source: National Health Policy Document, 1983.

@ the recognition and support given to
indigenous systems of medicine.

Ground realities

We find continued disparities and in-
equalities.

The total health budget allocation has
been decreasing over the decades in
terms of percentage of total budget (from
5.9% in the First Plan to 3.7% in the Sev-
enth Plan).

There is a major urban-rural differ-
ence in budget allocation. This is reflect-
ed in the services.

In Kerala (KSSP Study, 1991) 75% of
hospital beds and 66.6% of doctors were
urban-based. Only 5% of the budget is
allocated to the Indian Systems of
Medicine and Homeopathy though a
large proportion (approx 50%) of trained
medical personnel are in this sector.

The utilization of Government health
services is relatively poor e.g., 5.6% in
rural Maharashtra (Malshiras Study,
FRCH, 1993) and 15-20% in rural Kar-
nataka (1992-93).

Inadequate coverage of the urban
poor by basic Mother and Child Health
care has been recently reported from
Delhi.

Performance of national health pro-
grammes are also below par as shown by
evaluations, e.g., of the Family Welfare
Programme (stagnant birth rates) and the
National TB Control Programme (ICOR-
CI, 1987).

There continues to be a disproportion
in the type of health personnel trained.
Smaller numbers of nurses are trained, as
compared to doctors. There are inade-
quate numbers of dentists, pharmacists,
physiotherapists and other allied health
professionals. The urban rural disparity
also persists here.

Questions of relevance of training to
community needs and community health
problems are being raised: e.g., CHC
medical education study.

The mushrooming of the ‘private sec-
tor’ in the training of health professionals
is also taking place with insufficient so-
cial and professional accountability.

These realities could be said to reflect |
implicit, unstated policies that also gov-
emn the actual functioning of health ser- |

vices. They are not a negation of the sev- |

Health Action @ June 1994




eral real achievements in this field made
by the country so far.

They, however, are important point-
ers to the need to understand ground real-
ities and their underlying forces more
deeply.

While the present system could and
should be improved, much could be
learnt from alternative approaches, that
have been tried at various levels by vol-
untary health organisations. A construc-
tive and critical spirit can support the fur-
ther evolution of health policies and
services, so that health for the underpriv-
ileged becomes a reality.

Could policies be more data-based in
the future?

Data from the decadal census, the Na-
tional Sample Survey, the Sample Regis-
tration Scheme and from various re-
search organizations provide us with
indicators of the health status of the pop-
ulation. While there is an overall im-
provement occurring, disparities be-
tween states and districts in a state are
very evident. This is indicated in Box 3.

Differences by social class are also in-
creasingly being studied. These data
have to be used more effectively and
translated through policies and plans into

strategies for action. Information, in an
understandable form, also needs to be
made more available to the public. To re-
spond meaningfully to diverse health
problems and needs, and equally impor-
tantly, as a crucial democratic step to-
wards putting people’s health into peo-
ple’s hands, the planning process needs
to be decentralised.

Decentralisation - a possible future
scenario

The current debate on the recent Pan-
chayat Raj Bill raises important issues.
The need for decision-making power and

for greater social and financial control at ——

the village/mandal level over develop-
ment, health and education is being ex-
pressed.

How will this intermesh with the
more centralised, bureaucratic system
that has developed in the health sector?
How can the interests of the less power-
ful and less articulate sections of society
be safeguarded and promoted? How will
conflicts of interest between professional
groups, powerful groups and the emerg-
ing peoples’ consciousness through the
process of decentralisation be resolved?
And what are the actual steps that need to
be taken?

aoxs-mnndwemmom«emsm

(1990)  (1986-91) “(1985). f

370

8.70 70 62.23 :

10.60 75 57.00 540

8.90 72 61.49 370 .
8.50 69 61.97 4.60

8.10 71 63.31 360

5.90 17 73.80 240

MadhyaPradesh 3690 1250 111 54.71 460

Maharashtra -~ 2750 ~ 7.30 58 - 6430 - 350

Orissa 29090  11.60 123 55.15 3.80 J
Punjab 27.60 7.80 55 65.30 3.50
j 33.10 - 9.40 83 5869 550
Tamil Nadu 2240 870 67 6080 = 280
Uttar Pradesh f;..as.'zo . .12.00 98 4964 - 560
WestBengal 2730 8.10 63 59.53 3.70
INDIA A 9.60 80 59.10 4.30

Saurce Eighth Five Year Plan (1992-97), Vol. I.

There are no ready-to-use packages or
easy solutions to these questions.

Micro-level experiments and projects
by voluntary groups, using participatory
methods, have been effective in evolving
policies and strategies that not only pro-
vide low-cost health care responsive to
peoples’ needs, but also improve health
status.

Larger level planning at the state, dis-
trict and national level, is also necessary.
Here, a possibility is to use an optimum
mix.

This would include time-tested meth-
ods: "
# an epidemiological approach;

@ provision of vision and broad direc- .{«7-»,

tons;

@ allowing much flexibility;

@ promoting and strengthening local
initiative and capacities in the manage-
ment of health problems and issues;

@ progressive equitable improvement in
health and quality of life, and account-
ability and social justice in health care
would be indicators of effective policies.

Can we contribute?

At the level of individuals and groups
of hospitals, health centres and health/de-
velopment projects, there are policies
that determine the direction of work.
Staff members could collectively review
the policies at regular intervals. Are pri-
ority disease problems/health issues
being addressed? What are our criteria
for deciding what is considered “priofi
ty”? Can the national health policy be
discussed? Are there specific
regional/local problems that need to be
addressed? Do we interact adequately
with the governmental health system?
Can people be involved more in the pro-
cess of decision-making? The process
goes on.

Of course the most crucial part of a
policy is its implementation. Could we
be sentinels regarding the implementa-
tion of national health policies which are
essentially our health policies? Could we
create greater awareness among people
about the various policies and pro-
grammes? Could we also help the health
system to be more functional? Health
Policy then is certainly our concern,
too!. B
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Health Care Poliey and Delivery Methods™

: by
Major General B MAHADEVAN PVSM AVEM
Director of Rural Health Services
and Training Programmes
St John'!s Medical College, Bangalore 560034

Introduction

Public Health in British India mainly concentrated on
legislation and measures for the prevention of epidemics in the
civil population to safeguard the health of the British Army. In
1943, a rapid stride was however made by the British India Government
in the wake of the constitution of the famous Beveridge Committee
in Great Brltaln, by the app01ntmbnt of 'The Health Survey ana

position in regard to health conditions and hecalth organisations in
the country and to make recommendations for the future development.
The Bhore Committee Report, as it is popularly known, came out in
1946, which recommended a short term and long term programme for
the attainment of reasonable health services based on the concept
of modern health practice.

India became independent in 1947. A democratic regime
was set up with its ceconomy geared to a new concept, the establishment
of a "Welfare State". The burden of improving the health of the
people and widening the scope of health measures fell upon the
National Government.

The Constitution of India came into force‘in 1950 and
India becamm a Republic in the Commonveulth. Article 24;_of the

enumerated in the Seventh SChedule under three lists — Union List,
Concurrent List and State List.. Article 47 of the Constitution
under the Directive Principles of State Pollcy states "that the
State shall regard the raising of the lovel of nutrition and
standird of living of its people and the improvement of public
health as among its primary duties'. The Planning Commission was
set up in the same year by the Government of Tndia which set to
work immediately for drafting the First Five Year Plan and subsequent
plans. Paradoxically,-the policy framc for health services of Independent
India was to be the blue print of health services drawn up by the
Bhore Committee for post war British India.

The Bhore Committee formulated its recommendations on
the basis of certain remarkably progressive guiding principles listed
below:

1. Medical Services should be free to all without distinction

2. The Health programme must from the very beginning lay special
enphasis on preventive work

3. Suitable housing, sanitary surroundings and a safe drinking
water supply and adequate nutrition are pre-requisites of

a health life
A raa O R

4. Health services should be placed as close as possible
5. Health education should be provided on a wide basis

6. Doctor of the future should be a social physician

T T T e T e e e e L e e S e T e e T e T i e T e T e e 2 e e £ e S e e o

*Paper read at the Plantation Medical Officers! Conference
organized by UPASI during 21-22 December 1978 at Coonoor.
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7. The training of the basic doctor should be designed to equip
hin for playing an effective role as a social physician

It is significant that even at such an early period
when the country was still under colonial domination and the
menbers of the Committec were British and native health administrators
and public men of that period, they could develop such profound
insights into the issues involvcd in the formulation of a national
heilth policy.

The Bhore Comnittee had categorically stated that it
is "fundamental that development of the future health programme
should be entrusted to Ministries of Hecalth at Centre and in the
Provinces which will be responsible for the people and sensitive
to public”opinion. The need for dovcloping the programme in the
closest possible cooperation with the people has already been
stressed". The Committece had also emphasised that in drawing
up a health plan, certain primary conditions essential for healthful
living must in the first place, bec ensured. Suitable housing, sanitary
surroundings and safe drinking watcr supply are pre-requisites
of a healthy lifc. The Committec enjoined that "the provision of
adéquate protection to all, covering both its curative and preventive
aspects, irrespective of thecir ability to pay for it, the improvement
of nutritional standards quilitatively and quantitatively, the
elimination of unemployment, the provision of a living wage for
21l workers and improvemcnt in agricultural and industrial production
and in means of communication, particularly in the rural areas,
are all- facts of a single problem and call for urgent attention.
Nor can a man live by bread alone. A vigorous and heilthy community
life in its many aspects must be suitably catered for. Recreation,
ment:l ind physical, plaiys an important part in building up the
conditions favourable to sound individual and community health
and must reccive serious consideration. Further, no lasting
improvement of the public health can be achieved without arousing
the living interest and enlisting the public cooperation of the
people themselves.

The Prime Minister Jawaharlal Nehru in enunciating
the health policy of Independent India to the first Conference of
the Provincial Health Ministers held in 1946, endorsed the views
expressed by the Bhore Committee and stated that in the past,
little attention was paid to health which was "the foundation: of
all things". He asserted that economy in this sphere might mean
greater expense. in the long run and that "the health of the
villagers required special attention as the country derived its
vitality from that and hence ben:fits of health must be extended
to the whole country side". Thz aim according to Shri Nchru was
to develop a "National He:lth Scheme which would supply free
treatment and advice to all those who require it".

Five Year Plans and the Healbth Status of the Indian Pcople

Although policy dccisions have been taken from time
to time to evolve a sound National Health Policy ever the last
28 'planned' years, we scem to have drifted further and further
away from the goal of "total he .lth for all" envisaged by the
Bhore Comnittee. Every five year Plan document contains a brilliant
rhetoric for expanding health programmes for more and better
equipped Primary Health Centres and for better implementation of
programmes. The recommendations of the Chadha Committec and Kartar
Singh Committee were aimed towards this end. Even more recently
in 1975, the Shrivastav Committee, brought out a blue print for
mnajor policy changes giving a social orientation to tho entire
system of medical education and in rural health programmes of India.
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As stated by the Shrivastava Committee on development
of a national programme of hsalth services for the country based
on the Bhor: Comnitteec Report-"During the last 30 years, sustained
cfforts huve been made to implement its recommendations as well
as those of other inmportant Committces in this field. In spite of
substantial investments made and the impressive results obtained
particularly in the production of medical manpower, the health
status of the Indian prople is far fron satisfactory. The sheer
magnitude of the tisks that still remain is so great and the additional
resources available for the purposc appe.r to be so limited that one
alnost despairs of meeting our health needs or realising our
aspirations on the basis of the broad models we seem to have accepted.
A time has, therefore, come when the entire programme of providing
a nation wide nct work of efficicat and effective health services
needs te be roviewed de novo with a view to evolving an alternative
stritegy of development more suitable for our conditions, limitations
and potentialities".

There is no doubt that all the while manpower, material
and economic resources drained inexorably away from the country's
real needs. They flowed towards e¢stablishing a sophisticated,
individualistic, expensive, illness service for the privilecged,
rather than towards a simple community based and inexpensive primary
service for the deprived who form the bulk of the population. The
W,H.0. Regional Director, DrV T H Gunaratne has termed as "Discase
Palaces" the present day hospitals. iccording to hin, what we now
have in India and other developing countries is an incredibly
expensive health "industry' not for the promotion of health but
for the unlinited application of "discase technology" to the affluent
section of society. ;

He further adds that conscquence of the present high
technological pitch of therapeutics is that the very treatment of
one illness may produce another, either through side effects or
iatrogenesis. He goes on to say that "this distortion of herlth
work is self-perpetuating. The whole un-healthy system finds its
most grandiose expréSSion in buildings, in disease palaces, with
their overgrowing nced for staff and sophisticated equipment. In
medical research too, the main thrust is towirds pursuits of disease
oriented establishment. Bven in the leos developed countrics probably
more than 90% of the research now going on concerns problens, the
solution of which would benefit less than 10% of their populations".

Dr Gunaratne made thesc observations to highlight the
need for a shift in favour of the 'Primary Health Care! concept,
which envisaged integration, at the coxmunity levael, of all the
elements required to make an impact on peoples' health. This concept
was explained by him thus 'It is an cxpression of what a person
should do in order not to fall i1l and what he should do when he
falls i11°.

A Revised National Health Policy and Health Carc Delivery System

The*Bhore Committec had Visualised that h2alth services
would percolate.down from the teaching hospitals to the talug hospitals
and then to the Primary Health Centres, Sub-Centres and ul timately
to the villages. But it never worked like that. 'The heilth services
g0t clustered around the apex institutions - hospitals - instead
of percolating to the peripherals. In the new national health
policy of our government, this trend is sought to be r:versed and
a deliberate decision taken to _spend 75 per cent of the planned
allocation for health in the rural arcas, iy
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I find that in your plintitions (a primary rural industry)
too, the trend of expenditure has o gimilar pattern. With the
introduction of the Plantation Labour Act, the Government placed the
responsibility of providing medical care in the Planters while
stipulating the minimum requirecmentss: This was based on the concept
of the Western model. Garden Hospitals and dispensarics with personnel
were prescribed on the basis of the labour force. On some estates
these hospitals developed to provide sophisticated medical care.

In an analysis of the morbidity and mortality undertaken by

Dr (Mrs) V Rahmathullah, Medical .dviser, UPASI, we find that

only 3% of out-patient require admission into the Garden Hospital.

The estate budget runs to about Rs.75/- per worker per annum and

85% of this budget is spent on the Garden Hospital which looks after
only 3% of the out patients. This lopsided cxpenditure and inadequacy
of health care system in plantations need to be given scrious conside-—
ration. 1In conformity with the national heilth policy, it is desirable
that 75% of budget is allocated for expenditure on peripheral health
services ie., a shift in favour of the prinary heilth concept is
nccessary. The change is imp:rative.

If the Infant Mortality Rate is accepted as a good index
of the socio-economic progress of a country, then we have one of the
highest rates in the world as far as rural arcis are concerned,
ranging from 90 to 138 per thousand.'Ig_§gg§_£g§glﬁ3§§§§y80%_of the

children are undernourished and onl 3% have nornal body wqigpt.~iifty

per cent of the deaths in our country are of childroen undcr four.

Nearly 60% of our people who live below the poverty line,
lack the purchasing power to sccure health services. They constitute
about 378 million people whose hecalth care is being ncglected. Let
us consider this matter in terms of 'health economics! ic., the loss
to the national ccononmy due to the ill health  of thaz poorer rural
and urban people. If 40% is taken roughly as the number of able
bodied people in our population, then the lowest 60 pcer cent of our
population (approximately 378 millions) provide a work force of 151.2
nillions If even 10 per cent of:them are ill at a time, then 15.12
nillions are away from work every day for the whole year. At the
current per capita incone rate of Rs.1400/- ( I am quoting the lowest

rate we are losing at least Rs.2006 crores a year in Gross National
Product alone due to ill healthe If there are epidemics of any sort,
we lose nmuch more. This huge national loss occurs because we do not
have a clear cut and firm national policy.

A major shift in thé emphasis in the health services was
necessary from a’ curative to a curative-preventive approach, from
urban to rural population, from the privileged to the under-privileged
and from vertical mass campaigns to a systen of integrated health
services forming a component of overall social and cconomic
developrent. Health had to be given a high priority in the Government's
general developnent progranme.

Health services are only one factor contributing to the
health of the pecople. Economic and social. development activities
often have a positive influence on a comnunity's health status.
Sanitation, housing, nutrition, cducation and communications are all
important factors contributing to good health by improving the
quality of life. In other absencc, the gains obtainable with the
disease-centred machinery of health servic:s cannot go beyond a
certain point. Two kinds of intcgration are, therefore, necessary.
The first is the integration of various aspects of health policy
into economic and social development. The second is the welding
of the different parts of the health services into 3 national whole.

A firm national policy of providing total health care
for all will involve a virtual rcvolution in the health care
delivery system. It will bring about changes in the distribution
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of power, in the pattern of political decision making, in the
attitude and commitment of the health professionals and administrators
and in people's awarcness of what they are entitled to. To achieve
such far reaching changes, political leaders will have to shoulder
the respensibility of overcoming the present inertia as well as

the well entrenched vested interests. Though the framing of health
policy belongs to th: domain of politicians, the medical profession
has a responsibility that goes beyond protecting its own interests
and the intersst of individual patients, to protecting the health

of the whole comnunity. Plantations will no doubt have to adopt

the national olicy of health carc delivery. In a captive population
(Labour force§ in plantations, greater advances are possible, with

an enlightened manaigement and an effective medical scrvice.
Managements must xccept this new philosophy and make greater
investrents towards providing comprehensive medical carc to its
labour force, with a sound peripheral health delivery system. Through
your Comprehensive Labour Welfarc and Link Workers Schemes, some
advances have been made but 2 great deal is still to be done.

The new ruril heilth programne launchzd in October lagt
year by the present Government, has in my view provided the
necessary broak through. "Instead of waiting and waiting indefinitely
for the heailth scrvices to percolate down from the teaching
hospitals and district hospitals and getting obstructed and lost
somewhere on the way, it is a bold attempt to build from the
bottom upwards using the village itself as the base", as stated by
the Health Secretary to the Government of Indisa.

The rural heilth and development progruimes launched on
the basis .of the Bhore Committce Report and subscquent Coumnni ty
and Panchayati Raj Development Programmes, nay not have made the
impact oxpected of them to bring about an all round development of
the rural arcas, but the necessary infrastructurc has been built
upe There are now 5400 Primary Health Centr:s (with an cquivalent
number of Blocks) and 38,115 sub-centres with 1 large .number of
para medical staff (now Mul tipurposc Workers) trained in the
delivery of the different components of the package of services
required.

: By the ond of the sixth plan, there would be one sub-centre
for a population of 5000 compared to one for 10,000 now. Each
sub—centre would have one male and one female Multipurpose Worker.
The day to day health carc at the village level will be provided
by the new category of Community Health Workers/Village Level
Workers (CHW/VLW), similar in a way to the Link Workers introduced
by your Medical Adviser. There will be one CHW for a population

of 1000. iccording to the information given by the World Health
Organization, at leist six other countries in South Esst Asian
Region (Banglgdesh, Burma, Tailand, Indonesia, Nepal and the
Maldives) have adopted this schome.

More than any other part of this scheme, it is the deployment
of CHWs that has met with Opposition from the medical profession,
on the ground it would promote gquackery. Befors the Government
embarked upon this on a national scale, several projects were
undertaken by hospitals and voluntary bodies. The ICMR and ICSSR
reviewed these projects and the consensus was that in addition
to the existing health infrastructure, front line health workers
should be deployed at the rate of one per 1000 population. Twelve
different duties were contemplated for them, including treatment
of minor ailments. 411 States except Tamil Nadu, Karnataka, Kerals
and Jammu and Kashmir opted for this scheme. 4n evaluation of the
scheme within nine months of its launching was undertaken by the
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ICMR and important Health and Managenent Institutions in the country.
There has been in general, massive support for the scheme from all

sections of respondents — Community Leaders, Block Development Officers,
Zilla Parishads etc.

-The Gévernment of Karnataka has now accépted the
Community Health Workers Scheme.

Health Delivery through auxilliary Health Persomncl

Our Governnent hopes that in due course of time, when
recomnendations of thefShrivastava Committee on Health Services and
Medical fducation are fully implomented and internship training in
rural arcas is increased to two years, adequate nunb:r of doctors may
be available for deployment in rural areas on the basis of one doctor
per 104,000 population. There is a great reluctance on the part of
doctors to serve in rural arcas. For nany years Governments and Heilth
Adninistrators have been attempting to coerce, induce, persuade or
even compel young doctors to go to the ruril areas and we are
astonished that they cvince signs of reluctance. May be we should,
instead, be astonished that we sgucceed in getting any physicians
to go to these areas. One school of thought is that we are training
a person in the science of (linical Mediecine and the acadenic pursuit
of knowledge to attain excellenc: and then attempt to place him in
2 position where his wholec education is negated. In short,; we are
attenpting to place the physician, an elegantly trained professional
in 2 somewhat inelegant position. The obvious end is dissatisfaction
and frustration of the young doctor. Tc a large extent this may be
due to’ﬁefects in our medical educ:tion system or morec correctly;,
lack of implenentation of accepted cducational policics by Medical
Colleges, to produce the type of Social Physicians, envisaged by the
Bhore Committce.

All countries want a physician-manned hcalth service
and this no doubt will ultimately bc achieved in the under-privileged
areas. Under-developed countries cannot imnediatcly attain this
objective, for they cannot afford to pay for a health service that
gives satisfaction to its personncl, which means providing the
buildings, equipment, operational funds, and supporting staff that
comprisc the physician's working cnvircnment. There is also a need
to providc such as educational facilities for the physiciards children,
adequate remuneration and housing, and means to overconc intellectual
isolation. All these are very expensive, which an undecr-developed
country can ill afford. i y

But perhaps a physician is not needed to the extent
that we imagine in rural areas and nany of his functions can be
undertaken by the lesser trained and nmuch less costly personnel. What
we nced to do is ‘to apply the concepts of big business-market
rescarch, job analysis or the breakdown of the Jjob inté components
that reguire a lesser degree of skill than demanded for the whole,
and organisation and nanagement. It is partly the imige of medicine
that is wrong. The emphasis has becen 211 1long on clinical aspects and
not the management, to-day medicine demands conpetent management
and this applies particularly to Planftation Medicine.

Better health-is desired, as' stated by me carlier fronm
the combination of many factors - nnt nerely curative medicine and
comnunity health programmes, but also higher incones, more education,
agricultural reform, better animal husbandry, and inproved sani tation,
There is thercfore a nced to approach health from a broad ccological
view point. Change can only be accepted at a certain rate. Further
more, health servic:is must have a total outreach to all the people
and not merely to 3 small privileged urban ninority, if they are to
have a substantial impact on progress.
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Underdeveloped countries have several comron factors.
These are limited economic resources, a paucity of educci:d man power,
rapidly expanding populations, conservative traditional cultures,
a prevalence of communicable diseases and undernutrition. The use of
auxiliary health workers offers a means of achieving a balanced
programme of curative, preventive and promotional medicine.

Three essential distinctions have to be borne in mind
in the delivery of health services.

First is the distinction between humgn medical wants and
scientific health needs. Human medical wants are very simple. They
are for relief when hurt, care when sick, and reassurance and help
during maternity. The majority of people in the underprivileged
countries have not yet reached the stage of interest in health as
such, but only want an absence of sickness. The scientific health
needs are equally clear. They are control of tine common cummunicable
diseases including those of childhood, the parasitic diseases, and
the vector borne diseascs; the need for planned fertility patterns,
for, as Enke said, "the cquivalent sum used to reduce births can
be 100 times more effective in raising per capita incomes in
underdeveloped countries than if invested in traditicnal development
projects",and 'the relief of protein calorie malnutrition, which
could be furthered by the marriage of agriculture and medicine.

. The second distinction in the delivery of health services
is that between the minor and major ills with the implication of minor
and major solutions. I classify diseases into five categories for
the purpose of distinguishing between minor and major ills. The
symptomatic illnesses are the headaches, sore throats, bronchitis,
flatulences, dyspepsias, colds, neuralgias, rheumatisms, aches and
diarrhoeas. A second classification is the visible ailments, including
wounds, sniakebites, tropical ulcers, scabies, eczemas, impetigos, burns,
conjunctivitis, caries, and goitres. A third group are those commonly
known to the local population, the local entity diseases tapeworm,
roundworm, anemia, malaria, and gonorrhea. A fourth group are the
infant and toddler diseasecs, such as marasmus, kwashiorkor, whooping
cough, measles, and chickenpox. The final group are the suspect and
referral discases--those which must be referred to morc highly trained
persons for diagnosis and treatment. .

The third essential distinction in delivering heal th
services is in the training and use of auxiliarizs in the assistant
role, when they are working dircctly subordinate to a more highly
tained person and in the substitute role with supcrvision remote
at best and completely absent at worst.

There are broadly spcaking, two methods of delivering rural
hei1lth services and achieving total outreach. Onc is to develop
an absolute standard for medical and health personncl. As time goes by,
the nunber of persons meeting these standards increases xnd their
reach spreads from the center to the periphery, to cover the whole
population. The other is to commence at the economic and educational
level which the country can afford, train personnel on a less rigid
standard, begin with total outrcach, and over a period of time raise
the stand ird of education until professional quality is reached.
At a distant end point, both thesc methods will achieve the same
result of quality carc to all the people all the time. It is what
happens to the people during the interim until this objective is
reached that matters.
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A combination of these two methods offers much better prospects
for this interim period. Experience dictates that the demand for physicians
and other high level manpower always exceeds supply. The use of
auxiliaries, working through a few dedicated physicians and para-medical
personnel, offers a much greiter prospect for improving the health of
the populations in the underprivileged territories, than either of the
two alternative methods.

'Primary Healith Care'and "Health by the Peop{qﬁ

Health for all by the year 2000 A.D. This is the call, given
by Dr Halfdan Mahler, Director General of- the World Health Organization
at the World Health Assembly in May 1977. Dr Mahler has advocated resort
to 'Unorthodex way like increused use of auxiliary health personnel to
correct the situation even through this might be disagreeable to some
policy nakers", Both the developed and developing countries have
expressed dissatisfaction about theirg heilth service. This was highlighted
by W.H.O. as early as 1973. The Director General had frankly admitted that
the most signal failure of W.H.O0. and its Member States has been the
inability to promote development of basic health services and to improve
their coverage and utilisation. '

In Jinuary 1975, the 7.H.O. Bxecutive Board underlined the
plight of rural populations and recommended priority attention to
"Primary Health Carc" at the community level.

2

yme Over 700 delegates from all over the world met for a week in
September at alma Ata, the capital of Soviet Kozhakhstan, to discuss ways
and means of providing health care for all peoples in the world. There
was an exchunge of experience among member countries on the development
of "Primary Health Care'" as part of the National Health Services. India
was one of the nine countries whose experience with community involvement
in the health sector had triggered international action in favour of the
'Primary Health Care® approachs Besides India, the other countries whose
experience has been drawn upon by W.H.0. in advocating "health by the
people", were China, Cuba, Guaitemals, Indonesia, Iran, Niger, Tanzonia
and Vonezula‘*PBased on the experience of thesc countries, W.H.0. brought
out a book in“April 1975, "Health by the Pecoplc" and following that, the
Executive Boards of UNICEF and WiH.0. adopted a ncw health policy wiich
underscored the need for combined curative, preventive, cducational and
social approach and for simplified t:chnology.

As India has accepted in principle the 'primary health care!
approach as a national policy, it is worthwhile clearly defining this
approach.

According to the WHO, the seven basic principles of
primary health carel are:

a) it should be shaped around the 1life pattorns of the population it
is to serve and should moet the ncosds of the community;

b) it should be an integril part of the nitional health system, and
other echelons of service should be designced to support it;

c) it should be fully integrated with the activities of the other
sectors involved in community development (agriculture, education,
public works, housing nd communic itions)

d) the local population should be actively involved in the formulation

and implementation. Ducisions as to the community's needs should
be based on a continuing diiloguc between pcople and the services;

to-~.9



29:

¢) hoalth care offecrod should place maximum reliance on available
-community resources, cspecially those that have remained untapped,
and should remiin within the strictest cost limitations;

f) primary health care should use an . integrated approach of preventive,
promotive, curitive, and rechabilitative services. The balance
between these services should vary according to community nceds; and

g) the majority of health interventions should be undertiken at the
most peripheril level possible, by suitably trincd workers",

Ve may briefly state that Primary Health Cars is essential
health care madae universally accessible to individuals and families in
the community by mzans acceptable to them, through their full participation
and at 2 cost that the community and country can alford. It forms an
integral pirt both of the country's helth system of which it is the
nucleus and of the overall social and cconomic development of the
community. In short, medicine has rediscovered the community at large.
It is rather amazing ind ironical that o profession which began in the
comnunity should suddenly need to rediscover it!

Since primiry health car: is a component of integrated
rural development, participation in comnunity developmont activitics
nust remain one of the concerns of the health team in addition to
other "management! tasks such as registration, notification, health
reports, or referrals, depending on local circumstances. These
activities call upon many disciplines: nursing, obstetrics, health
education and especially cducation in helthy and balanced nutrition,
elementary medical diagnosis, therapeutics, ecnvironmentil sanitation,
dental health, mental h2alth, community development, health management
ERAES

In the frequently presented diagram of the pyramid of health
services, the organisation of Primary Heolth Carc can be organised
through 21 three ticr system - Heulth Centre, Sub-Centre ind Community
Health Worker. At the base of the pyroamid are the CHWS/VLW87 with their
emergency kit boxes. A CHW/VIW is selected and supported by the local
community and looks aftoer a population of about 1000. They arc given
adequite training to carry out a linited number of specific curative,
preventive and health promotionsl activities with the aid of the
cmergency kit and clementary sources. Those workers, however, will not
be able to solve the more complex but at the swme time losgs frequent
problems. :

At the sub-centre level are the two Mul tipurposc Workers
(mqle and fcmalc) looking after a Comnunity of 5000, who arc morc
experienced and have had sound training in maternity, child hcalth
nd welfare progrmmes, national health programmes and other aspccts
of community heslth work. They will supervise and assist the communi ty
health workers, improve their skillg and supplement thoir activities,
The work of Multipurpose Workers will be supervised by the Multipurposc
Worker Bupcrvisors from the Primary Health Centre.

At the apex of the primary hecalth care pyramid, will be
the Primary Health Centre with 6 beds. A Primary Health Centre will,
therefors, look after a population of about 80,000 through 16 sub-contras
cach with a population of 5,000 and 80 CHWs st the village level, cach
CHW looking after 1 population of 1000. Tho staffing pittern and functions
of a Primary Health Centre are well known to you. Three medical officers
will now be available at each Primary Health Centre for preventive, -
prometive and curative work. From the Privary Heilth Centrc, refiorrals
will go to the Tilug or District Hospitals.
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It will be obseived the pr. sent concept of Prinary He:lth Care
delivery System is ailmost the Salc as advocated by th: Bhore Committoe
in 1946. Lot us hope that now with the strong backing of UHO, UNICLF
and National Governments, th: call of Dr Mahler, Director General,
'MHO, "Health.for all by the y>ar 2000 4.D," will conz true ~nd not
sound to mﬁny.is m utopian drev: or wishful thinking.

In your own plantitions with dispersal of labour, distance and
terrain, the throe tier systen of prim.ry heilth cars could be organised
through Garden Hospitils, Dispensarics (Mini Heilth Centre) and Link
orkers, but wdequitely supervised by medical officors. I know thit
your Medical Adviser is already planning on the basis of onc Garden
Hospitail for 10,000 popul ation with four mini he.lth centres, each
looking after 2500 population and Link Vorkers (each Link Worker looking
after 20-40 families) :

10 point Deelaration on Health ('7HO/UNICEF)

I would like to concludc with the 10-point ‘declaration on heilth
taken at th: Alma At: Confercnce of WHO, which calls for urgant
and cffective international and national action to dovolop and
inplinent prinary hoealth carc, throughout the world ind pirticularly
in developing countries.

(1) Health, which is a state of complcte physical, mont~l and socisal
well-beine and not nerely the abgence of disease or infirmity, is a
fundamoental hum1n rights

(2) The existing gross inequality in the heslth status of the people,
particularly between developed and developing countrics isg
cconorically unacceptable and isg, therefore, of comon concern to

all countriecs. :

(3) Eeonomic and social development, based on a new intcrnational
econonic ordsr, ic of bicic inportance to the fullest attainnent
of heulth for all and to the reduction of the gup. botween the
héalth status of the devaloping angd developed countrics.

(4) The people have the riﬁht and duty to participats individually
and collectively in the planning nnd inplementation of their health
care

(5) Governnents have o responsibility for the h:ilth of their people
which cin be fulfilled only by the provision of adequate heal th
nd sociil measures. A main soeial target of Governnents, international
orginisations and the whole world community in the coning decades,
should be the attainnment by all pcoples of the world by 2000 A.D.
of a level of health that will permit them to lead o socially and
écononically productive lifes ;

INTEGRAL PART

(6) Prinary Health Carec is essential health care based on practical,
scientifically sound and socially acceptable mothods and tcchnology
nade wiversally accessible to individuils ind familics in the
cormunity through thair full Participation and 4t 2 cost that J
the comnunity and country can ~Fford to naintain a4t cvery. stage
of their developnent in the spirit of self-relisnce and self-
deternination. Tt foris an integral part both of the country's
health systen, of which it is th. contral function and main focus,
and of the over all social and cconomic developacnt of the
corriunity.
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(7) Primary Health Care roflects and evelves from the cconcnic conditions
wnd socio-cultural and political charicteristics of the country and
includes at lcast education conccrning proviiling hoalth problems
and the methods of proventing and controlling then

(8) All Governmsnts should fornulate national policies, strategies
and plang of action to launch and suctain prinary hcalth care as
part of a comprehensiv: national health system in coordination
with other sectors

(9) All countries should cooperate in a spirit of partnership and
service to cnsure primiry health care for all people, since the
attainment of heilth by people in any one country dircctly
concerns and benefits every other country.

{10) an icceptable level of health can be attained for all the
pcoples of the world by 2000 AD through 4 fuller and better
use of werld's resources, a congiderable part of which arc spent
on armaments and military conflicts.
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NATTONAL HEAITH POLICY
GOVERM'EIT OF IIDIA
MINISTRY OF HEALTH & FAMILY WELFARE

NEW DELHI
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PREAMBLE,

1dle  Health is g positive ottribute of life. It is characterised by a state
of conplete physical, mental and social well-being and not mercly the absence
of disease. Maximally attainable and acceptable levels of health for all
people is out goal. Every citizen should be enabled to attain a level of
health necessary to develop his mental and physical facudties to-their full
genetic potential. Health cannot be viewed in igolation fZzom the overall
goals and policies of national development.  Developnent inplies progresszive
inprovement in the living conditions and quality of 1i e enjoyed by the society
and shared by its nembers and the central focus of such developrient dis 'man!.
Thus, health is both an important pathway to developuent as well as a desirable
end~produet of development.

1:2% Any re-organisation of the health services should be in response to

the needs of the situation. Ingrovenent in the health status of the population
is achievable if there is a shift fron the eurrent emphasis on hospital~bgsed,
disease—-oriented approach, depending heavily on sophisticated technology, to
an approach where the attitudes, skills and methods of the trained rersonnel
are in tune with the needs and aspiraticns of the eomon man and wheré the
facilities available are equitable accessible to the mpulation in physical,
social, cultural and financial terns. The adoption of rodern methods of medi-
cine without adaptation to our cultural ethos has only brought in dependency
and weakened the commmnity!s capacity to cope with its own problems. A wise
use of the manifest and latert resources of the comrmnity can play a key role -
in supporting organised health services. A commnity achiecves the highest 1
level of health when it reaches g stage of least dependence on professionaly
intervention and Daxirmm reliance on its own resources and action.

13¢  Growth of medical technology has equipped man with increased ability
to cure and decreases sensitivity to 'care!. This has created distortions in
nedical treatment and has led to ineffectiveness of the health system. If we
can nake the concept of 'care! a social reality, it would encure thé total
health of the individugls as well as of the corrmnity. .

" FRIMARY EEAITH CARE

2ele Active involvement of people in the health systen is a sineg qua non
for at=taining the goal of 'Health For £311', At the International Conference
on Primary Health Care held at Alma Ata in September 1472, the Mations of the
world have given unto thenselves the objective of attoining an acceptable
level of health fer a1l the people of the world by the year 2000. As o signe.~
tory to the Almg Ato Declaration and in a 8pirit of service to our own people,
we have to take getive steps through Privary Health Care to attain this
objective. ;

acceptable and affordable Danner and with their full rarticipation. Decentr-1i

sationad self-reliance are the corner-stones of this approach. The geals

of Prinary Health Core are atteined by social neans such as acceptance-of

increasingly greater responsibility for health by eorrmnities and individuals

and their active Perticipation in attaining it. This approach involves large

¢eale transfor of sinple skills and knowledge to people slectod be the -
“hedr cerfidonce and willine + Zerye- 1t ot .
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compassioh and spirit .of-sservice. The translation of tuch of medical and
health knowledge into practical action involves use of simple and:1nexpensive
inventions which can be readily inplenented b ordinary people with iminimal
training leading to the greatest benefit to the societye

2.3+ Primary Health Care can only mcceed if the organised health services
movide full logistic and professional supportbo the voluntary workers resid-
ing within the corrmmity. Such a grsten would result in optimal utilisation
of the knowledge and expertise at higher levels and in the long run, =t can
be expected to relieve the overburdened curative services in the urban and
geri-urben arenss The developme nt of an effective primary health core systen
both for rural and urbsi areas would ensure would ensure the following:~

i. A greater awareness among the cormunity and gepulation of the
health problens and ways to tackle then at their own levels;

ii. Intervention at the lowest practicable levels by a worker more
suitably tragined; e

jii. Optinal utilisation of khowledge and expertise by higher level
technical experts, be they health workers, physicians or specialis®

iv. dncreasingly less dependence on hospitals and thus opkinal
utilisation of such -facilities for cases where they are actually
needed s ‘ g :

PREVENTTVE AND FUBLIC HEALTH SERVICES ... ... <

3.+ The enphasis on public health services has slowly decreased in the
last 30 years, yielding its own rightful place to curative services. The
trend has to be arrested to reversed. The coverage of public health servicc
and provision of preventive services are now spatially very Jirdted. Munici-
ral and local autherities responsible for such services generally suffer fron
2 lack of will and resodrces to inplenent then effectively. It is rational
and econordcal to deal with a cluster of causes for poor health conditions

on a broad front in the form of integrated package of services which are

nore than a merd collection of health interventions. There is, therefore,

an urgent need to set up a chain of sanitary-cun—epidemiological staticons
throughout the length and breadth of the country, mamed by suitably trained
and equipped staff. Sach stations can conveniently take care of ‘environnenta .
health yroblens, detection and centrol of epidemics,. handle checks on quality
of food, water, ctc. Investments on such stations now will have e relatively
high pay-off in the long rum. ' '

3e2+  The pattern of discases in developed countries has changed radically
in the last 50 years. Themwnge of vaccines, sera, etc., is ever increasing
Our ain on the preventive front should be achieve 100% coverage of the total
population by the year 2000 in terms of inoculation,. vaccination, etc. The
wherewithal is within cur technical competence .

WATER SU PPLY AND SANTTATTION

3.3. Provigion of safe water supply to the population and inprovenent in
sanitation is basic for improving the health status of the people. This necd -~

to be done at a cost and with a technology which the nation can afford. We
should, therefore, aim at providing safe drinking water and improved sanite:
tion to 211 population within a given time—fraome.

FROMCTIVE SERVL CES

Lo For a neaningful involvenent of the corrumnity in the health care
systen, education about the advantages both irmediate and long-tern are
necessary. It is, themfore, inthe intersst of the health systen iteelf

to take on the responsibility for explaining, advising and mroviding clex
infornation about the favourable and adverse consequences of interventions
available or proposed as well as thoir relative coste. As part of promotic.

ol ~eawicso, 1t would be necessary to educate yoople dhout, ford habits,
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mitrition, breast-feeding, etc., which are thenselves not costly if
properly adopted and which could lead to substantial savings in terms

of luman misery. In view of the large-scale widely prevalent malnutrition,
the question of proper mutrition assumes special importance and requires
concerted action. There wuld also be a difficult but pressing need to
overcone religious and social taboos which often~times prevent people fron
adopting healthy habits.

FAMITY WELFARE AND FORULATION FOLICY

54 A reduction’in birth rate is part of the Mational Family Welfare

Policy, a Statement on which was adopted in June 1977. Health and family

welfare are; so intirately intertwined that, without an active and vigorous

inplenentation of the Femily Welfare Policy, the Metional Policy on Health

- or, for that matter, any policy of national development, cannot even be
conceived ofe :

MATFRNAL AND CHIID HEALTH SERVICES

6.1 The fubture of any nation is the future of its children. If the
limited reso rces in the health s ector are to be preferentially applied to any
segnert of population, it should logically flow to children and mothers.
Infant mortality, child mortality and maternal mortality in this country

are stark figures signifying our inability to achieve a break-through in this
fielde Bold attenpts nced to be made to ensure 100% health coverage in the re
next 10.to 15 years for all children in the age group 0-5 and by the year

- 2000 of all children up to the age cf 15.

642 Maternal services are sparsely distributed. Our dependence on
professional birth attendants will contimue for a long time. While there

nay be an addition in the institutional facilities for deliveries = particul-
arly to provide for complicated cases - we should ensure that all deliverics -
are handled by conpetently trained persons. :This would reduce signficantly

the naternal nortality Iahd norbidity..

6.3 Along with vigorous steps necded to achieve @eduction in the birth
rate, we need to improve the facilities availabeltto mothers and children to
assurc the familics of the safety of their progeny. This, by itself, will
have a psychological impact and would over the period favour a reduction in
the birth rate.

71 We have inherited a systen of health servicds-and nedical education
fron the colonial days which has a large enphasis on treatrent in hespitals
and cure of diseascs. ' With inereasing sophistication, we arc now dewoting
80% financial and manpower resovrces in the health sector to this segnent of
health services which is more or less concentratod in urban areas. With the
public seettr, rivate scctor and voluntary sector operating jointely and
sgraetimcs at cross—purposes, there is avoidable disorganisation in the pro-
vision of” curative services. Even the general hosritals run by Govermment dc
not provide equality of access to the poore There is oftenstimes duplicate
and triplicate utilisation of facilities in an effort to get second and thizd
medical opinions. A method should be developed to avoid this wastage of
Scaree resources. The urge of the cormon mn to get quick and effective
medical treatment, rarticularly when he is at the physical and psychological
nadir is understandeble. The pace of investrment in hosmitals and curative
services has to be slowed down, linking it rationally to a national policy on
Urbanisatione. One can, however, hope that cxtensive provision of preventive
promnotive, public health services would go a long way to relicve the burden
curative health systen to a large extent.
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T2 Even so, there would be a need to provide an increasing munmber of
hospital beds; firstly to take care of some of the under_served seni~urban
and rural population and secondly, as part of the referral gystenis Construc=
tion of hospitals on traditional nethods is a-costly proposition, nost of
the money going into brick, nortar and equipment. We need to explore ideas
on new type of hospitels in which modern construction is restricted only to
essential areas such as theatres, wards, ctc.; the rest being of sinple
structures using local materials with provision for nembefs of the fanily to
stay and provide basic rursing services. :

T3 We have, in addition to thenodern system of nedicine, indigenocus
systens like ayurveds, unani, siddha, naturopathy and honoeopathy in wide
usee. There has so far been no coordinztion anong all these systens, either
in terris of educetion or in terms of services, not to speak tf integration.
We should now begin an attenpt on a co-ordination of the services offered
by all these systens so as to obtain optimal econoric utilisations

Tolo The trend is towards increased application of sophisticated nodern
technology, be it auto-analysers, lincar acceleratorsy; EML scanners or inten-
sive carc equipnent and the like. Very often these provide a culbural shock :i<-
for the average Indian. In any case, they tend to increase conpetition amongst
orofessionals to acquire more of these sophisticated techmiques at great

cost and thereby incresge the distance between the patient and the doctor

lie tust learn to use increasingly appropriate health technology replicable
withfscientific, technical and mgnagerial resources available within the
country. :

VMEDICAL EDUCATION AMND HEAILTH IANFOWER

8+1.  Medical Education has suffered as a result of cultural dichotony
cquplcd with parallel developnente The nodern nedical systen has kept pace
with developments in the rest of the world but the type of education imparted
particularly at the under—graduate lcvel is heavily hospital~oriented with
little relcvance to Indian s$iuations. This makes a fresh gradvatc unsuitable
tg handly situations in the corrmnity and unsble tc appreciate the problens and
dilermas of the courmumity. The indicgenous (traditional) systems of nedicine
have, after ycars of neglect, startcd coming intc their owne The ecarlier
at@empts to integrate the modern nedicine with the traditicnal systems have
failed. While no attenpt to forcibly integrate any system of nedicine should
be made, all the systens should realise, in the Indian conditions, $be linits
and potentials of other systens and draw inspiration fron then and should
support each other rutually, This canle done cnly by a concern for other
systens and understanding of their functioning.

8420 The training of agents of health care in sufficient mmbers at appro-
rriate levels, with right attitudes, outlooks end functioning in an orchaes-
trated nanner, holds the key to siccess of any hcalth system« The hierarchical
structure of the presat day health renpower &nd the roles allocated to each
level in the hicrarchy arc the outcome of a historical process. A dynamic
brocess Of.Changc and imovation is nccded. The concept of health tean is
inportant in this context. The national medicel education policy ains atb
qualitative and quantitative developent of adequately trained health personmel
of all_Categorles in a reorganised structure keeping in view the training of a
;;DP031te health tean. To help in innovative developnent of medical education
Q iﬁogesses and ensurc a ©ntimious input of properly trained manpower, it
ould be necessary to set up a Medical amd Health Education Cormission enbrac—

ing all systens of medicine and 211 crtesori odi . i
pevasmElie 1 cotegories of medical and para-nedical

HEALTH PLANNING AND HEATTHE INFORMATION SYSTEM

Zil J lThe need for an effective information systen in the Health field at
if . SYS-S $r0V1d%ng for.cgllectlon, procesing, storage, and retrieval as a
tocl actively iﬁtlve}y alding appropriate decision neking and prograrme rlen:
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set up a dynamic information systen to support the Health Flanning and
decision-neking machinery.

VENTAL HEATTH

104 " Mentrl well-being is an essential component of the state of good
hesalth. With increasing industrialisction and greater strains in the
commmnity, mental health problems are on the imrease. Here again, a primary
health care aprroach would enadle isolation of the problen at cn early stage
and handling of the same in an appropriste mammer. Traditional Indian practice
such as yoga, sadhana, etc., need to be strengthened and made universally

- available to attenpt non-nedical methods of handling mental health problens.

REHABILITATICN

114 ‘Rehabilitation forns the fourth side of the health square, the other

sides being prevention, promotion and cure. Medical rehgbilitation services
are not fully available to those in need of the same. Here again appropriate
technology should be increasingly used. lMedical rehabilitation also needs

to be coupled with social rehabilitation in certain circumstences like 'burnt
out leprosy cases!, etce:

BIO-MEDI CAL ENGINEERING

12.- - Developments in this field are occurring every day and at a rapid
pace. However, particularly due to miniaturisation ocecurring in electronics
it should be possible to take advantage of the electronic industry in the
country to meke available such advances to a multitude of istitutions. This
branch of nediccl science has so far not been adequately attended tos The
industrial capability of this country is of a high order and it should be
possible, with some attention, to keep pace with developments in this field
and transfer them in an appropriate mamer to Indian conditions.

PHARIMACEUTICALS S .

1341 It would not be far wrong to say that the pharmaceuticals industry
dominetes the health sector and the doctors are deeply influenced by the drug
industryi Instead of being able to dictate to the drug industry, the medical
profession is in fact dependent on the drug industry of whatever continuing
education it receives in the form of literature. Over-utilisation of drugs
80 as to increase the profits of the drug industry, has become the end and
hospital end the medical profession are used as a means towards this énd.
This problem has been deliberated upon by variocus committecs, essentially

to ensure that §he drug industry plays a subordinate and not a dominant role,
without, however, minimising the plenitude of gocd that it brings to millions
of peoples The medical profession should have a greater say in determining
the direction of growth of the drug industry.

13.2 Reliance on synthetic chenicals and antibiotics is a growing world-

wide phenomenon. Greater utilisaticn of drugs tends to increase the cost of

the heelth gysten. On the other hand, vaccinss and sera w hich are used in

ErevgntiVC nedicine need to be encouraged and ncw vaccines nced to be deve-
opcd e :

13.3 In so far as the medicines belonging to the traditional systeus

are concerncd, the age-old practices of local preparation of such drugs have
slowly vanished leading to greater coimcrcial preparation ¢f such such drugse
It might be worthwhile and necessary to encourage local mamufacture of such
durgs in small comrunitics wherever such treatrents are in voguee Further
use of herbs and meicinal plants, particularly for common ailments where-
ever practicable, needs to be encouraged. It is expected that the local
growing of such herbs and plants, harvesting, storing and preperaticn of
nedicines out of the,, at the comrmunity lewvel, would go a long way towards
self=rcliancec. )
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13444 In keeping with the ccncept of commnity participetion and.self~
reliance it is also necessary to reducc dependence of the populotion on the
formalised medical systen for the use of medicines. While on the one hand.

it would be necessary to guide the population in the usc of medicines particu~
lerly those which erc toxic or have reactions, it is also necessary to d epend
on the people thenselves for knowledge of their own conditions and usc of
approrriatc remediess Thus, consistent with our concern for overuse of drugs
and professional supervision on the usc of drugs having toxic or side-gffects,
we should liberalisc the idea of self-medication. This will inply strict
control on the quality of medicincs available in the narkct. .

RESEARGH

14 Mo nhtion can afford te neglect the support of fundamental and basic
research, for without it there can be no proper teachinsg of science and no
national capability for solving unresolved problens,  necting chanflng situa-
tions and for adopting, in certain instances, known technology’to suit 1ocal-
conditions. And yet, highest priority should be given to applied research, in
rerticular health servicés research, if the technologicel achievenents of
nedicine arc to be placed within the reach of those who need them most. Health
services rescarch is holistic, rmlti~lisciplinary in character involving the
the joint rarticipetion of bio-medical sciences and socinl sciences. Such
research should be carried out within the health service systen and research
prioritics deternined as a result of joint discussion betwcen researchers,
adninistrative decision-mekers and the public, The whole cthos of such re-
scarch should be based on discovery of sinple, low cost, arpropriatc health
technology, the results of which are replicable undor routinised settings. e
also need to devote ourselves to basic research, particularly with a view to
developing solutions to problems plaguing our country. We are yot to develop
cffective cures or vaccines, for such diseases as ralaria, lerrosy, ctce
Likewise, there is irmense scope for pesearch in matters relating to Hunan
Heproductions. Research in the field of medicine should be relevant to the
needs of the eorrmnity.

LEGISI/TION, INSURANCE AID COORDINAT ION

15. Heelth being a Stote subject, the approaches to legislation in the
health ficld would necessarily varr fron Stete to State. A varicty of legis—
lation s already on the statute bock, bc it on the national level or State
levels It would be necessary to review these items of legislation and werk
towards a single comprehensive legislation applicable to the health ficld.
The secrviecs providest by government are gencrally frce. This leads to a
sitvation where therc is not cnough appreciation that the services do cost
noney te the nation and, thercfore, should be utilisel only where it is essen—
tizl and unavoidables A realisation of the utility of such services can be
brought about by educating pecple as also by levying norrdnal charges for =11
services. The possibility of introducing scme form of national health insur-
ance, at least in the future, to provide for guaranteed health services to all
seguients of pomulation needs to be pursued. In the present systen since there
18 a co-cxistence of the private sector, voluntary sector as also the public
sector, it is essential to coordinatc the services by thesc sectorz. The
possibility of Setting up coordination cormitices to regulate the services
available in cach of thesc scetors needs tobe explored. Sccondly, in the
Private scetor and to a limited extent in the voluntary sector, scnmectines

- the fees charged are rather high. While this drawback will continue as long
as the private sector exists, an gHenpt necds te be made to ascertain whethor
thepe oim be any self-regulation. As rart of this exercise bold attenpts
need to be rade to end the systen of private practice by doctors in Government
service and in Mediecal Colleget o

INFUTS IN HEALTH~RELATED PﬁELDS

16-_ e ngelopments in health come not merely as a result of inputs and
activitics in theheal th field, but also duc to developnents in health relatod
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At the cormmnity level, all health activitics must be coordinated with end in
fact, forn part of, total rural d evelopments To the extent decentralisation
of resources, planning and inplementation can be achieved, there will be
groater offorts and development in all field and thus in hcalth alsos Such
decentralisation should, therefor , be actively pursued and supportedl Even
at State ond national levels, health activities and inputs should benefit
fron investnents in health-relatedl fields and to that extent, coordination with
other sectors of developnent have to le volunatrily sought for and achieved.

CONCLUSION

17, The following should,therefore, be the short=tern and long-tern
goals of the national health policys-

Al Short~tern goals

i+ to eradicate/control cormuniceble diseases in the country;
ii. to rovide adequate infrastructurc fer prirary health care
in the rurcl areas and in urban sluns; /
iii. to utilise all availabrlmethods for health education and
syread the me-ssage of Heelth and Family Welfare;
ive to utlise knoledge fron different systems of medicine for
v ofiding quick and safe relief from sickness and debility
at the cheapest possible cost;
Ve to rcorient nedical education to be in tune with the nceds
of the corrmnitysp
vi. to provide dncrecasing raternal and child health coverage.

17 24 Long=tdm goals

i to improve public health services by setting up a chnin of

_ sanitary-cun-epiderdiological stations;

iie to ensure 100% coverage of all segnents of popuZation with
preventive services;

iii. to create a sclf=-sustaining systen of health sccurity so that
earnings of the individual are not affected adversely during
periods of illness;

ive to inmpart nedical education in a mediun which is an integral
mrt of our culture and life-style and thus rcmeve the foreign
concepts associated with foreign languages which arc major
factors inhibiting people from understanding the true and
proper role which nedidne plays in the developnent of a healthy
corrumity; A

Ve to utilise available knowledge fron the ancicnt and modern
systens of nedicine in an cffort to dewelop of mnpesite systen
of wedicine, thus obliterating the caste system prevailing in
the field of nedicine;

vie. to inctlcate a sense of self-reliance and discipline in all
segnents of population sc that a1l four sides of the health
square, nanely, prevention, promotion, cure and rchabilitation
arc effectively handled at the local level ccnsistent with
the developnents in the field of nedicine.
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In Quest of o
NATTONAL HEALTH FOLICY

Our health services rced = major shift-from
curative to curative-rreventive, from urtan
to rural populatior = from the privileged to
the underprivilammd, Ths heelth Reirey ke
to be an integral pert of the plarming for
econoric development.

Over the last 26 "jlanned® years, va reve drifted further and
further away from the gosl of "tobal health for 211%. Every
Flen document contained brillisnt rhetoric Tor expanding health
prograrmes for morc end bstter-cquippad Pri: ary Health Centres
and for better inmmlomentation of rrograrmes. Put all the while
the develorment ad sllocatior of medical ecare resources, iz,
uanpower, material and economic resorrees drained inexorably
away from the country's real needs. They flowed towards est-
ablishing a sophisticated, individualistie, expensive, illness
service for the rrivileged, rether than towards a simple corm-
unity-based and inexpensive Irivary service for the deprived
who form the bulk of the porulation.

Fearly 60 rer cent of our reorile, who live below the poverty
line, lack the rurchasing power to secure health services.

They constitute about 378 wilion people whose healt' care is
being neglected. It is necessary to consider the loss to the
national econory due to ill health of the poorer rural and
urban people. 1f 4C per cent is taken rcugly as the number of
able-bodied peorle in our Population, then the Jowest 60 per
cent - 37¢ millions - provide & werk force of 151.2 million.

If even 10 per cent of thewm arc i1l at o tine, then 15.12 million
are eway from work cverydy for the whole year. At the current
per carita income rcte of Rs. 1,400, we are losing at least

Rs. 2,006 crores a yeer in GNP slone duc to i1l health. If
there are cpideuics of any «wt of any arecz, we lose much more.

This huge national loss occn s because we do not have a clear
national health policy. What is +therforc urgently needed is
a national health policy hased on healtn priorities. The
Governnent of Inide has not so far evolved such a policy incor-
porating rrivery hcalth carc for all citizems-nor has it fclt
the necessity to considir it as a pert cf total plarming. A
national plan, with health goals to meet the mass necds, the
required rersonncl, the'r training and allocation of functions,
development of nccessery institutional base snd esteblishment
of objcetives, strategics and rricritics amon competing demands
for health services sheuld be identificd fer planning proper
health services to the pecple.

An effective health approach rcquires the co-ordinated cofforts

of all thosc sectors that can contribute dircetly or indirectly
to the promotion of peorle's well-beinc. This is nct only at

the central level but also at the intermediate and above all

the perirpheral level, where policics shouvld hove their roots.
Morcover, health shorld be cousidered an integral part of develop-
ment with clearly defined goals, rolicies and rlans.

FRAGMENTARY EFFCRTS

\
N

The efforts made now are fragmentary, not nccessarily rclated to :
those of other sectors and not direccted torards ampporting national
growth on a broad scale by fostering humon well-being and resources.
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Health activities oftcn become stagnant and health development
projects collapse for lack of rroper tudgetary surport. Clecar,
concisc and logicel prioritics within the health care systen
arc not laid down. Realistic criteria for the devclopment of
priorities are not forimilated.

For cxample, scent attention ic given te the balemce between
curative, preventive and promotional activitics amd the divis-
ion of rcsources among thom. Prioritics between rrimary care

and hospital services arc not defincd. A balance is not always
cstablished on objective grounds betwcen rerscnal health services,
cnvironrental heslth scrvices end coumminity-oriented activitics.
Again, not cnough is denc to assess alternative nethods of com-
bating commmunicablc discascs, while the usc of measures not
dircctly rclated to but gencrally affcctins health is frequently
nceglected. s

The shortage of hu an material end f nancial resourocs is often
complicated by faulty utilisation and reldistribution of resources-
The shortage of financial resouvrces affects the larrer, ncedier rural
population more than the urban dwcllers. The hezlth scctor is

oftten hospital-based, relics on relatively sorhisticated tech~
nology and placcs cuphasis on specialiséd medicinc. The national
health needs shovld be defined to plen the manpower development

of various catcgorics.

The training of health persorncl is frequently irrelevant to or falls
short of local health nceds end aspirations. Our medieal graduvates
have a'trained in-carecity® to me.t the pregsing bealt™ nceds of

the people and arc morc incliréd to romain in the protcetive hospital
setting in which they have rceceived their training. To products

of such a syster, the probleus of preventive, prorotive and re-
habilitative heelth carc arc ficlds which arc fit only for the
suxiliarics to practisc. Chengez in the curricula, intensive

ficld training, problea-oricnted instruction, an cmphasis on the
acquisition of nccossary skills and above all treining in organisa-
tion and le-dership in health carc have been rightly identified

as steps required to be teken. i

Equally the traiminc of auvilierics usuelly leaves tmuch to be

desired. Scldorm is it rlaimed according to rrioritics and the

job to bc donc. The auxiliarics with 1i ited basic cducation

and bricf prereration require contimuing on the spet training.

The devclorment of primary heelth workers raiscs a new sct of
problens rclated to their sclection, training and adwinistration.
Critical importance is attachoed to the technical aspects of the
activities of primary health weorkers, who form the entry point

to the health systen for the rajority of the population. If

they give improper or wrong treatnent and do not rcfer patients UG
when they should, the system will bc » failurc, Conscquently T e i
their tasks must be clearly defined and the training programmes

st be cfficicent.

That the basic heelth workers of the now Janata heelth scheue

will not bec equal to the task and responsibilitics is obvious

fron the basic qualification and the short duraticn of training

-in allopathy, ayurveda, homocopathy, naturopathy, unani, family
plamning, child €a¥¢; édernhypicney vtc.~ The roopongsibilities of
thesc workers arc heavy and varicd as they rarc ogpected to deliver

a package of health scrvices - preventive, rromotive, curative

and cducetional ot the docr-step of the villagers. The future

of the schome derends on the quality of the workers crlisted,
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WM—\Mducat;_on, ability, mobility,earctoncy, attitude
and skill. If it docs not succeed, it will be onc mile
lion quacks lct locse on the rural commmunity end nearly
Rs. 300 crorcs going down the draine ik

The problen of health carc canmot be solved by a cembination
_of different systecms of i1cdicine. Qualificd ar? registered practi-
tioners of indigenotis systcus of medicine should be utilisecd
through scpcrate schenes within riedley of diffcrent systems
should be discouraged. Indigcnous mediciac is cortainly in
- great favour arong the rural ropulation. But its practi-
tioners should be compelled to confinc thensclves to their
own systen and not debble in nedern ellopathic treatment.
The Government policy should be clear in this reqgard. It
is nccessary to study thc rcle of practitioners of diffcrent
systens of medicire and thoir contribution to the health care
of the comrmmnity. There should be nced-based roscarch to
rrovide cheaper nedicel carc to the people.

High mofbidity and high nmortality, particulerly anong infants
and children, arc an index not only of a comrnun’ ty's low
health lcvel but alco of inadequate health cducetion. A large
aurber of discases could be prevented with little or no nedi-
cal intervention if people arc adequately informed and if they
arc cneovraged to take the nccessary precautions in time.
Health sducetion is perticularly nceded where the network of
scrvices is week, where people rust lecarn to protect them-
sclves fron discasc and to scck holp only when necded.

Tt is thércforc nccessary to plan and guide health informa-

tion activitics to suit tho. hcelth culturc and psychology of

the rasses. There is an iwmbalance between envirnomental
senitation should ain at safe drinking water, sanitary collection
and digposcl of hunan wastes, control of pollution, unconta-
minated focd and a decent place to live in. A major prcblem

is thg' lack of a coumpchtent scrvice infrastructurc to carry

out %ﬁéomprchcnsivc range of functions cffcctively.

i

Many statistical sorvices fail to previde public health
authoritics with the information they nced for sound decision

mekihg. The collcction of dete of doubtful validity and utilZty
sefves neoither the dceeision-tekers ncr the community. Informa-
tion services should be roeast according to the prioritics of
calth system and should be aimed ‘strictly a2t problen-solving.

14
{ The objcctives of a notional health policy should thercfore
R o - W

[i 4. To creatc the infrastructurc for intecgrated and ccrpre=

hensive health scrvices. 2 04 S S

‘ 2. To integrate the fanily planning and hcalth progrémmcs at
R the grass-roots lcvele

3, To rrovide well-organiscd heelth carc yrogramme for infénts,
children and nothers, with a view to rcducing infant and
. raternal nortalitye

4. To cnsure cffective prevention and control of communicable
discases and to organise epidomiclogical.sorvicos supported
by wcll-equipped public health laboratoriCsS.

/ 5. To establish well~crganised industrial health scrvi cgs for
workers; to provide protection. against industrial hecalth

/ ~ hagards, to crcate a healthy cnvironment to placcs of work

/ and toc rrovide workers and their fardldics with medical carc.
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6. To providc hosritel fecilities in rural arcas by
heving 25 beds at cach privary health ccnbre.

7. To create adequ-te vndergraduate and postgraduate
teaching and traini: lec'litics for cdical and auxiliary
rergonncl and to ¢ nevre rrepor scrvice conditions
cnabling tho staff to be used to the optimm extent.

8« To cnsurc the availability of a1l essential and life-
paving drugs at rcasonsble cost and of imrmnising ‘
agents for the prevention and control of comtunicable
discascs. :

r;

0

. To encurc interscctorel co-orcration and co-ordination
in inproving cnvironmentel sewitation, housing, po-
table wotor supply, etc., at home and at places of
work.

10. To plan end guide health cducation activitics.

Overall health rolicy recouires a pclicy requires a political
will to provide thc resources nccessary and an cffective cx-
ccutive structurc to implcuent the deccisions. The ma.chinory
for national hcelth planning is lacking with the result the
plans that arc forrmls téd are unrcalistic and not rresented
in terns attractive cnough to appeal to the cost=hencfit and
cost-cffectivencss vinded planncrs. This is a scrious short-
‘coning and lecads to ncglect, rclatively, of social sections
and hcalth in particulsr.

The outlay for hecalth should be considerably incrceased. The
arnual percepita cxpenditure is lcss than Rs.10 and the totel
is about onc per cent of GNP as ccemparcd to about six per cent
in dewveloped countries like the UK., thc U.S., and Canada.
Investnent in health ig dinvestment in human capital and this
rcalisation is yot to dawn on owr planncrs. Heelth carc de-
livery systems - public and privetc, curative and preventive,
peripheral, intcrmediatc and contral rust be considered as a
wholc.

BANE OF OVER—CENTEALISATION:

In a health scrvice, overcentrelissticon of authority and exccutive

responsibility may prevent cffective and adequate delivery at the
periphery. It- tgnd s to naldistribution of rcsourccs. Any plan
or progra:tc is first planncd, then put in opcration, then cvalvated.

A strict ond 11.Lpo_rt1al r‘“cuncnu of the utilisation of the services
rcendered should be made to know if the aimns have becen achicvede

The cveluation rcsults would cnable the rwocossl?ry adjustments to
be mede in the progra:me. In our plannring, wc encounter nany
shortconings. Opcration is the only contimious arca of rncst TTo-
grammcs. FPlanning is often sporadic. Evaluation is relatively
rarc. So the cyclc is not operating in a continuous mamner in
nany rrograrmcse

A major shift in the cmphasis in “he health services is necessary

- fron a curative to a curative-preventive approach, from urban

to rural population, from the privileged to the underprivileged

and from vertical mass campaigns to & system of intecgrated hecalth
scrvices forming a component of overall social and cconomic deve-
lopment. Health hes to be given a high priority in the Govermment!s
gencral developnent prograrmc.

Hoplkth of
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housing, mitrition, education and corrmnications are all
important factors contributing to good heelth by improv-
ing the quality of life. In their absencc, the geins ob-
tainable with the disease-centred machincry of health
services cannot go beyond a certain point.

rolicy into econoric and social develo
is the welding of the diffcrent parts of the hezlth scor-
vices into a nationsl whole.

L firn national policy of previding total hezlth care for
all will involve a virtual revolution in tne health care

delivery system. It will bring about changes in ‘the dis-
tribution of power, in the patiecrn of rolitical decision-

peking, in the attitude and cow itrent of the heslth profession-

als and advimistrators and in peorle's awercncss of what

they are entitled to.

To achieve such far reaching changes, political leaders

will have to shoulder the respensibility of over-coring

the inerktia as well as the well entrenched vested interests.
Though the framing of health rolicy belongs to the domain

of politicians, the medical profession has a responsibility
that goes beyond protecting its own interests and the interest
of individusl petients to protecting the health of the comm-
wnitye.

The nceds of our people warrant a clear national health ;
policy. ‘In this, there are two importamt factors: 1. Health
planning should be an integral part of socio-cconoric plann-—
ing; 2. Most health work is carried out at the State level.
Under these circumstances, it is cssential thet there should
bhe co-ordination and co-operation bctween the Central and
Statc Ministries of Hoalth if flamnning is to be successful.
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NATIONAL HEALTH POLICY
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1. The Constitution of India envisages the establishment of a
new social order based o equality, freedom, justice and the
dignity of the individual. [t aims at the elimination of poverty.
ignorance and illhealth and directs the "State to regard the
raising of the level of nutrition and the standard of living of its
people and the improvement of public health as among its
primary duties, securing the health and strength of workers,
men and women, specially ensuring that children are given
opportunities and facilities to developmentin a healthy manner.

1.2 Since the inception of the planning process in the
country, the successive Five Year Plans have been providing
the frame work within which the States may develop their
health services infrastructure, facilities for medical education,
tesearch etc.. Similar guidance has sought to be provided
through the discussions and conclusions arrived at in the Joint
Conferences of the Central Councils of Health and Family
Welfare and the National Development Council. Besides,
Central legislation has been enacted to regulate standards of
medical education, prevention of food adulteration. main-
tenance of standards in the manufacture and sale of certified

drugs, etc.



Our heritage

Progress
achieved

1.3 While the broad approaches contained in the successive
Plan documents and discussions in the forums referred to in
para 1.2 may have generally served the needs of the situation
in the past, it is felt that an integrated, comprehensive
approach towards the future development of medical education
research and health services requires to be established to serve
the actual health needs and priorities of the country. Itisin
this context that the need has been felt to evoive a National
Health Policy.

2. India has a rich, centuries-old heritage of medical and
health sciences. The philosophy of Ayurveda and the surgical
skills enunciated by Charaka and Shusharuta bear testimony to
our ancient tradition in the scientific health care of our people.
The approach of our ancient medical systems was of a holistic
nature, which took into account all aspects of human health
and disease. Over the centuries, with the intrusion of foreign
influences and mingling of cultures, various systems of
medicine evolved and have continued to be practised widely.
However, the allopathic system of medicine has, in a relatively
short period of time, made a major impact on the entire
approach to health care and pattern of development of the
health services infrastructure in the country.

3. During the last three decades and more, since the attain-
ment of Independence, considerable progress has been achieved .
in the promoticn of the health status of our people. Smallpox
has been eliminated; plague is no longer a problem; mortality
from cholera and related diseases has decreased and malaria
brought under control to a considerable extent. The mortality
rate per thousand of population has bégn reduced from 27.4 to
14.8 and the life expectancy at birth has increased from 32.7
to over 52. A fairly extensive network of dispensaries, hos-
pitals and institutions providing specialized curative care has
developed and a large stock of medical and health personnel
of various levels, has become available. Significant indigenous
capacity has been established for the production of drugs and
pharmaceuticals, vaccines, sera, nospital equipments, etc.

2



The existing
picture

4. In spite of such impressive progress, the demographic and
health picture of the country still constitutes a cause for
serious and urgent concern. The high rate of population
growth continues to have an adverse effect on the health of
our people and the quality of their lives. The mortality rates
for women and children are still distressingly high; almost one
third of the total deaths occur among children below the age
of 5 years; infant mortality is around 129 per thousand live
births. Efforts at raising the nutritional levels of our people have
still to bear fruit and the extent and severity of mainutrition
continues to be exceptionally high. Communicable and non-
communicable diseases have still to be brought under effective
control and eradicated. Blindness, Leprosy and T.B. continue to
have a high incidence. Only 31% of the rural population has
access to potable water supply and0.5% enjoys basic sanitation.

4.1 High incidence of diarrhoeal diseases and other preventive
and infectious diseases, specially amongst infants and children,
lack of safe drinking water and poor environmental sanitation,
poverty and ignorance are among the major contributory
causes of the high incidence of disease and mortality.

4.2 The existing situation has been largely engendered by the
almost wholesale adoption of health manpower development
policies and the establishment of curative centres based on
the Western models, which are inappropriate and irrelevant to
the real needs of our people and the socio-economic conditions
obtaining in the country. The hospital-based disease, and
cure-oriented approach towards the establishment of medical
services has provided benefits to the upper crusts of society,
specially those residing in the urban areas. The proliferation
of this approach has been at the cost of providing compre-
hensive primary health care services to the entire population,
whether residing in the urban or the rural areas. Furthermore,
the continued high emphasis on the curative approach has led
to the neglect of the preventive, promotive, public health and
rehabilitative aspects of the health care. The existing approach
instead of improving awareness and building up self-reliance,
has tended to enhance dependency and weaken the community’s
capacity to cope with its problems. The prevailing policies
in regard to the education and training of medical and health
personnel, at various levels, has resulted in the development
of a cultural gap between the people and the personnel provi-
ding care. The various health programmes have, by and large,
failed to involve the individuals and families in establishing a

3



Need for
evolving a
health policy
—the revised
20-point
programme

self-reliant community. Also, over the years, the planning
process has "~come largely oblivious of the fact that the
ultimate goal of achieving a satisfactory health status for all
our people cannot be secured without involving the commu-
nity in the identification of their health needs and oriorities &s
well as in the implementation and management of the various
health and related programmes.

5. India is committed to attaining the goal of “’Health for all
by the year 2000 A.D.** through the universal provision of com-
prehensive primary health care services. The attainment of
this goal requires a thorough overhaul of the existing approa-
ches to the education and training of medical and health
personnel and the reorganisation of the health services infras-
tructure. Furthermore, considering the large variety of inputs
into health, it is necessary to secure the complete integration
of all plans for health and human development with the overall
national socio-economic development process, and specially in
the more closely health related sectors, e.g. drugs and pharma-
ceuticals, agriculture and food production; rural development,
education and social welfare, housing, water supply and sani-
tation, prevention of food adulteration, maintenance of pres-
cribed standards in the manufacture and sale of drugs and the
conservation of the environment. In sum, the contours of the
National Health Policy have to be evolved within a fully inte-
grated planning framework which seeks to provide universal

comprehensive primary health care services, relevant to the
actual needs and priorities of the community at a cost which
the people can afford, ensuring that the planning and imple-
mentation of the various health programmes is through the
organised involvement and participation of the community,
adequately utilising the services being rendered by private
voluntary organisations active in the health sector.

5. 1 ltis also necessary to ensure that the pattern of develop
ment of the health services infrastructure in the future fully
takes into account the revised 20-point programme. The said
programme attributes - vety high priority to the promotion of
family planning as a people’s programime, on a voluntary basis,
substantial augmentation and provision of primary health
facilities on a universal basis; control of leprosy, T.B. and
Blindness; acceleration of welfare programmes for women and
children; nutrition. programmes for pregnant women, nuising
mothers and children, especially in the tribal, hill and back-
ward areas. The programme also places high emphasis on the
supply of drinking water to all problem villages, improvements
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Population
stabilisation

Medical and
health
education -

in the housing and environments of the weaker section of
society; increased production of essential food items; integ-
rated rural developments; spread of universal elementary educ-
ation, expansion of the public distribution systems, etc.

6. lrrespective of the changes, no matter how fundamental,
that may be brought about in the over-all approach to health
care and the restructuring of the health services, not much
headway is likely to be achieved in improving the health status
of the people unless success is achieved in securing the small
family norm, through voluntary efforts, and moving towards
the goal of population stabilisation. In view of the vital
‘importance of securing the balanced growth of the population
it is necessary to enunciate, separately, a National Population

Policy.

7. It is also necessary to appreciate that the effective delivery
of health care services would depend very largely on the nature
of education, training and appropriate orientation towards
community health of all categories of medical and health
personnel and their capacity to function as an integrated team,
each of its members performing given tasks within a coordi-
nated action programme. It is therefore, of crucial importance
that the entire basis and approach towards medical and heaith
sducation, at all levels, is reviewed in terms of national needs
and priorities and the curriculer and training programmes ree-
tructured to produce personnel of various grades of skill and
competence, who are professionally equipped and socialy
motivated to effectively deal with day-to-day problems, within

" the existing constraints. Towards this end, it is necessary to

formulate, separately, a National Medical and Health Education
Policy which (i) sets aut the changes required to be brought
about in the curricular contents and training programme of
medical and health personnel, at various levels of functioning;
(ii) takes into account the need for establishing -the extremely
essential inter-relations between functionaries of various grades
(iii) provides guldelines for the production of health personnel
on the basis of realistically assessed manpower requirments;
(iv) seeks to resolve the existing sharp regional imbalances in
their availability; and (v) ensures that personnel at all levels
are socially motivated towards the rendering of community
health services.



Need for
providing
primary
health care
with special
emphasis on
the preventive,
promotive
and
rehabilitative
aspects :

8. Presently, despite the constraint of resources, there is
disproportionate emphasis on the establishment of curative
centres-dispensaries, hospitals, institutions for specialist treat-
ment—the large majority of which are located in the urban
areas of the country.

The vast majority of those seeking medical relief have to travel
long distance to the nearest curative centre, seeking relief for
ailments which could have been readily and effectively handled
at the community level. Also for want of a well established
referral system, those seeking curative care have the tendency
to visit various specialist centres, thus further contributing to
congestions, duplication of efforts and consequential waste
of resources. To put an end to the existing all-round unsatis-
factory situation, it is urgently necessary to restructure the
health services within the following broad approach :

(1) To provide within a phased, time-bound programme a
well dispersed network of comprehensive primary health
care services, integrally linked with the extension and
nealth education approach which takes into account
the fact that a large majority of health functions can be
effectively handled and resolved by the people them-
selves, with the organised support of volunteers, auxilli-
aries; para-medics ‘and adequately trained multi-purpose
werkers of various grades of skill and competence, of
both -sexes. There are a large number of private, volun-
tary organisations active in the health field all over
the country. Their services and support would require
tn be utilised and intermeshed with the governmental
efforts, inan integrated manner.

(2) To be effective, the establishment of the primary health
care approach would involve large scale transfer of
knowledge,. simple skills and technologies to health
volunteers, selected by the communities and enjoying
their confidence. The functioning of the front line of
workers, selected by the community would require to be
related to definitive action plans for the translation of
medical and health knowledge into practical action,
involving the use of simple and inexpensive interventions
which can be readily implemented by persons who have
undergone short periods of training. The quality of
training of these health guides/workers would be of
crucial importance to the success of this approach.

6



)

(4)

(5)

The success of the decentralised primary haalth care sys-
tem would depend vitally on the organised building up of
individual self-reliance and effective community partici-
pation; on the provision of organised, back-up support
of the secondary and tertiary levels of the health care
services, providing adequate logistical and technical
assistance.

The decentralisation of services would require the estab-
lishment of a well worked out referral system to provide
adequate expertise at the various levels of the organisa-
tional set-up nearest to the community, depending upon
the actual needs and problems of the area, and thus ensure
against the continuation of the existing rush towards the
curative centres in the urban areas. The effective esta-
blishment of the referral system would also ensure the
optimal utilisation of expertise at the higher levels of the
hierarchical structure. This approach would not only lead
to the progressive improvement of comprehensive health
care services at the primary level but also provide for
timely attention being available to those in need of
urgent specialist care, whether they live in the rural or
the urban areas.

To ensure that the approach to health care does not
merely constitute a collection of disparate health interv-
entions but consists of an integrated package of services
seeking to tackle the entire range of poor health condi-
tions, on a broad front, it is necessary to establish a na-
tion-wide chain of sanitary-cum-epidemiological stations.
The location and functioning of these stations may be
between the primary and secondary levels of the hierar-
chical structure, depending upon the local situations
and other relevent considerations. Each such station
would require to have suitably trained staff equipped to
identify, plan and provide preventive, promotive and
mental health care services. It would be beneficial,
depending upon the local situations, to establish such
stations at the Primary Health Centres. The district
health organisation should have, as an integral part ot
its set-up, a well organised epidemiological unit to
coordinate and superintend the functioning of the field

7
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stations. These stations would participate in the inte-
grated action plans to eradicate and control diseases,
besides tackling specific local environmental health
problems. In the urban agglomerations, the municipal
and local authorities should be equipped to perform
similar functions, being supported with adquate resour-
ces and expertise, to effectively deal with the local
preventable public health problems. The aforesaid
approach should be implemented and extended through
community participation and contributions, in whatever
form possible, to achieve meaningful results within a
time-bound programme.

The location of curative centres should be related to
the populations they serve, keeping in view the densi-
ties of population, distances, topography, transport
connections. These centres should function within
the recommended referral system, the gamut of the
gencral specialities required to deal with the local
disease patterns being provided as near to the comm-
unity as possible, of the secondary level of the hierar-
chical organisation. The.concept of domiciliary care
and the field-camps approach should be utilised to
the fullest extent, to reduce the pressures on these
centres, specially in efforts relating to the control and
eradication of Blindness, Tuberculosis, Leprosy, etc.
To maximise the utilisation of available resources, new
and additional curative centres should bz established
only in exceptional cases, the basic attempt being
towards the upgradation of existing facilities, at
selected locations, the guiding principle being to
provide specialist services as near to the beneficiaries
as may be possible, within a well-planned network.
Expenditurq should be reduced through the fullest
possible use of cheap locally available building mater-
ials, resort to appropriate architectural designs and
engineering concepts and by economical investment
in the purchase of machineries and equipments,
ensuring against avoidable duplication of such acqui-
sitions, It is also necessary to devise effective mech-
anisms for the repair, maintensnce and proper upkeep
of all bio-medical equipments to secure their maximum
utilisation.

8



(7)

(8)

(9)

(10)

With a view to reducing governmental expenditure and
fully utilising untapped resources, planned programmes
may be devised, related to the local requirments and
potentials, to encourage the establishment of practice
by private medical professional, increased investment
by non-governmental agencies in establishing curative
centres and by offering organised logistical, financial
and technical support to voluntary agencies active in
the health field.

While the major focus of attention in restructuring the
existing governmental health organisations would relate
to establising comprehensive primary health care and

public health services, within an integrated referral
system, planned attention would also require to be

devoted to the establishment of centres equipped to
provide speciality and super-speciality services, through
a well dispersed net work of centres, to ensure that the
present and future requirements of specialist treatment
are adequately available within the country. To reduce
governmental expenditures involved in the establish-
ment of such centres, planned efforts should be made
to encourage private investments in such fields so that
the majority of such centres, within the governmental
set up, can provide adequate care and treatment to
those entitled to free care, the affluent sectors being
looked after by paying clinics. Care would also require
to be taken to ensure the appropriate dispersal of such
centres, to remove the existing regional imbalances
and to provide services within the reach of all, whether
residing in the rural or the urban areas.

Special, well coordinated programmes should be laun-
ched to provide mental health care as well as medical
care and the physical and social rehabilitation of those
who are mentally retarded, deaf, dumb, blind, physically
disabled, infirm and the aged. Also, suitably organised
programmes would require to be launched to ensure
against the prevention of various disabilities.

In the establishment of the re-organised services, the
first priority should be accorded to provide services, to
those residing in the tribal, hill and backwara areas as
well as to endemic disease affected populations and the
vulnerable sections of the society.

9



(11) In the re-organised health services scheme, efforts
should be made to ensure adequate mobility of personnel
at all levels of functioning.

(12) Inthe various approaches, setoutin (i)to (11) above

organised efforts would require to be made to fully
utilise and assist in the enlargement of the services
being provided by private voluntary organisations active
in the health field. In this context, planning encoura-
gement and support would also require to be afforded
to fresh voluntary efforts, specially those which seek
to serve the needs of the rural areas and the urban
slums.

Re orientation 9. A dynamic process of change and innovation is required

of the
existing
health
personnel

Private
practice by
governmental
functionaries

Practitioners
of indigenous
and other
systems of
medicine and
their role in
health care

to be brought in the entire approach to health manpower
development, ensuring the emergence of fully integrated
bands of workers functioning within the ‘‘Health Team"
approach.

10. |t is desirable for the States to take steps to phase out
the system of private practice by medical personnel in govern-
ment service, providing at the same time for payment of
appropriate compensatory nonpractising allowance. The State
would require to carefully review the existing situation, with
special reference to the availability and dispersal of private
practitioners, and take timely decisions in regard to this vital
issue.

11. The country has a large stock of heaith manpower comp-
rising of private practitioners in various systems, for example,
Ayurvedic, Unani, Sidha, Homoeopathy, Yoga, Naturopathy
etc. This resource has not so far been adequately utilised. The
practitioners of these various systems enjoy high local accep-
tance and respect and consequently exert considerable influ-
ence on health beliefs and practices. Itis, therefore, neces-
sary to initiate organised measures to enable each ot these
various systems of medicine and health care to develop in
accordance with its genius. Simultaneously, planned efforts
should be made to dovetail the functioning of the practitioners
of these various systems and integrate their services, at the
appropriate levels, within specified areas of responsibility
and functioning, in the over-all health care delivery system,

10



Problems re-
quiring urgent
attention

specially in regard to the preventive, promotive and public
health objectives. Well considered steps would also require to
be launched to move towards a meaningful phased integration
of the indigenous and the modern systems.

12. Besides the recommended restructuring of the health
services infrastructure, reorientation of the medical and health
manpowar, community involvement and exploitation of the
services of private medical practitioners, specially those of
the traditional and other systems, involvement and utilisation’
of the services of the voluntary agencies active in the health
field. etc., it would be necessary to devote planned, time-
bound attention to some of the more important inputs requi-
red for improved heaith care. Of these, priority attention

would require to be devoted to:

(i) Nutrition: National and regional strategies should be
evolved and implemented, on a time-bound basis, to
ensure adequate nutrition for all segments of the popu-
lation through a well developed distribution system,
specially in the rurai areas and urban slums. Food of
acceptable quality must be available to every person in
accordance with his physical needs. Low cost, proce-
ssed and ready-to-eat foods should be produced and
made readily available. The over-all strategy would
necessarily involve organised efforts of improving the
purchasing power of the poorer sections of the society.
Sdhemes like empioyment guarantee scheme, to which
the government is committed could yield optimal results
if these are suitably linked to the objective of
providing adequate nutrition and health cover to the
rural and the urban poor. The achievement of this
objective is dependent on integrated socio-economic
development leading to the generation of productive
employment for all those constituting the labour force.
Employment guarantee scheme and similar efforts
would require to be specially enforced to provide soci-
al security for identified wvulnerable sections of the
society. Measures aimed at improving eating habits,
inculcation of desirable nutritional practices, improved
and scientific utilisation of available food materials and

1



(i)

(iii)

the effective popularisation of improved cooking practi-
ces would require to be implemented. Besides, a
nation-wide programme to promote breast feeding of
infants and eradication of various social taboos detri-
mental to the promotion of health would need to be
initiated. Simultaneousiy, the problems of communi-
ties afflicted by chronic nutritional disorders should be
tackled through special schemes including the organi-
sation of supplementary feeding programmes directed
to the vuinerable sections of the population. The force
and effect of such programmes should be ensured by
delivering them within the setting of fully integrated
health care activities, to ensure the incu'lcation of the
educational aspects, in the over-all strategy.

Prevention of food aduiteration and maintenance
of the quality of drugs: Stringent measures are
required to be taken to check and prevent the adulter-
ation and contamination of foods at the various stages
of their production, processing, storage, transport,
distribution, etc. To ensure uniformity of approach,
the existing laws would require to be reviewed and
effective legislation enacted by the Centre. Similarly
the most urgent measures require to be taken to ensure
against the manufacture and sale of spurious and sub-
standard drugs.

Water supply and sanitation : The provision of safe
drinking waterand the sanitary disposal of waste waters,
human and animal wastes, both in urban and rural
areas, must constitute an integrated package. The
enormous  backlog in the provision of these services
to the rural population and in the urban agglomerations
must be made up on the most urgent basis. The provi-
sion of water supply and basic sanitation facilities
would not automaticaily improve health. The availa-
bility of such facilities should be accompanied by
intensive health education campaigns for the improve-
ment of personal hygiene, the economical use of
water and the sanitary disposal of waste in a manner
that will improve individual and community health.
All water-supply schemes must be fully integrated with
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(iv)

(v)

efforts at proper water management, including the
drainage and disposal of waste waters. To reduce
expenditures and for achieving a quick headway it
would be necessary to devise appropriate technologies
in the planning and management of the delivery
systems. Besides, the involvement of the community
in the implementation and management of the systems
would be of crucial importance, both for reducing
costs as well as to see that the beneficiaries value and
protect the services provided to them.

Environmental protection: While preventive, pro-
motive, public health services are established and the
curative services re-organised to prevent, control and
treat diseases, it would be equally necessary to ensure
against the haphazard exploitation of resources which
cause ecological disturbances leading to fresh health
hazards. It is, therefore, necessary that econamic
developmeat plans, in the various sectors, are devised
in adequate consultation with the Central and the State
Health authorities. It is also vitally essential to ensure
that the present and future industrial and urban develo-
pment plans are centrally reviewed to ensure against
congestions, the unchecked release of noxious emiss-
ions and the pollution of air and water. In this
context, it is vital to ensure that the siting and
location of all manufacturing units is strictly regulated,
through legal measures, if necessary. Central and
State Health authorities must necessarily be consulted
in establishing locational policies for industrial
development and urbanisation programmes. Environ-
mental appraisal procedures must be developed and
strictly applied in according to the clearance to the
various developmental projects.

Immunisation programme : It is necessary to launch
an organised, nationwide immunisation programme,
aimed at cent percent coverage of targetted population
groups with vaccines against preventable and communi-
cable diseases. Such an approach would not only
prevent and reduce disease and disability but also bring
down the existing high infant and child mortality rate.
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Health
education

(vi) Maternal and child health service: A vicious

(vii)

(viii)

relationship exists between high birth rates and high
infant mortality, contributing to the desire for more
children. The highest priority would, therefore, require
to be devoted to efforts at launching special progra-
mmes for the improvement of maternal and child health,
with a special focus on the less privileged sections
of society. Such programmes would require to
be decentralised to the maximum possible extent,
their delivery being at the primary level, nearest to the
doorsteps of the beneficiaries. While offorts should
continue at providing refresher training and orientation
to the traditional birth attendants, schemes and progra-
mmes should be launched to ensure that progressively
all deliveries are conducted by competently trained
persons so that complicated cases receive tirnely and
expert attention, within a comprehensive programme
providing ante-natal, intra-natal and postnatal care.

School health programme : Organised school health
services, integrally linked with the general, preventive
and curative services,would require to be established

within timelimited programmes.

Occupational health service: There is urgent need
for launching well-considered schemes to prevent and
treat diseases and injuries arising from occupational
hazards, not only in the various industries but also in
the comparatively un-organised sectors like agriculture.
For this purpose, the coverage of the Employees State
Insurance Act, 1948, may be suitably extended ensu-
ring adequate coordination of efforts with the general
helth services. In their respective spheres of responsi-
bility, the Centre and the States must introduce
organised occupational health services to reduce
morbidity, disabilities and mortality and thus promote
better health and increased welfare and productivily on
all fronts.

13. The recommended efforts, on various fronts, would bear

only marginal results unless nation-wide health education

programmes, backed by appropriate communication strategies

are launched to provide health information in easily under-

standable form, to motivate the development of an attitude
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for healthy living. The public health education programme
should be supplemented by health, nutrition and population
education programmes in all educational institutions. at
various levels. Simultaneously, efforts would require to be
made to promote universal education, specially adult and
family education, without which the various efforts to organise
preventive and promotive health activities, family planning
and improved maternal and child health cannot bear fruit.

14. Appropriate decision making and programme planning in
the health and related fields is not possible without establi-
shing an effective health information system. A nation-wide
organisational set-up should be established to procure essent-
ial health information. Such information is required not only
for assisting in planning and decision making but to also
provide timely warnings about emerging health problems .and
for reviewing, monitoring and evaluating the various on-going
health programmes. The building up of a well conceived
health information system is also necessary for assessing
medical and health manpower requirements and taking timely
decisions, on a continuing basis, regarding the manpower
requirements in’ the future

15. The country has built up sound technological and manu-
facturing capability in the field of drugs, vaccines, bio-medical
equipments, etc. The available know-how requires to be
adequately ‘exploited to increase the production of essential”
and life saving drugs and vaccines.of proven quality to fully
meet the national requirement, specially in regard to the
national programmes to combat Malaria, TB, Leprosy,
Blindness, Diarrhoeal diseases, etc. The production of the
essential, life saving drugs under their generic names and the
adoption of economical packaging practices would considerably
reduce the unit cost of medicines bringing them within the
reach of the poorer sections of society, besides significantly
reducing the expenditures being incurred by the govern-
mental organisation on the purchase of drugs. in view of the
low cost of indigenous and herbal medicines, organised
efforts may be launched to establish herbal gardens, producing
drugs of certified quality and making them easily available,

15. 1 The practitioners of the modern medical system rely
heaviiy on diagnostic aids involving extensive use of costly,
sophisticated biomedical equipment. Effective mechanisms
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should be established to identify essential equipments
required for extensive use and to promote and enlarge their

indigenous manutacture, for such devices being readily avai-
lable, at reasonable prices, for use of the health care centres,

16. Besides mobilising the community resources, through its
active participation in the implementation and management of
national health and related programmes, it would be necessary
to device well considered health insurance schemes, on a
State-wise basis, for mobilising additional resources for
health promotion and ensuring that the community shares the
cost of lhe services, in keeping with its paying capacity.

17. It is necessary to urgently review all existing legislation
and work towards a unified, comprehensive legislation in the
health field, enforceable all over the country

18. The frontiers of the medical sciences are expanding at a
phenomenal pace. ,To maintain the country’s lead in this field
as well as to ensure self—sufficiency and generation of the
requisite competence in the future, it is necessary to haye an
organised programme for the building up and extension of
fundamental and basic research in the field of bio-medical and
allied sciences. Priority attention would require to be devoted
to the resolution of problems relating to the containment and
eradication of the existing, widely prevalent diseases as well
as to deal with emerging health problems. The basic objective
of medical research and the ultimate test of its utility would
involve the translation of available know-how. into simple,
low-cost, easily applicable appropriate technologies, devices
and interventions suiting local conditions, thus placing the
latest technological achievements, within the reach of health
personnel, and to the front line health workers, in the remotest
corners of the country. Therefore, besides devotion® to basic,
fundamental research, high priority should be accorded to
applied, operational research including action research for
continuously improving the cost effective delivery of health
services. ' Priorities would require to be identified .and laid
down in collaboration with social scientists, planners and’
decision makers and the public. Basic research efforts should
devote high priority to the discovery and development of more
effective treatment and preventive procedures in regard to
communicable and tropical diseases—Blindness, Leprosy, T.B.,
etc. Very high priority would also have to be devoted to
contraception research, to urgently improve the effectiveness
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and acceptability of existing methods as well as to discover
more effective and acceptable devices. Equally high attention
would require to be devoted to nutrition research, to improve
the health status of the community. The overall effort should
aim at ths balanced development of basic, clinical problem-
oriented operational research.

19. All heaith and human development must ultimately
constitute an integral component of the overall socio-economic
developmental process in the country. It is thus of vital
importance to ensure effective coordination between the health
and its more intimately related sectors. |Itis, therefore, neces-
sary to set up standing mechanisms, at the Centre and in the

- States, for securing inter-sectoral coordination of the various

efforts in the fields of health and family planning, medical
education and research, drugs and pharmaceuticals, agriculture
and food, water supply and drainage, housing, education- and
social welfare and rural development. The coordination and
review, committees to be set up, should review progress,
resolve bottlenecks and bring about such shifts in the contents
and priorities of programmes as may appear necessary to
achieve the overall objectives. At the community level, it
would be desirable to devise arrangements for health and all
other developmental activities being coordinated under an
integrated programme of rural development.

20. It would be of crucial importance to monitor and.period-
ically review, the success of the efforts made and the results
achieved. For this purpose, it is necessary to urgently identify
the base line situation and to. evolve a phased programme for
the achievement of short and long term objectives in the
various sectors of activity. Towards this end, the current level
of achievement as well as the broad indicators for the achiev-
ement of certain basic health and family welfare goals are set
out in the annexed tabular statement. These goals, as well as
other allied objectives, would require to be further worked
upon and specific targets for achievement established by the
Central and the State governments in regard to the various
areas of functioning.



GOALS FOR HEALTH AND FAMILY
WELFARE PROGRAMMES

Sl
No

Indicator

GOALS
Current level

1985 1990 2000

10.

11.

12.

13.

Infant mortality rate

Perinatal mortality
Crude death rate

Pre-school child

(1-5 yrs) mortality

Maternal mortality rate

Life expectancy at
birth (yrs)

Babies with. birth
weight below
2500 gms (Percentage)

Crude birth rate

Effective couple
Protection (Percentage)

Net Reproduciion Rate
(NRR) -

Growth rate (annual)
Family size

Pregnant mothers .
receiving ante-natal (%)

Deliyeries by trained
attendents (%)

Rural 136 (1978) 122
Urban - 70 (1978) 60
Total 125 (1978) 106 87 below 60
67 (1976) 30-35°
Around 14 12 104 9.0
24 (1976-77) 20-24 15-20 10
4-5 (1976) - 3-4 2-3 below 2
Male 52.6 (1976-81) 55.1 57.6 64
Famale 15.6 (1976-81) 54.3 57.1 64
30 25 18 10
Around 35 31 27.0 21.0
23.6 (March 82) 37.0 42.0 60.0
1.48 (1981) 134 1.17 1.00
2.24 (1971-81) 1.90 1.66 1.20
4.4 (1975) 38 2.3
40-50 50-60 60-75 100
30-35 50 80 100
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14,

16.

17.

Immunisation status

(%) coverage

TT for pregnant women 20
TT for school children

10 years

16 years 20
DPT (children below 3 yrs) 25
Polio (infants) 5
BCG (infants) 65
DT (new school entrants

5-6 years) 20

Typhoid (new school
entrants 5-6 years) 2

Leprosy —percentage of
arrested cases out of
those detected 20

TB —percentage of
disease arrested cases
out of those detected 50

Blindness In¢cidence
of (%) 1.4

19

60
40
60
70

50
70

80

70

40

60

100
100
100
85
70
80

85

85

60

75

0.7

109

100
100
85
85
85

85

85

80

90

0.3
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POSITION PAPER ON NATIONAL
HEALTH POLICY

The National Health Policy as planned may remain only a policy document unless
all of us make a commitment to it, and try to implement it at all levels. Each of us
must carefully analyse the health problems, keeping in mind the country’s capacity
to deal with them. The goals and priorities will be fixed accordingly. Strategies to
achieve them need to be based on social justice and equity, intrasectoral linkage and
self-reliance as far as possible.

The ill-conceived and inadequate health services currently provided to the vast
majority of the population has created a feeling of social injustice and given many
voluntary organisations the impetus to act as natural leaders of their communities.
They have the responsibility to lead movements for the change. For this they need to
identify the strategies to develop their full leadership potential. They should look
beyond the traditional system of health care and develop a deeper understanding of

the philosophy of primary health care and a commitment to achieve health for all
by 2000 A.D.

1. PROVISION OF HEALTH SERVICES TO ALL

For those who live in remote areas and belong to the lower income groups, health
care can be provided only through a system which creates a broad base of
functionaries and provides health care to the maximum number of people. The
training of new community health workers at the village level has only duplicated
the existing system and has not proved very helpful in the long run. Wherever the
traditional health functionaries have been involved, the infrastructure has become
stronger. The health care system may continue to be lopsided, unless efforts are
made to improve the training and supervision of CHW'’s and Dais.

2. REFERRAL SYSTEM AND PRIMARY HEALTH CARE :
A STRATEGY

The bottlenecks that exist between the village and a health sub-centre are again a
matter of concern. The health assistant is no better equipped with the skills and will
to deal with certain health problems than a CHW. So unless there is a way to reach
Primary Health Centres very little can be done at these levels.
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Another important point is that the referral system does not allow for any planned
way to go from one to another. There is no geographical or political boundary
which one cannot cross. Unless the screening is done at all levels, the political and
the social linkage is established between a specialist hospital to a Primary Health
Centre of the block, from there to the village sub-centre and back from village to the
specialist hospital; the congestion, duplication and the parallel system will
continue to exist. The suggested change of effective links between primary health
centres and medical colleges and hospitals in order to harness and provide
specialised skills is no doubt progressive thinking for re-orientation of medical
education and better health service, but its implementation has been held up due to
many administrative difficulties. As a result, neither are the Block Administrators
taking responsibility for the better functioning of these Primary Health Centres nor
have the medical college hospitals established a proper linkage with them. Very few
specialists from these hospitals like to go out to the Primary Health Centres. In fact
the person who goes there is only a junior or senior resident working in those
specialised units. Most of the time they treat these trips as holiday excursions. There
is no continuity of ties nor any feedback from such hospitals to the Primary Health
Centre doctor.

3. INFORMATION SUPPORT

To estalish a proper information support, there must be a well-defined referral
system. General practitioners, indigenous practitioners and all others who are
involved in any way with the health care system should become a part of the
information support. The Epidemiological Cell in each State may not be essential
but it should have a computerised system for collecting and processing information
from different units. Without information, support evaluation and monitoring of
any programme is not possible.

4. RE-ORIENTATION OF HEALTH PERSONNEL

To equip health personnel with appropriate and scientific techniques we must
provide a system of continuous education. Inservice training programmes are
essential to develop the skill to do the job better. Certain managerial skills which are
never imparted to medical professionals in their undergraduate courses must
become a part of the orientation training programmes. All courses could be so
planned that NGO/ Govt. officials attend the courses together and can interact with
each other.

The voluntary organisations have a greater sense of dedication and commitment to
social causes and are more open to change. This gives them an enormous advantage
in the field. They provide care at all levels in all kinds of settings to the poorer
section. They frequently act as links between the individuals, community and the
rest of the health care system.



5. INTERSECTORAL COORDINATION

That various sectors have influence on health is well understood, but intra or
intersectoral coordination remains most of the time only in the minds of people or
as words on paper. Actual coordination at various levels is possible only if the
planning of the two sectors are done at one place, and from bottom to top. The
possibility of removing the bottlenecks is maximised if two sectors, well connected
like water and sanitation, nutrition and education, are planned together. Again,
regarding the educational status of woman and her acceptance of family planning,
both must be worked out together, and receive the same importance. The
administrative blocks also need attention. There is a need to define the job
responsibility of various people at different levels, as well as a policy of delegation
of authority at each level. If decision making is confined to the planners’ level, the
implementing functionaries find it very difficult to carry out their day-to-day
duties.

6. ALTERNATIVE SYSTEMS OF MEDICINE

There is a need for integrating the training programmes of different personnel in
different systems. The policy has recommended the use of indigenous systems of
medicine like Ayurveda, Unani, Sidha and Homeopathy. It also emphasises
introducing Yoga and Naturopathy into the overall Health Care Programme. But
when it comes to putting this into practice, none of the Primary Health Centres or
the dispensaries is equipped to give advice on any of the traditional systems of
medicine.

Traditional systems of medicine have always had a place in our culture. They are
both less expensive than modern medicine and more easily accessible to the
majority of our population. To allow them to stagnate will only increase existing
inequalities in the health care system. Therefore, ways of integrating the modern
with traditional system of medicine must be thought of.

7. REGIONAL IMBALANCES OF THE HEALTH CARE SYSTEM

It is of vital importance to correct the regional imbalances that exist in health care
systems today. The policy cannot be successfully implemented unless sustained
political, social and administrative support is obtained from everyone concerned.
Here the local communities play a very important role and it is our duty to make
them aware of the facilities they are entitled to, so that they demand the care they
need. The concept of preventive and promotive services is still lacking all through.

8. MEDICAL EDUCATION

We need not go into the details of formal medical education as we all know that it is
not tailored to meet the requirements of the type of medical practitioners who work
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in Primary Health Centres. If more clear and effective strategies could be specified,
the wasted resources could be harnessed. The re-orientation of medical education
has been talked about for the last several years but very little has been done to make
education community-oriented and problem-based. Most of a medical graduate’s
time is spent in hospitals. The type of knowledge and skills that he/she acquires are
the ones from the hospital itself, when almost 80% of the ailments are preventable
and can be cured by simple remedies. But these cases never reach the hospital for
their attention.

The National Health Policy is aimed at taking services to the doorstep of the people
ensuring fuller participation of the community and improvement in the quality of
their life. It is intended to restructure the health care services on the preventive,
promotive and rehabilitative aspect rather than on cure only. Therefore to provide
trained personnel with the right attitude and outlook is more important for proper
functioning of the services talked of in the policy document.

9. MEDICAL RESEARCH

\

It is the opinion of various experts that today there is a lot of money being wasted on
basic research which could be well shared by the developed world. The technical
know-how can be easily obtained from them.

Special research on health care system, problem based medical education and need-
based para-medical education at various levels, require a lot more attention than is
being given in this country. In my opinion ‘‘behaviour problem” of the recipients
of health services should form the priority for the research grant in India. There is
also a need for a constant feedback on the new findings and advances in medical
research and their application to health services. The dissemination of this
information to the proper levels both upward and downward are equally
important. Unless we keep informing our workers at the grassroots level of what is

happening at the central level, the implementation of the programmes become
difficult.

10. THE TARGETS

The National Health Policy paper gives the targets to be achieved according to the
time frame. These targets are not comprehensive nor have they been worked out on
any realistic terms. The exercise only tells what future achievements can be expected
provided the base is known. No doubt it is better to work on some frame, to measure
the milestone and progress being made but the baseline information is of crucial
importance. 3

The target sets are based on certain information that was available at one point of
time: perhaps as far as 1975 or 1976. Unless the relevant data is available from
different states it is of no use setting up targets to reduce the incidence. A few studies
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carried out by big institutions like the All India Institute of Medical Sciences or PGI
Chandigarh tell us very little about the overall health status of our country. Lack of
vigilance in reporting and collecting of information will hinder us from reaching
our targets.

11. ROLE OF NGO’s

The role of voluntary agencies has been very well spelt out by the Alma Ata
Declaration. It includes:

1. Identification of the needs and problems of the people.

2. Development and innovative programmes for Primary Health Care, in the
context of comprehensive human development.

3. Promotion of full participation by individuals and communities in the
planning, implementation and control of these programmes.

4. Training of health workers, supervisors, administrators, planners and various
agricultural and development workers, along with training schemes, build on
the skills of traditional healers and midwives.

5. Creation of new and effective methods of health education.

6. Recognition of the essential role of women in health promotion and in the full
range of community development concerns.

7. Contribution to the search for greater social justice.
8. Development of locally appropriate health technologies and use of resources.

" Most of the voluntary organisations are working for both health and development.
The standards of health cannot be improved unless there is an improvement in the
general quality of life. The NGO'’s are more willing to go to the most difficult areas
where nothing exists as far as the health system is concerned. Still they find it
difficult to be recognised and get little or no help from the government system. It is
time we all realised that to achieve health for all by 2000 AD, the involvement of the
voluntary sector-is essential.

THE DILEMMA—NATIONAL HEALTH PROGRAMME

Most of the time the doctor faces a very big dilemma in his day-to-day functioning.
He is unable to find what to do and how to get started with diverse programmes like
TB, Leprosy, Prevention of Blindness, Malaria control, Family Planning,
Immunization, School Health, Nutrition and MCH, as well as to keep evaluating
the programmes from time to time. Only if the planning process, information
system, resources, supervision, coordination and training is adequate can the
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doctor use his energy as a team leader to build up the team, organise the community,
keep proper records, monitor the programmes and do a follow up review, as well as
initiate certain changes in the programme when the need arises.

The bring about any change is a very complex task. The people who are striving to
reach the goal of health for all must have a clear understanding of the National
Health Policy, the critical issue required for its lmplemematlon and the broad
principles involved in it.

In these three days let us together work out an action plan for our own areas keeping
all the elements of the National Health Policy in mind and evolve our own
strategies to reach the goal of health for all by 2000 AD.

3 o e e e e K
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COMMENTARY

Simplistic Approach to Health

Policy Analysis

World Bank Team on Indian Health Sector

Debabar Banerji

A World Bank report on the health sector has set. out to offer an
alternative policy framework to cushion the impact of structural
adjustment programmes on health services. But by choosing
health financing as a tool for policy analysis it has arrived at

highly questionable conclusions.

THE secretive World Bank Report: /ndia:
Health Sector Financing, has been widely
commented upon in the national press. A
World Bank team paid a five-week visit
in March-April last and claimed that the
analysis and the policy outcomes were
generally endorsed by senior health sector
personnel in India (p 3). Indeed, based on
a ‘vigorous' discussion at a meeting of
“India's most eminent health policy
researchers, chaired by the Secretary of
Health”, the team claims that the report
in many ways is a joint statement of the
two sides (p 3). It is worthy of note that
a substantial majority of those who at-
tended the meeting were not even ac-
quainted with some of the basic literature
concerning growth and development of
public health practice in India, not to
sepak of health policy research with its
political, administrative, technological,
epidemiological and sociological dimen-
sions. That might be the reason why the
distinguished participants of the meeting
failed to note that health financing is a
part of the wider academic field of Lealth
economics, which in turn forms only one
component of health systems research for
developing effective public health prac-
tices under given conditions. Health
ecanomics has interest, among others, in
the complex questions of identifying more
effective uses of given resources. A health
service system is a complex entity, where
a large number of variables, derived from
a large number of disciplines, are in com-

plex interaction with one another. The in-

teraction determines the output of the
system. This output needs to be optimis-
ed, using the methodologies of opera-
tional research and systems analysis. In
this sense, research in health economics
becomes a component of the even larger
field of health systems research. Optimisa-
tion of complex systems in order to get
the maximum returns from a given quan-
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tum of resources thus becomes the corner-
stone of research in public heéalth practice
and health policy research [Banerji 1985:
362-64]. For instance, in considering a
programme for containment of malaria in
India, it is important to ensure that ade-
quate inter-disciplinary research has been
carried out to have the optimal solution
of the problem. The question of financ-
ing comes after the problem of optimisa-
tion of the system is attended to. There
is, indeed, a likelihood that the current ap-
proach adopted for malaria control is not
cost-effective [Banerji 1985: 142-44]. In
such an eventuality, clamour for a mere
increase in the funding of the malaria pro-
gramme may result in increase of waste
of resources. Health human-power develop-
ment, National AIDS Control Pro-
gramme, the health service system, as a
whole or in the form of its components
(e g, hospitals, inedical colleges or PHCs),
are othe: examples of systems that need
cptimisation, before the question of
financing is considered. The heading on
page 13 of the report, ‘Enhancement of
Efficiency through Redirection of Funds’
is a good example of the narrow and ob-
viously distorted approach adopted in the
report: as if lack of redirection of funds
is the only cause of inefficiency. The focus
on health financing, to the exclusion of
the wider issues of optimisation has
sharply distorted the problem analyses
and the solution suggested by the World
Bank team. It has put the issues upside
down.

The team is expectedly simplistic in
making policy analysis. The report makes
a sharp contrast with the National Health
Policy of India (NHP) of 1982 [GOI
1982]. It did not occur to the team to iden-
tify the factors which have come in the
way of implementing the NHP over the
past decade and more. In addition, apart
from the numerous gaping holes in the
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analysis of epidemiological, technological
and organisationa! and management issues
that need tc be considered for policy
analysis, the team is deafeningly silent on
the political and sociological dimensions
of the analysis. [s it because the team itself
is a creature of international politics of
the World Bank and the affluent countries
that dominate it? How could the team ig-
nore the wealth of literature available on
politics of family planning, immunisation,
health systems research and of course, the
World Bank's own National AIDS Con-
trol Programme [see, for example, Banerji
1990a; 1992a; 1993]? There is moreover
the politics of capitation fees in medical
colleges which has led to the recent over-
throw of the governments in Karnataka
and Andhra Pradesh. The savage 42 per
cent cut in the malaria programme in the
1992-93 budget by the finance minister,
an@ its restoration apparently at the in-
sistence of the World Bank in 1993-94,
provides yet another chilling instance of
the way politics literally decides issues of
life and death of a large number of peo-
ple of this country.

THE REPORT

The main purpose ot the report is to
initiate dialog ue between the government
of India and ihe World Bank to clarify
issues of direction and policy in the face
of structural adjustment, which will in-
fluence the pattern of co-operation in the
health sector for the next few years (p 3).
The purpose is to engure that budgetary
oonstraints do not reduce the scale, equity,
and quality of health services by encoura-
ging health administrators to take difficult
decisions. The major concern ought to be
to make reallocation of expenditures to
achieve greater effectiveness in solving na-
tional health problems, specially for the
poor, who suffer disproportionately from
poor health and high mortality.

The most significant aspect of the
health services is that it has undergone
rapid expansion while it was receiving
slowly declining share of public budgets
for health in the 1970s, with a precipitous
decline occurring in the 1980s. The plan
expenditure has steadily declined from
0.08 per cent of GDP to a low of 0.04 per
cent in the revised 1991-92 budget. This
has caused, what the report says ‘a double
squeeze’. The infrastructure stretches the
existing budget very thin. This has caus-
ed marked inefficiencies, which has made
it almost ineffective. Over and above came
a sledgehammer approach to the budget
cut to bring about structural adjustment.
The central health budget was slashed by
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a massive 20 per cent in 1992-93, without
cen accounting for inflation—from
Rs 302 crore in 1991-92 to Rs 244 crore in
1992-93. There was also a massive 30 per
cent cut for rural drinking water and 40
per cent cut in rural sanitation. An acros
the board of cut of 20 per cent in all ex
penditure heads will obviously be a lacerat
ing way of making the reduction. How-
ever, apparently to placate the rich,
already privileged urban classes, there was
indeed an increase of 13 per cent in the
allocation for hospitals and dispensaries
and, correspondingly, the malaria pro-
gramme which caters to the large masses
of the population of the country received
a savage 42 per cent cut. In effect, there
is some rise in expenditure towards pro-
grammes with what the report terms as
‘relatively few externalities’ at the expense
of programmes with larger externalities
and benefits to the poor.

The selected neglect of the health ser-
vices which were of greater relevance to
the poor has precipitated a serious crisis.
The report quotes an NCAER survey of
1990 (p 9) to state that the poorest 40 pa
cent of rural households spend, on an
average, Rs 157 per illness episode, when
receiving care from government doctors
and Rs 131 when purchasing care from
private doctors. The richer 60 per cent of
the population paid less for government
doctors, Rs 137, and more for private doc-
tors, Rs 215. A similar pattern was observ-
ed in the 42nd round of the NSS, com-
pleted in 1987. Thus, those who are least
able to pay are bearing the heaviest burden
when they go to a government doctor. The
poignancy of this finding is underlined by
another finding of the survey, which indi-
cated that medical care cost is next only
to dowry ac a cause of rural indebtedness.
This is a shocking situation in itself.
However, more shocking is the utter
callousness of the political leadership,
*oth at the centre and in the states, which
has created the present state of affairs.
The draconian cuts in the budget is only
one such episode in the long story of
almost criminal neglect of the health ser-
vices by the political leadership.

The report notes that public health
financing in India is characterised by an
emphasis on ‘hospitals’ (all institutions
above community health centres (CHQ)),
rather than ‘primary care’ (all services
from CHCs down); urban rather than
rural populations; medical officers rather
than paramedics (again with an urban
bias); services that have larger private
rather than social return; and family plan-
ning and child health to the exclusion of
wider aspects of female health (p vi). The
report maintains that structural adjust-
ment can facilitate flexible, imaginative
strategies and operational changes that
will redirect public spending to ameliorate
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disparities and increase efficiency. It offers
a chance for the health sector to emerge
from the period of financial stringency
stronger, more effective and better
targeted. The current budget shows that
the central government has missed the op-
portunity to raise spending on health and
family welfare during adjustment as a part
of the safety net (p 12). The report urgent-
ly calls for evolution of a positive policy
before fiscally driven cuts, with little
regard for the efficient functioning of the
health service system, effect severe damage
to the quality and equity of services that
can be delivered. The report has presented
an alternative policy framework (p viii):
(a) expand spending on primary care and
communicable discase programme; (b)
redirect public resources to health acti-
vities with broad benefits to the nation as
a whole; (c) improve efficiency and effec-
tiveness of service delivery primarily
through adequate blend of inputs; and
(d) redouble efforts to address inter- and
intra-state equity problems through the
redistribution and targeting of public ex-
penditure to raise the primary health care
services to an acceptable minimum stan-
dard. It makes the interesting suggestion
of making poverty levels as a basis for
distribution of grants to states, rather than
using the general populalion-bascd
formula.

The team has defined some specific
short-term health policy responses to the
structural adjustment (pp Xiii-xv): (a) En-
hancement of efficiency through redistri-
bution of funds; (b) Restoring cuts to the
malaria and tuberculosis programmes;
(c) Increased spending on communicable
disease control; (d) Increase selective spen-
ding on non-salary inputs for what the
report calls ‘primary health care services';
(e) Develop a health economics unit in the
department of health; and (f) Begin policy
development for increasing cost recovery
in hospitals and medical education.

Precisely because the team has provided
quite a convincing argument for a re-
evaluation of the health services, for the
reasons mentioned earlier, the recommen-
dations come as an anti-climax. They
amount to a prescription for a vivisection
of the health services soO painstakingly
built and nurtured over more than six
decades.

India’s health policy is rooted in the
vision of a new India during the anti-
colonial freedom movement (Banerji
1985: 13-24]. It was articulated in the
report of the National Health Sub-
Committee of the National Planning
Committee (1948) and the Bhore Commit-
tee (GOl 1946). Despite severe resource
constraints and colossal dimensions of the
health problems, after independence the
country launched the very ambitious pro-
gramme of setting up primary health cen-
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tres as an integral component of the

broader community development pro-

gramme. At around the same time, &

massive health manpower development

drive was launched, which also included

social orientation of education and training

of physicians and other categories of

health workers. In 1977, there was the pro-

gramme to entrust ‘people’s health in peo-

ple’s hands’ Later, there was the pro-

gramme of rapid expansion of the infra-

structure with PHCs and its sub-centres
and CHCs [Banerji 1990b: 37-42]. Data
hawbemoollecwdwmemmlodanonst-
rate:yividly how this rich heritage has been

frittered away due to unpardonable acts
of omissions and commissions of the
political leadership and the bureaucracy
of the country. Nevertheless, it should be
realised that the health services is a live,
organic entity, despite its many serious
problems. The remedy does not lie in the
vivisection of this organic entity. The
‘hospitals’ (from above CHC level right
up to the super-sophisticated ones and the
medical colleges) are integral parts of this-
organic structure. Hypothetically, even if
they are dissected away from the main
body and are conceived as autonomous
bodies, making 20 per cent cost recovery,
it will also mean laceration of the entire
health service workforce. Further, where
will the poor, who form the overwhelming
majority of the patients, go? What about
the urban poor? What will happen to
community health activities of the
hospitals—family planning, referral sup-
port to PHCs, immunisation, social
pacdiatrics, education and training of
health workers, and so forth?

The team is similarly vague and equi-
vocal about strengthening of what it calls
‘primary care’ institutions and communi-
cable diseases programmes. This is ref-
lected indirectly in the team’s confusion
in the use of the term ‘primary care’ with
the concept of primary health care of the
Alma-Ata Declaration [WHO 1978] and
primary health centre of the Bhore Com-
mittee. Besides, what will happen to the
World Bank’s own National AIDS Contro!
Programme on the UNICEF’s Universal
Programme of Immunisation and the
Polio Plus Programme, which ‘have al
been shown to be not cost-effective
[Banerji 1990a; Gupta and Murali 1989
Then, over and above, is the critical ques
tion of optimisation of other programme
and institutions.

OTHER CONCEPTUAL GAPS

The team had done commendable wor
in mobilising data on different aspects ¢
health financing and develop insights cor
cerning the three important areas of eff
ciency, equity and disparity. However,
number of issues concerning the study ¢
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health policy through analysis of health
financing have been raised earlier which
call into question the basic policy recom-
mendations made by the team. It is con-
tended that such an analysis of health
financing ought to have been associated
with wider analyses of the health service
system and its numerous sub-systems, sub-
sub-systems, and so on. This required a
much wider inter-disciplinary scholastic
base for optimising systems of different
sizes and complexities. Due to excessive
preoccupation with aspects of financing,
the team has missed discussion of some
of the key variables within the health ser-
vice system, which have profound policy
implications. Some of these are briefly
mentioned below:

(1) Social Dimensions of Health and
Health Services: India has been a pioneer-
ing country in promoting social science
studies in health fields as an integral com-
ponent of inter-disciplinary efforts for
health service development [Banerji 1993].
That is why it is all the more striking that
the team should have ignored this very
critical input in health policy research.
The Alma-Ata Declaration on primary
health care is also anchored on social
science considerations: increasing com-
munity self-reliance through increasing
their own coping capacity in health field,
social orientation of technology and inter-
sectoral action in health. The concept of
community-felt need, developed on the
basis of imparting sociological dimen-
sions to the epidemiological parameters
of health problems, is yet another impor-
tant area of interest for study of health
policy [Banerji 1993].

There is, moreover, the important con-
cept -of interaction of health behaviour
with access of services of various kinds
and of cultural meaning and perception
of health problems in a community. These
ideas are of particular importance as the
team has laid so much of stress on equity
and disparity. Indeed, the team has paid
attention to the NCAER and NSS studies,
showing how tragic it is for those who are
poor to pay higher amounts for the same
services in government institutions than
the rich and how often the loans taken for
meeting such catastrophies become a
major burden on them in the form of
debts incurred. Social analysis of India’s
experiences of the community health
worker scheme ought to have raised im-
portant issues concerning rural power
structure [Banerji 1985: 306-16].

(2) Centralisation and Decentralisation:
Closely connected with the social science
dimensions, including the issue of com-
munity participation and the nature of
power structure in rural populations, is the
desirability or otherwise of decentralisa-
tion in administration of health serivces
This acquires even greater significance in
view of the recent constitutional change,
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empowering the panchayall raj institu-
tions. This opens up exciting possibilities
of bringing the health services nearer to
the people by making suitable policy
changes. However, the team finds itself in
the opposite camp. Throughout the report,
its recommendations lean heavily on a
strong centre which can serwc as a conduit
for bringing about the changes desired by
it (see, for example, p xvii of the report).
There then is a clear political issue: should
the World Bank's interest in strengthening
the leverage capacity of the centre receive
precedence over the dictates of the na-
tional parliament and of the Constitution?

(3) Regional Variation: The team is seiz-
ed of the serious nature of regional varia-
tion in health service development. It also
advocates allocation of support on the
basis of poverty, an issue which has also
been discussed in the National Develop-
ment Council. However, one misses a
more detailed policy frame for reducing
the disparity, based on actions already
initiated.

(4) Inadequate Public Health Inputs:
As a result of the preoccupation of the
team with financial aspects, it has almost
totally omitted some key considerations
related to public health practice. Interest-
ingly, if the team had used an epidemio-
logical approach to community diagnosis
and solution to a community health pro-
blem, the concept of natural history of a
disease in an individual would have almost
logically led it to the identification of the
strategic points in the natural history
where intervention in the form of an op-
timised package of programmes would
have yielded the maximum returns from
a given investment. This would have been
particularly relevant because of the team’s
deep concern about communicable dis-
eases and about women's health.

(5) The National Health Policy of 1982
This important document has received vir-
tually no attention in the report. This is
surprising, because an analysis of the
factors which came in the way of its im-
plementation would have provided valua-
ble leads to the team. The NHP strongly
endorsed the principles embodied in the
Alma-Ata Declaration, including the key
issues of community self-reliance and
decentralisation of health administration
to promote it. An interesting point stress-
ed in the document was to “bridge the
cultural gap that exists bet ween the pro-
viders of the health services and the
community”’.

(6) Management of Health Services
This is by far the most critical, because
the managers and their political leaders
are key elements in policy formulation and
its implementation. Even though the
team’s Indian contacts were predominant-
ly secretaries, commissioners and joint
secretaries at the centre and in the states,
it did not strike them that most of them
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were literally not fit tor the job. They lack-
ed the public hrealth competence needed
for policy research, because as generalist
administrators, their posting in a health
ministry is a mere episode in their long
career span, which tekes them to many
other ministries. So, they cannot be held
accountable either. The team does not
seem to be aware that some 15 years back
India had a competent cadre of public
health physicians, with long experience in
policy formulation and pub lic health prac-
tice. This heritage is now lost. Along with
the domination of the generalist administ-
rators, there are many key public health
positions at the centre and in the states
which are filled by physicians who do not
have the needed qualifications and train-
ing [Banerji 1990b: 91-99]. One reason for
the present crisis among the physician-
administrators is the nature of the cadre
structure, which does not have a clear-cut
carcer plan for the making of physicians
who have the managerial, epidemiological,
sociological and political competence
(managerial physicians) to ef fectively deal
with questions of health policies and pro-
grammes. Besides, the relatively ‘inferior’
positions given to even top technical per-
sons in comparison with the generalist ad-
ministrators of corresponding seniority
has its deleterious impact on the morale
of the health workers [Banerji 1990b:
143-50).

The responsibility for the present state
of affairs rests squarely on the political
leadership, because all the decisions which
have precipitated the present crisis were
taken with their active consent [Banerji
1990b: 143-50). The macabre slashing of
funds in the 1992-93 budget is an example.
Here the finance minister acts even holier
than the pope. The donor agencies asked
for a pound of flesh as a price for their
*help’; the finance minister insisted on
giving them two pounds of flesht While
pampering the rich by making massive
reductions in excise and customs duties,
the finance minister did not show any
mercy for the poor. He allowed them a
free fall, steadfastly refusing the offer of
a safety net by the kind-hearted donors
(p xii)!

(7) Impact of the Family Planning Pro-
gramme: The team has not done justice
to the analysis of the damage done to the
infrastructure of the health services as a
result of according the highest priority to
the target-oriented, time-bound family
planning programme. Ironically, the
damage was maximum in the regions
where the infrastructure was weak.

(8) Consequences of Imposition of
Internationally Sponsored Health Pro-
grammes: The Universal Immunisation
Programme sponsored by the UNICEF,
the WHO and other inter national and
bilateral agencies was brought in as
another target-oriented, high priority pro-
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grampme. As in the case of family plan-
ning, it further pushed down other rural
health program mes in the order of priority
[Baneriji 1990a). Tragically, the pro-

e was very poorly designed, but the
Indian health administrators were in no
position to recognise this. Worse still, even
when a review [Gupta and Murali 1989)
showed conclusively that it had miserably
failed in attaining the objectives set for it,
the programme was pursued nevertheless
and claims continued to be made about
its remarkable ‘achievements’ [Banerji
1992a]. The National AIDS Control
Programme promoted by the World Bank
also suffers from a number of infirmities
(Banerji 1992a]. It is still being pushed
nevertheless. These are glaring instances
of how international politics works ina
country like India. Is the current World
Bank team a harbinger of yet another in-
ternational initiative? The loan-intoxi-
cated finance minister has again welcom-
«d such an initiative with open arms. This
is another facade to obscure the plight of
the wretched poor.

Taking‘into account the crisis generated
by structural adjustment, the World Bank
team has set out (o offer an alternative
policy frame to cushion its impact on the
health services. By making it more effi-
cient and equitous, the team attempts 10
convert the crisis into an opportunity.
However, by choosing health financing as
a tool for policy analysis, it has arrived
at highly quest ionable coxlclusions. Health

financing is on¢ component of health
economics, which, in turn, is a componeni
ofd\ewiderﬁddofhealthsystmxsmrch
which is based on inter-disciplinary
studies to optimise the highly complex
health service system Of its smaller com-
ponents. This ‘upside down’ study has led
the team to advocate a lacerating vivisec-
tion of a live organisation which has been
) painstakingly nurtured and build up
over more than six decades. An astonish-
ing feature of tht report is that it does not
take into consideration the powerful
political and socio-economic forces which
are critical for conducting a policy
analysis. Other critical inputs for health
service developments, such as social
science inputs, epidemiological analysis,
public health competence of the key
decision-makers in India, the damage
caused to the health services by imposi-
tion of vertical programmes like the target-
oriented time-bound family planning pro-
gramme and Universal Programme of Im-
munisation, are missing. The team calls
for still greater centralisation of health
services at a time when the country has
opted for a major programme of decen-
tralised administration. This is not a
policy alternative the country can look
forward to.
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AN APPRAISAL OF THE IMPACT OF EIGHT
YEARS OF NATIONAL HEALTH POLICY

Dr. K. Venkateswara Rao,
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Introduction

Based upon the framework indicated by the Bhore Committee, the government of India,
over the last four decades have embarked upon the process of development of health infrastruc-
ture, so that Primary Health Care services are made available as near the people as is possible.

Though the initial emphasis was on the development of basic health services, several
individual disease oriented programmes have been given importance in view of the higher preva-
lence resulting in high morbidity and mortality among large sections of population. In the long
run, this strategy of simultaneous encouragement to vertical health programmes has contrib-
uted to the non-development of health infrastructure for the delivery of comprehensive and
integrated basic health services. This strategy also has taken away the much needed resources
- men, material and money, from the health services.

Several Committees like the Health Survey and Planning Committee, the ChadhaCom-
mittee, the Mukherjee Committee, the JangalwallaCommittee, the Kartar Singh Committee,
and the Srivastav Committee have emphasised the role of Primary Health Care and suggested
various mechanisms for achieving the same. It was not until the eighties that any concerted at-
tention was paid to the meaningful development of infrastructure. The AlmaAta declaration, the
ICMR/ICSSR Committe report, the Working Group of Ministry of Health and Family Welfare,
the successive Twenty-point programme have all focussed attention on the need for develop-
ment of comprehensive and meaningful health services nearer the door steps of the households.

In this back-ground, the National Health Policy of 1982 can be regarded as the first con-
scious effort of the Government for laying down a policy frame for achievement of a reasonable
level of health service in the community. The National Health Policy while reiterating the ma-
jor issues highlighted in the twenty-point programme and major recommendations of the Work-
ing Group of Ministry of Health has laid down certain specificguide-lines.

A policy is not static and does not stand still. It is dynamic and is prone to constant change.
The policy is formulated in the context of changing goals, shifting environments and varying
situations. Seckler-Hudson regards it as a ‘moment in a process'. Policy formulation is a continu-
ous oblication and the re-formulation of policy in the light of experience is as important as its for-
mulation., In the words of Gladden, four different levels in the policy making may be distin-
guished: “(1) Political or general policy framed by the parliament, (2) executive policy framed
by the Cabinet, (3) administrative policy, that is, the form in which the administrator carries out



the will of the government, and (4) technical policy, that is, the day-to-day policy adopted by
officialsin the working out of the administrative policy.”

A policy is only a guideline. Its efficiency and success will depend upon the speed and
energy with which it is implemented. It will also depend upon understanding of the same at
various levels of political, administrative and technical hierarchy. The constitution, the legisla-
ture, the Cabinet, have to a certain extent, done job in giving a policy direction. The advisory role
of planning commission, advisory committees, working groups, task forces, pressure groups,
political parties, professional assodation and the press will have to play a vital role in focussing
attention on specificissues in policy and should point out the lacunae, if any, and help in re-
modellingthe policy if needed.

The technical and the bureaucratic wings should understand the spirit and content of the
policy and help in wide dissemination of the content. They should also set an exam ple by imple-
menting the policy in right eamest and taking it to a logical condusion to enable the benefits reach
largest section of the populations in the quickest possible time.

Professional bodies and associations like Indian Medical Council, Indian Medical Asso-
ciation and the Voluntary Health Assodiation of India have an important role to play by dissemi-
nating the information and acting as an interface between the Government and the community
aswell as by playing the role of advocacy etc.

The present conference would have played a more than a useful role if it can focus atten-
tion onsome of the key issues in the implementation of National Health Policy.

I now propose to examine some spedfic issues in terms of their impact and current status.

FOLLOW-UP OF NATIONAL HEALTH POLICY

1. Development of Health Infrastructure

The Health Policy envisages a phased time-bound programme of well dispersed compre-
hensive Primary Health Care services giving priority to tribal and hilly areas as well as to wilner-
able sections of society. Improvement of health status for facilitating the achievement of rea-
sonable level of health; knowledge and simple skills and technology are to be transferred to
health volunteers. The existing health personnel are to be re-oriented for the integrated deliv-
ery of primary health care. The siting of the curative centres is to be related to the population they
serve. For higher levels of medical care the health policy wanted a good referal system to be built

up.
Now let us take a look at the development of health infrastructure in the country.

a. Hospitals and Dispensaries
Hospital Dispensary Total

Government 4042 10845 14887
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Local Bodies 292 3071 3363
Pvt. and voluntary 5497 13579 19076
Total 9831 27495 37326
Hospital population ratio 5. 11851
b. Hospital and Dispensary beds
Hospital Dispensary Total
beds beds beds
Government 390552 18987 409539
Local Bodies 20220 2672 22892
Pvt. and voluntary 175117 2187 177304
Total 585889 23846 609735
Bed population ratio ..India - 1:1426
UK - 1:127
USA - 1:171
c. Doctor population ratio
India - 1:2600
9] T B7AL N |
USA - 1:750
d. Nurse population ratio
India - 1:4564
UK - 1:207
" USA - 1:190
e. Ruralinfrastructure
Required
by 2000AD
Community Health Centres (1,00,000 pop.) 1253 7650
Primary Health Centres (20,000 - 30,000 pop.) 14609 25500
Sub Centres (5000 pop.) 102674 255000
Village Services 387472 765000
f. Tribal health infrastructure
Required In % short
position fall
Primary Health Centres 3322 1792 53.94
Sub Centres 21948 12610 57.45

This is a priority item as stated in the Health Policy. Roughly a decade after the policy we still
have only 50% coveragein thisitem.

It is very obvious that we have taken a quantum jump in the matter of laying down the health



infrastructure. This lead is not supported by improvement in quality of the services provided.
Though comprehensive job descriptions have been laid down for various levels of health func-
tionaries, due to operational inefficiency, the quality of care at their hands is continuously suf-
fering. The chief problems contributingto the poor quality are inadequate pre-service andin-
service training, bad and ineffective supervision, inadequate direction from the higher-ups, lack
of managerial capability of medical officers, political interference, lack of resources, rigid admin-
istrative control, red tapism etc.

Eventhough every committee from the Master Plan onwards havetalked of the need for
building up of a referal system, not much has been achieved in this sphere. Inadequate planning,
aided by poor communication and transportation facilities at times of need, non development
of health records, and non-attachment of the families to an identified institution for first contact
and building up of referal chain from that point onwards are the chief problems that have to be
tackledin this arena.

It appears that greater attention should have been paid to location planning and site selec-
tion of health facilities that have been and are being established.

2. Control of Communicable Diseases

The Health Policy envisages establishment of nationwide chain of sanitary cum epidemi-
ological stations and an organised programme for building up fundamental and basic research
in problems like blindness, leprosy and tuberculosis.

The current status of the various communicable diseases are as under:

Tuberculosis - currently 9 lakhs cases
(Prevalence 15t0 25/1000 pop.)

Leprosy - currently 40 lakhs cases
(prevalence 13 to 19/1000 pop.)

Cases/lakh CFR
Whooping cough : 21.12 0.02
Tetanus 4.28 1232
Measles 191.05 0.34
Polio 2072 2.14
Malaria 2.2(1987) API-2.2%
Filaria estimated 3.0 million

(342 M population are at risk)

Guineaworm 1.10 0.08
Diarrhoeal diseases 1281.95 . 0.09
STD 117.83 -
Rabies 13.30 0.69

Asregards tuberculosis there is poor case identification consequent to the policy of case
detection by sputum microscopy. Even if 100% efficacy is ensured in exhausting all the available
sputa in the community only 25% of the prevalence can be detected. The remaining 75% are in
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the early stages before tissue breakdown could occur.

As regards leprosy, | feel it is too pre-mature to claim reduction in the case load and attrib-
ute the success to the multi drug therapy programme in a mileu where the portal of exit, the portal
ofentry, theincubation period, the immunological deficit and the assured efficacy of the regi-
men followed are not very well understood.

Elsewhere | have made a plea, on the need atleast now, to build a base-line so that we can
compare the effect of the Universal Immunisation Programme on the six-killer diseases. It is not
late even now, to embark upon a systamatic survey usingthe existing health infrastructure to
gathervitalinformation regarding the incidence of these diseases.

The current tempo of educational activities is expected to have some impact on the preven-
tion and cure of the diarrhoeal diseases. With the possible continuance of the same socio-
economic conditions and the state of environmental sanitation any appreciable reduction in
these diseases may be too much to expect.

The prevalence and incidence of non communicable diseases like mental disorders, dia-
betes, hypertension, heart attacks and cancer instead of showing any dedine is showing upward
trend not only because of increase in exciting factors but also because of increased tempo in case
detection and better awareness among the massess. The gap between anticipation and achieve-
mentswhich isvery likely to be more inthe coming decades will certainly contribute to the oc-
currence of these diseases in greater numbers. It is alarming to note that these diseases are
occuring inyoung individuals as against comparatively older individuals in other countries.

3. Maternal and Child Health

The Maternal and Child Health pro-
grammes are being delivered from the sub
centres through multipurpose workers
(female) mainly and to a certain extent by
multipurpose workers(male). Even today
80% of the deliveries are being conducted by
the traditional birth attendants. Though fig-
ures are being furnished in the matter of Dais
trained it is not very clear as to how many of
the traditional birth attendants who are prac-
tising the profession have been trained.

Scientificdata is lacking as regards the
impact of the type of antenatal care that is
being provided, the so called registration,

palpation and auscultation. To my knowl-
edge, identification of high risk mothers and
providing them needed services at time of de-
livery by proper communications and trans-
portation to higher level care will go a long
way in preventing maternal morbidity and
mortality. The supervisory staff seem to be
wasting time in counting the number of ante-
natal visits which are not made. Certain pro-
grammes for MCH care contemplated in the
health policy like growing and distribution of
low cost nutritious food can be expected to
have a good impact if proper supervisory
control in equitable distribution to really vul-
nerablewomen and children is ensured.



4. School Health

Though the Policy envisages organised
school health services, school health exami-
nations are not conducted in the spirit with
which the programmes have been organised.
Alot of improvementin both the quality and
in follow-up is required, for early diagnosis
and taking remedial action.

5. Health Information

The Health policy contemplates a na-
tionwide set-up for procuring essential health
information. We are singularly lacking in
health information as there is no uniform data
collection system. Even when information is
available, expertise is lacking on the manage-
ment of the available information.

6. Health Eduction

The Policy says that health education
programmes must be backed by communica-
tion strategies and adult education and non
formal education. To my mind even today this
is the most neglected sector. Drawbacks
seem to be identification of good and accept-
able messages; testing their usefulness;
modifying them identifying the means for the
delivery; trainingin the process of delivery;

and follow-up of the impact. Though adult

and non formal education are useful pro-
grammes for health education inadequately
trained animators can easily be a source of
disinformation.

7.Intersectoral Co-ordination

The Policy lays down the development
of intersectoral co-ordination between
health, family planning, medical education
and research, drugs, agriculture, food, water
supply and drainage, housing, education,

social welfare and rural development for

- greaterimpact of health programmes.

Most of the problems of present ine-
qualities arise from factors outside the scope
of health service system. Social and eco-
nomic factors like income, work, environ-
ment, education, housing, transport, and
what are today called'life-styles’ all affect
health and all favour better off and yet these
have largely remained outside the national
health policy.

There is a greater need for intrasectoral
co-ordination before we talk of co-ordination
at the inter-sectoral level. There is so much of
duplication and lack of information within the
health sector.

Co-ordination is required not only in
over-all planning but also at the practical level
at health centres. Needless to say that health
programmes are only a part of the over-all
social and economic development.

8. Role of voluntary organisations

Even in the past top level politicians and
administrators realising the magnitude of the
health problems, vastness of the area and
inadequacies of the official effort, have called
for voluntary participation in the matter of
provision of health services to supplement
the governmental efforts.

The National Health Policy has envis-
aged a key role tovoluntary organisationsin
the two most vital components of health and
family welfare programme i.e. population
stabilisation and Primary health Care.

8.1 What the VIl Plan expects of
voluntary sector



The Seventh Five Year Plan has given a
pride of place to voluntary organisations. It
says, “There has been inadequate recogni-
tion of the role of voluntary organisations in
accelerating the process of social and eco-
nomic development. These agencies have
been known to play an important role by
providing a basis for innovation with new
models and approaches, ensuring feedback
and securing the involvement of families liv-
ing below the poverty line. Therefore, during
the Seventh Plan, serious efforts will be made
toinvolve voluntary agencies in various de-
velopment programmes, particularly in the
planning and implementation of program-
mes of rural development. Voluntary agen-
cies have developed expertise and compe-
tence in many non-traditional areas to plan
their own schemes instead of expecting the
Governmenttodoso”.

The Seventh Plan suggests the following
as the possible roles for voluntary organisa-
tion:

i. Tosupplementgovernment efforts
so as to offerthe rural poor choices
and alternatives.

ii. Tobethe eyesand ears of the people
atthevillage level.

iii. To setan example. It should be pos-
sible for the voluntary agency to adopt
simple, innovative, flexible and inex-
pensive means with its limited reso-
urces to reach alarger number with
less overheads and with greater com-
munity participation.

iv.To achieve the delivery system and

to make it effective at the village level

respond to the felt needs of the
poorest ofthe poor.

v. Todisseminateinformation.
vi. To make communities as self-reliant

aspossible.

vii. Toshowhow village and indigen-
ous resources could be used, how
human resources, rural skills and
local knowledge, grossly rural skills
and local knowledge, grossly under
utilized at present, could beused
fortheirown development.

viii. Todemystify technology and bring
itinasimplerform tothe rural poor.

ix. Totraina cadre of grassroots work-
erswho believe in professionalising
voluntarism.

x. To mobilise financial resources from
within the community with a view
to making communities stand on
theirown feet.

xi. To mobilise and organise the poor
and generate awareness to demand
quality services and impose a comm-
unity system of accountability on
the performance of village level gove-
rnment functionaries.

It urges the voluntary organisations to
extend their programmes to rural hilly and
backward areas. Their role in health educa-
tion and for spreading rural sanitation was
emphasised.

8.2The Positive lead of
TamilNadu Government

It must be mentioned that successive
Tamil Nadu Governments have been quite
progressive in realising the value of the NGOs
and in supporting the voluntary organisations
involved in several health and welfare activi-
ties. They have shown a lead in supporting
the voluntary organisations without waiting
for approval or a matching grant from the
Central Government. They are supporting the
mini health centre programme evolved by the
Voluntary Health Services. This programme
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is not being run by several voluntary organisa-
tions throughout Tamil Nadu.

The voluntary agencies depend on
government and official agencies for funds,
equipment, supplies such as drugs, vaccines,
seraand health education materials.

InTamil Nadu voluntary organisations
receive two thirds share promised by the
Government under the scheme of financial
assistance to organisations running mini
health centres. It is distressing to note that
due to procedural and administrative bottle-
necks several organisations including the
Gandhigram Institute of Rural Health were

forced to close down their centres and give up

the idea of running such programmes, espe-
cially when more and more agencies should
have come forward to run mini health
centres.

Constraints to voluntary work

The bulk of the limited financial support
available to the NGO sector is locked into
patterns of assistance that are centrally de-
signed. The funding constraints kill the initia-
tive and innovative spirit that are the hall-
marks of the most successful NGO efforts.
The need for NGOs to secure clearances/rec-
ommendations for undertaking progiammes
and projects from the governmental machin-
ery, most often is a tedious and frustrating
process stemming from the lack of under-
standing and due to adherence to established

rules by the lower levels in the administrative
ladder.

8.3 Mostrecent developments

A.Regional review committee meeting

The author was invited to be a member
of the Regional review committee regarding
implementation of Primary Health Care for
Southern States and Union Territories held at
Bangalore on February 22-23, 1990. This
meeting was convened by the Directorate
General of Health Services, Ministry of
Health, Government of India and World
Health Organization.

The following unanimous recommen-
dations were made atthe meeting:

i. “Committed and reputed Voluntary
Organisations (VOs) may be involved
in the development of primary health
caresystem by handing over certain
proportion of infrastructure facilities
namely, sub centre or Primary Health

_ Centre alongwith buildings, funds
and staff with relatively more mana-
gement freedom to VOs/NGOs dep-
ending upon their capability of funds,
staff etc. after ascertaining their credi-
bility.

ii. Willing VOs may be involved and
encouraged totake up the primary
health care work in backward areas.

iii. Community must be involved to
choose the site of primary health
centre(PHC) & sub centres (SC) by
involvinglocal youth in particular, in
constructive activities. In this direct-
ion, Government as an institution
should take leading partin involving
the VOs and NGOs in primary health
care work and not vice-versa.

iv. 2.5% of total health outlay amount

be allowed to flow through VOs
afterassessing their credibility. This
percentage may gradually be in-
creased.

v. Voluntary sector may be encoura-
ged especially in areas where the



need is high.

vi. Village level VOs must be involved
ininfrastructural organization.

vii. Health planning maybe decentral-
ised to States and Districts with due
involvement of VOs and NGOs.

viii. Lessons must be learnt from suc-
cessful VOs/NGOs for evaluation.

ix. VOs/NGOs may also be involvedin
such training programmes by mak-
inguse of training materials and jour
nals produced by them.”

B.Workshop organised by the Ford Foun-
dation.

I had the privilege of attending a work-
shop organised by the Ford Foundation a
week ago, which was attended by the Union
Health Secretary, Advisor to Planning Com-
mission, representatives of the Central Gov-
ernment and voluntary organisations. This
workshop has agreed on the following as the
roles of voluntary sector:

I. Networking

1. Interface with Government

a.National level
b. State/Regional level

2. Linkage with other institutions

3. Rolesofintermediary organisations

a. Networkingamong NGOs

b. Clearinghouse (collection / disse-
mination of NGO experiences)
and news letter

c. Legaladvice

d. Budgeting/accounting

e. Proposal development

f. Fund-raising

g Information on sources of funding

h. Technical assistance
- research

management
computers
social marketing
finance
i. Lobbying/applying political
pressure locally
j. Sitevisitation coordination

II. Future Role

1. Professionalism and human resource
requirements

2. Supportservices

3. Expandingrole of action research
education, documentation

4. Placeof voluntarism

8.4. Someissues in policy towards
voluntary organisations

It is realised that consequent to the Na-
tional Health Policy the governments are
establishing sub centres one each for a popu-
lation of 4000 to 5000 Primary Health
Centres for 30,000 population and Commu-
nity Health Centres for 1,00,000 population.

The following questions crop up on the
role of voluntary organisations in the chang-
ing scenario:

i. Should the existing voluntary agen-
cieswind up theirinnovative experi-
ments and service programmes?

ii. Should no newvoluntary effort be
made?

iii. Shouldvoluntary organisations re-
frain from deing anyservice pro-
grammes and concentrates only on
community arousal by way of edu-
cation and motivation?

iv. Should voluntary organisations be
only theoreticians taking part in work-
shops, seminars, symposia, work-
ing groups, task forces etc.?

v. Will thegovernment restrainfrom




opening sub-centres and primary
health centres in areas already under
the care of voluntary organisations?

vi. Will the Government by suitable
orders handoversubcentres and pri-
mary health centres toaccredited
voluntary organisations to continue
their service programmes andinno-
vative activities? There are prece-
dentsinthis area.

. Will the National Front Government
and the DMK Government in Tamil
Nadu show the way fora meaning-
ful dialogue at the Central and State
levels which should form the basis
of thediscussion in the Eighth Plan?

vi

viii. Will the new Planning Commission
examine the model presented here
with particular reference to the four
essential requisites for primary health
care and resource mobilisation from
community?

9. Some key areas for strengthening for a
betterimpact of National Health Policy:

a.Awareness and implementation of Pol-
icy.
i. Increased awareness of National
Health Policy and its goals down the
health hierarchy.

ii. Anincreased awarenessamong leg-
islators on the health policyandin
health financing as they are the ulti-
mate controllers of the purse strings:

iii. Creation ofa committed band of in-
dividuals as health administrators,
who are wedded to the profession of
publichealth, at various levels.

iv. Introduction of scientific tools in
health care management.

v. Net-working along with the volun-
tary organisations and professional
bodies.

vi. Creation of a watch-dog mecha-
nism for over-seeing the implemen-
tation of the policy at State and Dis-
trict levels. This mechanism should
have an equal share of official and
non-official members.

b. Accessibility of the services

Attention will have to be paid to locate
the health infrastructure so as to be accessible
to all the sections of the community. Today
the sub centres and other health facilities are
not ideally located. Most of the buildings have
been constructed with lack of basicfacilities
including water supply with the result, the
female worker does not find it convenient and
safe to live there, so as to be accessible to the
community during their hour of need. It is no
wonder under such circumstances that 80%
of the deliveries are being conducted by the
traditional birth attendants most of whom are
untrained.

c. Optimisation of work potential of staff

Consequent to the bureaucratic system
of fundtioning and target oriented time bound
approach and inadequacies of the supervi-
sory mechanism, a number of records have
been prescribed. Several studies have re-
vealed that most of thetime of the MPWsiis
consumed for maintenance of records and in
travel. Consequently very little time is avail-
able for actual services. They are unfortu- -
nately subjected to pressures from both
within the community and from outside by
the official hierarchy. That is largely due to the
gap between the training they receive, which
is heavily hospital oriented, and actual job
description and job experience at the field
level. This disorientation has contributed to
the poor quality of work in terms of maternal



and child health care and other prescribed
activities.

If health care programmes have to have
the desired impadt, the optimisation of work
potential by suitable studies to analyse the
work load and simplification of record system
will become absolutely essential.

d. Supervisory Support

Today the supervisory cadre is thor-
oughly inefficient in carrying out the pre-
scribed duties. The machinery that is existing
today for enforcing better quality care does
not seem to move and for any programme to
succeed supervision of good quality is a must.
Somebody remarked that in our country even
God requires supervision. The supervisors of
the Primary Health Care programme are not
oriented to practical supervision. The whole
exercise of supervision at various levels is
confined to perusal and rather inadequate
scrutiny of reports submitted and records
maintained without any scope for field verifi-
cation. Supportive guidance of the staff is
lacking consequent to the value orientation,
aultural differences pressures of long distance
travel, coupled with plurality of programmes
and inadequate direction from their own
supervisors. This explains the ills of this cadre.
Separate training and retraining modules will
haveto be thought of to correct this unfortu-
nate system.

e. Training and retraining

As already stated the training program-
mes in the country today at both medical and
para-medical levels are not tuned to commu-
nity health work. Though certain statutory
provisions have been made for compulsory
services in rural areas, they have indeed failed
to generate the necessary enthusiasm. The
training is not need based and flexible. The
training programmes have to be directly re-
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lated to the real function in a particular coun-
try rather than copy the traditional duties
carried out elsewhere in the world. The tech-
nical knowledge of trainees must be up-
graded constantly by refresher courses and
information flow.

The present training of doctors is exami-
nation-oriented, clinical and curative in
emphasis. While social aspects of diseases
are recognised, students are not given expe-
rience in community interaction nor a role or
responsible leadership of a health team, nor
managerial competence; medical colleges
have often interpreted community health
services as their own outreach operation,
rather than as a supportive of the responsibil-
ity for the health of a defined population
group. This must be immediately rectified.

Thesame factors operate in the matter
of training of paramedical workers. The train-
ingis more weighted towards hospital nurs-
ing. Only one semester is devoted to commu-
nity health and two semesters to hospital
work in the curriculum of MPW(F). Even
during this semester there is no guided pro-
gramme of community health care. There is a
serious shortage of qualified and committed
training manpower.

As scientific knowledge is increasing
every day it is necessary to keep all the staff
engaged in the programme upto date with in-
formation. The creation of a machinery is
absolutely essential to give orientation train-
ing in a systematic manner to every staff
member so that each of them receives an
orientation atleast once in two or three years.

f. Financing of Health Care

While the Bhore Committee in 1946
recommended an out-lay to the tune of 15%
of the total expenditure; the Central Council
of Health in 1952 favoured 10% the same



Council in the year 1989 recommended 7%;
the finandal allocation for the health sector in
our country as a percentage of over all public
sector out-lay has been between 2.9 to 3.9%
inthe successive Five Year Plans.

It is understood that the working group
on “Health Financing and Management’’ set-
up by the Government of India for the formu-
lation of eighth plan has recommended a
minimal raise of allocation for the health
sectorto 5%.

It might be of interest to note that in
United States it is 10.81% of their much
higher income; in Australia it is 9.99% Even in
Kenya and Mauritius it is more than 7% and in
Burmaitis 6.96%.

Per Capita expenditure

Calculating the per capita expenditure
on health by simple arithmetic is obviously a
misleading information. According to Plan-
ning Commission the per capita expenditure
on health has been 46.23 and on Family
Welfare 7.19. As 80% of the health setvices
are in the urban areas, 80% of the expenditure
naturally goes to urban areas and a greater
proportion of this goes to the maintenance of
multimillion, chromium plated, ivory tower
institutions.

The following table highlights the per-
capita expenditure of Maharashtra State:

Total - Rs.156 million
3 cities: Bombay - Rs.14.6
Poona - Rs.12.1780.0%
Nagpur - Rs.6.09
Districttowns 6.2%
Other miscellaneous centres \ 9.3%
Villages 4.5%

A perusal of the table reveals that in the
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rural areas a mere 13 paise is available per
person.

Break-down of Health Rupee

A perusal of the expenditure pattern
indicates that more than 85% of the expendi-
ture goes to maintenance of staff and only
14% goes to drugs. The question that crops up
is-how much of this expenditure really results
in accrual of benefit and of what kind to the
ultimate recipients of the services forwhom
the entire health hierarchy exists.

Is it possible for the benefits to be quan-
tifiedin economic terms?

Will a mere increase in the allocation of
rupees and consequent increase in the per
capita health expenditure result in tangible
benefits in terms of reduction of morbidity
and mortality? If yes for how long?

The determining factors seem to be
minor ailments which keep on recurring,
higher threshold for suffering; Low priority to
health. What would be the proportional cost-
ing of health rupee? Salaries Vs Services/
Benefits, Preventive Care Vs Curative Care.

I am sure that NGOs and Government
will rise to the occasion in a spirit of under-
standing, co-operation, mutual support for
the furtherance of the common goal of mak-
ing health services meaningful to the commu-
nity especially to the underprivileged in rural
areasand urban slums.

The Voluntary Health Services -
M.A.Chidambaram Institute of Community
Health will be happy to network with any
agency in developing an action programme.




"INDIA SELECTED HEALTH AND
SOCIO-ECONOMIC INDICATORS

SI. Item Year of Particulars
No. reference
1 2 3 4

1. Population (000) as on 1st March, 1981

Census:--
(i) Total . : : : : . ; - : 6,85,185
(ii) Male . . 5 : ; - . . . 3,54,398
(ili) Female . : : ; - k : X . 3,30,787
2. Decennial Growth Rate (%) : : . - ; . 1971-81 25.0
3. Sex-ratio (No. of females to 1000 Males) . 3 - . 1981 Census 933
4. Areain Sq. Kms. (000) . ; 3 : : ) . 1981 Census 3,287.3
5. Density of Population per Sq. Km. . : : ; . 1981 Census 216
6. Proportion of Urban Population to total population . . 1981 Census 23.31
7. Number of Districts . : : ' ! . . . 1981 Census 412
8. Number of towns* . : ; ; : : : . 1981 Census 3,949
9. Number of Developments Blocks : ; - ; . 1980-81 Census 5,011
10.  Number of Villages (inhabited) : : X ; . 1981 Census 3 557,137
11.  Broad Age distribution of population (Percentage to total
population) & Age Groups:
0-14 . : . ] 4 ; 3 s . 1981 396
15-59 ; ’ . 3 ; ; : ; g . 1981 53:9
60 + v ; : 5 . . . : 2 .. 1981 S 6.5
12.  Crude Birth Rate (SRS) ; ; : ; . : o 1987 32.0
13. Crude Death Rate (SRS) . . 3 . . | . 1987 10.8
14.  Natural Growth rate (SRS) . . 3 ' : ; TRE1987 21152
15.  Infant Mortality rate (SRS) . ; : ) ’ : . 1987 95
16. Expectation of life at birth--
Persons . ) . : - E . : ; . (1986-91) 58.6
Male . : . : : : . : . . 58.1
Female . . : ; 3 : . : : X 59.1
17.  No. of Medical Colleges . ; : ; 7 ; . 1987-88 1252
18. No. of Hospitals and beds 1-1-1989
(i) Govt . 2 ; . : , . ; : Do. 4,504/4,21,025
(i) Private . s . - ; - . : : Do. 5,641/177,034
(iii) Total . . : : . X ! ; ? Do. 10,145/5,98,059
19. Area Served per hospital (sq. Kms.) . g ) ; . 1-1-1989 (Range) - © (19-491)
20. Population served per hospital . ; : : | ! Do. (14,236-1,27,000)
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21. Population served per bed. Do. (775-2,540)
22. Hospital beds per 1000 population 1-1-1989 0.74
23. No. of PHCs 31-12-1988 16,756
24. Number of Sub-Centres 31-12-1988 1,12,004
25.  Number of Community Health Centre 31-12-1988 1,468
26. Number of Doctors (registered with Medical Council
of India) . 1988 _ 3,31,630
27. Number of Registered Nurses (with Nursing Council
of India) . 1987 2,19,299
28.  Plan outlay on Health Family Welfare
and Water Supply etc. (Rs in crores) . ; 1988-89 3,168.42
29. Per capita expenditure on Health and Family Welfare (Rs.) . 1986-87 53.06/7.31
30. Proportion of Scheduled Castes & Scheduled Tribes
population to total population ; : 1981 Census
(i) Scheduled Castes . 15.75%
(i) Scheduled Tribes . 7.76%
**Included 19 unrecognised Medical colleges. Source: Health Information 1989
*Excluding Assam. CBHI, DGHS New Delhi
@Quick Estimation.
GOALS FOR HEALTH AND FAMILY WELFARE
PROGRAMMES IN TERMS OF
'"HEALTH FOR ALL’ BY 2000 AD
SI.  Indicator “ Current Level Goals
No.
1985 1990 2000
1 2 3 4 5 6
1. Infant Mortality Rate .
Rural ; ; : : . ; . 104 (1987) 122
Urban . A : . . b . 61(1987) 60
Combined ; : : . 5 . 95 (1987) 106 87 Below 60
2. Perinatal mortality . . - ; . 53.8(1985) 30-35
2.(a)Crude Death Rate . : P : . 10.8 (1987) 12 10.4 9.0
3. Pre-school child (1--5 yrs) mortality . . 24(1976--77) 20--24 15--20 10
4. Maternal mortality rate . : . . 4--5(1976) 3--4 2--3 below 2
5. Life expectancy at birth (yrs)
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11.
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13

14.

15.

16.

174

Male
Female

Babies with birth weight below
2500 gms (percentage)

Crude birth rate

Effective couple protection (Percentage)

Net Reproduction Rate (NRR)
Growth Rate (annual)

Family size : : :
Pregnant mothers receiving
ante-natal care (%)

Deliveries by trained birth
attendants (%) .

Immunizations Status (%) cover-.

age TT (for pregnant women)

TT (for School children)
10 Years .

16 Years . . ;
DPT (children below 3 years)
Polio (infants) .

BCG (infants)

DT (new School entrants 5--6years)

Typhoid (New school entrants 5--6 years) .

Leprosy-percentage of disease

arrested cases out of those detected*

TB percentage of disease arrested

cases out of those detected

Blindness-Incidence of (%)

. 58.1(1986--91)
. 59.1 (1986--91)

30

. 32.0(1987)
. 39.9 (March, 88)
. 1.48 (1981)

. 2.12(1987)

. 4.4 (1975)

. 60 (1988)

. 40--50 (1988)
. 86.3 (1987--88)

. 88.7 (1987--88)
. 86.45 (1987--88)
. 96.0 (1987)--88)
. 83.5(1987--88)
. 94.3 (1987--88)
. 87.5 (1987--88)

62.6 (1987--88)

. 20 (1988-89)

. 62 (1987--88)
. 1.4 (1987--88)

55.1
54.3
25

31
37.0
1.34
1.90

3.8

50--60

50
60

40
60
70
50
70
80
70

40

60

57.6
&7l
18

27.0

2.0
117
1.66

60--75

80
100

100
100
85
70
80
85
85

60

75
0.7

64
64
10

21.0
60.0
1.00
1.20

2:3

100

100
100

100
100
85
85
85
85
85

80

90
0.3

Note: Cases cured after 1983, out of the 4 million estimated Leprosy cases

Source: National Health Policy--1983

16

PRINTED AT SIGA



<

HP 19

Original Article on Health Policy and Underdevelopment

THE MANDWA PROJECT:
AN EXPERIMENT IN COMMUNITY PARTICIPATION

Noshir H. Antia

The project at Mandwa was designed to study the problems of health in rural
India and the delivery of health care by the existing public and private health sys-
tems. The results demonstrate the important role of socioeconomic and political
factors not only in vital areas such as nutrition, water supply, sanitation, and housing,
but also in the delivery of health services. The private sector showed a predominantly
curative and monetary orientation, while the public sector demonstrated a lack of
accountability to the people it was designed to serve. Under these conditions, an
attempt was made to test the possibility of training local women in self-help with a
minimal supportive service. The results reveal that adequate knowledge and tech-
nology exist for most of the prevalent problems of health and illness in developing
countries, and that semiliterate villagers have the capacity to use these effectively if
they are provided in a simple manner. This experiment also demonstrates the opposi-
tion from local vested interests to any change of the status quo, even in the rela-
tively noncontroversial field of health.

INTRODUCTION

In 1947, a newly emergent independent India resolved that the benefits of develop-
ment, inclusive of health, henceforth would reach all our people and not be restricted
to a select few. In their enthusiasm for rapid advancement and modernization during
the prevalent postwar euphoria of science and technology, it was not unnatural that
our leaders, many of whom had received their education in the Western tradition,
opted for the ad hoc adoption of the Western model for the country’s development.
To them, modern science and technology provided the necessary means to leap from
the bullock cart to the jet age.

Unfortunately, unlike Gandhi, distanced from the masses the leaders failed to
appreciate the socioeconomic and above all the cultural problems that this would
involve. If any shortcuts were to be tried, the regimented discipline and hardships of a
closed society would have to be borne by the leaders as well as by the people. Instead,
while adopting the planned approach of the socialist countries, they sought to achieve
their goals through a “mixed economy” with ample room for the free play of market
forces. This “free” or what may be more aptly termed “free for all” approach has
resulted in a patchwork type of development that has chiefly benefited the upper two
deciles while 50 percent of the population continues to remain below the poverty line.

This work was supported by funds from the Pirojsha Godrej Trust.

International Journal of Health Services, Volume 18, Number 1, 1988
© 1988, Baywood Publishing Co., Inc.
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Table 1

Health status: India and China?

India China

1960 1983 1960 1983
Per capita GNP (US$, 1981) — 260 - 300
Life expectancy at birth (years) 43 55 41 67
Infant mortality rate 165 1100 165 39b

*(per 1000 live births)
Child mortality rate 26 11 26 2
(per 1000 population aged 1-4 years)

Crude birth rate (per 1000 population) 44 34 39 19
Crude death rate (per 1000 population) 22 13 24 7
Adult literacy rate (percent, 1980)° 28 36 43 69

%gource (except as noted below): World Development Report 1985, World Bank.
bFrom UNICEF, State of the World’s Children 1982-83.
C¢From World Development Report 1983, World Bank.

This is the result of a lack of accountability and remarkably poor performance by the
public sector and a highly exploitative private sector devoid of the trusteeship concept
of Gandhi. The performance of the health sector can only be appreciated in the
context of the overall political economy of the country. Unfortunately, the medical
profession working in splendid isolation has failed to perceive health in its wider
perspective and hence been unable to diagnose what ails the people as well as itself.

India has always had a rich tradition of its own indigenous systems of medicine
which has been a part of the health culture of its people. But it is the allopathic system
that has dominated the health scene since independence. This was partly because it
was a legacy of the British Raj and as such had been adopted by the local elite, and
also because of its inherent superiority in the relief of acute illness, the treatment of
communicable disease, and the use of surgery.

In 1947, India had 15 allopathic medical colleges and 47,500 doctors trained in the
Western system of medicine. It was also fortunate in having in the Bhore Committee’s
report (1) a document of unrivaled clarity which analyzed in great detail the problems
of delivery of health services to the common person in a country with a large and
predominantly rural population and with limited financial resources. The report
contains the original concept of primary health care, of which we hear so much today,
with a clear advocacy of a decentralized service based within the local community and
involving the people in their own health care.

Considering all the facts, it is not surprising that the founding fathers of our nation
placed the responsibility for the planning as well as the operation of our health services
entirely on the shoulders of the allopathic medical profession.

Four decades later, we realize that though there has been considerable improvement
in the health status of our people as measured by the increase in life span and fall in

C\
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Table 2

Comparison of Punjab and Kerala?

Target for
India Punjab  Kerala 2000 A D.
Birth rate (per 1000) 339 30.3 26.0 21.0
Death rate (per 1000) 12.5 9.4 6.9 9.0
Infant mortality (per 1000, 1980) 114 89 40 <60
Per capita income at current prices (Rs.) 1758 3164 1447
Female literacy (percent) 24.7 34.1 64.5

%Source: Government of India. Health Statistics of India. Ministry of Health and Family
Welfare, New Delhi, 1984.

infant mortality (IMR) and crude death rates, statistics have also shown (Table 1) that
our achievements have fallen far short of our expectation. This is especially true when
we compare India with China, a country that gained independence in about the same
period and has similar and probably much greater problems to overcome.

Even in our own country, the differences between the poorest state of Kerala
(before the Gulf boom) and the richest state of Punjab are remarkable, as shown in
Table 2. Even though Kerala received the same health services as the other states of
India, the health of its population has already reached the targets set for the rest of the
country for the year 2000 AD.

It is evident from the above figures that the health of the people does not merely
depend on the income level of the people or medical services; the Punjab per capita
income is 2.4 times that of Kerala. John Ratcliffe (2) has attributed the success of
Kerala on the health front to mass education and political will. Education, especially
of women, is probably the most important factor in improving the health of the family
and community. The causes for the inadequacies of the health services have been
examined in detail in the 1980 joint report of the Indian Council of Medical Research
(ICMR) and the Indian Council of Social Science Research (ICSSR) (3). These causes
have also been remarkably well summarized in the government’s own statement of its
National Health Policy of 1983:

The demographic and health picture of the country still constitutes a cause for
serious and urgent concern. The mortality rates for women and children are still
distressingly high; almost one third of the total deaths occur among children below
the age of 5 years; infant mortality is around 129 per thousand live births. . .. The
existing situation has been largely engendered by the almost wholesale adoption of
health manpower development policies and the establishment of curative centres
based on the Western models, which are inappropriate and irrelevant to the real needs
of our people and the socio-economic conditions obtaining in the country. The
hospital-based disease, and cure-oriented approach towards the establishment of
medical services has provided benefits to the upper crusts of society, specially those
residing in the urban areas. The proliferation of this approach has been at the cost
of providing comprehensive primary health care services to the entire population,
whether residing in the urban or the rural areas. Furthermore, the continued
high emphasis on the curative approach has led to the neglect of the preventive,
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promotive, public health and rehabilitative aspects of health care. The existing ap-
proach instead of improving awareness and building up self-reliance has tended to
enhance dependency and weaken the community’s capacity to cope with its prob-
lems. The prevailing policies in regard to the education and training of medical and
health personnel of various levels, has resulted in the development of a cultural gap
between the people and the personnel providing care. The various health programmes
have, by and large, failed to involve individuals and families in establishing a self-
reliant community. Also, over the years, the planning process has become largely
oblivious of the fact that the ultimate goal of achieving a satisfactory health status
for all our people cannot be secured without involving the community in the identi-
fication of their health needs and priorities as well as the implementation and man-
agement of the various health and related programmes.

It is evident that the failure to deliver health care, especially to the rural poor who
form the majority of the population, is the result of a lack of professional and political
will to look after the underprivileged and share the benefits of development; this is no
different from the other fields. Despite protestations to the contrary, the chief bene-
ficiaries of such a system are those who are supposed to deliver the goods. Welfare,
including health care, has become another large and profitable business.

Two decades in the public as well as the private sector were more than adequate to
convince the author that the medical profession had neither the desire nor the training
and capability to deliver health care to our people. Even the sophisticated urban
services, which were chiefly monopolized by the elite, left much to be desired, for in
the absence of a generalized scientific culture and with an archaic administrative infra-
structure they generally ended up as poor imitations of their Western role model and
often only a caricature. Even worse, I was convinced that those of us educated in
urban medical colleges were totally unaware of the actual problems of health and
disease of the common person in our own country, even in the urban slums let alone
the villages. What we saw and learned in big hospitals was only the tip of the ice-berg,
as represented by the few “interesting” cases of advanced pathology that reached us,
often in extremis. The emphasis of medical training was almost entirely on cure and
not prevention,

PLANNING OF THE MANDWA PROJECT

Being an observer as well as a part of this scene, I made a decision in the early
1970s to try to understand the actual problems of the health of our people and, if
feasible. to explore new avenues whereby the benefits of modern medical science
could reach the common person. Since 80 percent of the population of the country
is rural, a community comprised of 30,000 population distributed in 30 villages across
the harbor of Bombay was chosen for the study, now popularly known as the Mandwa
project. Though only 15 kilometers by sea from the great metropolis with all its
sophisticated medical services, Mandwa represented a typical undeveloped rural com-
munity along the coastal belt of Western India with hardly any worthwhile medical
services.

The first two years were spent in trying to understand the problems of health and
disease of the people by meeting, observing, and discussing these problems with
the people and their leaders in the villages. Also, we observed the functioning of the
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Primary Health Centre,! which was located 40 kilometers away, and of the District
Hospital with 250 beds, which was at a distance of only 20 kilometers. The findings
of this exploratory phase can be summed up as follows:

1. The village is as much a stratified community as is the city. The interface
between the village and the external world is a few “leaders” who exert financial as
well as political control and are the self-appointed trustees of the silent majority,
which is virtually unapproachable without going through this local power structure.

2. Health, and especially the preventive aspects, is of little significance to the vast
majority whose main preoccupation is to provide the next family meal. Even illness
and pain are not adequate reasons to seek medical aid unless they interfere with
earning the daily bread. Early detection of disease and regularity of treatment, let
alone prevention, were a luxury the villagers could ill afford. What they sought was
quick temporary relief, which was provided by the doctor in the form of an injection
of a broad spectrum antibiotic and analgesic, a bottle of tonic, and injection of
vitamin B complex to which they were now hooked.

3. The commonest problem was malnutrition, which together with the lack of
water supply and hygiene and the tensions of survival took an extraordinarily heavy
toll on the health of the population. Yet the extensive load of chronic ill health was
considered only as the norm.

4. Despite their poverty, villagers incurred considerable expenditure in emergencies
such as obstructed labor, accidents, or terminal stages of dehydration, often by resort-
ing to the moneylender.

5. The Government Primary Health Care service was virtually nonexistent despite
the two subcenters and a dispensary with 10 beds in the area covered by this project.
The doctors and nurses, when available, were concerned only with curative services
which chiefly favoured the leaders. They often charged the poor for services despite
drawing a nonpracticing allowance. Family planning was the only program that was
implemented with any regularity in order to reach the stipulated government targets;
the coercive measures employed were generally resented by the population, who asso-
ciated the Primary Health Care services solely with population control.

6. The services of the not too distant district hospital were of limited use because
of lack of adequate transport and the cost of travel.

Despite this dismal picture, there were some hopeful signs that provided a silver
lining to an otherwise depressing scene. First, though illiterate and oppressed, the
people showed remarkable practical ability and intelligence in making the best use of
the meager resources available to them. Second, the prevalent diseases were chiefly of
a communicable nature, their diagnosis required elementary medical knowledge and
skills, and appropriate medical technology was readily available. Besides being remark-
ably simple, the technology was also cheap and highly effective as well as safe, both
for prevention and cure,

1A Primary Health Centre (PHC) is the basic unit of the government for primary health care
as well as for the National Disease Control programs. The present PHC caters to about 30,000
population and has two doctors, two multipurpose paramedical workers, and one Health Guide
(HG) for every 1,000 population.
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We realized that instead of employing the usual anatomical and pathological classi-
fication, if the diseases were graded according to the knowledge, skills, and technology
required for their diagnosis, prevention, and treatment, it provided a very practical
and an entirely new approach to their management. Broadly speaking, the problems
fell under the following four categories:

Group I Minor illness and minor injuries that have traditionally been looked after
adequately by the people themselves with local folk remedies.

Group II. Diseases that are responsible for a great deal of morbidity but do not
endanger life, e.g., scabies, worms, minor gastric upsets, and simple
diarrhea.

Group III. The major killing and maiming diseases of the developing world such as
tuberculosis, tetanus, dehydration due to severe diarrhea, dysentery,
measles, acute respiratory infections, poliomyelitis, and leprosy.

Group IV. Conditions such as cancer, heart disease, stroke, major trauma, and those
requiring surgical assistance.

The problems in any one group, especially if not treated in time, could escalate to
the next in a few instances, but as a rule, groups I to III required simple skills for
diagnosis or suspicion of the disease, and the majority of diseases could be prevented
by simple measures, often by the community’s own action. Cheap, simple, safe, and
effective treatments were also available for all of these diseases.

In view of this and the fact that there was no hope of delivering the available tech-
nology provided by modern medical science under the existing system, we thought it
reasonable to explore whether the villagers themselves could be taught the simple
medical skills and how to make use of the equally simple available tools to look after
their own health problems to the extent possible. We also thought it reasonable to
teach them how to use the available medical services and demand what was their due.

In the absence of any precedent, the evolution of the Mandwa project was through
a series of trials and errors. This experiment in self-help was explained to the local
village leaders (sarpancha) who were presuaded to help select a woman from each
village for training. Experience reveals that motivation should be the single most
important criterion in selection of such part-time health workers and that every
village can identify a few such individuals. Since most were semiliterate, training was
conducted in an informal manner in the form of weekly discussion groups in the
villages themselves.

The training was of an entirely practical nature and under conditions in which the
health workers would eventually work. Hardly any teaching aids were employed. The
village well, the pregnant woman, and the people who were ill in the village provided
adequate material for practical demonstration. The germ theory was taught using the
magnifying glass and simple school microscope to examine water from the local well,
smears from lepromatous patients, and sputum of] those suffering from tuberculosis.
The major problem was finding teachers among the professionals who could convert
complex theoretical knowledge into simple and practical knowhow, and above all,
could overcome their cultural barriers and learn to differentiate between intelligence
and education and to respect the highly practical approach of simple village folk as
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opposed to their own impractical theoretical education. It was also difficult for the
urbanized doctor to adjust to the slower pace of the village.

Despite the payment of a salary equivalent to and even higher than that of the
doctor of the government Primary Health Centre, it was virtually impossible to attract
a suitable candidate. Most doctors did not believe that a village woman could possibly
acquire knowledge on health when it takes two to five years to train a paramedic or
a doctor. At best it was considered dangerous practice, and at worse an attempt at
institutionalizing quackery. The arduous task of spending most of the day on a motor-
cycle visiting villages rather than running a traditional static outpatient service, com-
bined with absence of payment from the patient, was a further disincentive. The only
doctor who was prepared to work continuously was a young ayurvedic physician, the
son of a local fisherman. Though poor in medical skills, he was acceptable to the
people for he belonged to their community.

Finding suitable nurses and even Auxiliary Nurse Midwives (ANMs) posed a similar
problem with a high turnover.

The staff of the project consisted of a doctor trained in ayurvedic medicine, an
administrator trained in social science with three helpers (to maintain accounts and
records and to undertake statistical analysis and the purchase and distribution of
medicines to the subcenters), five ANMs, and 27 Village Health Workers (VHWs).
Except for the senior administrator, all were local personnel. A small health center was
established with 10 beds (used chiefly for maternity cases and for tubectomy opera-
tions). The cost of such a service (not accounting for the research inputs) was approxi-
mately Rs.6/- (rupees) per capita per annum in 1980 compared to the all-India average
of Rs.30/- (4). Of this sum, the cost of medicines could be recouped from the
patients.

RESULTS OF THE MANDWA EXPERIMENT

Let us now examine what semiliterate women could achieve in their community
with such simple instructions and a very elementary referral and support system
without an associated program of economic development or inputs into nutrition,
watersupply, sanitation, and improvement of environment. It took about three years
to establish the project and for the VHWs to gain the necessary confidence. The
effective period of the project was from 1977 to mid-1983 which was followed by a
period of turmoil until its closure in January 1984. It was interesting to note that with
increasing experience, many of the VHWs surpassed the ANMs in their effective role
in the village and they replaced all the ANMs at the subcenters during the last three
years of the project. The VHWs also undertook the giving of injections for immuniza-
tion as well as streptomycin to patients suffering from tuberculosis.

A preliminary survey of the area was undertaken by the Tata Institute of Social
Sciences, which revealed that the health and economic situation of this area was no
different from that of the country as a whole and hence the national statistics have
been used as the baseline. Table 3 shows some of the figures for Mandwa compared
to the national figures.

It should be noted that all activities were carried out through individual VHWs
on a routine daily or weekly basis, including immunization of children and pregnant
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Table 3

Achievements of Mandwa

Mandwa project National figures
1982 1982

Birth rate (per 1000) 15 33.3¢
Crude death rate (per 1000) 8 11.74
Infant mortality rate (per 1000) 74 114 (1980)°
Immunization (percent)

Triple antigen 92 25b

Polio 67 sb

Tetanus toxoid 78 200

%Source: Government of India. Health Statistics of India. Ministry of Health and Family Welfare,
New Delhi, 1984.

bSource: Government of India. National Health Policy. Ministry of Health and Family Welfare,
New Delhi, 1983.

mothers, family planning operations, and detection of leprosy. No camp or mass
approach was used.

Immunization. The high rate of immunization was achieved only after ANMs
were replaced by the VHWs, for this assured regularity and undivided responsibility.
This, with improved hygiene at delivery, resulted in the absence of even a single
death from tetanus (the second largest cause of death in India) during the entire
period of the project.

Leprosy. The number of cases detected by the full-time government leprosy
technicians in 12 years prior to the project was 63. The number of cases at the end of
the project was 161 and the detection rate of the VHWs was similar to that of the
two-year-trained leprosy technician. Moreover, all the cases detected by VHWs were at
the early stages of the disease, and with the much improved regularity of treatment
there was not a single new case that developed deformity. Since the VHWs visited
leprosy and tuberculosis patients in their homes, there was a virtual abolition of stigma
and the old deformed patients were reaccepted by their family and community.

Tuberculosis. The rate of early detection was high, and since the patients were
given their streptomycin injection at home, the regularity of treatment was ensured,
especially because the importance of treatment in preventing family transmission of
the disease was explained. Preventive measures such as disposal of sputum were also
ensured. It must be stated that the role of the VHWs was to detect suspected new cases
and to carry out the treatment as recommended by the doctor after confirmation of
diagnosis.
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Gastroenteritis. Deaths from dehydration were virtually eliminated by oral
rehydration therapy using home-made salt and sugar solutions. More important,
preventive action such as cleaning and chlorination of wells and boiling of water pre-
vented the spread to epidemic proportions.

Malaria. Blood smears of fever cases were taken by the VHWs, followed by chloro-
quine administration. Definitive treatment was provided for positive smear cases and
the local community often undertook the spraying of insecticide.

The question naturally arises as to why such a cheap and effective people-based
health service, which is in keeping with the recommendations of the country’s own
Bhore (1) and the ICMR/ICSSR (3) Committees as well as with the National Health
Policy (5), fails to get implemented on a nation-wide scale. The answer to this has also
been indicated by the Mandwa project.

At an early stage of the experiment, the then Director of Medical Services of the
State requested that the project take over the functions of a Primary Health Unit?
(PHU). The staff sanctioned for a PHU was placed at the disposal of the project
administration. This was done with the hope that this experiment would provide a
prototype for the development of a similar service on a state-wide basis. Unfor-
tunately, both the district medical personnel as well as the paramedical staff con-
sidered this a threat to their comfortable existence, for the community was now made
aware of their presence as well as their duties. Not only did they refuse to perform
their alloted duties but they took every opportunity to undermine the working of the
project. Yet they had no hesitation in claiming credit for the tasks performed by the
VHWs, such as detection of cases of malaria, tuberculosis, and leprosy, pre- and post-
natal care, immunization of children and pregnant women, and above all, motivation
for family planning.

The nine nonallopathic private doctors in the area posed less of a problem, although
one doctor who operated a private nursing home prevented the appointment of a
VHW from his area. Patients, especially those who could afford it, continued to
patronize these doctors for injections, for these were not provided by our service,
except for immunizations and tuberculosis. Most of these injections given by other
doctors consisted of unnecessary and often dangerous antibiotics such as chloro-
mycetin, analgesics, and vitamin B complex, even for diseases such as the common
cold. Interestingly, injections of penicillin or streptomycin or for immunization were
seldom employed.

The local leaders, who welcomed us initially, lost interest when they realized that
the project was not going to provide a hospital with doctors, nurses, X-ray and
pathology facilities, and an ambulance, which in actual fact was their priority. Our
repeated pleas to them to form a health committee for the area received little
response. The effectiveness of the VHWs varied from village to village. Besides their

21t is a “mini” Primary Health Centre with one doctor and other staff set up in areas that do
not have easy access to the Primary Health Centre services catering to 30,000 population, The
Primary Health Unit (PHU) was a subunit of the old PHC which looked after about 100,000
population.
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own ability and motivation, an important factor was the extent of support they
received from their village leaders.

Several of the leaders resented the fact that the project succeeded in reaching the
poor in their villages while bypassing them, thus arousing fear of an alternative power
structure and an attitude of self-reliance developing among the poor. The health
professionals were quick to seize this opportunity to drive a further wedge between
the project staff and the local leadership.

Despite the fact that the poor and even some of the leaders accepted the project
services, the local power structure dominated by the richer and more powerful leaders
joined hands with the government health personnel in open hostility and demanded
that the project leave the area, handing its assets to them. Their object was achieved
after threats and a show of open violence to the project staff.

The question arises as to why the beneficiaries, namely the poor, who formed the
majority of the population did not actively oppose this threat. The answer lies in their
abject poverty and dependency on the local power structure for their survival. Health
is not a priority in their daily life.

Summary

The findings from the Mandwa experiment may be summarized as follows:

1. Modern medical science and technology have provided us with the knowledge as
well as the tools for the prevention and treatment of the vast majority of the diseases
that affect the people of the developing world.

2. This knowledge and technology is remarkably effective though simple, cheap,
and safe.

3. Semiliterate and even illiterate village women have the capacity to absorb this
knowledge and use the technology if this is made available to them in a simple and
acceptable manner.

4. The role of the professionals is to impart such knowledge, encourage self-help,
and provide graded supportive services for problems requiring greater skills and/or
facilities. It is not their role to appropriate functions that the people themselves can
undertake.

5. Health at this level, at which almost 80 percent of all problems can be tackled
by the people themselves, requires low technology but high cultural affinity with the
people.

6. The local village women are therefore more suitable for tackling these problems
than more highly trained professionals.

7. The average professional fails to discriminate between education and intelli-
gence. He or she looks down upon the illiterate as being unintelligent.

8. The interest of the professional often does not coincide with the interest of the
people; hence the appropriation of peoples’ health by a process of secrecy and
mystification.

9. Health professionals generally perceive a well trained VHW as a hindrance or
threat rather than a help. This is because the VHWs often demonstrate results superior
to those of the professionals, demystify health, and reduce peoples’ dependency. This
results in loss of practice in the private sector, creates surveillance, and hence brings
accountability in a normally unaccountable public sector.
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10. Semiliterate village women have demonstrated that in five years they could
almost reach many of the targets set for 2000 A.D.—this without any inputs in
nutrition, water supply, sanitation, and improvement in environment. They achieved
this despite limited supportive services, and opposition from the private as well as
public health sector and latterly from their local politicians. Table 3 gives some of
their achievements, and all this at the cost of Rs.6/~ per capita per annum.

CONCLUSIONS

Mandwa and similar projects merely demonstrate that the ICSSR/ICMR report’s
recommendations for health at the village level, where the majority of the people live
and where the problems lie and should be solved, is not merely fanciful hypothesis.

Why is it then that the experiences of Mandwa and similar projects have remained
isolated and have had little impact on the health service of the country as a whole?
To the casual observer this is particularly difficult to comprehend when the national
policy continues to harp on “Health for All” through primary health care and com-
munity participation. Surely it is not lack of finances because these projects are highly
cost effective, nor is it due to lack of manpower. Even though part-time VHWs, now
known as Health Guides, have been appointed by the government in the majority of
our half-million villages with the same objectives and a similar complement of
supporting staff and services as at Mandwa, it has had little impact on the general
health of our people.

The answer to these questions has also been provided by Mandwa. The extent
of opposition to even such a small project from both the health and the local political
structures demonstrates the emptiness of slogans such as “Health for All”’ or “Rural
Development.” It reveals the true intentions of the power structure and its vested
interest in maintaining the status quo, in which a few individuals can dominate the
rest of the community. In a democracy, all programs and activities are carried out in
the name of the people and especially of the underprivileged. The fact that almost
all benefits of development gravitate to the elite reveals the extent of the dichotomy
between preaching and practice, and this applies equally to the field of health in both
the public and private sector. While there is dissention within the health system and
between it and the bureaucracy and politicians, these forces will close ranks if the
existing system is threatened by any external agency that may disturb the balance
between them and the silent majority on whose presence they thrive.

Only thus can be explained why, almost four decades after Independence, half the
population remains below the poverty line, 100 out of every 1000 children die within
the first year of diseases such as gasteroenteritis, and diseases for which we have
effective measures of prevention and control continue to take their unrelenting toll.
Even here, aggregate statistics hide the true reality because improvement in the upper
two or three deciles conceals the infinitely higher mortality and morbidity figures in
the lowest two or three. Despite a school in every village, about 60 percent of the
population and 75 percent of women remain illiterate, when the nexus between female
literacy and health is clearly demonstrated by the statistics of Bihar and Uttar
Pradesh—IMR > 250—versus those of Kerala—IMR < 50.
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It is unfortunate that even the well intentioned members of the medical profession
see health as a medical rather than a social, cultural, economic, and political problem.
Even with the best of intentions, most of the voluntary agencies with their purely
humane approach often help to create an even greater dependency among those whom
they serve.

Mandwa can either be seen as a failure of a community health project or as an
experiment that demonstrates how knowledge can help people to overcome their
fears and encourage self-reliance. Whether this knowledge and technology can be
spread through an organized movement or in a nonformal manner or a combination of
both remains to be seen. Whether the impact will be only in health or will also, by
demystifying the most mystified subject, create the awareness to overcome the sense
of abject helplessness and start a process of questioning of the existing order—this also
remains to be seen.
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THE MANDWA PROJECT:
AN EXPERIMENT IN COMMUNITY PARTICIPATION

Noshir H. Antia

The project at Mandwa was designed to study the problems of health in rural
India and the delivery of health care by the existing public and private health sys-
tems. The results demonstrate the important role of socioeconomic and political
tactors not only in vital areas such as nutrition, water supply, sanitation, and housing,
but also in the delivery of health services. The private sector showed a predominantly
curative and monetary orientation, while the public sector demonstrated a lack of
accountability to the people it was designed to serve. Under these conditions, an
attempt was made to test the possibility of training local women in self-help with a
minimal supportive service. The results reveal that adequate knowledge and tech-
nology exist for most of the prevalent problems of health and illness in developing
countries, and that semiliterate villagers have the capacity to use these effectively if
they are provided in a simple manner. This experiment also demonstrates the opposi-
tion from local vested interests to any change of the status quo, even in the rela-
tively noncontroversial field of health.

INTRODUCTION

In 1947, a newly emergent independent India resolved that the benefits of develop-
ment, inclusive of health, henceforth would reach all our people and not be restricted
to a select few. In their enthusiasm for rapid advancement and modernization during
the prevalent postwar euphoria of science and technology, it was not unnatural that
our leaders, many of whom had received their education in the Western tradition,
opted for the ad hoc adoption of the Western model for the country’s development.
To them, modern science and technology provided the necessary means to leap from
the bullock cart to the jet age.

Unfortunately, unlike Gandhi, distanced from the masses the leaders failed to
appreciate the socioeconomic and above all the cultural problems that this would
involve. If any shortcuts were to be tried, the regimented discipline and hardships of a
closed society would have to be borne by the leaders as well as by the people. Instead,
while adopting the planned approach of the socialist countries, they sought to achieve
their goals through a “mixed economy” with ample room for the free play of market
forces. This “free™ or what may be more aptly termed “free for all” approach has
resulted in a patchwork type of development that has chiefly benefited the upper two
deciles while 50 percent of the population continues to remain below the poverty line.
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Table 1

Health status: India and China?

India China

1960 1983 1960 1983
Per capita GNP (US$, 1981) - 260 - 300
Life expectancy at birth (years) 43 55 41 67
Infant mortality rate 165 1100 165 39b

‘(per 1000 live births)
Child mortality rate 26 11 26 2
(per 1000 population aged 1-4 years)

Crude birth rate (per 1000 population) 44 34 39 19
Crude death rate (per 1000 population) 22 13 24 7
Adult literacy rate (percent, 1980)° 28 36 43 69

%gource (except as noted below): World Development Report 1985, World Bank.
bFrom UNICEF, State of the World’s Children 1982-83.
C¢From World Development Report 1983, World Bank.

This is the result of a lack of accountability and remarkably poor performance by the
public sector and a highly exploitative private sector devoid of the trusteeship concept
of Gandhi. The performance of the health sector can only be appreciated in the
context of the overall political economy of the country. Unfortunately, the medical
profession working in splendid isolation has failed to perceive health in its wider
perspective and hence been unable to diagnose what ails the people as well as itself.

India has always had a rich tradition of its own indigenous systems of medicine
which has been a part of the health culture of its people. But it is the allopathic system
that has dominated the health scene since independence. This was partly because it
was a legacy of the British Raj and as such had been adopted by the local elite, and
also because of its inherent superiority in the relief of acute illness, the treatment of
communicable disease, and the use of surgery.

In 1947, India had 15 allopathic medical colleges and 47,500 doctors trained in the
Western system of medicine. It was also fortunate in having in the Bhore Committee’s
report (1) a document of unrivaled clarity which analyzed in great detail the problems
of delivery of health services to the common person in a country with a large and
predominantly rural population and with limited financial resources. The report
contains the original concept of primary health care, of which we hear so much today,
with a clear advocacy of a decentralized service based within the local community and
involving the people in their own health care.

Considering all the facts, it is not surprising that the founding fathers of our nation
placed the responsibility for the planning as well as the operation of our health services
entirely on the shoulders of the allopathic medical profession.

Four decades later, we realize that though there has been considerable improvement
in the health status of our people as measured by the increase in life span and fall in
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Table 2

Comparison of Punjab and Kerala?

Target for
India Punjab Kerala 2000 A.D.
Birth rate (per 1000) 33.9 30.3 26.0 21.0
Death rate (per 1000) 12.5 9.4 6.9 9.0
Infant mortality (per 1000, 1980) 114 89 40 <60
Per capita income at current prices (Rs.) 1758 3164 1447
Female literacy (percent) 24.7 34.1 64.5

9Source: Government of India. Health Statistics of India. Ministry of Health and Family
Welfare, New Delhi, 1984.

infant mortality (IMR) and crude death rates, statistics have also shown (Table 1) that
our achievements have fallen far short of our expectation. This is especially true when
we compare India with China, a country that gained independence in about the same
period and has similar and probably much greater problems to overcome.

Even in our own country, the differences between the poorest state of Kerala
(before the Gulf boom) and the richest state of Punjab are remarkable, as shown in
Table 2. Even though Kerala received the same health services as the other states of
India, the health of its population has already reached the targets set for the rest of the
country for the year 2000 AD.

It is evident from the above figures that the health of the people does not merely
depend on the income level of the people or medical services; the Punjab per capita
income is 2.4 times that of Kerala. John Ratcliffe (2) has attributed the success of
Kerala on the health front to mass education and political will. Education, especially
of women, is probably the most important factor in improving the health of the family
and community. The causes for the inadequacies of the health services have been
examined in detail in the 1980 joint report of the Indian Council of Medical Research
(ICMR) and the Indian Council of Social Science Research (ICSSR) (3). These causes
have also been remarkably well summarized in the government’s own statement of its
National Health Policy of 1983:

The demographic and health picture of the country still constitutes a cause for
serious and urgent concern. The mortality rates for women and children are still
distressingly high; almost one third of the total deaths occur among children below
the age of 5 years; infant mortality is around 129 per thousand live births. . . . The
existing situation has been largely engendered by the almost wholesale adoption of
health manpower development policies and the establishment of curative centres
based on the Western models, which are inappropriate and irrelevant to the real needs
of our people and the socio-economic conditions obtaining in the country. The
hospital-based disease, and cure-oriented approach towards the establishment of
medical services has provided benefits to the upper crusts of society, specially those
residing in the urban areas. The proliferation of this approach has been at the cost
of providing comprehensive primary health care services to the entire population,
whether residing in the urban or the rural areas. Furthermore, the continued
high emphasis on the curative approach has led to the neglect of the preventive,
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promotive, public health and rehabilitative aspects of health care. The existing ap-
proach instead of improving awareness and building up self-reliance has tended to
enhance dependency and weaken the community’s capacity to cope with its prob-
lems. The prevailing policies in regard to the education and training of medical and
health personnel of various levels, has resulted in the development of a cultural gap
between the people and the personnel providing care. The various health programmes
have, by and large, failed to involve individuals and families in establishing a self-
reliant community. Also, over the years, the planning process has become largely
oblivious of the fact that the ultimate goal of achieving a satisfactory health status
for all our people cannot be secured without involving the community in the identi-
fication of their health needs and priorities as well as the implementation and man-
agement of the various health and related programmes.

It is evident that the failure to deliver health care, especially to the rural poor who
form the majority of the population, is the result of a lack of professional and political
will to look after the underprivileged and share the benefits of development; this is no
different from the other fields. Despite protestations to the contrary, the chief bene-
ficiaries of such a system are those who are supposed to deliver the goods. Welfare,
including health care, has become another large and profitable business.

Two decades in the public as well as the private sector were more than adequate to
convince the author that the medical profession had neither the desire nor the training
and capability to deliver health care to our people. Even the sophisticated urban
services, which were chiefly monopolized by the elite, left much to be desired, for in
the absence of a generalized scientific culture and with an archaic administrative infra-
structure they generally ended up as poor imitations of their Western role model and
often only a caricature. Even worse, I was convinced that those of us educated in
urban medical colleges were totally unaware of the actual problems of health and
disease of the common person in our own country, even in the urban slums let alone
the villages. What we saw and learned in big hospitals was only the tip of the ice-berg,
as represented by the few “interesting” cases of advanced pathology that reached us,
often in extremis. The emphasis of medical training was almost entirely on cure and
not prevention.

PLANNING OF THE MANDWA PROJECT

Being an observer as well as a part of this scene, I made a decision in the early
1970s to try to understand the actual problems of the health of our people and, if
feasible, to explore new avenues whereby the benefits of modern medical science
could reach the common person. Since 80 percent of the population of the country
is rural, a community comprised of 30,000 population distributed in 30 villages across
the harbor of Bombay was chosen for the study, now popularly known as the Mandwa
project. Though only 15 kilometers by sea from the great metropolis with all its
sophisticated medical services, Mandwa represented a typical undeveloped rural com-
munity along the coastal belt of Western India with hardly any worthwhile medical
services. \

The first two years were spent in trying to understand the problems of health and
disease of the people by meeting, observing, and discussing these problems with
the people and their leaders in the villages. Also, we observed the functioning of the
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Primary Health Centre ! which was located 40 kilometers away, and of the District
Hospital with 250 beds, which was at a distance of only 20 kilometers. The findings
of this exploratory phase can be summed up as follows:

1. The village is as much a stratified community as is the city. The interface
between the village and the external world is a few “leaders” who exert financial as
well as political control and are the self-appointed trustees of the silent majority,
which is virtually unapproachable without going through this local power structure.

2. Health, and especially the preventive aspects, is of little significance to the vast
majority whose main preoccupation is to provide the next family meal. Even illness
and pain are not adequate reasons to seek medical aid unless they interfere with
earning the daily bread. Early detection of disease and regularity of treatment, let
alone prevention, were a luxury the villagers could ill afford. What they sought was
quick temporary relief, which was provided by the doctor in the form of an injection
of a broad spectrum antibiotic and analgesic, a bottle of tonic, and injection of
vitamin B complex to which they were now hooked.

3. The commonest problem was malnutrition, which together with the lack of
water supply and hygiene and the tensions of survival took an extraordinarily heavy
toll on the health of the population. Yet the extensive load of chronic ill health was
considered only as the norm,

4. Despite their poverty, villagers incurred considerable expenditure in emergencies
such as obstructed labor, accidents, or terminal stages of dehydration, often by resort-
ing to the moneylender.

5. The Government Primary Health Care service was virtually nonexistent despite
the two subcenters and a dispensary with 10 beds in the area covered by this project.
The doctors and nurses, when available, were concerned only with curative services
which chiefly favoured the leaders. They often charged the poor for services despite
drawing a nonpracticing allowance. Family planning was the only program that was
implemented with any regularity in order to reach the stipulated government targets;
the coercive measures employed were generally resented by the population, who asso-
ciated the Primary Health Care services solely with population control.

6. The services of the not too distant district hospital were of limited use because
of lack of adequate transport and the cost of travel.

Despite this dismal picture, there were some hopeful signs that provided a silver
lining to an otherwise depressing scene. First, though illiterate and oppressed, the
people showed remarkable practical ability and intelligence in making the best use of
the meager resources available to them. Second, the prevalent diseases were chiefly of
a communicable nature, their diagnosis required elementary medical knowledge and
skills, and appropriate medical technology was readily available. Besides being remark-
ably simple, the technology was also cheap and highly effective as well as safe, both
for prevention and cure.

1A Primary Health Centre (PHC) is the basic unit of the government for primary health care
as well as for the National Disease Control programs. The present PHC caters to about 30,000
population and has two doctors, two multipurpose paramedical workers, and one Health Guide
(HG) for every 1,000 population.
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We realized that instead of employing the usual anatomical and pathological classi-
fication, if the diseases were graded according to the knowledge, skills, and technology
required for their diagnosis, prevention, and treatment, it provided a very practical
and an entirely new approach to their management. Broadly speaking, the problems
fell under the following four categories:

Group I.  Minor illness and minor injuries that have traditionally been looked after
adequately by the people themselves with local folk remedies.

Group II. Diseases that are responsible for a great deal of morbidity but do not
endanger life, e.g., scabies, worms, minor gastric upsets, and simple
diarrhea,

Group III. The major killing and maiming diseases of the developing world such as
tuberculosis, tetanus, dehydration due to severe diarrhea, dysentery,
measles, acute respiratory infections, poliomyelitis, and leprosy.

Group IV. Conditions such as cancer, heart disease, stroke, major trauma, and those
requiring surgical assistance.

The problems in any one group, especially if not treated in time, could escalate to
the next in a few instances, but as a rule, groups I to III required simple skills for
diagnosis or suspicion of the disease, and the majority of diseases could be prevented
by simple measures, often by the community’s own action. Cheap, simple, safe, and
effective treatments were also available for all of these diseases.

In view of this and the fact that there was no hope of delivering the available tech-
nology provided by modern medical science under the existing system, we thought it
reasonable to explore whether the villagers themselves could be taught the simple
medical skills and how to make use of the equally simple available tools to look after
their own health problems to the extent possible. We also thought it reasonable to
teach them how to use the available medical services and demand what was their due.

In the absence of any precedent, the evolution of the Mandwa project was through
a series of trials and errors. This experiment in self-help was explained to the local
village leaders (sarpancha) who were presuaded to help select a woman from each
village for training. Experience reveals that motivation should be the single most
important criterion in selection of such part-time health workers and that every
village can identify a few such individuals. Since most were semiliterate, training was
conducted in an informal manner in the form of weekly discussion groups in the
villages themselves.

The training was of an entirely practical nature and under conditions in which the
health workers would eventually work. Hardly any teaching aids were employed. The
village well, the pregnant woman, and the people who were ill in the village provided
adequate material for practical demonstration. The germ theory was taught using the
magnifying glass and simple school microscope to examine water from the local well,
smears from lepromatous patients, and sputum of those suffering from tuberculosis.
The major problem was finding teachers among the professionals who could convert
complex theoretical knowledge into simple and practical knowhow, and above all,
could overcome their cultural barriers and learn to differentiate between intelligence
and education and to respect the highly practical approach of simple village folk as
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opposed to their own impractical theoretical education. It was also difficult for the
urbanized doctor to adjust to the slower pace of the village.

Despite the payment of a salary equivalent to and even higher than that of the
doctor of the government Primary Health Centre, it was virtually impossible to attract
a suitable candidate. Most doctors did not believe that a village woman could possibly
acquire knowledge on health when it takes two to five years to train a paramedic or
a doctor. At best it was considered dangerous practice, and at worse an attempt at
institutionalizing quackery. The arduous task of spending most of the day on a motor-
cycle visiting villages rather than running a traditional static outpatient service, com-
bined with absence of payment from the patient, was a further disincentive. The only
doctor who was prepared to work continuously was a young ayurvedic physician, the
son of a local fisherman. Though poor in medical skills, he was acceptable to the
people for he belonged to their community.

Finding suitable nurses and even Auxiliary Nurse Midwives (ANMs) posed a similar
problem with a high turnover.

The staff of the project consisted of a doctor trained in ayurvedic medicine, an
administrator trained in social science with three helpers (to maintain accounts and
records and to undertake statistical analysis and the purchase and distribution of
medicines to the subcenters), five ANMs, and 27 Village Health Workers (VHWs).
Except for the senior administrator, all were local personnel. A small health center was
established with 10 beds (used chiefly for maternity cases and for tubectomy opera-
tions). The cost of such a service (not accounting for the research inputs) was approxi-
mately Rs.6/- (rupees) per capita per annum in 1980 compared to the all-India average
of Rs.30/- (4). Of this sum, the cost of medicines could be recouped from the
patients.

RESULTS OF THE MANDWA EXPERIMENT

Let us now examine what semiliterate women could achieve in their community
with such simple instructions and a very elementary referral and support system
without an associated program of economic development or inputs into nutrition,
watersupply, sanitation, and improvement of environment. It took about three years
to establish the project and for the VHWs to gain the necessary confidence. The
effective period of the project was from 1977 to mid-1983 which was followed by a
period of turmoil until its closure in January 1984. It was interesting to note that with
increasing experience, many of the VHWs surpassed the ANMs in their effective role
in the village and they replaced all the ANMs at the subcenters during the last three
years of the project. The VHWs also undertook the giving of injections for immuniza-
tion as well as streptomycin to patients suffering from tuberculosis.

A preliminary survey of the area was undertaken by the Tata Institute of Social
Sciences, which revealed that the health and economic situation of this area was no
different from that of the country as a whole and hence the national statistics have
been used as the baseline. Table 3 shows some of the figures for Mandwa compared
to the national figures.

It should be noted that all activities were carried out through individual VHWs
on a routine daily or weekly basis, including immunization of children and pregnant
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Table 3

Achievements of Mandwa

Mandwa project National figures
1982 1982
Birth rate (per 1000) 15 33.3¢
Crude death rate (per 1000) 8 11.74
Infant mortality rate (per 1000) 74 114 (1980)°
Immunization (percent)
Triple antigen 92 25b
Polio 67 sb
Tetanus toxoid 78 200

9Source: Government of India. Health Statistics of India. Ministry of Health and Family Welfare,
New Delhi, 1984.

bSource: Government of India. National Health Policy. Ministry of Health and Family Welfare,
New Delhi, 1983.

mothers, family planning operations, and detection of leprosy. No camp or mass
approach was used.

Immunization. The high rate of immunization was achieved only after ANMs
were replaced by the VHWs, for this assured regularity and undivided responsibility.
This, with improved hygiene at delivery, resulted in the absence of even a single
death from tetanus (the second largest cause of death in India) during the entire
period of the project.

Leprosy. The number of cases detected by the full-time government leprosy
technicians in 12 years prior to the project was 63. The number of cases at the end of
the project was 161 and the detection rate of the VHWs was similar to that of the
two-year-trained leprosy technician. Moreover, all the cases detected by VHWs were at
the early stages of the disease, and with the much improved regularity of treatment
there was not a single new case that developed deformity. Since the VHWs visited
leprosy and tuberculosis patients in their homes, there was a virtual abolition of stigma
and the old deformed patients were reaccepted by their family and community.

Tuberculosis. The rate of early detection was high, and since the patients were
given their streptomycin injection at home, the regularity of treatment was ensured,
especially because the importance of treatment in preventing family transmission of
the disease was explained. Preventive measures such as disposal of sputum were also
ensured. It must be stated that the role of the VHWs was to detect suspected new cases
and to carry out the treatment as recommended by the doctor after confirmation of
diagnosis.
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Gastroenteritis. Deaths from dehydration were virtually eliminated by oral
rehydration therapy using home-made salt and sugar solutions. More important,
preventive action such as cleaning and chlorination of wells and boiling of water pre-
vented the spread to epidemic proportions.

Malaria. Blood smears of fever cases were taken by the VHWs, followed by chloro-
quine administration. Definitive treatment was provided for positive smear cases and
the local community often undertook the spraying of insecticide.

The question naturally arises as to why such a cheap and effective people-based
health service, which is in keeping with the recommendations of the country’s own
Bhore (1) and the ICMR/ICSSR (3) Committees as well as with the National Health
Policy (5), fails to get implemented on a nation-wide scale. The answer to this has also
been indicated by the Mandwa project.

At an early stage of the experiment, the then Director of Medical Services of the
State requested that the project take over the functions of a Primary Health Unit?
(PHU). The staff sanctioned for a PHU was placed at the disposal of the project
administration. This was done with the hope that this experiment would provide a
prototype for the development of a similar service on a state-wide basis. Unfor-
tunately, both the district medical personnel as well as the paramedical staff con-
sidered this a threat to their comfortable existence, for the community was now made
aware of their presence as well as their duties. Not only did they refuse to perform
their alloted duties but they took every opportunity to undermine the working of the
project. Yet they had no hesitation in claiming credit for the tasks performed by the
VHWs, such as detection of cases of malaria, tuberculosis, and leprosy, pre- and post-
natal care, immunization of children and pregnant women, and above all, motivation
for family planning.

The nine nonallopathic private doctors in the area posed less of a problem, although
one doctor who operated a private nursing home prevented the appointment of a
VHW from his area. Patients, especially those who could afford it, continued to
patronize these doctors for injections, for these were not provided by our service,
except for immunizations and tuberculosis. Most of these injections given by other
doctors consisted of unnecessary and often dangerous antibiotics such as chloro-
mycetin, analgesics, and vitamin B complex, even for diseases such as the common
cold. Interestingly, injections of penicillin or streptomycin or for immunization were
seldom employed.

The local leaders, who welcomed us initially, lost interest when they realized that
the project was not going to provide a hospital with doctors, nurses, X-ray and
pathology facilities, and an ambulance, which in actual fact was their priority. Our
repeated pleas to them to form a health committee for the area received little
response. The effectiveness of the VHWs varied from village to village. Besides their

21t is a “mini” Primary Health Centre with one doctor and other staff set up in areas that do
not have easy access to the Primary Health Centre services catering to 30,000 population. The
Primary Health Unit (PHU) was a subunit of the old PHC which looked after about 100,000
population.
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own ability and motivation, an important factor was the extent of support they
received from their village leaders.

Several of the leaders resented the fact that the project succeeded in reaching the
poor in their villages while bypassing them, thus arousing fear of an alternative power
structure and an attitude of self-reliance developing among the poor. The health
professionals were quick to seize this opportunity to drive a further wedge between
the project staff and the local leadership.

Despite the fact that the poor and even some of the leaders accepted the project
services, the local power structure dominated by the richer and more powerful leaders
joined hands with the government health personnel in open hostility and demanded
that the project leave the area, handing its assets to them. Their object was achieved
after threats and a show of open violence to the project staff.

The question arises as to why the beneficiaries, namely the poor, who formed the
majority of the population did not actively oppose this threat. The answer lies in their
abject poverty and dependency on the local power structure for their survival. Health
is not a priority in their daily life.

Summary

The findings from the Mandwa experiment may be summarized as follows:

1. Modern medical science and technology have provided us with the knowledge as
well as the tools for the prevention and treatment of the vast majority of the diseases
that affect the people of the developing world.

2. This knowledge and technology is remarkably effective though simple, cheap,
and safe.

3. Semiliterate and even illiterate village women have the capacity to absorb this
knowledge and use the technology if this is made available to them in a simple and
acceptable manner.

4. The role of the professionals is to impart such knowledge, encourage self-help,
and provide graded supportive services for problems requiring greater skills and/or
facilities. It is not their role to appropriate functions that the people themselves can
undertake.

5. Health at this level, at which almost 80 percent of all problems can be tackled
by the people themselves, requires low technology but high cultural affinity with the
people.

6. The local village women are therefore more suitable for tackling these problems
than more highly trained professionals.

7. The average professional fails to discriminate between education and intelli-
gence. He or she looks down upon the illiterate as being unintelligent.

8. The interest of the professional often does not coincide with the interest of the
people; hence the appropriation of peoples’ health by a process of secrecy and
mystification. ‘

9. Health professionals generally perceive a well trained VHW as a hindrance or
threat rather than a help. This is because the VHW? often demonstrate results superior
to those of the professionals, demystify health, and reduce peoples’ dependency. This
results in loss of practice in the private sector, creates surveillance, and hence brings
accountability in a normally unaccountable public sector.
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10. Semiliterate village women have demonstrated that in five years they could
almost reach many of the targets set for 2000 A.D.—this without any inputs in
nutrition, water supply, sanitation, and improvement in environment. They achieved
this despite limited supportive services, and opposition from the private as well as
public health sector and latterly from their local politicians. Table 3 gives some of
their achievements, and all this at the cost of Rs.6/~ per capita per annum.

CONCLUSIONS

Mandwa and similar projects merely demonstrate that the ICSSR/ICMR report’s
recommendations for health at the village level, where the majority of the people live
and where the problems lie and should be solved, is not merely fanciful hypothesis.

Why is it then that the experiences of Mandwa and similar projects have remained
isolated and have had little impact on the health service of the country as a whole?
To the casual observer this is particularly difficult to comprehend when the national
policy continues to harp on “Health for All” through primary health care and com-
munity participation. Surely it is not lack of finances because these projects are highly
cost effective, nor is it due to lack of manpower. Even though part-time VHWs, now
known as Health Guides, have been appointed by the government in the majority of
our half-million villages with the same objectives and a similar complement of
supporting staff and services as at Mandwa, it has had little impact on the general
health of our people.

The answer to these questions has also been provided by Mandwa. The extent
of opposition to even such a small project from both the health and the local political
structures demonstrates the emptiness of slogans such as “Health for All’’ or “Rural
Development.” It reveals the true intentions of the power structure and its vested
interest in maintaining the status quo, in which a few individuals can dominate the
rest of the community. In a democracy, all programs and activities are carried out in
the name of the people and especially of the underprivileged. The fact that almost
all benefits of development gravitate to the elite reveals the extent of the dichotomy
between preaching and practice, and this applies equally to the field of health in both
the public and private sector. While there is dissention within the health system and
between it and the bureaucracy and politicians, these forces will close ranks if the
existing system is threatened by any external agency that may disturb the balance
between them and the silent majority on whose presence they thrive.

Only thus can be explained why, almost four decades after Independence, half the
population remains below the poverty line, 100 out of every 1000 children die within
the first year of diseases such as gasteroenteritis, and diseases for which we have
effective measures of prevention and control continue to take their unrelenting toll.
Even here, aggregate statistics hide the true reality because improvement in the upper
two or three deciles conceals the infinitely higher mortality and morbidity figures in
the lowest two or three. Despite a school in every village, about 60 percent of the
population and 75 percent of women remain illiterate, when the nexus between female
literacy and health is clearly demonstrated by the statistics of Bihar and Uttar
Pradesh—IMR > 250—versus those of Kerala—IMR < 50.
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It is unfortunate that even the well intentioned members of the medical profession
see health as a medical rather than a social, cultura], economic, and political problem.
Even with the best of intentions, most of the voluntary agencies with their purely
humane approach often help to create an even greater dependency among those whom
they serve,

Mandwa can either be seen as a failure of a community health project or as an
experiment that demonstrates how knowledge can help people to overcome their
fears and encourage self-reliance. Whether this knowledge and technology can be
spread through an organized movement or in a nonformal manner or a combination of
both remains to be seen. Whether the impact will be only in health or will also, by
demystifying the most mystified subject, create the awareness to overcome the sense
of abject helplessness and start a process of questioning of the existing order—this also
remains to be seen.
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Dubious Package Deal
Health Care in Eighth Plan

Ritu Priya

While the basic orientation of the Eighth Plan approach paper
towards decentralisation and employment gencration can prove to
be a major step for the improvement of health status, there is
little recognition of how developments in other sectors have an
impact on health. In making health care 8 component of a social
service package there is every danger of it being neglected.

THE approach paper to the Eighth Five-Year
Plan prepared by the Planning Commission
after the National Front government took
over starts by stating that the health delivery
systems in rural arcas are ‘inadequate and
defective’. Five lines of action have been sug-
gested to correct the defects. :

(1) To make the health delivery sysiem “pan
of a package programme 1n which other
social services such as education and
women's programmes are also brought
in".

(2) Special support 10 national programmes
such as for control of leprosy, malana
and ‘kala-azar’,

(3) Decentralise planning of details and im-
plementation of programmes to state
and local levels keeping some areas such
as manpower training, research and
health information collecuon with the
central government.

(4) The medical education system must be
‘structurally modified".

(5) The hcalth carc system needs to be
ennched by using simple 1nexpensive
methods and remedies denved from
traditional systems.

The overall direcuon indicated by the first
point and supporied by the second onc is
highly problemauc and is the one issue | will
focus on in the first part of this report. The
second pant shall deal with some concrete
steps which can initiate a process of change
in direction and onecntation of the health
carc delivery system and its persoanel.

1

Planning special programmes for discrete
interventions and then ‘integraung’ them in-
to packages is how the health services have
developed over the last 40 years. Practice of
the concept of integrated preventive, pro-
motive and curative services 1o this manner
has been one of the major causes for failure
of the health care system. The packaging of
health care with other social semaces is only

a further extension of th: samc logic
Carmang on this direction of Anteyrated” ser
vices for health v hardly hikcoy o amprone
the health care svstem

While 12 18 estennal 1o heve an aniegprel

nouon of preveunon and carc for sound
health carc the concept of intcgration 1s

being used superficially The question | am
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trying to raise is also not of preventive vs
curative services. Nor is it of two separate
cadres for preventive and curative work. The
question is of the side-lining of curative care
in the name of preventive measures on the
onc hand and the side-lining of basicinputs
for health status in the name of special
preventive measures on the other. The point
is only that both must be given their nghtful
place—(1) Curative care in the health care
system and (ii) promotion of health and
prevention of ill-health in national
developmental activity. Lzt me explain
myself 1n some detail

Thus understanding of the health care
system arnises out of observations and
rescarch in various parts of rural north India
and among Delhi's urban poor The
arguments arc based on two grounds—(1) the
present condition of the health care system,
40 years afier planned services have been in-
troduced into it based on this integrated ap-
proach, and (2) perceptions of the majonity
sections of our citizens about health and
health care.

Health workers of the public rural health
carc systemn are, in addition to being wnsuf-
ficent in number and therefore having large
populations to cover, loaded with in-
numerable tasks, emphasis being on those
largely ‘preventive’ in nature. As one of their
minor tasks they provide medical treaument
‘also’. What has this meant at ground level?

People want a doctor's medical care when
they arc ill. What do they do? Most ofien
gO 1o a ‘private practitioner’ in the area
whom they often know' 1s not really qualified
but will at least give them some injecuon and
some tablets to relieve them of therr aiiment
Thoy have nowhere else to go. The earher
folk remedies which enabled them 10 deal
with a: least the everyday ailments have
largely been delegitimised and wiped out of
practice and memory. Thz ‘doctor’ and his
medicine have been glonfied out of propor-
von and have become almost the only firs:
resorn

The public health care svsieni. whucat has
helped generate this aemand, does noe: real
I\ prosads medical cars Toas suppossl 1o be
providing integrated proventive, promoZive
and curative scrvices. Js 1t though”™ The
whole rural primarny hcalth care system 1
gearcd towarde family planning work All
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personncl, specially those directly in public
contact at village level—the Village Health

. Worker (VHW), the Multi-Purpose Worker

(male, i e, the MPW) and the Auxiliary
Nurse-Midwife (ANM)—are all busy
mecting family planning targets. Immunisa-
tion targets have also got added on to the
family welfare programme i1n the name of
‘child survival’ and therefore hpve become
important. Thirdly, the malana surveillance
and treatment work continues 1o some ex-
tent. No other work worth its name is being
done by the rural health services.

These are the only activities the super-
visors check—the middle rung supervisors
or the PHC doctor or the district medical
officer—either during supervision visits or
at monthly meetings. No ont bothers about
how many tuberculosis cases have been
detected, how many are being treated or
whether anti-tubercular medicines are being
adequately supplied Treatment given in
minor ailments, an officially assigned task
of the local level workers, 1s never given a
thought to No onc checks the level of
knowledge of the workers, their prescribing
practices, etc. ‘

On the other hand a major section of the
VHW;s, ANMs and MPWs are providing full
medical care as ‘doctor sahebs' As their
official duty thes do family planning and
immunisation work. As their private prac-
tice they give curative care. Along with the
minimal training in medical care officially
given them, they pick up bits and pieces of
information and start pracusing it.

These government health personnel are
partly meeung the demand for medical care
unofficially and without adequate training.

. The rest of the demand is met to some extent

by other ‘informally trained’ persons and by
those trained 1n other systems of medicine
(specially those with a BAMS degree), all
three in the category of what are called
‘quacks’.

Only a veny insignificant section of the
population comes o the subcentre,or
primary health centre for medical treatment.
The government health services are generally
not perceived as institutions for ‘care’ but
a< something antagonustic, something meant
to imposc family planning, eic, on people,
not 1o cater to their needs.

The presctiption practices of these
‘quacks’ arc probably causing all kinds of
unknown havos i1n the bodies of the urban
poor and rural populations E g. excessive
use withou: reason of steroids is a well
known hazard caused by ‘quacks’. Of course
the misuse of medicines 1s picked up from
the malpracuce of trained ‘doctors’. However
as the larges: body of personnel providing
medical care to the deprived sections the
impact of thz quacks’ wrong pracuces is
more direc:

This 1s the state in terms of treatment of
iliness, 1 e the curative care Coming to the
preventive and promotive aspect—the direct
INpuls arc nulnnor., wale:, sanianon, etc
Imploymeni. women's status and educauon
arc also achnowledged determinants of
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health status. Thesc are ali basically ‘non-
health’ inputs for health. But the jargon of
integrated services has been carnied to the
extent of including all these in ‘health pro-
grammes' or in ‘social services’ Empioy-
ment, water supply and samtauon all
become ‘social services’

Until recently it was the tamily planning,
the immunisation and the malana program-
mes which hijacked the health services The
latest trend in the health sector currently
being pushed by WHO. UNICEF, the votun-
tary agencies, etc, is to include all sectors
affecung health of a pepulation in heaith
programmes.

Health services mainiy for the poorer
sections are now to loon after not only
medical care. detection of cases and their
treatment, etc, but also involve themseives
with these other ‘social services! The Eighth
Plan approach paper 1s echoing this ap-
proach when it talks of the health deiivery
system as part of a package along with other
‘social services!

Of course these inputs are vital for heaith.
But giving them the garb of a health pro-
gramme or including them in a package of
social services is not an effective way of
providing for these neeas; rather. only an
offective way of seeming to provide for them.
In the process long-term measures arc
avoided and only ad hoc solutions tned out.

For instance—provision of water as part
of integrated health programmes means. say.
putting in hand-pumps. This is done and it
is taken for granted that saie water has been
provided for. But this 1 really simplifving
the issue of water supply It has actuaiiy to
be tackled as an overall problem of »ater
management. For example, tn Delhi, the real
issuc is how to provide the city's enure
population with adequalc and ‘safc’ water,
not that this jbuggi-jhonpn cluster or that
one of even these SO clusters have got hand-
pumps. Because the rest of the 600 will have
nothing by way of an assured, sustained
water supply. Even in those clusters which
do get hand-pumps, their numbers are
generally inadequate to meet the total needs
of the residents. In Deihn a mix of sources
must be tapped for water. Suitable sources
and appropriate systems need to be ident-
fied area-wise, installed accordingly not only
for the slum areas but for all sections of
Delhi This the health service or the Lrban
Basic Services Programme (2 UNICEF-
sponsored integrated programme being run
by the Delhi administraton besides baing
adopted by other town and city avic
admunistrations) cannot da. And because the
hand-pumps have been provided the prewsure
on the Municipal Corporation or the Deihi
Development Authority 10 do something for
overall waler managemenl 1S cased. Then,
with the lack of safe waier exacerbaung
health problems such as diarthoca, cheicra
and polio the health sysiem ‘has 10’ provide
more preventive services ic the form of pre-
ventive medical technology —immunisation
and promotion of ORS packets. In this way
the preventive-promouvye Jjazgon, has come
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10 serve the purpose of by-passing sustain-
able long-term solutions with medical
technological solutions. One cannot be a
replacment for the other

What is needed is to give a significant
place to health in the planning of sectors
other than the health services. All develop-
ment activity—from employment gencrauon
strategies to agncultural policy; land and
water management and anmimal husbandry
to promotion of the food processing
industry; development of human settlements
and housing—must be planned taking into
account thar impact on health of the people
Uptil now even our drug policy has been
determined by the dictates of the industry
alone and not by the health needs of our
people This s not a factor considered even
while formulating policies even in areas with
most direct impact, ¢ g, the agricultural
policy does not keep the link between
agriculture, food and nutrition in sight (even
in this approach paper).

To cite an example, with the pushing of
high-yielding wheat and rice in the last few
decades, the production of coarse gran,
pulses and oilseeds lost out. Until a couple
of decades ago coarse grains and pulses’
black gram plus milk products were the basic
diet of large parts of the rural population.
in north and central India at least. Today it
1s reduced 1o ‘rous’ of wheat with salt or
chillies or a litle vegetable Small-scale
animal husbandry has declined and the little
milk available 1s sold to the towns so that
intake of milk products has decined among
many sections of the rural population. The
nutntional quality of people’s diet has
deteriorated with these changes. And then,
instead of dealing with these, we have 10
develop new  ‘low-cost nutnuional sup-
plements’ and devise special programmes

What in fact does this jargon of integrated
prcvemi\c-promolivc-curl(ivc services
achieve? On the one hand it is not allowing
us to work on long-term. sustainable
measures for provision of basic needs; allow-
ing them to be postponed, a waste in both
financial and human terms. On the other
hand innovative thinking and creativity in
the field of health is teday being concen:
trated on how to deliver this integrated
‘package’ to the ‘community’ (besides, 0.
course. on high technology super-speaialist
rescarch) There 1s no space forinnovation
and creativity 1n applying medical know-

. ledge appropriately, or in establishing ¢ffi-

cient medical management of common
clinical problems according to our necds and
conditions The lack of such medical care
is being acutely felt by the common
person—rural and urban, rich and poor,

11

Coming back to the question of impron-
ing the health services thernselves —shouldn't
the firs: task be Lo gear the pubbc health ser-
vices 10 meet the demand for curative care?
This will provide better quality medical care
and also help in the acceplance of preventive
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measures more casily. The following are
some suggestions for what is possible with
the exisuing infrastructure and personnel:
Instead of continwng with the distorted em-
phasis on tamily planning the health services
should provide good. cfficient and safe con-
tracepuye services on demand. The demand
for contraception exists specially among
~omen: even poor women of both rural and
urban areas. However the aggressive pushing
of family planning by government person-
nel and the experience with various con-
tracepiive methods as provided by the
government service discourages the use of
family planning services. In addition to the
non-health inputs talked about in the ap-
proach paper (raising women's status, in-
come lavels, etc) provision of contraceptive
services with dignity and in the safest man-
ner possible (not 300 to 1000 sterilisations
done in one camp in a day; not haphazard
inseruon of Cu-T but insertion with all asep-
tic precautions so that chances of PID and
other complications are minimised, etc)
coupled with improved efficiency of the
medical care system including the treatment
of children's ailments, will go a long way in
encouraging birth control. The undue effort
and emphasis on family planning is unneces-
sary. Instead health personnel can concen-
trate on providing basic medical care which
includes treatment inallness, immunisation,
contracecplive services, €ic.

The Village Health Worker Scheme needs
10 be re-established with modifications so
that (a) the VHWs have better clinical skills
and a better understanding of preventive
health aspects, (b) the VHWs actually ac-
quire the role of a people’s representative for
the health sector rather than as the lowest
rung in the hierarchy for implementation of
government programmes. With the overall
thrust of the approach paper towards decen-
tralisation, revitalising of the panchayati raj
institutions. etc, one area must be the
autonomy of the VHWs from the health ser-
vices. His. her accountability must be to the
ocople rather than to the public health
services. () The VHW must have somc
credible role, having a legitimate standing on
health-related matters with the local
authonties and in panchayat bodies for the
villagers 1o begin taking them seriously.

To improne the situation of medical treat-
ment we should start with the ground reahity.
To begin with the role of the MPW and
ANM as providers of medical care should
be officaily recognised so that they are then
given adequate training, their activity super-
vised and their climcal knowledge and skills
constanth cheched and upgraded. Improv-
ing the quahity of medical care and
knoxledge supphicd by the ANM/MPW to
the communiy should in the long run have
the effect of upyrading quality of care pro-
vided by other so-called ‘quacks’ as well.

It can be argued that ‘training’ will not
really help in improving the quality of
medical care What about the poor quality
of care previded by our trained doctors? It
is a valid argument for poor practice 1s not
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only because of lack of knowledge but
because of the contrary pulls of commercial
gain and rational practice. Tackling the lat-
ter problem needs a change in the socio-
political climate and is a matter of vision
and will of the social and political leader-
ship. However any change in practice can-
not be expected in the absence of correct in-
formation. We could make a beginning by
giving relevant practical knowledge and skills
to local level workers.

In order to equip the MPW/ANM ade-
quately through short-term training, in-
novative modules for management of com-
mon medical problems need to be worked
out. These would be useful not only for
those with lesser medical knowledge but for
doctors as well. Medical colleges should be
involved in working out these modules and
operational research done to test effec-
tiveness of various approaches to medical
management under ‘field’ conditions. In-
volvement in such efforts would re-orient
some medical college doctors as well,
making them deal creatively with field con-
ditions and its challenges rather than find
excitement in copying foreign research; they
will deal with everyday ailments rather than
exotic diseases and syndromes. .

This suggestion must not be read to mear.
that the role of ANMs/MPWs should be
only curative and a separate cadre is
necessary for preventive work. A redefining
of their role is needed so that they are
actually able to integrate both preventive and
curative services.

The primary health care system must be
backed up by a good referral system from
subcentre to PHC to district hospital to
medical college, etc. Improving efficiency of
hospitals must be a priority. Privatisation of
this so-called ‘tertiary sector’ in answer to |
the problem of inefficiency in the public
system is a lure which must be resisted. In
the present social situation we cannot stop |
them but at least no government support
should be given to this sector. The corporate
sector is a purely commercial venture—
Apollo Hospitals could be Oberoi Hotels—
and should be treated as such. They should
not be given any subsidies on land, no sub-
sidies on import of equipment, etc. They
cannot provide the poor man a solution to
his problem of medical care. On the other
hand they will blur the perception of need
for improving the public hospital system.

The approach paper also talks of a strong
case both on grounds of revenue and equi-
ty, for the better-offs to pay for health
services utilised by them in the public sector.
This does not seem like a sound proposition
because the mechanism for differential pay-
ment will not work. Or, if*a workable
mechanism is evolved then the health care
provided will not remain equitable; those
who pay will get better services. Making the
better-offs pay in the form of taxes and the
health service remain free for all seems to
be a more equitable system which, at least
theoretically, provides services according to
need and not according to the ability to pay.
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The adoption of a drug policy along the
lines recommended by the Hathi Committee
would also go a long way in changing the
scene of curative care.

There is an urgent need to take concrete
steps for revitalising traditional health prac-
tices so that at least everyday ailments can
be effectively dealt with at the home and
community level itself. Approaches for this
have been worked out very concretely and
in great detail, e g, by the Lok Swasthya
Parampara Samvardhan Samiti. These must
be seriously examined and given a significant
place in the health policy.

The approach paper emphasises the
importance of traditional systems in reorien-
ting the health system. However it talks only
of “enriching the health system by using sim-
ple inexpensive methods and remedies of the
traditional systems”. This line only promotes
the Zandus and Daburs, not self-reliant
decentralised medical care. The real need is
not to just incorporate some remedies from
the ‘traditional’ into the ‘modern’ system but
to revitalise those systems themselves and
allow them the space to give society of their
best.

A change in the attitude of health profes-
sionals is of course essential. “The health
care system in the country cannot be made
effective unless the medical education system
is structurally modified” rightly says the
approach paper. However it gives no clue as
to how this is to be done. We've had attempts
in the pat (the Bhore Committee recommen-
dations, the ROME programme) but with

little success. How will the effort be different
this time?

The approach of the Sokhey Committee
(the sub-committee on Health of the
National Congress Planning Committee,
1946) with regard to health humanpower
development was radically different from
that of the Bhore Committee. However, it
has never reccived any serious consideration.
It started humanpower development from
the basc of the pyramid and moved gradual-
ly upwards. If the Sokhey Committee ap-
proach can be implemented even in part and
syilably modified according to the present
situation, it can lead to a process of ‘struc-
Fural changes’ in the health care system. For
instance one step could be to encourage the
MPW/ANM;s to upgrade their skills and
after a certain number of years in service,
the best among them could be taken up for
training as doctors. A certain percentage of
seats could be reserved for them in admis-
sion to medical colleges. There they should
be treated as ‘senior’ students not as ‘lesser’
students as can possibly happen. Their
socio-economic Background, their maturity
and their work experience in the field could
slowly change the character of the medical
graduate, of the training and of the doctor
produced at the end. But this kind of ‘struc-
tural change' needs a lot of political will
behind it for it to be implemented.

4 The attitude of the doctor to be praduced
is basically a function of the overall health
system and the socio-political conditions and
prevailing dominant values. From the

mechanism of recruitment for training, to
the way training is given, to the final work
for which they are to be produced, all
influence the quality and attitudes of the
medical student. The medical student
already has a set of values and aspirations
when he/she comes to medical college. Only
very effective training and education can
change these to any significant extent. [t is
only when larger societal values are positive
that the doctors too will have positive
attitudes.

Similarly, they will take the preventive
aspects of healith care more seriously and at-
tempt to integrate them with their clinical
practice when ‘heaith” is overtly part of
larger societal concerns. Emphasising
‘health’ as a goal in national development
policy and planning will help create a general
environment in which health becomes a ma-
jor concern. This is an area for the Planning

Commission. But more than that it is a
political question. The Planning Commis-
sion can raise issues, prepare plans accor-
dingly and start a debate on them. But for
impiementation, how far is the present
government ready to go?

The Planning Commission approach
paper makes a promising beginning with a
very positive shift from only economic plan-
ning to social goals as well. The basic orien-
tation towards decentralisation and employ-
ment generation can prove to be a major step
for improvement of health status and for
promoting family planning. However, even
in this approach paper, improvement in
health services is not seen per se as a factor
for improving the life of our people. Its need
is felt on two grounds only—of increasing
productivity of the labour force and of pro-
moting family planning. This is
disappointing.
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Background and Scope

In spite of the Parliament adopting the National Health Policy in 1983 the health situationin
the country today is acause for deep concern.

There is considerable consternation in the minds of health and development experts as well
as NGOs and other organizations involved in the promotion of health care at the grass roots
level. The present day “EPIDEMIC OF EPIDEMICS” is a reflection of the extreme
deterioration of health services resulting in the failure to provide effective preventive and
curative measures. The recent episodes of Plague and Malaria and the defunct health care
delivery systemin half of the country causingimmeasurable hardships to millions of people
inthe country have ominous portents. The Voluntary Health Association of India (VHALI), which
links over 3500 grass-root level health and development non-government organisations
across the country, along with its co-travellers, associates and friends, felt the need to
facilitate the settingup of an INDEPENDENT COMMISSION ON HEALTH IN INDIA, which
would have an in-depth look into the maladies affecting the health care system. Based onits
assessment of the ground realities at the micro and macro levels, the Commission will come
up with pragmatic, people-oriented solutions for decisive action. Itis hoped that this will form
afoundation for future health planning of the nation.

The report of the Commission will be completed by January 1996, well in time before the
process of the 9th Five Year Plan begins. Copies of this report will be presented to the
President of India, the Prime Minister, Union Health Minister, Chief Ministers and Health
Ministers of all States, Administrators of Union Territories and Members of the Parliament.

The Independent Commission will do a comprehensive study using scientific socio-economic
data coveringthe entire nation. The major areas of concern which the Independent Commis-
sionintents to thoroughly understand and analyse will be:

1. Vulnerable regions and people : The Commission will be involved in a meaningful
exercise that will use the available data, both quantitative and qualitative, to identify
vulnerable and deprived regions and people in terms of health and development. Visits to
selected regions, interactions with people and functionaries at various levels including local
and Panchayat bodies by members of the Commission will supplement the analytical work.

2. Epidemic of Epidemics : Vector-borne diseases such as Malaria and Kala-Azar; Water-
borne diseases such as Cholera and Gastroenteritis; and otherdiseases such as STDs/AIDS
and Tuberculosis would be looked into in great detail besides the existing National Health
Programmes. The aim of this exercise is to determine the reasons why these diseases are
still prevaient and what the gaps are that need to be filled in the public health systemin the
country.

3. Public Health Institutions : The Commission will specifically be looking at All India
Institute of Public Health & Hygiene (AlIPH), National Institute of Communicable Diseases
(NICD), Indian Council for Medical Research (ICMR), National Institute of Health & Family
Welfare (NIHFW) and other such premier Institutions in terms of their functional relevance
today with regard to their mandate. The aim is to discern whether their programmes and
activities are tuned to the health needs of the people and current realities. This would also
help identify progressive public health initiatives in different states of India which have the
potential to improve the health status of the people.



4. Family Planning Impasse :In this areathe Commission willinvestigate how we are dealing
with the population problem. Though India was the first country in the world to initiate Family
Planning programme 40 years ago, the impact has been far from impressive. The Commission
will closely look into the relationship between population and the state of health and
developmentin the country.

Mr. Alok Mukhopadhyay, Executive Director of Voluntary Health Association of India will
be the Convenor and Dr. Almas Ali, the Member-Secretary of this un-affiliated Commission.

The other renowned experts on the Commission will be:

Mr. R. Srinivasan, Dr. Balu Shankaran, Dr. Harcharan Singh,

Prof. Ashish Bose, Dr. D. Banerji, Dr. Raj Arole, Dr. Shanti Ghosh,
Dr.N.S. Deodhar, Dr. Darshan Shankar, Dr. H. Sudarshan,

and Dr. Bhaskar Ray Chaudhri.

| HEALTH IS NOT EVERYTHING |
| BUT EVERYTHING IS NOTHING |
| WITHOUT HEALTH |

Members of the Independent Commission on Health in India

Mr. Alok Mukhopadhyay (Convenor): Executive Director, Voluntary Health Association of India.
Former Country Director OXFAM. He has made asignificantcontribution towards promoting voluntary
actioninthe South Asian Region.

Mr. R. Srinivasan: Former Secretary, Ministry of Health and Family Welfare, Government of Indiaand
formerChairman of the Board, World Health Organization, Geneva.

Dr. Balu Shankaran: Famous Orthopedic Surgeon and former Director General, Health Services,
GovernmentofIndiaand Consultantto the World Health Organization.

Dr. Harcharan Singh: Former Health Advisor, Planning Commission, Government of India and
Consultant to World Health Organizationin Nepal. Presently Consultantto various national and
international health projects.

Prof.Ashish Bose: Honorary Professor atthe Institute of Economic Growth and formerly Jawaharlal
Nehru Fellow. Former member of National Commission on Urbanization and Advisory Council
monitoring the 20 point programme.

Dr.D. Banerjee: Professor (Emeritus), Centre for Social Medicine and Community Health, Jawaharlal
NehruUniversity. Eminent Public Health Scientistand author of numerous well-known books. Known
for his life-time contribution to Social medicine, particularly inthe field of Tuberculosis and Family
Planning.

Dr. Raj Arole: Magsasay awardwinner, knownfor his outstanding contributionto ruralhealth throughthe
Comprehensive Rural Health Project, Jamkhedin Maharashtra.

Dr. Shanti Ghosh: Eminent Pediatrician and former Professor of Paediatrics at Safdarjung Hospital,
Delhi. Advisorand Consultantto World Health Organization and otherinternational agencies.



Dr.N.S. Deodhar: Former Director, All India of Public Health and Hygiene, Calcuttaand Addl. Director
General, Health Services, Government of India. Currently Consultantto various national and interna-

tional health projects.

Dr.Darshan Shankar: Director of the Academy of Development Sciences at Karjatandis one ofthe

founders of Lok Swasthya Parampara Samvardhan Samiti and Foundation for Revitalization of Local
Health Traditions. Known for his contributions forthe revitalization of traditional health systems of India.

Dr.H.Sudarshan: Vice-President, Voluntary Health Association of India and recipient of the ‘Right
Livelihood Award' for his outstanding workin the tribal regions of Karnataka.

Prof. Bhaskar Ray Chaudhry: Noted Neuro Surgeon; former President, Indian Medical Association and

former Vice-Chancellor, Calcutta University.

Dr. Almas Ali (Member Secretary): Has beeninvolved for almosttwo decades in social research on
health issues, particularly those issues pertaining to the tribals and weaker sections of society.
Associated withanumberof developmental projects and organisations throughoutthe country.

Associates

Community Health Cell, Bangalore

Centre for Enquiry into Health and Allied Themes,
Bombay

Self-Employed Women’s Association, Ahmedabad
Medico Friends Circle, Bombay

Center For Development Studies, Trivandrum
Foundation for the Revitalisation of Local Health
Traditions, Bangalore

Vivekananda Gramin Kalyan Kendra, Mysore

Dr.S.P.Tare
Dr.N.K.Sinha
Dr.Hamza Thayyil

Dr. Srinivas Murthy

Dr. Saramma Thomas Mathai
Dr.Sanjay Ghose
Dr.BharatJhunjhunwala
Mr. Thomas Mathai
Dr.P.V.Unnikrishnan
Mr. N. M. Mathew

Dr. AliBaquer

Dr. Mira Shiva

Gramin Vikas Vigyan Samiti, Jodhpur
Lok JagritiKendra, Bihar

Jagruti, Orissa

VHAI (Delhiand North East Offfices)

State VHAs: Uttar Pradesh, Himachal Pradesh,
Tripura, Assam, Orissa, Bihar, Madhya
Pradesh, Delhi, Karnataka and Other State
VHAs.

Mr. Taposh Roy

Ms. ManilaJose

Ms. Christinade Sa

Mr. Indu Prakash Singh
Ms. Nilina Mitra

Ms. BhavnaBanati

Ms. Chandra Kannipiram
Dr. Sanjay Kapur
Dr.P.N. Sehgal

Ms. Asheena Khalak-Dina
andmany others
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EDUCATION POLICY FOR HEALTH SCIENCES

A statement of shared concern and evolving collectivity

COMMUNITY HEALTH TRAINERS DIALOGUE
OCTOBER 1991

Preamble

We, zthe patrticipants of the Community Health Trainens
Dialogue nepresenting Community Health and Development
thainens, networnks and coondinating agencies and faculty
membens of medical colleges in the voluntary health secton

- having neflected on the key components of the National
Health Policy, Zthe neponts of the various commititees
including zhe National Education Policy fon Health
Sciences as found {n the Bajaj Repont (1989) ;

= having considened zhe need f§on change 4in Education
gon Health 4in view of oun goals and in the context
04 health and community development; health and cultune;
human powen develfopment; training sinategies; education
0f trainens and zhe approaches to adopt as also the
mechanisms of {mpLementation ;

have annived at the following conclusions at zthe meeting
held on Octoben 3-5, 1991 at Bangalone.

NEED FOR CHANGE

The socio-economic, political and cultural situation in
our country has resulted in the declining health of the
majority of our people who are poor and marginalised,

e$pecially the women and children among them.

Various factors including the -

= increasing commercialisation of the health care system,
with the tendency to transfer governmental responsi-
bility to privatised, profit-oriented sector ;

- increasing use of inappropriate capital intensive
sophisticated technology and high cost services ;



- limited, available resources for health care ;
- the disregard of priorities ;

- the use of English to the exclusion of local languages as medium
of training and instruction, with a consequent shortage of
competent health workers ;

= lopsided health human power development policy in production,
distribution and utilisation in the health sector, not 1linked
to need ;

= the destructive impact of modernisation on culture and health;

- the orientation of health care more in terms of disease than
of health ;

e the dominant influence of Western and consumerist practices
and values in health care ;

- and the lack of a holistic approach ;

indicate an urgent need for change in our policy for education for

health.

GOALS

Considering the goal of Health for All the policy for Education for

Health must

= see health as a constituent part of human development and as
an integral instrument of building a just and equitable society;

= aim at building up and sustaining a health system that

* is people oriented, helping the people to cope with their
problems in health;

* is available and accessible preferentially to the poorest
sector;

* strives to enable and empower them to participate in their
own health care by sharing in decision making, control,financing
and evaluation with regard to their choice of health system;

* 1s in consonance with the culture and traditional practices,
when these are constructive and beneficial;

* uses the resources better, with appropriate technology which
serves the people.



HEALTH AND COMMUNITY DEVELOPMENT

The increasing recognition of the interaction between health and
community development should be reflected in proportionately adequate
budgetary allocation for health. Given the resource crunch, the
priority needs of the majority of our people must be focussed on.

While we see a gradual shift already taking place from hospital and
dispensary to the community, we need to go still further in our
progress from curative to promotive and community health, through
awareness building and participation in decision making by the
members of the community.

All health and development workers together with the people must
work as a team.

In this sharing process, care must be taken not to put too much of
a load on the primary community level workers.

HEALTH SYSTEMS AND PRACTICES

There is a plurality of health systems and practices in our country,
many of which have their roots in our ancient past. These systems
are to be recognised for their specific strengths and limitations,
and to be nurtured as a valuable and effective heritage. A greater
and more sustained effort must be made to study and understand these
systems and their specific relation to the various needs of the people.

There is also a complexity of health service systems in operation
viz. governmental, private and voluntary. These systems must be
decentralised to the extent possible with greater accountability
to the people.

HEALTH HUMANPOWER DEVELOPMENT

The present context of education and training needs to be reviewed.
What is useful should be retained and what is inappropriate should
be removed. The contents of all levels should also include the study
of ethics and values, behavioural and social sciences, management,
economics of health and ecology.

There is need for the creation of a body of knowledge and skills
that are locally relevant and for the building of proper attitude.



The capacity of people to cope with, and the responsibility they
take for their health is to be recognised.

Health Personnel

Different grades of workers are needed at different levels of health
care and they must include

a. the group of people at the community level, including the
voluntary, quasi-governmental, governmental health workers, the
teachers and others; and =

b. the doctors, nurses, dental surgeons, allied health professionals
technicians and others of similar category.

There is need for an optimum mix of the different categories, both
quantitative and qualitative, with priority for the health workers
at the community level.

Health teams

The training should be such as to enable the members to work as a
team for the health of the people.

Continuing Education

Continuing education should enable even the most remotely situated
worker to benefit from it. This may be achieved by distance and
other methods of learning.

The focus must mainly be on social goals, in addition to mneeded
knowledge, skills and attitudes.

TRAINING STRATEGIES

Education for health should be community-oriented and people-based
so that the health professional/worker is able to equip and enable
the people to cope with their health problems.

Competence based learning

The health personnel at differentlevels should be trained with appro-
priate skills attitudes and knowledge to function effectively in
the area of work, encouraging competence based learning.

Opportunities should be provided for learning outside the training
institution or organisation in the health care delivery system at
various levels. One way of achieving this objectives will be through
the greater use of electives in the community with government and
voluntary health and development projects.



Value orientation

The training programmes at all levels should lay emphasis on values
and ethics including conduct and relationships at the personal level
and right to health and distributive justice at the social level.

Health and Culture

All training programmes should take into consideration the way of
life of the people and their practices, learn from it and build on
it. Both trainers and trainees must approach this area with an
attitude of learning.

Governmental and non-governmental programmes

It is the primary responsibility of the government to provide health

care services, while the voluntary (NGO) sector also has its increasing
role. To achieve the optimum mix, with respect to numbers, types

and qualities of health workers and effective training programmes,

all efforts should be made to have interaction between governmental

and non-governmental sectors, learning from and supportive of each

others' efforts.

Systems of Health Care and Medicine

All training programmes must take into consideration peoples' health
culture.

Whatever be the focus of the system of health care and medicine,
in a training programme, there is need for generating awareness of
the plurality of health systems and traditions in the country and
encourage a healthyrespect for all systems.

Evaluation

All training programmes should be evaluated for their effectiveness
to achieve their goals, including their cost effectiveness. The
process of evaluation should encourage evaluation by the trainees
and the people themselves.

Training of trainers

There is need for improving training of trainers for community based,
people-oriented health care. The trainers should be role models
for the trainees. For all formal courses, the trainers should devote
their full-time for the training.

Methodologies of training

Different methodologies of 1learning and training, appropriate to
the situation should be used. To the extent possible, all training
should be more experimental.



Innovative Programmes

To meet the requirements of Health for All innovative training
programmes should be encouraged and supported, whether in the govern-
mental or voluntary sectors. National institutes set up to function
as torch bearers of innovation should be accountable to the people
in this role.

Networking of individuals/institutions involved in promoting relevant
innovations in training should be encouraged and strengthened.

This statement of shared concern and an evolving collectivity amongst
us L8 also the beginning of a process of wonking Logethern Zowards
the evolution of such an educational policy in health sciences nespon-
s4ive to the needs of the Lange majornity of oun people - the poor
and marginalised. We also nesolve that building on oun own individual/
profect/programme/institutional experiences we shall wonk Ztogethenr,
Lobbying fon these changes and new directions 4in Zraining of health
humanpower Ain the country. :

Rajaratnam Abel Dara S. Amar
D.Banerji Pramesh Bhatnagar
Sara Bhattacharji V.Benjamin
Darleena David
Desmond A.D'Abreo

Margaret D'Abreo C.M.Francis

P.G.Vijaya Shewery Chand
Sujatha de Magry

Ulhas Jajoo George Joseph

Mani Kalliath
Dhruv Mankad
Thelma Narayan
K.Pappu

Amla Rama Rao
Sathish Samuel
Reynold Washington

Daleep S.Mukarji
Jose Melettukochyil
Ravi Narayan
P.Ramachandran
Sukant Singh

Shirdi Prasad Tekur

P.Zachariah
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1.7

 DRAFT HEALTH POLICY |

INTRODUCTION

Health 1s one of the core elements that determines human development and progress. To :ve a long and
healthy life is among the most critical options that human development offers to people  Health is an
indicator of well-being that has Jirect implications not ohly for quality of life but also indirezt implications
for productivity and economic zain. It is for this reason that every country has considered :he promotion
of good health among its people a cherished goal.

While on the one hand the couniry has the capability to perform the most sophisticated medi=al procedures,
morbidities requiring simple, low cost interventions have daunted health planners. Experience in some other
countrics has shown that even without a significant increase in per capita income, it is possiZie to raise the
health status by pursuing appropriate policies.

Liberalisation of the economy and reduction in trade barriers have widened the possibilities Zor investment
in health. While the private secter has been able to take advantage of these developments, th2 public health
system has to grapple with increasing pressure from growing numbers and high expectations. Against this
background the Health Policy has to aim to create not only structures that ensure basic health needs but also
to see that there are a range of alternatives available to ensure that limited resources are targe:2d effectively.

The National Health Policy 1983, reflected the Nation's commitment to provide universal access to primary
health care services. It stressed the need to link health services with health related activities such as nutrition,
drinking water and sanitation. The active involvement of voluntary organisations in the hezith sector was
sought to be encouraged. The regular supply of essential drugs and vaccines, delivery of good guality health
and family planning services and establishment of training and medical research facilities “vere accorded
priority. After a period of consolidation of the infrastructure, India embarked on several cisease control
programmes for AIDS, Leprosy, TB, Blindness and Malaria and also began availing of external assistance
through the World Bank and bilateral agencies. The experience in implementing these projects and relying
largely on the infrastructure established earlier has been varied.

The impact of the Health Policy can be viewed with some satisfaction.

The crude birth rate (CBR) has declined from 33.7 in 1983 to 27.2 in 1997 which amounts to an annual
decline of 0.43 per year. The infant mortality rate has come down from a level of 105 in 1983 to 71 in 1997,
The crude death rate has declined from 11.9 in 1983 to 8.9 in 1997. Life expectancy at birth for men has
gone up from 55.6 years in 1981-86 0 62.8 in 1996; for women from 56.4 in 1981-86 to 64.2 in 1996. The
total fertility rate (TFR) has declined from 4.5 in 1983 to 3.5 in 1995 (desired level of TFR is 2.1 in 2010).

The success on the Immunization front has been another notable achievement. 96% coverage has been
achieved in respect of BCG. The level of Measles immunization which was only 4% in 1985-86 has
increased to 83% in 1997-98. The DPT coverage which was 41% in 1985-86 has gone upto 20% in 1997-
98 and TT for pregnant women from 40% in 1985-86 to 0% in 1997-98. The most outstanding achievement
which has been acknowledged world wide has been the pulse polio programme through which zero incidence
1s expected to be achieved in 2000. A wide network of primary health centres and sub-centres has been
established throughout the country. The incidence of leprosy was brought down from 57 to 5 per 10,000,
with eradication achieved in three States. The rest of the country is set to meet eradication stz:us in the next
three years. The transmission of guincaworm infestation has been successtully interrupted in endemic
villages and certification has been sought from WHO's International Commission confirming eradication of
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the discase. The programme Zor control of Cataract blindness has made an effective dent on the prevalenc:
and mcidence of senile cataract which was a huge problem in the country,

1.8 While the broad contours of te National Health Policy (NHP) still hold good, with the passage of time new
concerns have emerged requicing more focussed attention. Reemergence of diseases lik» plague, denguec
or malaria, once thought to have been eradicated, and new discases like Hepatitis and AIDS have necessitatec
refixing of priorities and formulation of new approaches. Despite substantial investments in the area of fooc
production, water supply and sanitation, morbidity and mortality continue to be exacerbatad by nutritional
deficiencies, contaminated wa:er, il planned urbanisation and environmental pollution. At the same time
increase in life expectancy anc changes in life style have contributed towards the growing incidence of non-
communicable diseases like cancer, diabetes, cardio-vascular ailments, generating a massive demand for
institutional care.

1.9 Added to this, the persistent £aps in man-power and infrastructure in rural areas and the sub-optimal
functioning of referral services have affected different parts of the country. Although there are a large
number of hospitals and beds both in the government, voluntary and private sector, some of them lack
appropriate manpower, diagnestic and therapeutic services and drugs. Inter-state differences have widened
at places with the states with the lowest health indices also having the weakest infrastructura. The emerging
burden of disease caused by environmental and societal problems have accentuated the burder
responsibility so far targeted mainly to combatting communicable diseases. Although there have been several
technological advances, many of these have been denied to most of the population due to lack of resources,
awareness among the people as also ignorance about services that they can rightfully claim,

[.10 The 73rd and 74th Constitutional Amendment Acts of 1992, have provided significant opportunities and a
framework for the active involvement of Panchayats and Nagar Palikas in all development programmes
including Public Health and Sanitation. A process of decentralization and devolution of authority is now
necessary to ensure that the district health authorities and block/panchayat level functionaries work in close
coordination. It will be necessary to develop models to show how panchayati raj institutions can be made .
responsible for rural health care mstitutions like sub-centres and primary health centres and develop and
sustain them further with the active and informed participation of the people. Decentralization is required -
not only to fulfil the Constitutional provisions but to make the primary health care services more efficient
and responsive to the needs of the local community. Referral systems and linkages between primary,
secondary and tertiary levels of health care institutions will need to be streamlined through incentives
extended to entitled patients to recejve fast track attention at each level of facility.

LI Most daunting will be the task of narrowing inter-state disparities-and differentials in health indices acrc
the country. Reducing such disparities among States, within regions, districts and sub-districts will need
flexibility in the planning process so that the policy design and strategics keep arca requircments in view.
Success will lie in the ability to restructure the existing system to make it cost effective, participatory and
result oriented, to counter resistance and manage change. The role of media, the Judiciary and civil society,

- as a whole, will greatly determine the route that this process would follow. Most critical will be the adequate
provisioning of funds and appropriate policies that will help achieve health goals despite the constraints of

poverty and illiteracy.

2. HEALTH CARE INFRASTRUCTURE

Rural Health Services

2.1 It will be necessary to ensure that the existing sub-centres and primary health centres are fully operational
and those that are having a poor clientele due to locational disadvantage closed down. The gaps at the
community heulth centre level will need to be filled by re-structuring the existing block level PHCs, Taluk

2
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and Sub-divisional hospitals by utilizing the funds carmarked under the Basic Minimum Services package.
The current approach of allocatin = more funds to construct buildings for pumary health cenzzes and sub-
centres. and expanding the requirsments of health workers, will need to be supplemented with 2 system that
improves access to health for the tnreached sections of the population. This would include making adequate
provision for essential equipment. drugs and consumables relative to the level of facility, acdressing the
problem of absenteeism of staff, coor maintenance and ineficiency caused by poor supervisic. This calls
for a restructuring of the primarv health care system with adequate autonomy, funds and authority to
discharge essential medical and peublic health functions.

i

Organizational Structure of the Health Services

2.2 The integration of vertical programmes including family planning, reproductive and child healis and discase
control into a viable synthesis will be promoted so that the infrastructure can be used to optimz] advantage.
The process of integration will be addressed from the Ministry of Health & Family Welfare z: the Centre
through the States with a view to 2nhancing the output and cost-effectiveness of programmes. At the village
level, the duties and functions o all health staff implementing the health programmes wezld be made
available to Panchayats and villagers, to enable them to demand services and draw attention to the gaps
which exist at each facility. Ercouragement would be given to handing over the manzzement and
administrative control of the primary health centres to Zilla Parishads where they exist and of th2 sub-centres
to the panchayats.

2.3 The adoption of a decentralised racruitment policy for filling vacancies of doctors in rural areas and the
introduction of an element of limited compulsory rural service appears to be warranted by the zurrent trend
of doctors seeking to work only in urban and peri-urban settings. The local recruitment of doctors, if
necessary on a part-time basis, wiil be permitted. The possibility of sub-centres, PHCs and dis=ict hospitals
being run in an autonomous fashicn with the involvement of industrial establishments, cooperatives, religious
and charitable institutions will be explored. Local practitioners will be permitted to pay rent and practice
in the PHCs after OPD hours. . In order to encourage in-service doctors to function in rural areas, a
percentage of the post-graduate szats would need to be reserved for in-service medical officers and the
eligibility condition for joining post-graduate courses for in-service doctors linked with completion of rural
postings. In the States where there is a serious and continuous shortage of doctors in rural ins:itutions, the
possibility of posting upgraded paramedics will be given serious consideration. This strategy has improved
health outcomes in other countries and can be tried selectively depending on situational requir=ments.

"4 The need for establishing a senior focal point at the district level for health, family welfare an¢ women and
child development schemes has been recognized. The States would he encouraged to set up a district based
hierarchy for overseeing the implementation of national programmes and public health functicns.

2.5  Health, physiology and hygiene would be introduced as compulsory subjects at the primary, secondary and
... high school levels with students being used actively to disseminate messages on preventive measures and
health promotion. This offers immense possibilities for information dissemination, which uncartaken in a
coherent and coordinated manner, could bring about changes in behaviour patterns and help incuicate a health
seeking attitude. ‘

Urban Health

2.6 Unlike the rural health services. there have not been any structured efforts to provide primary, secondary
and tertiary care services in geographically delineated areas in the urban sector. As a rasult, eithar
insubstantial utilisation of urban health centres has taken place or there has been a overcrowding at the
secondary and tertiary care hospitals. As a direct result of urbanization, there has been a sprzad of urban
slums which have inadequate acczss to basic health facilities. The possibility of mobilizing resources from
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industrial enterprises, private health care institutions and voluntary organizations would be exdlored and given
a fair trial. - The essential services would need to include medical and surgical services ircluding eye and
ENT care; obstetric care and new-born care and child health; counselling for reprodustive health and
contraception; dental services: smergency and trauma care; and prevention and control of cc mmunicable and
non-communicable diseases. Wherever feasible, instead of setting up new infrastructure, =fforts would be
made to build partnerships with the private and voluntary sectors to provide basic services. This would be
particularly necessary in the case of urban slums which have become a cause for overwielming concern .
where the people for lack of timely primary health care eventually become a burden on the city hospitals.

ENVIRONMENTAL HEALTH AND SANITATION

Environmental factors (in particular, drinking water and sanitation) play a crucial role in influencing
morbidity and mortality, apart “rom nutrition and'the income level of the people.

The need to advocate the impravement of drainage, sullage and solid waste management would be made a
direct responsibility of the health sector so that health hazards like large scale soil and watar pollution are
drawn attention to which has been among the primary factors attributable for the high prevalence of soil-
related and water-borne diseases in rural areas and the spread of infection in urban and peri-urban areas.

Although the availability of drinking water has increased substantially and the norms for defining the distance
to a safe dnnking water source have been revised, people continue to obtain water from unsafs water sources.
Water Quality Surveillance would be given emphasis to prevent the risk of ground water contamination and
to alert the community about ths conscquence of drinking unsafe water.

The population at large would be given practical knowledge about personal hygiene, health hazards and the
method of promoting and maintaining good health in all aspects. The traditional pillars of health care -
regular habits, health education, yoga, dietary practices, food safety, civic values, home treatment for minor
ailments and injuries etc. would be reinforced.

The notification and early reporting of designated communicable, occupational and other diseases will be
made mandatory and suppression of data made punishable.

-

Health Risk Assessments and Public Health Institutions

- 3.6

(¥S)
~J1

Given the accelerated pace of industrialisation, environmental hazards would need to be addressed at th
planning stage itself. Before the construction of new factories, railway lines, power plants, dams, mines or
stone quarrics is taken up, a health impact assessment study would be mandated to be carried out and the
funds for addressing the emerging health risks provided for during the formulation of the project to cover
the implementation and maintenance phases. There is an immediate need to substantially strengthen the
existing public health institutions and regional and State laboratories. Essential public health functions which
address preventive health care, immunization, establishing a rapid public health response system will receive
priority. The capacity to undertake laboratory analysis at the district level, the availability of reagents and
the ability to network early warning signals will be developed and will receive the status of essential public
health tunctions.

The epidemiclegical and entomological capacity at the district level wouid be strengthened by covering the
whole country through a disease surveillance programnie aimed at proper networking of public health
institutions, laboratories and trained health personnel so that a syndromic approach to disease outbreaks can
be adopted. Without the involvement of the private sector, the basis for epidemiological intelligence and
surveillance may remain undependable and unrcpresentative. The best practices available globally would

4
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be accessed and a model suitable for Indian conditions introc uced in order to build a reliable ezidemiological
base to plan public health initiat:ves.

Hospital Waste Management

3.8 All hospitals in the country whether in the Government or Private Sector are now required by law to initiate
an appropriate hospital waste mznagement system. Each hspital would have an infection Cor:zrol and Waste
Munagement Committee to devise policies and segregaticn of waste and infection control. T2 provision of
incinerators/appropriate methoq of waste disposal to be installed in hospitals having more than 20 beds would
be monitored. The establishmer: of common incineration fz:ilities would be encouraged. T:2 enforcement
of the law would be undertaken >v involving the public in o :rseeing compliance and reportinz shortcomings.

Nutrition

3.9 Food and nutrition security for the vulnerable section or the society would be viewed not only as issues
concerning the science of nutrizion but would be rela 2¢ to the right to work, the right to kzalth, the night
to education and the right to inormation, all of whic 1 are dependent on a healthy state of mind and tody.
Within the overall ambit of ths National Nutrition Policy, priority has to be assigned tc the equitable
distribution of food to all including women and girl. Pregnant women and nursing mothers constitute one
of the most important target groups particularly as ‘nvestment in their health and nutrition directly arfects
the birth weight of new born children and their dev:lopment. Tl:z need to start complemertary feeding at
six months and for tackling mainourishment in the uader 3 age gr' up are two more interventions which need
to be augmented where critical gaps continue to pecsist.

3.10 The lack of iron and iodine intake also need to be given reinformed attention. Micronutrient malnutrition
is not confined to India but is accepted as a global problem. Investment in assessing the magnitude of iron,
Vit-A and iodine deficiency with sustained intervention strategies to improve dietary intake of micronutrients
will be provided for within sectoral allocations.

3.11 People’s.own responsibility for their health at the level of the iadividual and the family would be given
appropriate focus. Imparting health nutrition education in terms of knowledge as well as practice will be
given a major thrust to help people overcome the aggressive mark:ting of consumer goods and services often
injurious to health.

. COMMUNICABLE DISEASES

4.1  The health status of a people is determined among other things by the availability of safe drinking water,
sanitary disposal of human waste and other wastes, adequate nutrition, literacy levels, educational attainment
and the status of women. Health outcomes are mostly the recult of activities and policies that fall cutside
the health sector: agricultural cutput and food production, pove:ty alleviation programmes in the area of rural
employment, education and social welfare, housing, water st.pply and sanitation etc. Health outcomes are
also dependent upon non programmatic initiatives such as overnance and the capacity cf the reguiatory
systems to enforce the rule of law related to food adulterati- r,, maintenance of prescribed standards in the
manufacture and sale of drugs. An integrated and multise c:oral approach is essential for implementing
health programmes which wet!d have a direct impact on the cisease profile.

- Tuberculosis

.42 Tuberculosis remains one of India’s most serious health protlems and has been identified as one of the

hot-spots for multi-drug resistance. It is estimated that there arz 5,00,000 deaths per year from tuberctlosis




in the country - more than 1,000 cvery day, 1 every minute. The Revised National Tube-zulosis Control
Programme (RNTCP) is being expanded in a phased manner across the country. I the next 10 years, the
challenge for prevention and control of tuberculosis will be to mplement RNTCP throug=out the country
while ensuring high quality of service delivery. For this to happen, the capability of unczrtaking quality
diagnosis will be upgraded through the provision of essential equipment. Increased a:zcess to quality
microscopy services, uninterrupted drug supply, dircctly observed treatment at a place ¢ :nvenient to the
patient, and the introduction of new reporting system will be implemented countryw:iZe. In addition,
HIV-associated tuberculosis is likely to increase in the coming years and could greatly inc=ase the burden
of tuberculosis in the country. Thereforz, new strategies will be introduced to reducz the burden of
HIV-associated tuberculosis. *

Leprosy

4.3

With a significant decline in the number of leprosy patients due to effective cure with mu_:i-drug therapy, -
it is expected that leprosy will be eliminated in most of the States/UTs by end of year 200( : the remaining
States may take up to year 2003. The present rategy of detecting hidden cases and treating :hem with MDT
will continue. Efforts would be made for pr 'per integration of leprosy services with genzral health care
particularly for ulcer care and attention to the problems of disabilities. The need for :ocio-economic
rehabilitation of leprosy cured persons having disability beyond grade II will be given priocity.

AIDS Control Policy (In Summary)

4.4

The problem of AIDS is a public health challenge and will continue to be treated as a matter of great
urgency calling for commitment, effective implementation of the programme, provisian of accurate
information and education to make people aware of the need to protect themselves from HIV infection. The
State will introduce a helpful and supportive social environment so that people who suspec: themselves to
be infected can come forward for voluntary testing and for seeking help so that they can live oeacefully with
other members of the society. Special efforts would be made to remove fear psychosis frem the minds of
people and prevent discrimination and stigmatisation. While a separate AIDS Control Zolicy is under
formulation the notable elements would include:

Development of a strong ownership of the HIV/AIDS Prevention and Control Programme by the Centre and
State Governments.

Strong advocacy and social mobilisation from the top most level in government to ensure t52 spread of the
message throughout the country with full cooperation of NGOs and Community Based Orgznisations.

Promotion of low cost care to people living with HIV and AIDS without any discrimination and
stigmatization. This would include encouraging systematic attempts to create homes for pecple with AIDS
who may no longer be able to live with their families.

. Promotion of management of Sexually Transmitted Diseases (STDs) through a syndromic azproach.

Expansion of targeted intervention s ‘ngies for high risk groups of the population.

Reduction in transmission of HI% d by transfusion of blood and blood products by mobilisation of
efforts to increase voluntary bloo:. :on and screening of blood.
Swrengthening the effectiveness of ogramme through technical, managerial and financiz! support.

Expunsion of STIVHIV/AIDS sentinel surveillance and operational research programmes.

6
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Inter-sectoral and cross-secteral collaboration with the public, private, corporate sectors 2 involve citizens
in responding to the problem of HIV/AIDS.

* A sizeable research effort would be launched to develop drugs, vaccines and testing kits in a time bound
manner.

Draft National Blood Policy (In Summary)

4.5  The recent Supreme Court judgement on Revamping of Blood Transfusion Services has E-ought into focus
the urgent need for streamlining and managing the blood transtusion services in the countrw. The mandatory
licensing of Blood Banks, ths elimination of the professional donor system and the revision of Drues and
Cosmetics Rules to prescribe standard practices have already been introduced. Governmeat’s comm;tment
to make adequate and safe bicod and blood products available will be reinforced. A separzz2 National Blood
Policy which has been formulated would set out the guidelines and directions for better mar.agement of blood
transfusion services, giving meaningful encouragement to blood donation, expansion of blcod separation and
component facilities, phased indigenisation of blood bank equipment and testing kits zand emphasis on
biosafety measures as they relate to safe blood. Screening of blood would also includ= HCV alongwith
the existing four diseases already being screened.

Malaria

4.6 The ongoing programme with 100 percent Central assistance in the seven North-Eastern Stztes and the tribal
districts of the country where the prevalence of P.falciparum malaria is high, will be continued. The
enhanced malaria control programme will also be implemented in all districts, cities anc towns having a .
rising slide-positivity rate and in areas where there have been focal outbreaks of malaria in previous years.
The main components would include early diagnosis and. prompt treatment through strengthening of active
and passive surveillance; laboratory diagnosis; selective vector control by integrating various sector control
approaches; promotion of personal protection methods; prediction, early detection and effective response to
malaria outbreaks; and intensified information, education and communication campaigns. The involvement
of the community in the prevention and control of malaria will be given the strongest emhasis with the aim
of eliminating mosquito breeding through people’s participation.

Filariasis

4.7 During the Ninth Plan, the strategy for filariasis control would include single dose DEC mass therapy
to be introduced in a phased manner to eventually become a National Programme. Vector control
measures, detection and treatment of microfilaria carriers, and treatment of acute and chronic filariasis
would continue.

Dengue

4.8 For the containment of dengue, efforts will be made to establish an organised system of surveillance and
monitoring; strengthening facilities for early diagnosis and prompt treatment; and intensification of IEC
efforts to ensure that all households implement peri-domestic measures to reduce the breeding of Aedes. The
adoption and enforcement of urban bye-laws will be pursued so that those responsible for creating breeding
grounds for mosquitoes are made accountable for the same. A Dengue Control Programme would be
introduced to cover the high risk areas of the country.
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5 CONTROL AND PREVENTION OF NON-COMMUNICABLE DISEASES AND EMPHASIS or
OCCUPATIONAL HEALTH

5.1  Life-style related diseases are at times a concomitant outcome of increase in lifz 2xpectancy as well a:
industrialization, urbarization and increase in earning capacity. Cardiovascular diseasas, cancers, diabetes arc
becoming major cont-ibutors to the burden of disease.The thrust would be on ezrly prevention throug}
organized health educzzion campaigns aimed at informing the population including ck:1dren and young adults
of the dangers of rich Ciets in Saturated fat, salt and excess calories, absence of physiczl activity and addiction
to tobacco and alcohoi. The magnitude of the major non-communicable diseases weld be assessed through
standardised surveys. National and State Systems would be set up for vital registrazion, Targeted primary
prevention strategies ‘vould be developed. Keeping in mind the demographic transition cost-effective
interventions for both clagnosis and primary treatment of non-communicable diseases at the primary health
centres and rural hospizals will be introduced in a phased manner. A major research eort would be mounted
aimed at creating cost-2ffective models suitable for rural conditions. )

5.2 The health infrastructire would be involved in ‘monitoring the provision of occurztional health care by
gencrating data on occupational diseases and making the employers responsible for pravention and treatment.
The tertiary and distric: hospitals would be expected to maintain cause of injury statistics to highlight the
extent of morbidity caused by occupational diseases.

5.3 A comprehensive legisiation on reducing the use of tobacco products would be intrecuced with all tobacco
products having to carry a bold direct warning of u prescribed direction easily intellizible to even illiterate
people. The advertisement of tobacco products would be banned and the sale of such products to minors
made a punishable offence. Tobacco education would be included in the curricula of schools and medical
colleges.

Control of Blindness and Restoration of Vision

5.4 The camp approach for cataract surgery would be phased out and voluntary organisations encouraged to use
the health infrastructure, both for management and follow-up. The training of surgzons conducting 10OL
implant surgery would be standardized with an emphasis on sight restoring operations.

5.5 National norms would be developed for the diagnosis and management of glaucoma at the PHC level.

National Cancer Cont;'ol Programme (NCD)

5.6 The incidence of Cancer is growing which poses a costly public health problem due to increasing life
expectancy and changing life styles. There are about 2.5 million cases of cancer in the country at a given
point of time and approximately 0.8 million new cases are registered each year. The National Cancer Control
Programme would be strengthened through primary prevention, secondary prevention and treatment of cancer
patients. The strategy under the programme would include health education, early deta.tion, sfrengthening
of existing institutions and adoption of anti-tobacco measures to reduce tobacco consumption. With the
growing incidence of cancer, special efforts would be made to garner resources for providing cancer drugs
which are extremely expensive and outside the reach of a vast majority of the population.

Special problems of Persons with Disabilities

5.7 Inthe new - Persons with Disabilities (Equal Opportunities, Protection or Rights and Full Participation) Act,
1995, the seven categories of disability include blindness, low vision, leprosy that has becn cured, but where

8
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there is a loss of sensatior. or deformity causing social and physical embarragsment, =2aring impairment,
locomotor disability, mentz! retardation and mental illness. )

5.8  With the introduction of the Prevention of Disabilities Act, 1993, centres for Rehabii‘tation will nesd to
be set up at the District Hospitals. The existing health infrastructure would be strength.2ned to incorporate
provisions for the preventicn of disabilities and rehabilitation of the victims. Each State znd Union Termitory
would ensure that PHC doctors and para-medical personnel receive training and are given orientation in the
medical aspects of rehabilitation. Strategies would need to be devised to overcome the myths, misconcegtions
and prejudices surrounding disabilities and deformities which have been a hinderazce in undertaking
meaningful efforts to rehabilitate the disabled and make them productive members of 52 community. The

recommendations of the Mz=dical Council of India to start Physical Medicine and Rehabi:itation Departments
in every medical college would be implemented.

5.9 Inall poverty alleviation programmes, priority would be given to actively involve perscas with disabilities.
District hospitals would tz strengthened to cater to the medical rehabilitation aspects. ?HC doctors would
be sensitized to provide eacly and special treatment to patients with disabilities. Health 2nd safety measures
would be promoted at the wark place, home, public places and public transport.

6. DRUG POLICY AND PRESCRIPTION PRACTICE

6.1  Within the overall framework of the Drug Policy 1994, a National Drug Authority wiil be established to
oversee inter-state commerce and undertake central registration of drugs.

6.2  The Proceedings of the Drugs Technical Advisory Board and its decision to withdraw hazardous drugs and
those of questionable therapeutic value will be published in relevant publications fcr the benefit of the
cansumer. The Central Drug Control Organization would be strengthened and new Central Laborateries to
cater to Regional needs established.

6.3 The capacity to undertake drug testing would be augmented by providing additional equipment and
manpower and undertaking appropriate renovation and modernization of the laboratories. The enforcement

staff at Central and State levels would be strengthened and their capabilities enhanced through specialized
training.

( Drug package labelling will compulsorily have to carry proper drug information and consumer wamings.
Pharmacists will be under instructions to warn consumers about side effects of drugs. The concept of Over
The Counter drugs and prescription drugs will be defined and administered through the licensing authorities.

~..6.5  The essential drug list which has already been declared for different levels of health facility will be adopted
countrywide so that there is uniformity in approach. Surveillance on patterns of drug misuse and on
monitoring of adverse drug reactions would be undertaken and reports thereof discussed at the Drug
Technical Advisory Board and published for consumer information.

6.6  The indigenous production of testing kits for Hepatitis ‘C’ and HIV/AIDS will be enccuraged.

Vaccines
6.7 The country is self-sufficient in production of all the vaccine required for National Immunization Programme
except Oral Polio and BCG Vaccines. The Polio concentrates are imported biended, bottled and
supplied to the States. 60% requirement of BCG Vaccine is fulfilled by the indigenous production and the

refSt (40%) is imported. The efforts would be continued to attain complete self-reliance in the preduction
of vaccines.
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The vaccine producing Institutes in the Public Sector would be assisted to reno- 2te and modernize thei
production capacitics so that they can continue to contribute in maintaining standards and containing the
prices of essential vaccines intended for the universal immunization programme. “Vhenever possible, they
would be corporatized through joint ventures to make them function cost-effective .~

The traditional neural vaccine used in the treatment of Rabies is very painful znd at times capable of
producing neuroparalvtic disorders. The indigenous production of a more safe anc receptive tissue culture
vaccine will be encouraged and the traditional neural vaccine phased out.

Considering the threat of Yellow Fever in the Asian Region, the production o Yellow Fever vaccine
restarted in the country will be augmented as a precautionary measure with the surplus made available
for export.

PREVENTION OF FOOD ADULTERATION

Food safety would be placed high on the National agenda. A National Food Council would be
established. Steps would be taken for augmenting the infrastructure for the Preventicn of Food Adulteration
Programme both at the Central and State level. This would include establishment of new Cent
Food Laboratorics, training of staff, establishment of Import Quality Control Units at the Ports ana
augmentation of the Central and State food laboratorics to enable them to perform sensitive tests as well
as quantitative analysis of hazardous substances. The establishment of District Food Inspection Units
would be given priority.

The quality of street foods would be given attention particularly in and around placzs of congregation like
schools, colleges, market places and shopping centres. Registered Consumer Organisations/NGOs will be
actively involved in the programmes on Food Safety and Quality Control.

A strong consumer movement would be created through the media and the importance of Food Safety and
Quality Control would be explained particularly to students and NSS volunteers to propagate a sense of
awareness about health hazards.

Designated courts would be established to see that the trial of food adulteration officers is cfficacious and
swift.

TRAUMA AND EMERGENCY SERVICES

The right of the citizen as determined by the Supreme Court to access tmergency care in any hospital and
to receive the first line of critical care would be publicized. Communication and wireless links would be
established in all hospitals running a 24 hour emergency so that diagnostic facilities and specialized treatment
can be accessed, networked and shared for the bencfit of the citizen. '

A system of providing quick administration of quality first aid, and speedy lifting of accident victims to the
nearest hospital for complete trauma management would be introduced, in the first place, to cater to
high risk spots on National Highways in conjunction with the Highway Authority of India and
Telecommunication authorities, T

Policies and schemes to compensate private tertiary hospitals which volunteer to treat accident victims in

the wake of large scale disasters would be introduced to reduce the unmanageable load cast on public
hospitals during such cmergencics. :
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INTERSECTORAL COORDINATION

Intersectoral co-ordinatior: between relevant departments would be strengthened so that the preventive,
promotive aspect of health care are integrated and propagated through the existing ex:2nsion arms of the
government machinery. A zlose partnership between voluntary organisations, private practitioners and local

government infrastructure zetworks would also be developed so that the spread of health >ducation messages
becomes a universal respoasibility.

’

HEALTH CARE FOR SPECIAL GROUPS

Health of Women

10.1

Girls start working earlier than boys, work longer and harder throughout their lives. The energy consumption
in mere survival tasks of - fetching fuel, water, todder; care of animals; washing; cleaning which are
exclusively women’s responsibility results in a negative nutritional balance and calorie deficit. The
programmes on AIDS, STD and Family Planning would be integrated so that women can have access to all
the inputs through a single source at the primary health level. The large number of abcrtions and abortion
deaths reflect the increase in the number of inflicted, unwanted pregnancies which women have to bear. These
contribute substantially to maternal mortality. The non-availability of trained attendants for deliveries would

be corrected in a time bound manner by laying down targets for yearly achievement.
Changes in medical and nursing curriculum would be introduced to incorporate women's health concerns.

A separate Population Policy would be announced. Hitherto, public policy has been restricted to the
reproductive health of women. There is need to broaden the framework and provide women access to other
services. This can be possible only when health care delivery is fully integrated. Health will also need to
be centred within the broader context of empowerment of women and interrelated to the overall plans and
strategies of the other related departments working for gender equity.

Health Care of Children

N4

10.5

10.6

10.7

10.8

The largest mortality amongst infants and children takes place under five years of age mainly on account
of low birth weight, respiratory diseases, diarrhoea, malnutrition, measles, the outcome of improper
antenatal, natal and post-natal care and premature birth.

Children are also engaged in stressful conditions in agriculture, hazardous industries, domestic jobs, etc. The
health of children has to be safeguarded through special health check-ups which will be organized in
conjunction with other activities aimed at checking child labour and uplifting the quality of life of children.

“Reporting of causes of injury in the case of accidents involving children will be mads mandatory so that

corrective action can be taken including the use of penal provisions where called for

The enforcement of the Child Marriage Restraints Act which will help in reducing the number of teenage

pregnancies will be given nationwide griority so that society at large is involved in preventing the illegal
marriage of girls before the age of 18. '

Special attention would be given to the nutritional status of adolescent girls and pregnant women through
the Reproductive Child Health Project and the health services strengthened so that children get proper
protection and timely treatment against the common diseases of childhood.

Universal immunisation of children against vaccine preventable diseases, elimination of polio and near
elimination of Tetanus and Measles would continue to be a priority.

Il
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LElderly persons

10,9 The concept ol ceriatric care would be mtroduced into hospital services at all Tew els, both m urban and rur;
arcas. Special crrorts would be made to address the health component of the pe hiey on aging - particular
mtroducing the promotion of health giving life styles and freedom from psychosocial problems as an essenti.

component of care for the elderly.

Mental Health

abilities eligible for certain tenefits under the provision

10.10 Mental tllness having been mcluded as one ot the dis
¢t the mentally ill and the

on the Disability Act, 1995, Schemes would be instituted for the rehabilitation
ous disorders constitute the highest burden of discase and they atfec
2ealth centres and hospital
rod to mental illness.

acceptance within the community. Nerv
women predominantly. Anti-depressant drugs would be stocked at public sector
at the sub-divisicnal level and measures taken to address the social stigma attac!
10.11 The improvement of mental hospitals and Departments of Psychiatry in general and teaching hospual
in terms of adequate staff and services will be given priority attention. Regular and adequate suppl
of medicines required (or treatment of the mentally il will be ensured at :he district hospitals an

health centres.

1012 The pilot community mental health programme under implementation for the prinary health care level wouls

be expanded.

10.13 Existing mental hospitals would he selected to he upgraded as Regional centres tor community mental healil

and for standing as examples of best practice for surrounding areas.
10.14 Departments of Psychiatry would be created in all the medical colleges and the mental health waining of
graduate medical students given fresh orientation. Mental health care would be tntegrated with primary heall
care and the doctors, staft and community trained to recognize early signs of mental problems 5o that besides
wreatment and follow-up of mentally ill persons are integrated with the communits through different weltare

schemes.

ould play an effective role in enforcing the existing

[0.15 The Central and State Mental Health Authoritics w
al hospital. its wards and inmates are

legislations and measures would be introduced to see that every ment
mspected by groups of public spirited individuals who would periodically report the state of
visitors and authorities set up under the Act.

“affairs o the

Dental Health

art of the general health policy and separate Directorates established

10.16 Oral health would be made an integral p
asked to set aside quality

to pursue the public health aspects of proper dental care. Dental colleges would be
ttime 1o build student knowledge on preventive and community dentistry. The dental check up of children

would be introduced by providing hnkages with dental surgeons both in the publiic and private sector who

would be pard Tor services rendered on the basis of case finding.

L. SYSTEMS SUPPORT FOR UEALTH SERVICES

Moluntary Scctor_in Health Care

PET While voluntary avencies and NGOS have been used extensisely inmmplementing health sector programnies

and this soudd be continued and expanded. o foram o elicit their » iews and o deal with cenene operational

(e



problems would be estzblished so that the interaction is meaningful and continuous and there is a formal
body to take note of :he need for mid-term correctives. Voluntary agencies and Community Based
Organisations would ccntinue to be used for the effective implementation of National Programmes as well

as to spread health education and act as a watch dog over the provision of health services within the public
and private sectors.

1.2

11.3

1.4

The share of public health in the expenditures of the state governments would be :ncreased annually and
the focus would be on consolidating and improving the existing health structure znd system rather than
spending on expansion of infrastructure. Facility wise list of procedures alongwith a check list of equipment,
drugs and consumables would be available at every district hospital, community ceztre and primary health

centre for public information. Maintenance of facilities will be separately provided for in the State and district
budgets.

There is need to have the upper crusts of the society pay for the services. User fees or private insurance are
some of the means available for such sharing of costs. Limits will also be introduced and imposed on free
treatment facilities in Covernment hospitals so that citizens pay for expensive procedures and only those who

are clearly unable to pay get free or subsidised treatment. Guidelines and norms for czciding paying capacity
will be evolved limited to other economic indicators.

The need to maintain rational health accounts to monitor health expenditures will be given concrete shape.

Expenditure would be raviewed activity-wise to oversee the actual returns on investment so as to introduce
timely corrective action.

Research and experiments would be undertaken to create financially sustainable models of free health care
for the poor in rural and urban areas.

Relevant Technology

Health Management Information Systems

4”6

1.7

- 11.8

Priority would be accorded to the establishment of Health Management Information Systems which are able
to identify the gaps so that resources can be assigned meaningfully. The benefits of computer technology
have so far percolated into medical colleges, research and training institutions. Small projects for data
collection at the district level, E-mail communication through the satellite and modern techniques have been
introduced on a pilot scale but their universal application is still many years away. The collection of
information in a continuous fashion to enable correctives being introduced in a timely manner will therefore
need to be achieved through the use of modern systems of data processing. While this will improve the
efficiency and effectiveness of the health care system, it will also facilitate better policy planning.

Efforts will be made for the development and testing of appropriate inexpensive technologies for
measuring weight and height to facilitate early detection of under nutrition in adults and children: in
the PHCs, self-recording instruments for measuring arwerial diced pressure for use-by ANMs/male
multi-purpose workers and hand-held electronic data entry machines for ANM/MMPW will also be
introduced in a phased manner.

Attempts will have to be made to create a district data base on health manpower belonging to various
categonies including ISM&H practitioners working for government, voluntary and private sectors so that they

can be used effectively in promoting health care through proper orientation and training.
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PRIVATE HEALTH SECTOR

At the outset, the need to cncourage the private sector and give them an cnatling environment to devel

multispeciality hospitals and diagnostic centres of quality is recognized. The:: potential for providing hi;
class medical care, conserving previous foreign exchange which would e spent in having to se;
complicated cases abroad for treatment as well as their capacity for attracting “oreign clientele in search

advanced medical care is recognized. None-the-less. the other side of the coin represented by the existen
of poor quality, unregulated nursing homes and clinics is also a reality. ’

Regulatory measures for Private Nursing Homes and Hospitals

2.2 Laws would be znacted to provide for registration of only those private hospitals which have minimu;

12.4

12.6

12.7

facilities for diffzrent forms of treatment. Monitoring mechanisms would be Zeveloped to ensure that tt
facilities and services created in private and voluntary sector hospitals are available and maintained at th

desired level. Private Hospitals in non-conforming areas which are posing health hazards would b
recommended for being moved to conforming arcas.

Medical care in the private sector has so far worked in isolation without being 2ccountable to any regulatio
or even self-regulatory mechanisms. Juxtaposed with some of the finest examples of world class me = ¢
care instances of callousness, negligence and poor quality care continue to be reported. Although puuli
institutions are beset with similar complaints, the existence of internal supervisary systems, media attentio
and parliamentary vigilance, have to some extent protected the rights of the public. In the absence of suc

a mechanism in the private medical sector there is a strong case for external rzgulation, particularly whe.
the public is paying for the services.

The States will encourage the establishment of accreditation mechanisms to give a star rating to each leve
of facility and this information will be made available through Directories on medical facilitics for public
consumption. The gap that exists in the absence of a standard-setting agency will sought to be filled throug|
the Burcau of Standards, the Medical and Nursing Councils and the Consumer Forum working together tc
evolve standards for nursing homes and hospitals without unnecessarily pushing costs up through eXpensive
procedures which are of limited medical value.

A Council for Medical Care Standards will be established which can function as an independent regulatory
body for the country and all new establishments ‘will be required to fulfil the standards prescribed by the
Council, before getting clearance from the appropriate accreditation authority. Existing facilities will be given
limited period to attain such standards. The Council will grant recognition to accreditation Councils at

State and district level which will have powers to levy charges for registration and renewal. A Charter mack

scheme will be suggested for being adopted voluntarily by the hospitals for the benefit and guidance of the
consumer.

The State and local bodies would introduce incentives and disincentives to make for the dispersal of medical
practitioners concentrating their practice in urban areas. They would declare a policy on establishment of
the newer medical and diagnostic centres, nursing homes and clinics would address the concern of spatial
equity. The Medical, Nursing and Dental Councils will be enjoined to play a more effective role in checking

the ethical aspects of private practice including over pricing and profiteering at the cost of the ignorant
consumers.

While implementing the existing Acts and laws, an entirely new range of comprehensive regulations will be
introduced to prescribe minimum requirements of qualified staff, conditions for carrying out 'specialized .

_interventions and procedures within a set of established procedures for quality assurance. The maintenance

of medical records of patients will be made mandatory the absence of which has prevented conclusive action -
being taken under the Consumer Protection Act.

14



AN T T AR AN VRN LR TG R A AL W G At i e @ SO A SN 8 Ak e Snaed A0 e Viase (A, fae Siakfa msam® PA 4 W aseas haee mimih s S . I NT A YE LML AN CRAY E N TeTE

S e e - ——

— e e =

12.8 The subject of quackery would be tackled by making registration of all medical practitioners under the
relevant State laws mandatery. Non-registered practitioners would not havz a right :3 practice medicine and
the judgement of the Supreme Court in respect of medical practice woulc be enforczad.

Social responsibility of Industry

12.9 The corporate sector will be expected to respond to the challenges in the area of primary health care, as part
of community develepment efforts in rural and urban areas. The sector would te expected to sponsor
information and educazion programmes on health issues, using modzrn professional skills of advertising and
public relations, using various media as a part of this social responsidi‘ity. A legislation which would seek
this mandatory servics would be introduced and the funds spent on  :a th promoticn included in the annual
report of each company engaging more than 100 workers.s

13. MEDICAL EDUCATION

oolicy Objectives

13.1 Maintendnce of high standards of medical education will continue to be the primary policy objective within
~ the overall ambit of the National Health Policy. In addition, the encizavour shall be to bridge the gap between

availability and demand for medical manpower in rural areas and to ensure that the quality of medical
education is socially rzlevant.

Assessment of availabilitvy and need of medical manpower

13.2 For making an assessment of the availability of medical manpower and future needs of the country it shall
be prescribed by law that all medical personnel (including dental cnd para-medical) shall get their registration
with the appropriate technical Council once every five years. Provision shall also be made for registration

of additional qualifications/super-specialisations in order to crzcte a data base on manpower in various
specialities.

13.3 The existing medical and dental institutions shall be geographiczli v mapped and areas of the country found
deficient in such infrastructure will be given preference for estabiis 1ing new facilities. Establishment of new
medical and dental colleges within the same ared will be discour: ged ad sustained availability of qualified
medical teachers made a criteria for determining the establishment of more medical and dental colleges.

Increasing availabilitv of medical manpower in rural areas

[3.4 The recruitment of medical personnel will be decentralised and powers vested in the local bodies for making

such recruitments. Skills of para-medical personnel will be upgraded to enable them to provide basic
medicines even in the absence of a medical personnel.

Restructuring of the Professional Councils

13.5 The Councils will be restructured in order to enable them to be responsive to changing social requirements.
All States/UTs shall have Councils to represent the Medical, D :ntal, Nursing and Para-medical professions
that are comprised of elected representatives of the concerned professional community. Efforts to weed out
unqualified medical practitioners shall be renewed. The Professional Councils would be strengthened to make

themn effective in maintaining standards and encouraged to becore self sufficient by raising resources through
re-registration of doctors.

15
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13.6 While the positicn of e Councils as autonomous elected professional bodies “xil] be maintained, the need
for them to interaey with representatives of those sections of society who need health care the most would
be recognized. A forum for exchange of ideas will be set up where a more realistic rendering of what the
country needs czn be deliberated upon with representatives from the social s<iences, voluntary agencies,

3.7 The Indian Nursing Council ang State Nursing Councils would be made more sffective through technical
and monetary Sugport to cnable them to regulate the standard of nurse’s trainiz g and education keeping in
mind developments in other parts of the world which place reliance on trained nurses in the absence of
doctors. -

Manpower Planning for Dentis: . and ara-Professionals
P 'ra-trofessionals

13.8 There is an acute shortag. «+f (. graduates and post graduates.The growts of dental profession and
services has largelv been paltemed along treatment provided in highly developed countries. The need for.
preparing a cadre of dentjsts capable of addressing the needs of rural areas particularly of school children

and the elderly wi]] be recognised by introducing special programmes through the Denta] Council.

13.9  Yet another area of imbalance is in the production of para-medics particularly nursing personnel, The MU oo
population ratio in India hag been unsatisfactory. With the advancement of medica] sciences and technology,
nurses are required to work cffcctively in different speciality areas and therefora, speciality training need
to be imparted in Keeping with the growing needs. The qualitative and quantitatjve expansion of nursing
services will be given renewed attentjon.

13.10 There is at présent no authentic information regarding the present stock of registered para-medical
professional as a number of them are either not functioning or have gone abroad. The establishment of
Councils for left-out categories of para-professionals and declaration of a manpower prodtiction and exodus
policy for key personne| wil| be given a direction.

Human Resource Developmcnt

13.11 There shall be a Separate body for determination of the pay structure, terms and conditions of the services
of medical teachers. Special inc tives shall be given for specialisation in subjects in which there is a
shortage of teachers. '

13.12 Institutes of excellence set Up umder Acts of Parliament like Al India Institute of Medical Sciences,
New Delhi and Post Graduate Instiiute of Medical Education and Research, Chandigarh would continue to
be governed according to relevant Statutes

13.13 Continuing medical education will be further €ncouraged and the renewal of Registration shal] eventually
be linked to attending a prescribed number of CME programme. Special programmes shall be introduced
to improve the skills of para-medicl staff to epable them to provide a basic first line of medical care even
in the absence of a medical practitioner.

Fees and Resnurce Mobilisation
—=allC _Resource dobilisation

13.14 There shall be a similar fee structure for all medical institutions in the private sector including universitjes
and deemed universities, The penalty for charging capitation fees will be further enhanced and violations
of the MCI Act shall invite further di:qualifications under the Act.

16
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141

'16.

16.1

16.2

16.3

HEALTH INSURANCE

When Health Insurance is thrown open for private and foreign investment. there will be a growing need g
regulate the sector to ensure that who need medical cover the most are ncr left out of the system. Whijle
health insurance would largely be catering to the organised sector and those =ho have paying capacity, none-
the-less, regulatory mechanisms would be introduced to ensure that the interests of the consumer are
protected. A joint forum to formulate Health Insurance Regulation relevant to the country’s needs wil] be
established alongwith the Insurance Regulatory Authonty.

The possibility of adopting various forms of health insurance to be support=d by the State to cover indigent
groups and the aged would be examined. The benefit of providing such cover particularly in rural areas
instead of establishing new medical centres would be considered.

MEDICAL INDUSTRY

The country has built a vast Capacity for manufacturing bio-medical equipment and medical devices. There
Is at present no single agency capable of laying down standards for medical instruments, equipment and
devices. This systems militates against the consumers’ interest in terms of quality control. It also provides
no forum for understanding the dimension of such production and the criticality of the products in order
to judge whether exemptions ought to be given for specific equipment, devices and consumables which
are of life saving nature. This also applies to the whole range of drugs and vaccines manufactured in

principles which would be laid down. Medical devices would be brought under the purview of the Drugs
and Cosmetics Act for standard setting.

% S

MEDICAL RESEARCH

especially due to the drug resistan; strains of microbes are a cause of serious concem. Spiralling costs

- and rising demands are putting health systems under strain. Millions are spent on health care annually,

yet millions receive inadequate unsatisfactory services. The basic objective of medical research and the
ultimate test of its utility would involve the translation available know-how into simple, low-cost, easily
applicable appropriate technologies, devices and interventions suiting local conditions, thus placing the

latest technological achievements, within the reach of health personnel, and to the frontline health workers,
in the remotest corners of the country.

There is a need to quantify the impact on heal:h of economic policics and performance, the contribution
of investments made in health in improving the productivity ot the poor.

Special attention would be paid to socially deprived and econcmically disadvantaged sections of the society

to understand their social, health and nutritional problems and making available a health care system
that is acceptable to them.
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16.4

16.5

17.

17.1

18.

18.1

182

183

18.4

An atmosphere conducive for research interaction is essential for holisiic development. Biomedical resea
is fast becoming cost and expertise intensive with new develepments taking place each day
comprehensive research agenda would be formulated and put into action by pooling the available natic
resources. Promotion of international collaboration for capacity buiiding of the infrastructure would
encouraged to create the requisite competencies for the future. A larger funding for R&D based
project propowh as epposed to the present practice of routinely providing lumpsums@ean(s tQ instituti
will be introduced. This Wl” ensure that in the long term projects are related to capacity to dd
results. -

For rescarch inputs to feed into planning for health, ‘it is crucial to strengthen the research luborato:
in the country to undertake research using tools of modern biology. The overall effort would aim at
balanced development of basic clinical and problem-oriented research.

PRIORITIES FOR HEALTII PROMOTION IN THE 21ST CENTURY

-—e

Both the public and pnulc sectors \\ould be made IL\POH\I[)IL for the promotion of good health by plll\l
policies and practlccs that -

L
- lay emphasns on the certamly of health to complcle well being. S
- avoid lmrmmc7 the heath of olher mdmdual% >
- protect the environment and ensure sustainable use of resources.

o . Yo . . B4 g o " E
- restrict production and trade in inherently harmful goods and substances such as tobacco
-armaments, as well as unhealthy marketing practices.

- - safeguard both the citizen in the marketplace and the individual in the workplace.

: Yo v : ST (Y - I P
- include equity-focused health impact assessments:as-an integral part of policy development.

B AT T A e

POLICY ON INDIAN SYSTEMS OF MEDICINE AND HOMOEOPATHY

India has a rich centuries old heritage of traditional, medical and health sciences. The philosophy
Ayurvuld and other systems llk(, Slddlm dlld Yoga are tullmonv o dnucnl tradition on which scientific hL
care was extended to the peopTe Tlie ancient medical syslems have a holistic approach taking into accon
all aspects of human health and disease. However, with the intermingling of cultures, these systc
relegated not only to a secondary status but they were also suppressed.” Yet it is to the credit of the syst.
that they have sarvived and have continued to be practised widely in the country.

Immediately after Independence starting with the First Five Year Plan, these systems of medicine recei
a broad policy support and moderate resources. As a result, a broad infrastructural frame work has b
created for the development and promotion of these systems.

At present, the country has more than 6 lakh practmoncrs of the Indian Systems of Medicine
Homoeopathy and around 300 ‘educational institutions producing about 13000 graduates every year. Tl
are 21000 dispensaries and 6300 hLospitals of Indian Systems of Medicines and Homeopathy. There are |
about 9000 pharmacies manufacturing drugs of ISM&H. Unfortunately, the services of these systems
under-utilised at present.

The carlier National Health Policy acknowledge the high local acceptance and the respect enjoyed by |
Indian Systems of Medicine and Homocopathy in the country. The policy expressed the need to init

IS
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19. SHORT AND MEDIUM TERM GOALS UNDER THE HEALTH POLICY 1999

19.1  The overall guiding principles for future policy will be (o ensure cquity in health and not deny acce
health care. for want of the ability to pay.

192 The goals to be achieved in the short and medium term are :-

- eradication of leprosy, polio, yaws, filariasis and guineaworm infestation and sustaining the achieve
through proper prevention and detection programmes;

- reduction in infant mortality to less than 30 per thousand live births.

- universal immunisation, reduction by half of low birth weight babies and doubling of the numb:
inst_itutional deliveries;

- reduction in maternal mortality to less than 100 ‘per one hundred thousand iive births.

- RCdUCtion‘in annual malarial parasitic index per 1000 cases to 1.5 in 2010 and to 1 in 2015.
- Cure rate of TB to go up from the present 50% to 85% in 2015.

- Prcvalcn&c of Cataract Blindness to be reduced from 1.4% to 0.80% by 2015.

- establishment of facilities for early diagnosis and treatment of cancer, CVD and: hypertension a:
District level and at the Community Health Centre level in a phased manner.

- capacity development for trecatment of mental health and disability at all district headquarters,

- establishment of a broad based disease surveillance and a computerised health information networ
the district level..

- formulation of a special policy framework for the rational development of huinan resources and
integration of Indian Systems of Medicine in the overall delivery of health services.
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The approach of 4r ancient medical system was of g
holistic nature, which took into account all the aspects of hiasan
Aealth and disease, Hevertheless, due to the influence of the

ty, it has been reduced to curative,. an urban-biased, top-down
d an elite-oriented approach. This improvenents have to be made
DA TS

to combate 3LIIDITESS, MALARTA, DIARRBOZAL DISEASES, LEPROSY, T3

etce.

In order that our health service are to be effective, tliere
or transfer of “nowledge, simple skills and

gies to health voluntaries who are sele 2cted by the cornu-
Over, primary kealth care must be provided with

special ﬁxphasis on preventive, promotive aud rehabilitative

aspects together with otler Systems of indigenous medicines, such

as AURVEDIC, UNAITT, SIDHA, :10lIEOPATHY, TOGA, NATUROPATHY, etc.

Hdec.ice the large stock of such health Ranpower could be utilised

fomr promoting an effective health care services in India.

Besides t;ese,aspectsg attention to be Paid in tle othexr
aspects such as a well developed distribution of low cast food,
of acceptable quality, available to every person especially to

the rural Poor, prevention of foocd adulteration and maintenaance

of the quality of the drugs, safe water, proper environ-
nental sanitation, i wnigation Programme, a well planned matteriaal

and child health services to reduce norbidity, disabilities and

mortalities so as to promote better health.

roduction of life saviag drugs uider their gceneric nascs

.
2 5
especially for the treatmeat of T3 and leprosy are to be within

1

the reach of the rural poor who suffer mostly from these discases.
the use of low cast and no cast indi senous aind herbal medicines

are to be encouraged.,

Hevertheless, when we critically analyse this statemen

we see that very little efforts have been made in the promotion
of ow cast drugs for eXample,;, nearly 40 to 40O million people

1
suffer from endemic GOITRE through its Prevention is so ciieap by
using iodized salt which is not available to the beople ian nead,
In the same way, more time and Hloney are speint to pProduce expen-
sive drugs than the production of Vitamin Ay tlhie deffiency of

vhich lead to blindness as 30,000 million children suffer from
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this today. But at the aame time, out of the total production
of Fse 1000 million (in 1976) 254 was taken away by Vitamins auc
tonics while 20% by anti-biotics, Hence, it is not enough to
see that drugs are Produced by Indians and in abundence, but it
is even nore important to sce what drugs arc Produced and for
whom?. c.g. the diseases of poverty such as TB and Leprosy got
scant attention and thus DAPSON for Leprosy and INH for TBl are

constantly in short supply.

Hence all health and human development nust ultimately
constitute an integral component of the overall socio-economic

Zevelopment Process in the country. It is thus of vital dimporta

C enmsurce effective co-orcdination bDetween health anc other

o+

developmental activities in order to build healthy communities,

References 1. Statement on National Health Policy (1982)

2. Scminar on the National Health Policy - o report.

COMIUNITY HEALTH DEPARTHMENT, CHAI



- The Catholic Hospital Association of India

C. B. C. I. Centre, Goldakkhana, New Delhi - 110001
Tel. 310694, 322064

NATIONAL HEALTH POLICY AND THE SEVENTH FIVE YEAR PLAN

EFolloWing are a TeWw suggestions submitted by the
Catholic Hospital Association of India to the
Director General of Health Services, New Delhi,
within the over all ambit of National Health Policy
Document for being considered for incorporation

in the ensuing Seventh Five Year Plan, in response
to a request made by the Director General in his
letter dated 25th February 1984 addressed to the
Catholic Hoapital Association of India. This was
pPrepared in consultation with other National and
Church related orgenisations based in Delhi)

At the very outset we welcome the new National Health Policy
of the Government for its commitment to the rursl and under
privilaged sections of the society and making an effort to
reach out to the masses through a decentralised pattern of
health care delivery system through PHCs snd sub-centres with
active participation of the people and voluntary organisations.
In 2 country like ours, governmental efforts slone can not
cater to the needs of the people particularly in remote

rural areas, especially in the field of health. We also felt
satisfied that the roles of voluntary agencies are recognised
by the government in this health policy.

The discussion centred around the following points:
i, Role of voluntary agencies and their relation
to the government at various levels.
ii. Community participation in health care.
iii. Nutrition and Environment factors.
ive. Low cost drugs/Low cost hezlth care.
v. Reorganisation of health care education system.
vi. Population stabilisation.

We felt that, inspite of good policy decisions by the govern-
ment from time to time and its desire to improve the lot of
the poor, the programmes do not reach the target groups.

We identified the following few factors, there could be many
more, responsible for this situation.

1. Lack of community participation in the government
programmes.

2. Lack of proper attitudes and value orientations
of the health care personnel and thereby lack of
comritmentto people.

3. Failure from the part of the government at various
levels in implementing policies.

4. Meagre budget allocation to the health sector and
particularly to the rural health programmes, for
purchase and supply of essential drugs and pro-
viding other minimum facilities.
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We have the following to suggest for resolving the above:

1. The Voluntary agencies can play en- important role

to organise educational programmes for the poor in
matters relating to health to make them congscious of
What it means to be healthy and when to approach
health care institutions. They also can create

an awareness in the people about their rights and
responsibilities. In such programmes necessary
finencial assistance should be given to the voluntary
agencies, by the government., '

Since voluntary agencies are better equipped in
terms of commitment etc. they should be encouraged.

The government health care personnel should be made
eware of their accountability and commitment to
people whom they are commissioned to serve, and nece-
ssary steps should be taken to ensure this.

Since PHCs, as it function today, are not viewed as
people's institution, to monitor and evaluate the
effective functioning of the PHCs, committees should
be set up at the PHC level, consisting of formal and
informal leaders of the area with due representation
from the people and from the voluntery agencies. This
would ensure more active participation of the people
in health care. However this should be preceeded by
awarecness building programmes. Voluntary agencies

can play a big role in this.

Similar committees should be set up at the district,
State and national level to perform ssme functions
at the respective levels. The committees should be
involved in the planning, implementation and evalu-
ation levels in all the schenes.

Organise motivation training programmes for doctors
and other health care personnel for giving the right
orientation and proper motivation to work in the rural
areas. Here also the coaperation of the volunatry
agencies could be sought.

Efficiently run community health projects in the
voluntary sector could be identified and considered

for recognising as resource centres for planning,
training, evaluation etc. of programmes for the govern-
ment. The rich experiences from the part of the
voluntary agencies in working with people should be
made full use in this regards,

Community Health Workers should be selected by and
from the community itself.

Community Health Workers trained by the voluntary
agencies should be employed by the government progra-
mmes.
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9. Similarly the government should assist the voluntary
agencies of good standing giving financial support
for the payment of heslth workers etc.

For promotion of nutrition, better sanitation and heal thy
environment, the following points were highlighted.

1« Nutrition, safe drinking water, healthy sanitary
facilities and healthy environment are basic to any
heal th programme as they are also the basic rights
of everyone. However, these come under different
departments of the government, which itself stands
on the way of an effective heslth pProgremme., Hence
the existing inter-sectoral cooperation should be
enhanced to effectively implement the provisions of
these facilities.

2. Locelly available low cost nutrients should be
promoted.

3. Materials used at present for nutrition education very
often do not correspond the local situation. Hence
efforts should be made to develop aduquate teaching
materials based on the real situations of the rural
aadurban poor. This can vary from place to place and
provision should be made for necessary adaptation.

4 #n increasing trend is found in the consumption of
baby food. The poor also are misled by propoganda.
Advertisement and mass media have a vital role in
promoting this unhealthy trend. We strongly propose
that something urgently needs to be done both in
regulating the production and mass media support of
beby foods. Legislative measures should be expedited
to deal with the offenders.

5. &long with the feeding programmes, health education
programmes also should be included. The feeding pro-
graumes, thus should not be an end in itself, but
rather a means to an end.

6. While identifying the low purchasing power of the
poorer sections of the population, it is equally im-
portant and binding on the part of the government to
spedl out clear, concrete and organised efforts to
increase their purchesing power. This is of crucial
importance to enable the masses to earn good guality
food and purchase nutrients. The effective implemen-
tation of minimum weges could be one among such
organised efforts.

7. The number of fair price shops in the country should be
increased particularly in rural areas to ensure better
availability of essential conmodities.
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Regarding the re-orgenisation of health care education sy stem
we have the following to suggest:

1. The existing health care education system should be
reorganised to give it community orientation and rele-
Vance to the real needs of the people, engulfed by
poverty and mel-nutrition. Hence the reorganised
system should include:

‘@« topics relating to the awareness of communi ty
needs and analysis of the saciety.

b. management of commnity health programmes.

c. field programmes with training in teaching People
and in relating with people. During the training
period the medical students and doctors could be
asked to work with voluntary agencies involved
in rural community health programmes.

d. orienting doctors to bPrescribe drugs under
generic names.

2. An entirely new cadre of medicel personnel to be trained
suitable particularly for rural areas. Competent
voluntary agencies should be invited to design and con-
duct such courses and such should be recognised by the
government.

5. The carriculum for nurses' training will also have to
be reorganised to train right type of health care people.
The government would do well if it would collaborate
with voluntary agencies in this field.

4, While formulating the new medical education policy,
wlintary agencies involved in health related activities,
such as Medico Friend Circle, Voluntary Health
Association of India, Catholic Hospital aAssociation of
India etc. should be consulted.

5. Efforts should be made to promote other systems of
medicines, especially indigeneous ones, by organising
short term courses by them recognised by the govern-—
ment. Here again the voluntery agencies could play
a big role. -

Two general suggestions regarding the drug policy:
1. Government health care institutions should promote
and treat with essential drugs with generic names.
Correspondingly discourage the use of brand name drugs.

2. Due publicity be given to essential drugs, by the
government.
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Regarding population stabilization, concept of small family
should be promoted not by force but by persuation, education,
motivation and by voluntery acceptance thereby Methods used
in this regard should also be in keeping with human dignity
and the culturasl backgrcund of our people. Natural Methods
of Family Planning should be given due inportance and re-
cognition. Expertise available in this field, in the inter-
national, national and local level should be made use of

for this purpose. However, care should be taken to give
correct and scientific knowledge in this regard. The Natural
Family Planning Association of India through its President
c/o Indian Social Institute, Lodi Road, New Delhi 110 003;
the FIAMC Bio-Medical Ethics Centre through its Executive
Director, c/o St. Pius College, Goregeson EBast, Bombay-400063
and the Catholic Hospital Association of India through its
Executive Director, CBCI Centre, Gol'dakkhana, New Delh-110001,
could be contacted for this purpose.

It is common knowledge that there is a close corelation
between nutrition and high literacy rate on the one hand and
low fertility rate on the other. The Government would do
well if more emphasis could be given to education of women
and providing better nutrition, particularly for women, and
less emphasis on the so called terminal. nethods of family
planning with not so successful result. This should be kept
in mind when allocating funds to various programmes.

In conclusion We wish to re~affirm that the reason for the
ill-health of the poor is attributable not to the lack of
government policies or programmes but to the problems connected
with proper implementation. We once again place on record the
courageous step the government has taken in bringing out this
wonderful national health policy and requests the government
and all concerned to have the same courage to get it imple-
mented. In all these, there should be a genuine collaboration
in the spirit of true partnership between the government and
bonafide voluntary agencies keeping the good of the people at
large as the prime concern. What is to be avoided by all
means is a "holier than thou" attitude both from the part of
the voluntaxry agencies and the government.

New Delhi FR. JOHN VATTAMATTOM SVD
17.4.1984 _ BExecutive Director, CHaI
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The following proposal was submitted to the Government of
India and appreved by the Ministry of Health and Family -
Welfare on March 25, 1987.

WORKSHORs ON THE NATIONAL HEALTH POLICY
AND "HEALTH FOR ALL" AWARENESS SEMINARS

INTRODUCTION:

i

The Alma Ata Declaration affirms that health is a fundamental
human right; that the attainment of the highest possible
level of health is a most important world-wide social goal
whose realisation requires the action of many other social
and economic sectors. In addition to the health sectors,
the Declaration adds, Primary Health care constitutes the
first element of continuing health care process and therefor
requires and promotes maximum community and individual self-
reliance and participation in the planning, organisation,
operation and control a primary health care, making fullest
use of local, national and available resources, and to this
end dévelops‘through appropriate educétion the ability of
communiﬁiés to participate,

The Bhore Committee 1946 report previded a revolutionary ard
well reasoned blueprint for the reorganisation of health
services, Curative and preventive services were to be inte-
grated. Deep thinking and wider action on the more basic
issues of reorganising role definitions within the health
team, with special attention to new relationships between
doctors and auxiliaries should have been done long ago. The
Bhore Committee report had urged the development of a wholly
new orientation. Progressively, there has been considerable
advance in providing the structure of the system, but there
are major gaps and the system has never developed smooth

functioning inter-relationships.

In recognition of the crucial need to initiate an active eand
constructive dialogue among all groups for continuing identi-~
fication of progress er lack of progress in this regard and
seeking participatcey measures to accelerate progress, the
Voluntary Health Association of India proposes to conduct
state level residential workshops on the National Health -
Policy and Health for All awareness seminars at Block levels.

.....2
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Voluntary Health Assoc1atlon of India (VHAI) .is a- federation
of State Voluntary Health Assoc1atlons, through whom dEhas
linkages with more than 3000 institutions and organlsations.
Besides, VHAI has extensive reach to Governmment training
institutions, universities and other centre of education
which subscribe to VHAI publications.

VHAI has a place in the recent evolution of health develop-
ment and health strategy in the country considering its

unique innovative attempts to promote Health Care Administra-
tion Education and a well-defined residency course in community
health for fresh medicos, a Health Equipmenht maintenance couse
for fresh recruits from technical institutes providing to the
small rural health centres a mobile team of young experts to
repair delicate machines and instruments on site &t low cost.
The Nurse Anaesthesia Course recognised by the Indian

Nursing Council is a unique initiative in this country.

VHAI's Diploma Course in Community Health Management is also
the first of its kind. The'borrespondénce courses in community
health and the community health team training initiated by

VHAI have contributed in a very significant way_to furthering

primary health care.

VHAI publications covering a wide spectrum of health specific
t
and related issues are indispensable ir voluntary and

Government training programmes.

Besides the above, the Voluntary Health Association of India
has played a key role in transferring the vision of the Alma-
Ata goal throughout the country since the year 1983.. The
National seminar on the Health Policy in 1983 was followed up
by seminars in 11 states for fostering an understanding and
appreciation of the text of the policy and ‘the role and
responsibility of those involved in Primarf'Health Care in

|
the voluntary sector.

A large number of health personnel from”Primary Health
Centres, sub-centres and the Government Secreéariat in
different states received their first copy of the National -
Health Policy from VHAI, which were available in Hindi,
Bengali, Tamil and English. Since adequate number of copies

were not available with the Government, VHAI printed
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30,000 copies which were soon exhausted. The enthusiasm
generated among them led VHAI to formulate a scheme to hold
state level residential workshops in the 16 states where the
Voluntary Health Association of India has affiliated uniﬁs:
specially to bring government fuhctionaries together with
their counterparts in the voluntary health centres and other
organisations. In this context, two workshops in Bihar and
Kerala in 1986 were held and the third one in this series is
proposed to be held from 2-4 April, 1987, in Lucknow, VHAI's
experience with the two earlier workshops held in Bihar and
Kerala have initiated a process of sharing, learning,
planning and ding together that which is indispensable for
raising the health conseiousness and evolving a new pattern
of health care which will meet in a more adequate way the
needs of the people; and providing a reasonable basis of
mutually strengthening linkages between all levels of the
health care system. It has paved the way for voluntary
groups to forge horizontal and vertical links with the
government system at all levels. Monitoring and evaluation
of the workshop, together with the follow up action proposals
will be drawn up within a time frame, with the collaboration

of respective participants,

In view of the fact that the National Health Policy is based
on the Alma Ata Declaration, which promises health for all
and further that the World Health Assembly, 1985 resolution
initiated by the Govermment of India and accepted by all
settles categorically the imperative to promote a relation-
ship of partnership between the government and voluntary
organisations; VHAI as a major NGO, with its state units and
the vast network of organisational and associated members,

makes the proposal as follows :-

1 That the Voluntary Health Association of India will
hold 3-day state level residential workshops on the

above pattern with - Objectives

(a) improving the efficacy of existing health services at
all levels, especially support services to Primary
Health Care;

(b) enhancing role perceptions of every member of the healt

teams at all levels:

(c) enhancing community perception of their role in

health development.,
..0.‘4
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At the end of the workshop, the participants

a) should be aware of the specific health targets in their
area and the resources available to them;

b) should be aware of their role as leaders of their teamns
and the expectations from the leader both to motivate,
educate, guide and support team members to Ffulfil their
role, In streﬁgthening primary health care; L

c) should be aware of the initiatives necessary to forge
intersectyral linkages to translate policies into
actiensy

d) should be able effectively to facilitate 1-day "Health
for All" awareness seminars at Block and village levels
involving grass-root community organisations like'Mahila—
Mandals, Yuva Mandals, young farmers clubs, village -

leaders etc.

PARTICIPANTS s

Participants will be drawn from District Health Centres cf

the government and the voluntary sectors. The list of
governmment participants will be given by the respective
District Health Officers. State VHAs will elect the voluntary
participants. In states where VHAs do not exist, suitable

steps will be taken by VHAI to identify those to be involved.

RESOURCE PERSONS:

Resource persons will be selected with great care. The
criterion will be the dedication and attainment of the
individual in activity significant to rural health deVelop—
ment, urban slums and work with vulnerable groups. The
resource team will be balanced with 1:3 from the government
and th¢ voluntary orgaﬁisations. While majority of the
Resource Persons will be region specific, a few extra -
ordinary leaders, who have distinguished themselves and
have international esteem will be invited to contribute

their vision and enrich the workshop.

The panel of these esteemed health leaders is made up of
Baba Amte, Drs. Matelle and Rajnikant Arole, Dr.N.H.Antia,

Dr. C.Gopalan, Dr. Banu Coyaji, Drs. Rani and Abhay Bang,

.olaa.S
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Dr. Anil Desai, Smt. Eiaben Bhatt, Dr. V. Hande, Dr. Ragini -
Prem, Dr. Samir Chaudhuri, Dr. Debabar Banerji, Ms. Ind; -
Kapoor, Ms. Mirai Chatterji and others who have integrated

in their own work the most meaningful and significant

aspects of health.

METHODOLOGY 2

Several methods may be adopted to suit the socio-cultural
affinities of different state. However, the following

are common 3=-

Panel discussion sessions, Group work, Plenary sessions,
Role plays, Study of displays and exhibitions, and Report
writing sessions, to be followed by a field visit where

possible.

Being residential workshops, sessions may extend beyond

formal timing schedule leading to meaningful group dynamics.

Groip leaders and rapporteurs are selected by participants.
Grwup leaders conduct the session while Resource Person is

available for reference only.

Education kits will,be provided to all the participants and

resource persons. The kit will comprise of the following :

=  The text of the Policy dintthe régional language
-~ A map of the state with district boundaries
- An organogram highlighting the specific areas
to be taken up at state workshop
- Visual chaerts indicating health education methodologies
- Printed Case studies of programmes emerging from
exemplary inter-sectoral coordination and health
team relationships in other parts of the country.
- Appropriate books and booklets serving as reference

material available from VHAI and government agencies.

SUPPLEMENTARY ADDITIONS :

Follow up source books indicating allocation of manpower,
financial and technical resources available at the ‘
level of Districts, Blocks and villages from the
government and voluntary organisations in respect of

health and development activity.

0.0.6
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WORKSHOP CONTENT 2

-

hes The core chargcrs frém the National Health Policy on
(a) Primary Health Care and Problems reguiring urgent
attention, (b) Health Education and (c) Indigenous
systems of medicine will be taken up for reference
with the aid of an organogram. The region specific
Resource Team would draw up the framework for
initiating discussions at panel discussion sessions
based on feedback from advance questionnaires

delivered to partlcipants.

I1. The "Health for All" Strategy adopted by the Central
Health Council.

BUDGET s

State level residential workshops on the pattern enumerated
above will be held in Andhra Pradesh, Gujarat, Delhi,
Karnataka, Himachal Pradesh, Haryana, Jarmu & Kashmir,

Madhya Pradesh, Maharashtra, North East .egion (Assam,
Arunachal, Manipur, Meghalaya, Mizoram, Nagaland and Tripura),

Orissa, Punjab, Tamil Nadu, Uttar Pradesh and West Bengal.

A consolidated budget based on respective sizes of states and
on the basis of two representatives per district for
participation totalling a sum of Rs.10,78,745/~ is attached -
See Annexure "A", Detailed statement for UP State - see
Annexure "B". Exhibition, Training module and kit -

see Annexure "C",

ONE-DAY "HEALTH FOR ALL" AWARENESS SEMINARS:

The thrust of the Alma Ata Declaration goal is "that the
Government should enhance the capacity and determination

of the people to solve their own problems". The natural
corollary to this thrust would be the holding of "Health

for All" awareness seminar at Block and Village levels.

In recent years, alternative strategies to reach health have
been tried through govermment infrastructure and through
modest and significant initiatives of health professionals
and health workers. However, much more is to be done as

the HFA strategy calls for dramatic changes. In fact, a

social revolution in health development is needed.
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"Health for All" implies the removal of the obstacles to

health - that is to say, the elimination of malnutrition,
ignorance, contaminated drinking water and unhygienic housing -
quite as much as it means the sclutions of problems such as

lack of doctors, hospital beds, drugs and vaccines.

Given the magnitude of these tasks, strong political will and
the mobilisation of public support is essential for launching
the necessary Health for All action. VHAI proposes to hold
1-day Health for All awareness seminars in 5000 blocks of
this country in collaboration with all the active socio-
cultural and development groups engaged at the macro and
micro levels. The modalities of organising these seminars

will be worked out with each one of them separately.

These seminars will have clear objectives :-

a) to change the mentality of people to take a comprehensive
view of health, in which their total will-being is at stake.

b) +to make clear that the drive towards the goal of Health for
all by the year 2000 can only be inspired and fuelled by
concerted inter-sectoral action of all people in agriculture
education, culture, industry, food and nutrition and
information,

c) to make clear that in order to effect a national change in
resource allocation, national and local leaders can promote
policy-making mechanism to progressively correct the
imbalance in maldistribution of resources,

d) +to make visible the health risks inherent in the use of
certain technolgies leading to deterioration of health
and nutritiocnal status,

e) to understand that two-way interaction between Health and
Family Planning is a means to improve maternal and
child health,

£) to understand that there is effect of child health and
survival on family planning motivations and that this

understanding needs to be strengthened,

PARTICIPANTS:

1. The participants in these 1-day "Health for All" seminars
will be organisers and members of groups at the village
level, responsible leaders from the Block and District

Panchayats.

o.coo.8



-

These may be non-health groups involved in socio-economic,
cutural or religious activities like young farmers clubs,
mahila mandals, traun mandals, school teachers, panchayat and
panchayat committee members, members of agricultural and

land cooperatives, societies/village banking institutions.

2. All wvillage health workers
(There will be separate seminars for homogenous

groups to make necessary impact).

A 2 . O . : i
FROGRAMME (will be divided into a morning session -

general and afternoon sessions- subjects)

The seminars will be action-oriented. Resource persons will
be drawn from different states to expose their practical
experiences in primary health care. (see attached Resource-

Persons list.)

Knowledge of resources available at the village, taluk and
Distyict levels to fulfil the targets of PHC at individual

and community level will be brought kome to them,

The role expectations from doctors and the role expectations
from teams of auxiliaries to reach large populations will be

discussed in group meetings and at plenaries.

The role of village health workers and the supportive
mechanism for them at the community and referral level

will be discussed.

Social and Scientific inputs to work out the dynamics of
changing mass need of all - to standardise the motivational
approaches that will convince families to ﬁractice planned

parenthood will be attempted.

The role of administration leaders in realising the goals of
HFA will be discussed,

An afternoon session will be devoted to two or more of the
following topics: since l-day health awareness programmes may
draw large participation, these will be taken up in groups

and summaries shared at the plenaries :
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1)
2)

3)

4)

5)
6)
7)

8)
9)

Who

1.

Sources of water and simple water purification
methods to achieve Health for All (HFA)
Promotion of village sanitation and personal

hygiene 46 promote HFA

‘'Use of foods for health and prevention and

cure of diseases to achieve HFA

Use and economy of solar and biomass energy to promote HFA
The cause effects and approaches to speedy treatment

of communicable diseases to ensure HFA

Symptoms and home treatment of common diseases

Using low cost and rational medicines to ensure HFA
Application of Herbal and Home remedies to aid HFA

Role of practioners of traditional medicines to

reach the goal of HFA

will conduct 1-day "Health for All" Awareness Seminars ?
( RESOURCE PERSONS )

Since these seminars are to be organised at the village
and taluk levels, a panel of experienced local personnel
identified by VHAI and State VHAs in consultation with
the active local groups and the health department will

form the core Resource pool.

Committed and exceptional individuals, who have shown the
way in neighbouring districts and blocks, even from

other states.

The role of thsse individuals in generating a powerful
impulse towards a resuggence and faith in community and

family care about health cannot be minimised,

Members of the health team attached to
Primary and Subsidiary Health Centres.

Local government leaders and members of Parliament of
the area, who have distinguished themselves by concern

for their constituencies.

( See Budget annexure D )



ANNEXURE A

CONSOLIDATED STATEMENT
OF EXPECTED EXPENSES ON
NATIONAL HEALTH POLICY
WORKSHOPS IN STATES

STATES/UNION _ NO. OF AMOUNT

TERRITORIES DISTRICTS RUPEES

Andhra Pradesh 23 64,400,00
Gujarat 19 61,560.00
Haryana 12 55,400.00
Himachal Pradesh 12 55,400,00
Jammu & Kashmir 14 57,160.00
Karnataka 19 61,560.00
Kerala 12 55,400. 00
Madhya Pradesh 45 84,440.00
Maharashtra . 26 67,720,00
Orissa 19 56,280,00
Punjab 12 55,400.00
Rajasthan 26 67,2000
Tamil Nadu 16 . 58,920.00
Uttar Pradesh 57 95,000.00
West Bengal 16 58,920.00
North East Region 37 61,025,00

l o 3 . (e . .
Total No.Districts 365  p i@ Amount: Rs.10;78,745.00

* Follow=-up
For follow-up action towards Travel and Documentation,

a supplementary budget will be prepared in consultation
with participants in due course.




ANNEXURE B

STATE LEVEL WORKSHOP ON NATIONAL HEALTH POLICY IN U.P.

Estimate of Expenses “n 3-day residential workshop fer
District Health personnel from Governmment and Voluntary

sectors from 57 U.P. Distriets,

The budget estimates given under the various heads of
-accounts are adjustable within the overall amount for

the project.

RS

1) T.A., for 114 participants

@ Rs.200/- Rs. 22,800.00
2) D.A. for 114 outside participants

@ Rs.75/- per day for 3 days Rs. 25,650,00
3) D.A., for 8 local participants ,

@ Rs. 20/- per fay for 3 days Rs. 480,00
4) D.A. for 8 outstetion experts

@ Rs.150/~ per day for 3 days Rs, 3,600.00
5) T.A. for 8 outstation experts

@ Rs.200/- each Rs. 1,600.00
6) D.A, for 8 local experts

@ Rs.50/- per day for 3 days Rs. 1,200.00
7) Secretarial assistance
8) Stationery and postage etc. Rs.15,000.00
9) Tea/Coffee for 130 persons twice

daily @ Rs.5/- per person for

three days Rs. 1,950.00
10) Compilation and printing of

a Report on the Workshop Rs.10,000,00
11) Follow-up expenses on

travels, etc. for 1987 Rs.10,720.00

GRAND TOTAL: Rs.95, 000,00




ANNEXURE C

STATE LEVEL WORKSHOP ON THE NATIONAL HEALTH POLICY

Rs.

1. 500 sets of portable exhibits in regional
languages on Primary Health Care, Symptoms
and prewention of communicable diseases.
Sanitation and Personal Hygiene, Water
Management, Mother and Child Health,
Nutrition, Family Planning, Disability
Prevention, Environment, Agricultural -
Technology, low cost housing, Sulabh -
souchalayas, smokeless chulhas, bio-gas,
appropriate technology. Rs.5,00,000,00

2. 500 sets of charts on organisational,
managerial and financial resources of
Primary Health Care Rs.1,00,000,00

3. 1000 Education Kits ( for participants
and Resource persons ) Rs.1,00,000,00

4, Expenses for preparatory work
for the workshop Rs.1,50,000,00

5. Contingencies . Rs. 50,000.00

TOTAL Rs.9,00,000,00

* A set will be available to all 365 Districts
to be covered by State level Workshops.

NOTE s

A set will also be presented to all Districts
in Bihar, and Kerala, where VHAI has already
held State level workshops in 1986.



ANNEXURE D

BUDGET FOR VILLAGE/TALUK LEVEL 1-DAY 'HEALTH FOR ALL'
AWARENESS SEMINARS

Conveyance for 50% of the participant$
coming from an average distance of 8 kms
@ Rs.5/- per person x 50 Rs. 250,00

Educational Kit to be distributed
to 100 persons @ Rs.50/- per kit Rs.5,000,00

Cost of Lungar for 100 participants
and 10 organisers = 110 persons x
Rs.15/- eqgch person Rs.1,650.00

Travelling expenses of the personnel
conducting seminar 2 X Rs.200/- each Rs. 400.00

Boarding & lodging expenses of the

personnel conducting seminar

2 X Rs.100/~ each Rs., 200,00
Miscelleneous expenses : Rs. 500,00

TOTAL Rs.8,000,00
8000 x 5000 Blocks Rs, 40000, 000,00

VHAI's overhead expenses for
coordinating the programme through

State VHAs and other Volags at
il R IRE N 5000,000,00

GRAND TOTAL: Rs.4,50,00,000,00
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POSITION PAPER ON NATIONAL
HEALTH POLICY

The National Health Policy as planned may remain only a policy document unless
all of us make a commitment to it, and try to implement it at all levels. Each of us
must carefully analyse the health problems, keeping in mind the country’s capacity
to deal with them. The goals and priorities will be fixed accordingly. Strategies to
achieve them need to be based on social justice and equity, intrasectoral linkage and
self-reliance as far as possible.

The ill-conceived and inadequate health services currently provided to the vast
majority of the population has created a feeling of social injustice and given many
voluntary organisations the impetus to act as natural leaders of their communities.
They have the responsibility to lead movements for the change. For this they need to
identify the strategies to develop their full leadership potential. They should look
beyond the traditional system of health care and develop a deeper understanding of

the philosophy of primary health care and a commitment to achieve health for all
by 2000 A.D.

1. PROVISION OF HEALTH SERVICES TO ALL

For those who live in remote areas and belong to the lower income groups, health
care can be provided only through a system which creates a broad base of
functionaries and provides health care to the maximum number of people. The -
training of new community health workers at the village level has only duplicated
the existing system and has not proved very helpful in the long run. Wherever the
traditional health functionaries have been involved, the infrastructure has become
stronger. The health care system may continue to be lopsided, unless efforts are
made to improve the training and supervision of CHW'’s and Dais.

2. REFERRAL SYSTEM AND PRIMARY HEALTH CARE :
A STRATEGY

The bottlenecks that exist between the village and a health sub-centre are again a
matter of concern. The health assistant is no better equipped with the skills and will
to deal with certain health problems than a CHW. So unless there is a way to reach
Primary Health Centres very little can be done at these levels.
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Another important point is that the referral system does not allow for any planned
way to go from one to another. There is no geographical or political boundary
which one cannot cross. Unless the screening is done at all levels, the political and
the social linkage is established between a specialist hospital to a Primary Health
Centre of the block, from there to the village sub-centre and back from village to the
specialist hospital; the congestion, duplication and the parallel system will
continue to exist. The suggested change of effective links between primary health
centres and medical colleges and hospitals in order to harness and provide
specialised skills is no doubt progressive thinking for re-orientation of medical
education and better health service, but its implementation has been held up due to
many administrative difficulties. As a result, neither are the Block Administrators
taking responsibility for the better functioning of these Primary Health Centres nor
have the medical college hospitals established a proper linkage with them. Very few
specialists from these hospitals like to go out to the Primary Health Centres. In fact
the person who goes there is only a junior or senior resident working in those
specialised units. Most of the time they treat these trips as holiday excursions. There
is no continuity of ties nor any feedback from such hospitals to the Primary Health
Centre doctor.

3. INFORMATION SUPPORT

To estalish a proper information support, there must be a well-defined referral
system. General practitioners, indigenous practitioners and all others who are
involved in any way with the health care system should become a part of the
information support. The Epidemiological Cell in each State may not be essential
but it should have a computerised system for collecting and processing information
from different units. Without information, support evaluation and monitoring of
any programme is not possible.

4. RE-ORIENTATION OF HEALTH PERSONNEL

To equip heaith personnel with appropriate and scientific techniques we must
provide a system of continuous education. Inservice training programmes are
essential to develop the skill to do the job better. Certain managerial skills which are
never imparted to medical professionals in their undergraduate courses must
become a part of the orientation training programmes. All courses could be so
planned that NGO/Gouvt. officials attend the courses together and can interact with
each other.

The voluntary organisations have a greater sense of dedication and commitment to
social causes and are more open to change. This gives them an enormous advantage
in the field. They provide care at all levels in all kinds of settings to the poorer
section. They frequently act as links between the individuals, community and the
rest of the health care system.



5. INTERSECTORAL COORDINATION

That various sectors have influence on health is well understood, but intra or
intersectoral coordination remains most of the time only in the minds of people or
as words on paper. Actual coordination at various levels is possible only if the
planning of the two sectors are done at one place, and from bottom to top. The
possibility of removing the bottlenecks is maximised if two sectors, well connected
like water and sanitation, nutrition and education, are planned together. Again,
regarding the educational status of woman and her acceptance of family planning,
both must be worked out together, and receive the same importance. The
administrative blocks also need attention. There is a need to define the job
responsibility of various people at different levels, as well as a policy of delegation
of authority at each level. If decision making is confined to the planners’ level, the
implementing functionaries find it very difficult to carry out their day-to-day
duties.

6. ALTERNATIVE SYSTEMS OF MEDICINE

There is a need for integrating the training programmes of different personnel in
different systems. The policy has recommended the use of indigenous systems of
medicine like Ayurveda, Unani, Sidha and Homeopathy. It also emphasises
introducing Yoga and Naturopathy into the overall Health Care Programme. But
when it comes to putting this into practice, none of the Primary Health Centres or
the dispensaries is equipped to give advice on any of the traditional systems of
medicine.

Traditional systems of medicine have always had a place in our culture. They are
both less expensive than modern medicine and more easily accessible to the
majority of our population. To allow them to stagnate will only increase existing
inequalities in the health care system. Therefore, ways of integrating the modern
with traditional system of medicine must be thought of.

7. REGIONAL IMBALANCES OF THE HEALTH CARE SYSTEM

It is of vital importance to correct the regional imbalances that exist in health care
systems today. The policy cannot be successfully implemented unless sustained
political, social and administrative support is obtained from everyone concerned.
Here the local communities play a very important role and it is our duty to make
them aware of the facilities they are entitled to, so that they demand the care they
need. The concept of preventive and promotive services is still lacking all through.

8. MEDICAL EDUCATION

We need not go into the details of formal medical education as we all know that it is
not tailored to meet the requirements of the type of medical practitioners who work
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in Primary Health Centres. If more clear and effective strategies could be specified,
the wasted resources could be harnessed. The re-orientation of medical education
has been talked about for the last several years but very little has been done to make
education community-oriented and problem-based. Most of a medical graduate’s
time is spent in hospitals. The type of knowledge and skills that he/she acquires are
the ones from the hospital itself, when almost 80% of the ailments are preventable
and can be cured by simple remedies. But these cases never reach the hospital for
their attention.

The National Health Policy is aimed at taking services to the doorstep of the people
ensuring fuller participation of the community and improvement in the quality of
their life. It is intended to restructure the health care services on the preventive,
promotive and rehabilitative aspect rather than on cure only. Therefore to provide
trained personnel with the right attitude and outlook is more important for proper
functioning of the services talked of in the policy document.

9. MEDICAL RESEARCH

It is the opinion of various experts that today thereis a lot of money being wasted on
basic research which could be well shared by the developed world. The technical
know-how can be easily obtained from them.

Special research on health care system, problem based medical education and need-
based para-medical education at various levels, require a lot more attention than is
being given in this country. In my opinion “behaviour problem” of the recipients
of health services should form the priority for the research grant in India. There is
also a need for a constant feedback on the new findings and advances in medical
research and their application to health services. The dissemination of this
information to the proper levels both upward and downward are equally
important. Unless we keep informing our workers at the grassroots level of what is
happening at the central level, the implementation of the programmes become
difficult.

10. THE TARGETS

The National Health Policy paper gives the targets to be achieved according to the
time frame. These targets are not comprehensive nor have they been worked outon
any realistic terms. The exercise only tells what future achievements can be expected
provided the base is known. No doubt it is better to work on some frame, to measure
the milestone and progress being made but the baseline information is of crucial
importance.

The target sets are based on certain information that was available at one point of
time: perhaps as far as 1975 or 1976. Unless the relevant data is available from
different states it is of no use setting up targets to reduce the incidence. A few studies
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carried out by big institutions like the All India Institute of Medical Sciences or PGI
Chandigarh tell us very little about the overall health status of our country. Lack of
vigilance in reporting and collecting of information will hinder us from reaching
our targets.

11. ROLE OF NGO’s

The role of voluntary agencies has been very well spelt out by the Alma Ata
Declaration. It includes:

1. Identification of the needs and problems of the people.

2. Development and innovative programmes for Primary Health Care, in the
context of comprehensive human development.

3. Promotion of full participation by individuals and communities in the
planning, implementation and control of these programmes.

4. Training of health workers, supervisors, administrators, planners and various
agricultural and development workers, along with training schemes, build on
the skills of traditional healers and midwives.

H. Creation of new and effective methods of health education.

6. Recognition of the essential role of women in health promotion and in the full
range of community development concerns.

7. Contribution to the search for greater social justice.
8. Development of locally appropriate health technologies and use of resources.

" Most of the voluntary organisations are working for both health and development.
The standards of health cannot be improved unless there is an improvement in the
general quality of life. The NGO'’s are more willing to go to the most difficult areas
where nothing exists as far as the health system is concerned. Still they find it
difficult to be recognised and get little or no help from the government system. It is
time we all realised that to achieve health for all by 2000 AD, the involvement of the
voluntary sector-is essential.

THE DILEMMA—NATIONAL HEALTH PROGRAMME

Most of the time the doctor faces a very big dilemma in his day-to-day functioning.
He is unable to find what to do and how to get started with diverse programmes like
TB, Leprosy, Prevention of Blindness, Malaria control, Family Planning,
Immunization, School Health, Nutrition and MCH, as well as to keep evaluating
the programmes from time to time. Only if the planning process, information
system, resources, supervision, coordination and training is adequate can the
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doctor use his energy as a team leader to build up the team, organise the community,
keep proper records, monitor the programmes and do a follow up review, as well as
initiate certain changes in the programme when the need arises.

The bring about any change is a very complex task. The people who are striving to
reach the goal of health for all must have a clear understanding of the National
Health Policy, the critical issue required for its implementation and the broad
principles involved in it.

In these three days let us together work out an action plan for our own areas keeping
all the elements of the National Health Policy in mind and evolve our own
strategies to reach the goal of health for all by 2000 AD.

He e 3 o e K K KK K KK



DECENTRALISATION OF HEALTH CARE:

HOW DOES HEALTH POLICY ‘FIT’?

—-— Meera Chatterjee, Ph.D.

Paper prepared for the Workshop on
"Towards a Decentralised Health Care:
A Fresh Leook at the National Health Policy”
at the National Institute of Advanced Studies,
Bangalore, 20-23 September 1990.

I. The National Health Policy’s View of Decentralisation

Rationale. The Statement of National Health Policy provides its cwn
raison d’etrs as /£he need to establish "an integrated, comprehens-ve
approach towards the future development of medical educaticn, resesarch znd
health services.” Not only are ‘integration’ and ‘comprehensiveness’ intenzed
to be departures from the past, but each of the three major ccmponents
(education, research and services) has to break from the patterns establisned
over three - now four - decades.s/The policy statement avers that "zhe
hospital-based disease and cure-oriented approach” which has “"provized
benefits to the upper crusts of society” has to give way to "ccmprehens-ve
primary health care services to the entire population,” inclucing
"preventive, promotive, public health and rehabilitative aspects of hez th
care,”/

//fhe statement goes.on to diagnose the problems caused by the "existing
approach.” It "tended to enhance dependency and weaken the communit.’s
capacity to cope with its problems.” Existing patterns of education znd
training of medical and health personnel resulted in the "development o a
cultural gap between the people and the personnel proViding care.” Hez th
programmes “failed to ipvolve individuals and families in establishinz a
self-reliant community The planning process has been oblivious of the nzzd
to,ﬁnvo?ve "the community in the identification of their health needs znd
priorities as well as in the implementation and management of the varicus
health and related programme ‘

/// Aims. Thus, the policy aims to move toward:

-—universal, ccmprehensive primary health care, which is cultura’ly

acceptable;

--people’s involvement in planning, implementing and managing hea th
care;

-—community self-reljance in health matters;

—-—integration of health and human development with socic-econcric

develo menE>/

Structure and Functions. The basis of universal health care is intencs
to be/a "well-dispersed network” of servicg;/as it is belijeved that =ne
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,/ﬁajority of health functions can be effectively handled at the community
level - by the people themseives with the organised support of volunteers and |
paramedics/ Health volunteers are to be selected by, to enjoy the confidence
of, and b¥ accountable to their communities. However, their actions are to
be part of definitive action plans prepared at higher levels (see below)
which are based on simple and inexpensive interventions.

The policy states:

/4The success of the decentralised primary health care system
would depend vitally on the organised building up of individual
self-reliance and effective community participation; on the
provision of organised, back-u of the secondary and
tertiary levels of the health care services, providing adequate
logistical and technical assistance.”

aogrﬁf}ther that:

rf \\;;J The decentralisation of services would require the establishment

\= //9 nfof a well-worked out referral system to provide adequate
/ expertise at the various levels of the organisational “set-up
nearest to the community...(and to) ensure the optimal utlisation
/é{\ V' of expertise at the higher 1leve]s of the hierarchical
(: ?/ structure...”
(QQ» "Foo A bach- -
@‘ Specialist services are to be provided as near to beneficiaries as possible.

In order to provide the integrated package of services addressed toc the
entire range of poor health conditions, a _nation-wide chain of sanitary-cum-

epidemiological stations is proposed to be~ “established. These stations, based &Rl
~at_Primary Health Centres, would have suitably trained staff to 1denf1fy, eg CVvL**ﬁ
ﬂ, pTan and provide servi . In addition, the District Health Organxsat1on is qu e
W

4 T
'°&M) tS—EEVE_E_WETT—BFggoqggisep1dem1o]091ca1 un1f_t5—555F5_naté_Eﬁalgﬁ—EF\ntend e T
\o"/% xhe functioning of the field stations. In urban areas,, mun1c1pgT_gﬁa—TEEET “ﬁu‘ AuspP
dvf qauthor1t1es would be equipped to perform similar functions. A health

information system is to be estabTished, and monitoring conducted with
respect to indicators and targets which have been set by the policy. It is
in these connections that the integrated approach to medical education,
research and health services is germane. Further, the policy states that
these approaches should be 1mp1emented and extended through community
participation and contributions.:

Foci. Certain other intentions of the policy are also c1ose1y related
to, if not subsumed in, a decentralised approach. These are:

—

-— its focus on vulnerable groups, particu]arly the call for MCH
services to be provided ' ‘at the doorstep,” to involve traditional
birth attendants, etc.

-- its concern with correction of rural/urban and regional imbalances,
eg. in speciality centres; the location of curative centres is
to be in keeping with popu]at1on dens1t1es topography, transport
connecolons etc. = T e
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-— the priority it ascribes to service provision for tribal, hill and

backward areas and endemic-disease affected popuTations.
el B S el R
Resources. The policy further stipulates that health care should be
provided "at a cost which the people can afford." Besides community manpower,
it also advocates maximal utilisation of available resources - eg. the use
of Tocal building "materials’and local mechanisms for repair, maintenance,
etc. of equipment; the upgrading of existing facilities rather than
establishment of new ones. Private medical practitioners, including
indigenous practitioners are to be integrated into the overall health effort,
and their availability is to determine the phasing out of private practice
by government doctors. Non-governmental organisations are also to be
encouraged through provision of technical support and financial assistance

by the government to enlarge their services and increase their numbers. Their

investment in curative centres is sought. While government investment 1in
speciality and super-speciality services is also expected to continue, the
policy proposes that "the majority of government speciality centres can
provide adequate care to those entitled to free care, the affluent sectors
being Tlooked after by paying clinics.” It is also advocated that health
insurance schemes be devised to mobilise additional resources to ensuré that

The community “shares the cost of services, in keeping with its paying
L of services, /11 3

Intersectoral Action. Finally, the integration of several other health-
related activities which are also discussed by the policy is a function of
decentralisation, such as:

—-nutrition - specifically, improving the purchasing power of the poor,
generating productive employment through employment guarantee
schemes combined with a T“nutrition and health cover;"
supplementary feeding programmes; and nutrition education; and

-— water supply and sanitation (which are also’/expected to involve

“communities). Tﬂeiﬁji ygﬁﬁzi~A‘/«vvkth(

For these, intersectoral coordinating committees aré advocated at the state,

district and block Tevels, while at the community level they are expected to
form part of an "integrated programme of rural development.”

Clearly, the National Health Policy views decentralisation as a key to
its rationale and aims, to its vision of the QtrdEEure and functionjng of the
health system, to its foci, to its approaches to resource generation and
utilisation, and to the intersectoral actions it advocates. The question
before us, then, is not "What changes are required in_the health policy to
bring it in conscnance with the philosophy of decentralisation and to
increase people’s participation?” (as expressed in the tentative Workshop
Prcgramme). Rather, we must ask;/‘Is the Palicy’s view of decentralisation
consconant with current approaches to decantralisation in the country?" and
“How can the implementation of decentralised health care proceed in the
context of the current health and politico-buresaucratic systemsl’~Thus, the

emainder of this paper will examine the ‘fit’ between three pieces cf the

/ "decentralisation of health care" puzzle - health policy, the health system,

i
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and current models of decentra1isatio?;///

II. Representation for Universal Access

The policy’s main thrust is "universal access” to health care. While
decentralisation is purported to bring this about, we must examine whether
this has yet occurred, or is occurring in India. If so, how has it been done;
and if not, wgg; have been the 1mgggim§g§s to it, and what is the potential?

Clearly, none of the states which have had decentralised governments
over a substantial period of time - Gujarat, Maharashtra, and West Bengal -
nor Karnataka, whose experiment though newer is bolder and has the benefit
of earlier experience, have achieved "universal access.” Is it just a matter
of time? Probably not. Rather, there are fundamental problems which must be
tackled if “"decentralisation” is to bring about universal access to health
care. Alternatively, we may need to admit that the problems are so
fundamental that universalisation is impossible to achieve through
decentralisation,-and all we can hope for is somewhat better distribution of
health care, or, simply, better health care as has been achieved to some
extent in Maharashtra. (We should note, however, that Tamil Nadu has fared
even better than Maharashtra without decentra1isatiQﬂj’Eﬁa—ﬁETfﬁE?rfﬁIﬂﬁzﬁ;
nor West Bengal have -improved health beyond what might be expected in their
socio-economic - rather than politico-bureaucratic - contexts).

The first problem is inherent in the nature of the institutions that

embody “democratic decentralisation” - they are unrepresentative. En1v§£§gl
access means skewing health care availability in favour of previously

neglected groups, cggggiﬂgrto their sqggifig_hgglgn_ggggi—Eﬁﬁ_ﬁvgmxmﬁﬂg
their particular constraints. But these groups (eg. the poor, women and
childreny are under=represented in Panchayati Raj bodies and Tack the power-
to influence reorientation and redistribution. (In the case of women and
children, social norms also reduce attention to them, though more effective
women’s participation in local government could conceivably overcome this to
some extent.) Can a redressal of current imbalances be effected by the
oligarchies who dominate panchayats, zilla parishads, etc.? They could,
indeed, make decisions in favour of the excluded groups either if they are
imbued with an especially philanthrophic spirit, of if they perceive such
decisions to be in self-interest. Unfortunataly, philanthrophy can hardly be
a "model;" and the process of enhancing "enlightened self-interest” and
creating a vision of health care as a common good has yet to begin. Rather,
the current reality fs that health care is viewed as a zero-sum game - more
for the-poor means less for the rich - because of severe shortages of hedlth
fesources. Thus, the first need, it decentralisation is to fit with health
policy, is expanded meaningful representation on PRIs of "neglected groups. "
This must Pe accompanied by a ‘process of enlightenmept’ of the traditional
elites, ‘and also by increases in resources (discussed below). In the absence
of any of these desiratle changes, universal access and -eguitable
distribution are unlikely to be achieved.

3 .
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III. Resource Generation and Allocation

From where should these resources ccme? The health pciicy talks of
generating them locally, and panchayati raj, too, once spoke of ths same, tut
neither effort has approached this possibility (the latter with ccncern Tor
the health sector) with the seriousness it deserves. The currsnt system of

resource generation by panchayats and zilla parishads 1§_1g§g§_353e 0 the
task. Only a few percent of the taxes and fees. collectec by them are—
retained, while most are funnelled upward to the state government. Thsir
1@§ymijkxmLother sources (enterprises, investments and public contributions)
is mini . Even urban icipalities have had troublescme expsriences -

their tax base is also _small and inelastic. Where efforts hzve tesen mace,
contributions directly for health purposes have been virtually negligibie.
Ultimately, both rural and urban bodies have depended_gﬂ,§ié§;;}ék@?ﬁﬁ§ﬁt*
assistance by way of assigned revenues and grants, Althcugh these zare

devolved to Tower Tlevels on the basis of equity considerations (pgpulaticn,
ackwardness, needy groups, etc.), the system is ‘inefficieni’ as “the cgsts

<D¢“P%>///;f0f collection and devolution are high. Ultimately, there 1s'lggg£_§ggg3h_

a” /W
Y
(Yﬂ'fﬁyﬁ
%Jw’(‘ﬁ‘

VJQ?

fiﬂéﬂié:iﬁ:ﬁégh the considerable expenditures entailed by the™muititude of
functions and duties of local bodies, among which health serwvics provision

is relatively low priority.
' relatively 1od priorioy

Thus, the second problem impeding effective decentralisazion Tor hea’th
is the current system of financing health care. It is excessively csntralisad
and ccmpletely normative, leaving little room for Tlocal cscision-making
regarding allocation. Ultimately, most of the finances for hezlth care have
come either from the state governménts or the Centre, in the form of blcck
grants tied to specific programmes, schemes or expend?%ﬁ?g_TEFggfﬁTﬁié,
neither are resources generated Jlocally, nor are they allccated
*allocable’) in accordance with local needs. This is as trus in the four
"model” states as it is elsewhere. An additional stumbling ziock is that,
even where local decision-making is exercised over block grants, say by tne
zilla parishads, decisicns may not be made in favour of health because of the

=gt
LarE

e s e Y

)\ggmpetinq claims of roads, schools, etc. which are given higrsr priority.
ANen gher prior

Problem One confounds Problem Two in the following ways. Firstly,
1quequate,g1IaﬂLigQ_LQ_Lhe_needs_anQ_QQﬂ§3raintsAgi_the gcor, Women and
children, etc. results in the scarce health resources being spsnt cn hospizal
care rather than primary health activitjes, in complete nega-ion of hea.th
policy. Secondly, although the needs of these groups are critical, their
capacity to contribute to resource generation is limited. Thus, Prcolems Zne
and Two already call for a complex remedy: local bodies must generzte
resources from wealthier sources, but spend them on _the negleczad groups. =ow
c¢an this be ensured? Invoking "higher authorities” would sesm tc be quite
contrary to the spirit of decentralisation, but the activisies ef lecal
bodies can perhaps be brought in line with policy imperztives by a’'so
shifting the weight of state and Central government expendit.res in favcur
of primary health care so that both "carrots and sticks" ccsratz down <he
Tine.

Therefors, it would seem that if decentralisation is Ic meaningfu’ly
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bring about universal access to health care, specific revenues must be
generated for health which can be used locally, aTlocated in accordance with™
Tuca1 nesds and numbers by democratic decision- mal1ng processes. Villages
must gain access to resources for health cars. Given Constitutional and
‘traditional’ treatment of tax revenues, resource generation should perhaps
take ths form of a Human Resource Development Fund, based on fixe
contributions from families and institutions according to status and incepe -
and utilised s B ealth and education, although water supply,
sanitation and other social services are conﬁe1vab1y also cand1dates A bold
step may be to vest the management of this fund with women’s organisations,
such as broad-based mahila mandals. The HRD Fund should be additional to the
grants received from the state government which invariably are earmarked,
have to be spent _on spec1f1c schemes or according to specific norms, and in
any case are” insufficient. In short, the implementation of healthpolicy and
of decentralisation are probably not 1ikely to progress very far until people
begin to fund serVices for themselves, as the state and Central governments
are already onlz\fgﬁglgg;zhét_they can and want to. e T

Alternatively (or additionally?) a fee-for-service approach can be

* utilised, graduated acquglﬁa_tg_paylng_zgpac1ty In effect, unless local

\

{

bodies can generate enough resources to provide the entire gamut of health
services from primary to tertiary, they will need to concentrate on low-cost
health care. In conditions of scarcity, government health services could be
"reiggleQL_fgz\tiejgegf even though there is widespread feeling, based on
trends in the private sector, that the;gpor (who are extremely dependent on
gcod hea1th for survival) are willing to pay for health services if these are
good quaTity. Under any circumstances, improving the quality of services is
a definite requirement if health care‘?E”?ITTﬁE_ET?EEt”ve and universal.

Certain pub11c health services will continue to need complete underwriting
by the state (eg. malaria spraying, surve111ance and case detection, etc.)
It is these that could remain under “"central" fiscal control, effect1ng a
division of responsibility between J1ocal bodies and the Centra] and state

governments. There is also no getting away from central control of medical
educatiom, research, the drug industry, health legislation, and so on.

IV. Health Planning and Service Provision

The current top-down mode of health planning and resource provision is,
in fact, the major impediment to decentralised health care. Thse essence ot
decentralisation is planning according to local neeﬂs, allocating resources
1n_ﬁgep1ng\y1th these needs, and local management nt of services so that, with
appropr1ate monitoring, changes can be made within short time- frames to
enhance effectiveness. Current] while planning and rescurce ~allocati®n
involve iterative processes between the administrative secretariats and
technical directorates at the higher levels of the health system, health
eeixlge_management at the district level and below is almost entirely the
responsibility of medical personnel. While District Collectors have scme
powers to oversee the District Health Organisaticn, the “technical™ nature
of health services by and large preserves their independence. Even in the
panchavati raj states, secretarial power has not devolved to the district
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level in the health system, so that there is considerable ‘misfit’ between
the politico-bureaucratic structure and the "technical” (implementing) health
system.

This misfit is often expressed in terms of conflict. "The people" or
their leaders are considered to be "ignorant” of health care by the medical
hierarchy. DQctors resent the "interference" of politicians, bureaucrats or
other lay people. Leaders are accused of misusing their powers, of needing
"guidelines." Health workers are unclear which of their "two masters"” (the[ o
qggEE21_91;_Lh§:3iilifi§ign[bureaucrat) is to be given greater obeisance.
Reporting horizontally is pgrceived to confTict with reporting vertically.
Un&EF—_aéggﬁfFETTEEETbn '?EEFE?EET““§UﬁerV1s1on of _health workers will

l continue to rest with thelr more qualified superiors, while administrative
( control will be exercised by panchayats. It is a moot point whether these

parallel, separate and disjointed systems can be made one, though this would
seem to be a major pre-requisite for effective decentra11sat1on

Furthermore, despite the effusive rhetoric of the National Health
Policy, there is 1little evidence to date of decentralisation within the
health system. In fact, if one examines health CEFE_EFEHHE‘§T_““fﬁ*ﬂmﬂTTﬁE§‘
['adopted in 1983, one must conclude that the health system has gone in “in the
other direction - toward greater central contr01 and direction. There has
been an increasing tendency over time for ity health issues to be
leea1t with through "national programmes, s p1anneg and funded (50 to 100 per
cent) by the Central Government. More and more of the basic health
infrastructure in the states has been established under Central Plan schemes,
notably the Family Welfare Programme. While the states have had some autonomy
in decisions about rural health services under the Minimum Needs Programme,
this has been reflected more in their inadequate health expenditures and the
slow pace of implementation, than in the development of independent
initiatives. There is even less devolution of creative responsibility from
the state to the district level. Despite the size of the district health
]I infrastructure, and the large and motley populations for which they are

responsible, district heaTth organisati tly implenent plans handed down
55*7ﬂi§ﬁ‘1ﬁ1mr—abovev—ﬁA4%hBGgh health plans are to be formulated at the

district level, and district health officials have drawing and disbursing

] powers, the essence of decentralisation - working out local approaches to
local problems is seldom practised. There will be increasing need for this
if universalisation of health care is to come about. Both the Centre and the
states will need to be more flexible in permitting local aproaches and
responses to local developments, rather than enforcing standardised packages
and procedures.

The health policy itself does not go far enough on the issue of health
planning. This responsibility 1is vested primarily in the epidemiological
field stations at block and district levels, although community involvement

is suggested. Un he hea]th organisation must play the

role of information- -giver and educator of people’s organ1sat1ons which can

them plan in accordance with need and demand. This r -eTationship is quite the —
\'oppos1te of the prevailing situation in which the pgQElE_ELQ_sunsﬁﬁikﬂgéjil_
health instituti h care needs rather than supervising them
G;L\fexr Pyl
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It is argued (not without justification) that health needs are largely
the same everywhere, that we know what they are, and that in the context of
severe resource constraints, it is more efficient to simply divide the pie
and distribute it in accordance with norms. It is significant that while
primary health care calls for a form of decentralisation which involves
"bottom-up planning” and horizontal integration, decentralisation in India
is more akin to top-down devolution of responsibility where vertical l1inks

1\ are strongly maintained, rather than horizontal harmonisation established.
Plans are simply handed down from Centre to states to districts to blocks and
Lo villages, in which manpower, materials and money are allocated-on- a

) populati is. Even the relatively simpTé'hatter“6¥“iﬁ6§ﬁtjﬁ§;fdr‘drugs

according to local needs does not function in a decentralised mode because

the bulk of drug budgets is expended on the standard drugs which are

centrally-procured and distributed. The remainder of the budget which is

subject to district-level decision making is usually used to procure more
“ expensive non-essential drugs, because these are what are demanded by those

who influence the DHO’s decisions! While this normative approach to health

manpower and service provision and to budgetting ensures that resources are
\ spread equally across populations by the Centre and the states, it is quite
l antithetical to-decentralisation. T i o

Another manifestation of the "centralist tendency" of the health system
is the "Technolo Mission approach.” This approach not only imposed an
add1t1ona1_EfFGEE%%E—Ef‘fHE_Eag—SF_the health pyramid from which decisions
emanated, but also favoured centralisation through the adoption of
technological approaches whose diffusion depended on central control and
management. The techno-bureaucratic approach which has been adopted for
universal immunisation is more in keeping with “selective PHC" than with
holistic primary health care, which is the essence of the health poTicy.
Besides being considered more feasible, in contrast with primary health care
which is considered "idealistic" because of the actions required beyond the
health system in the spheres of social justice, etc., selective PHC is deemed
efficient and effective. In the case of immunisation, it is also considered "
equitabTe because high coverage is an implicit condition for effectiveness.
However, with other interventions such_as oral rehydration and vitamin—A

prophylaxis, achieving the equity objective is less certain. These

g 5 ST ] Ui
interventions depend more on househo]diknow1edge, decision-making processes
or actions, which 1in turn are infTuenced - by social and economic

Characteristics (such as education, income). With diminished coverage and——
effectiveness, equity will also diminish. Few existing health technologies
lend themselves to wide distribution and 1local application which is
independent of wunderlying socio-economic .conditions. 1In general, the

~ () technological approach does not "involve" people - they are merely recipients

¥ (fargeggl_gf_g service, centrally planned. Nor does it adress underlying

conditians such as unsanitary environments or practices which expose people

&tii;35’§ZZ:EE§EEEE. While some technology-based health interventions such as

; immunisation may reduce specific morbidities and mortality, few others have
¢ this capacity. Such approaches do little to invert the top—-heavy health
pyramid or even broaden its base.

——

1

Indeed, programme management within the health system is similarly top-
down as targets set by the Central or state governments have been the driving
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force. While the use of targets in family planning is notorious, the approach

cove several other national programmes - immunisation, ma]ar1a, etc.”

Concarned with meeting targets (though the actual numbers may have no
relevance at the local level) the district and block 1level health
organisations have 1ittle scope for uf”Tis1ng héETEE‘EEHBEWE?“EﬁE'materra1s
to address local problems. Only during epidemics does this machinery appear
to gear itself up for "fire-fighting” which entails rapid appraisal, on-the-

spot decision-making and emergency shifts in the deployment of resources.

The exigencies of resource constraints, people’s participation and
provision of primary health care at the doorstep would seem to dictate that
the disreputed community heanﬁ_WBFREFsﬂﬂfﬁggflh Guides’) scheme must be
revived. We have learned enough lessons over the past two decades to
encourage PRIs to reintroduce this scheme so that its earlier pitfalls are
avoided and it is implemented in a meaningful way. The National Health
Policy, decentralisation and health system all converge on this modality of
implementing health care which still bhas the potential for equity and
effectiveness. Further, there is Tittle doubt that for “effective

decentraTisation another key requirement will be strong 1inks between primary
and secondary and tertiary health services through a working referral system.

It should be noted that the trends in the health system which were
discussed above also do not fit either with the policy thrust or with the
approach to decentralisation _that is 1intended to tackle the underlying

conditions of disease. The health sector in India has done little to further

{ggggsgg;gggl_gggﬁylngggi:ﬁf'fhe closely reTated areas of nutrition, and
water supply and sanitation. It is especially critical to mesh heatth
6Tﬁﬁﬁ?357w1th education planning as the synergism between these sectors is

increasindly recognised. (The HRD Fund proposed above would go some way
toward Tinking these services. ) :

V. A Caveat to Decentralisation?

Besides equitable distribution at the micro-level (which we have
discussed above), universal access also implies egquitable distribution of
health resources across regions, ryral and urban areas, etc. The health
policy is especially concerned about}iectifying regional imbalances, and with

' special attention to "tribal, hill and backward areas¢)/48ecause of the

"macro” nature of these areas, such corrections will require the attention
of the Centre and of state governments, perhaps more than of district-Tlevel
government. Can decentralisation accomodate this “affirmative action”
approach? Or, as in the case of micro-level units such as villages, will
those who already have get more? The divergence between "need" and “demand”
(or effective demand) is therefore a serious constraint to the implementation
of health icy within the context of decentralisation. The poor (whether
person or state) need, while the rich demand, and the latter largely control
the processes of resocurce allocation nationally as well as the panchayati
raj instituticns locally. In effect, perhaps equity - across regions, social
groups, age groups, and gender - can only be ensured from ‘outside’ and
‘upstairs.’

ANIT RS
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In this context, the lack of equality in the resource mobilisation
czpabilities of the states and districts is also critical. Experience has
sncwn that tetter off areas can raise more financas and therefore implement
bstter quality care (For example, in Gujarat, Barcda and Khera districts have
usually raised more family planning incentive money by tapping industry).
Trhnis will exacerbate already large differentials in quantities and quality
cT hsaith services. 5

VI. Summing Up

Both the National Health Policy and the philosophy of decentralisation
have equity at the core of their being, and so are in essence ‘on the same
wavelength.’ However, several critical problems have been identified that

~and in the way of their being implemented meaningfully. Firstly, panchayati
rai institutions have not overcome the problems of social hetesrogeneity in
the villages and the control of PRIs by beastter-off elites reduces their
pciential for implementing health care for the poor. Secondly, the inadequate
resource base of PRIs makes it difficult to implement locally relevant health
care, particularly as grants received from the Centre and state governments
are tied to preset norms and expenditure patterns. Decentralisation is
msaningless without Tocal resource generation. Third, PRIs must have the
capacity to plan according to local needs and demand, and to raise and
aliocate resources in keeping with their plans. Need-based/demand-oriented
planning is quite different from the norm-based methods now in use which are
based on 1limited resource availabilities and equal sharing principles.
Fcurth, the combination of oligarchical control and 1imited resources results
in the traditional skewedness of health spending - on sophisticated medical
care for the few rather than on basic primary health care for all. Fifth, if
the resource base of local bodies is to be increased in a meaningful way,
attention must be paid to implementing systems which provide good quality
health care to the poor despite their lower paying capacity. Sixth, the
implementation of health policy, ie. of primary health care, requires the
health system to change in keeping with the philosophy of decentralisation.
In particular, the relationship between the technical and politico-
bureaucratic cadres needs to be clearly defined so that planning and
management controls are exercised in accordance with democratic principles
and professional interests are subordinated to peopie’s concerns. Seventh,
health plans, in terms of the activities to be undertaken by service
providers and the resources a11ocated to them, must emanate from below and,
hence, the "national programme,” “technological” and "target-based"

apprcaches which currently dictate programme management from above must give
way to locally decided and suited strategies.

¥ X % ¥ X

~
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Policy analysis is an established discipline in the industrialized world, yet its application to developing
countries has been limited. The health sector in particular appears to have been neglected. This is surpris-
ing because there is a well recognized crisis in health systems, and prescriptions abound of what health
policy reforms countries should introduce. However, little attention has been paid to how countries should
carry out reforms, much less who is likely to favour or resist such policies.

This paper argues that much health policy wrongly focuses attention on the content of reform, and
neglects the actors involved in policy reform (at the international, national and sub-national levels), the
processes contingent on developing and implementing change and the context within which policy is
developed. Focus on policy content diverts attention from understanding the processes which explain
why desired policy outcomes fail to emerge. The paper is organized in 4 sections. The first sets the scene,
demonstrating how the shift from consensus to conflict in health policy established the need for a greater
emphasis on policy analysis. The second saction explores what is meant by policy analysis. The third in-
vestigates what other disciplines have written that help to develop a framework of analysis. And the final

section suggests how policy analysis can be used not only to analyze the policy process, but also to plan.

Introduction

Policy analysis is an established research and

academic discipline in the industrialized world,
.t its application to developing countries has

been limited, and the health sector in particular

appears Lo have been neglected.

This is all the more surprising because of the
growing crisis in health systems. The initial
optimism of the Primary Health Care (PHC)
revolution of the late 1970s has been challenged
by a number of trends: escalating costs but lower
public health budgets because of economic reces-
sion; the emergence of AIDS; the increase in the
number of large-scale and complex disasters; the
prevalence of chronic diseases side by side with
persisting communicable diseases; worsening in-
equities in access to services; demoralized health

staff; emerging drug resistance to some diseases.
In the face of severe economic constraints and
shifts towards neo-liberal values, many countries
have introduced structural adjustment program-
mes which have led to cuts in public health ser-
vices, introduction of, or increased, charges for
health care, and liberalization of the health sec-
tor to promote private sector development. The
effects of such economic reform programmes
have been harsh. Zimbabweans dubbed their
Economic Structural Adjustment Programme
(ESAP) the Extreme Suffering of the African
People (Woodroffe 1993). Gains in health status
achieved up to the 1970s are being eroded, and
evidence is growing of the negative effects of
health reforms on health status, especially on
the vulnerable (Kanji and Jazdowska 1993;
Messkoub 1992; Pinstrup-Anderson 1993).!
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This crisis in health is well recognized and
prescriptions of what countries should do
abound (for exampie in the World Bank’s World
Development Report 1993 Investing in Health).
However, there is very little attention to how
countries should carry out reforms, much less
who is likely to favour or resist such poli-
cies. Just as the primary health care approach
foundered by concentrating on content (the
introduction of voluntary community health
worker programmes) rather than process (how
communities would be encouraged to support
such workers), so recent health reforms are likely
to fail because it is expected that policies will be
implemented as planned without taking into con-
sideration factors that affect implementation.

This paper argues that much health policy
wrongly focuses attention on the content of
reform, and neglects the actors involved in policy
reform (at the international, national and sub-
national levels), the processes contingent on
developing and implementing change and the
context within which policy is developed (Figure
1). Focus on policy content diverts attention
from understanding the processes which explain
why desired policy outcomes fail to emerge. As
Reich (1994a) has argued, policy reform is a pro-
foundly political process, affecting the origins,
formulation and implementation of policy.
Policy-makers, whether politicians or bureau-
crats, are acutely aware that reforms are often
unpopular and can cause significant social in-
stability. They may be reluctant to push through
reforms, even when part of loan agreements. The
World Bank admits that only 55% of conditions
in structural adjustment loan agreements have

been fully implemented when the final tranche of
funds is released (Clapp 1994: 307).

New paradigms of thinking urgently need to be
applied to the health sector, to understand the
factors influencing the effectiveness of policy
change. This approach has already been ad-
vocated for the fields of development and
economic policy, by scholars questioning con-
ventional and received wisdom about the role of
the state (Mackintosh 1992), and the role of ex-
ternal donors (White 1990). Manor (1991; 6) has
argued the need for ‘thick description’ rather
than ‘parsimonious models’. We argue that the
same challenge exists for health, because the con-
text within which health policy is formulated and
implemented has changed. From a policy dc  iin
characterized primarily by consensus, health
policy is increasingly subject to conflict and
uncertainty, and this change calls for alternative
ways of thinking about policy. We argue that

® policy analysis offers a more comprehensive
framework for thinking about health reform
than approaches which concentrate on the
technical features of the content of reform;

* literature from political economy and other
disciplines offers insights to the way policy
analysis could be applied in the health sector;

* by using a simple analytical model (Figure 1)
which incorporates the concepts of context, pro-
cess, and actors as well as content, policy-m ~ °rs
and researchers will be able to understand be.cer
the process of health policy reform, and to plan
for more effective implementation. The model

CONTEXT

ACTORS
* as individuals
* as members of groups

CONTENT

Figure 1. A model for health policy analysis

PROCESS
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can thus be used both

prospectively.

retrospectively and

This is a highly simplified model of an extremely
complex set of interrelationships, and gives the
impression that each can be considered separa-
tely. In reality actors are influenced (as in-
dividuals and as members of interest groups or
professional associations) by the context within
which they live and work, at both the macro-
government level and the micro-institutional
level. Context is affected by many factors such as
instability or uncertainty created by changes in
political regime or war; by neo-liberal or socialist
ideology; by historical experience and culture.?
The process of policy-making (how issues get on
to the policy agenda, how they fare once there) in
turn is affected by actors, their position in power
structures, their own values and expectations.
And the content of policy will reflect some or all
of the above dimensions. In other words, we
argue that the traditional focus on the content of
policy neglects the other dimensions of process,
actors and context which can make the difference
between effective and ineffective policy choice
and implementation.

This paper is organized in 4 sections. The first
sets the scene, demonstrating how the shift from
consensus to conflict in health policy established
the need for a greater emphasis on policy
analysis. The second section explores what is
meant by policy analysis. The third investigates
what other disciplines have written that help to
develop a framework of analysis. And the final
section suggests how policy analysis can be used

not only to analyze the policy process, but also to
plan.

The shift from consensus to conflict in
health policy

A changing development context

The scope and scale of political and economic
change in the late 1980s and 1990s has been
dramatic, and has led to significant political and
economic policy reforms which have also in-
fluenced sectors such as health.

In the 1950s and 1960s state directed develop-
ment was part of the intellectual environment of
the time (Sen 1983). It was justified through
economic analysis that -identified market

mechanisms as being inadequate in developing
countries (Chowdhury and Kirkpatrick 1994: 1),
legitimizing governments’ role in intervening to
correct market imperfections through public sec-
tor investment. It also fitted well with the in-
terests of political rulers allowing them to
establish or consolidate loyalty through extend-
ing state enterprises or bureaucracies. And in this
period international aid expanded to support the
state.

The return to classical economic theory - the neo-
liberalism of the 1980s - was a reaction partly
to positive economic growth and development in
Asia (where many governments had promoted
neo-liberal policies); partly to the growth of what
came to be seen as over-extended and weak
public sectors in some developing countries; and
partly to the recognition that government
preferences expressed through policies did not
unambiguously promote the interests of their
populations. Indebtedness, instability and,
above all, inefficiency were perceived as failures
in economic policy.

From the 1980s many actors played a part in ex-
pressing dissatisfaction with the state. From
many different disciplines and positions writers
complained of the ‘self-deceiving state’
(Chambers 1992) or ‘the unequal state’ (Bayart
1993). In central and eastern Europe people took
to the streets to overturn the state in 1989. And
the international financial institutions, such as
the World Bank and IMF, became impatient
with what were perceived to be authoritarian
developing country governments. Given their
central role in debt rescheduling and new loan
agreements, these agencies were able to introduce
significant conditions in the form of structural
adjustment programmes which demanded
political reforms (e.g. retraction of the civil ser-
vice, introduction of multi-party elections) as
well as economic reforms (e.g. trade liberaliza-
tion, removal of subsidies). Economic adjust-
ment programmes affected the health sector
through cuts in budgets, promotion of the
private sector, and the introduction of user
charges for health services.

The tendency of those advocating policy reforms
was to perceive them as technical: international
experts negotiated reform programmes with
national policy-makers. Although many agreed

-
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that some reform was necessary (despite fierce
debates about scope, timing and conditions), the
focus on the content of reform neglected impor-
tant factors such as varying political cultures and
institutions, the influence of ideologies or
schools of thought, and historical traditions.?

From the late 1980s economists and political
scientists argued that complex economic reforms
which had immediate and major distributional
(and often drastic) effects on populations, and
where benefits were long term (and major doubts
existed on the extent of benefit), could not be
treated as technical policies that would be
automatically implemented. National policy-
makers and scholars increasingly criticized
technocratic approaches. Lindenberg (1989; 359)
quotes an anonymous policy-maker saying

‘Often these people who come here from in-
ternational organizations to preach the gospel
of stabilization and structural adjustment
know as much about the political and
economic consequences of what they are pro-
posing as the medicine men who used to
prescribe leeches to correct imbalances in the
four humours of their patients.’

Herbst (1990) argued that structural adjustment
programmes that demanded major curtailment
of public enterprises in Africa did not recognize
that such enterprises had been an important
source of reward and patronage to African
leaders for decades. Reducing their activities
threatened important constituencies and could
lead to weak implementation or make the state
much less flexible in dealing with crises. In
similar vein, Haggard and Webb (1993) observed
that structural adjustment programmes were
undermined by their tendency to ignore the in-
stitutional characteristics of the political system,
the internal and external economy, and the
design of reform programmes.

A changing health context

The changing political economy had repercus-
sions for health policy and facilitated the idea of
reforming the health sector. During the period
when the state played a strong central develop-
ment role, health policy had been decided largely
on consensual grounds, partly because it was
controlled by a medical elite. During this period
health policies were largely uncontroversial,

received broad (if passive) support from the
population, and appeared as ‘low politics’*
issues on the political agenda. They were almos!
entirely concerned with the content of policy
(e.g. how to improve access and coverage, hov
to increase efficiency in the use of hospital beds),

and reforms were largely limited to organiza-

tional questions regarding health systems (e.g.
the relationship between different levels of health
service - tertiary, secondary and primary).

In the 1980s, however, as neo-liberal ideas began
to dominate, health policies moved into a policy
arena in which previously accepted values were
challenged (e.g. by calls for ‘cost sharing’ and
the promotion of private health care provic 7).
A context in which market values domi..ate
leaves little room for morality, values and feel-
ings, and may undermine and destroy previousiy
accepted, socially constructed concepts of public
purpose, public morality and public accoun-
tability (Wuyts et al. 1992). Debates about health
policy were increasingly characterized by con-
flict, making them, relative to previous decades,
‘high politics’ agenda items. This conflict
inevitably generated considerable uncertainty
around appropriate policy choice,

How did the change from consensus to conflict
occur? The period of consensus was largely
derived from a relatively restricted policy field
dominated by medicine. From the 1940s to
the mid 1970s health policy was fuelled by
tremendous confidence in medical sci .
Sulphonamides, penicillin and broad spectrum
antibiotics provided the tools to challenge
disease. The synthesis of DDT and its application
to control malaria, vaccines against infectious
diseases, the advent of the oral contraceptive, all
strengthened professional monopoly and lay
beliefs that medicine had the answers: health
policy-makers had merely to decide how to
manage and organize health services to make

them accessible, available, acceptable and
affordable.

The domination of health policy by medical pro-
fessionals was repeated in international circles.
From the 1950s international and bilateral agen-
cies became more involved in health, and
established their credibility by conquering yaws,
eradicating smallpox and (more controversially)
helping to control malaria. They provided
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technical expertise and funds for various pro-
grammes in health, including family planning.

However, by the late 1960s the medical paradigm
was increasingly challenged from both within
and outside the profession. Past policy which
had emphasized disease treatment in centres of
cxcellence  was  questioned by  historians,
epidemiologists and economists, who showed
that much illness was poverty related (Abel-
Smith and Leiserson 1978), that drugs which had
appeared to be ‘magic bullets’ had many
unintended consequences (Illich 1975), and that
teaching hospitals served a small proportion of
the population but swallowed large proportions
of the health budget (King 1966). Social scientists
increasingly encroached on the policy domain of
medical professionals, raising questions about
the effects of culture on health behaviour and the
elative costs of different health care activities
among other things.

The launching of the primary health care ap-
proach in 1978 reflected the thinking of these dif-
ferent groups, and expanded the health policy
arena (o include many other groups than medical
professionals. The loss of professional monopoly
opened the way for conflict in policy debates.
This was manifest in global level debates about
comprehensive versus selective care (Rifkin and
Walt 1988), in the battle to get an international
code on breastmilk substitutes and over
establishing an essential drugs programme (Walt
1993).

However, even though the notion of ‘political
Al introduced in the Alma Ata policy docu-
ment on Primary Health Care acknowledged the
role of politics and conflict in health policy, it
was never conceptually developed (with a few
recent exceptions such as Reich 1994b;
Whitehead 1990), and had little effect on donor-
supported health policies implemented in many
low income countries. These continued to be
largely  technical, vertically-organized pro-
grammes such as immunization against 6
childhood infectious diseases and control of diar-
rhoeal disease. Even national primary health care
policies were often interpreted narrowly and ex-
pediently as vertical programmes  within
ministries of health (Decosas 1990), or as
synonomous with community health worker pro-

grammes or expansion of rural health infrastruc-
tures (Walt 1990).

Neo-liberal policies introduced new tensions into
the health policy domain. In the industrialized
world there was increasing emphasis on cost con-
tainment and efficiency improvement, leading to
concepts of the internal market and separation
between providers and purchasers, and a con-
troversial emphasis on the virtues of competi-
tion. Managers and economists increasingly
intervened in areas previously controlled by pro-
fessionals. In the developing world donors and
financial institutions laid down neo-liberal con-
ditions for debt servicing and loan agreements:
these included a reduced role for the public sec-
tor, the introduction, or raising, of fees for con-
sultations, drugs and admission to hospital, and
reductions in the regulation of the private sector.

The shift from consensus to conflict in health
policy served to heighten awareness about the
failure of past policies. For example, by the late
1980s many aid agencies were admitting that
years of experience in primary health care had
shown that technical solutions, while often
necessary, were not sufficient to sustain policy
outcomes, especially in poorer countries. While
infant mortality rates had decreased and
coverage of immunization had increased in many
countries, those gains came at the same time
as growing social inequalities, poor quality of
care, and worsening living conditions. It had
become clear that the effectiveness of pro-
grammes was influenced by values and culture
(both national and international), accounta-
bility, morale, and communication, among other
things, but that such factors had been neglected
in the belief that better techniques or
technologies could by themselves tackle the
causes of ill-health (Cutts 1994; Nabarro and
Chinnock 1988; Heggenhougen and Clements
1987).

Looking for new policy solutions, donors
promoted decentralization policies to remove
control from central, distant state authorities;
service delivery through non-government organi-
zations which were perceived to be closer to local
communities and which might instil a greater
sense of democracy; and ‘good governance’
which included reform within smaller bureau-
cracies (performance related pay, greater flexi-
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bility in recruitment and dismissal) and greater
accountability.

In so doing, however, two issues were raised.
One related to sovereignty, accountability and
unequal power relations. Put baldly, national
governments wanted loans or grants from inter-
national organizations, but received them only if
they agreed to impose economic reforms. For
some this reflected conditionality without
responsibility (Cliff 1993). However, interna-
tional agencies were themselves accountable to
their own constituencies, and have been affected
in some countries by scepticism expressed about
the role of aid and the value of technical
assistance and cooperation (Bauer 1981; Han-
cock 1989). Also international agencies are
themselves actors of great variation; multilateral,
bilateral and non-government organizations are
fuelled by different goals and values. Bollini and
- Reich (1994), for example, differentiate between
‘internationally minded’ and ‘nationally minded’
agencies.

The other issue related to a lack of understanding
of the policy process: there were huge gaps in
knowledge about how bureaucracies worked or
how policy-makers responded to pressure. While
concerns with ‘good government’ demanded
understanding about bureaucratic culture and
decision-making processes, this knowledge was
fragmented and partial. It was unclear how far
implementation of reforms would be influenced
by domestic policy processes given the lack of in-
formation about institutional development and
how organizational and administrative systems
worked. For example, while there was force
behind the arguments for greater effectiveness
and efficiency, there was little understanding
about how this would occur in a contracting
rather than an expanding economy. As Cumper
(1993) argued, health planning had always been
based on assumed growth, and the knowledge
and techniques for originating and implementing
change in contracting health systems was miss-
ing. Introducing competition, whether through
internal markets, as in the UK, or through
non-governmental organizations in developing
countries, raised major questions about the con-
ditions for success for which there were no
answers (Broomberg 1994).

In this policy environment ideological certainty
expressed through policy documents such as the

World Development Report 1993: Investing in
Health appears a great deal more robust than it is
(Reich 1994a). And because of this there is a nas-
cent acceptance that new analytic approaches are
needed which offer a better understanding and
more complete explanation of the policy environ-
ment. We argue that our framework for policy
analysis offers such an approach.

What is policy analysis?

Policy analysis draws on concepts from a
number of disciplines: economics, political
science, sociology, public administration 1d
history, and emerged as a subdiscipline in the iate
1960s, mainly in the United States. It is variously
defined by different scholars, comes in many
guises, and offers a confusing heterogeneity of
different theories ranging from highly prescrip-
tive to descriptive (Heclo 1972).

Most policy analysis focuses on the policy pro-
cess. Dror (1993; 4), for example, defines policy
analysis as ‘approaches, methods, methodologies
and techniques for improving discrete policy
decisions’. Similarly, Paul et al. (1989; 1) define
policy analysis as ‘the task of analyzing and
evaluating public policy options in the context of
given goals for choice by policymakers or other
relevant actors’. The implication in these defini-
tions of policy analysis is that policy-makers are
concerned largely with the content of policy re
intendedly rational, and need to have particular
skills to make proper choices among well-defined
policy alternatives in the furtherance of complex
but compatible goals.

These approaches are similar to those
characterized by the incrementalist or rational
schools of policy-making. The classical propo-
nent of the first approach is Lindblom (1959),
who is concerned with analyzing what happens in
organizations or what happened in a particular
decision. His is a descriptive approach which
argues in favour of incrementalism and
acknowledges a process of bargaining between
different interest groups in the process of policy-
making. The rational approach is more abstract,
and deals with values and how policy-making
should be undertaken. It offers a prescriptive
and ‘ideal model’ of how policy-making ought to
be undertaken, providing a way of improving the
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effectiveness of policy-making by explicitly iden-
tifying values and goals before making policy
choices and selecting the best policy options
based on comprehensive information about the
costs and consequences of cach (Simon 1957).

These approaches centre their analysis on policy-
making, although Lindblom emphasizes the role
of actors as partisans in the policy process. Our
approach to policy analysis goes further because,
while it is concerned with the processes of policy-
making, it is also centrally concerned with the
behaviour of actors in formulating and im-
plementing policy and the context within which
policies are promulgated (Figure 1). It offers a
much broader framework for thinking about
health policy. In adopting this model we argue
that policy is not simply about prescription or
description, and nor does it develop in a social
vacuum; it is the outcome of complex social,
political and economic interactions.

Our model of policy analysis is thus nearer to
political economy approaches, which also draw
on the concepts of several disciplines but have
been dominated by economics and politics. Re-
cent political economy theorizing has been driven
largely by a concern to explain the processes
related to formulation and implementation of
structural adjustment programmes in low income
countries. The richest analyses have been pro-
vided by development theorists, economists and
political scientists, What have these approaches
to offer health policy analysis?

What can be learned from other
disciplines?

Economics has made a major contribution to
health policy over the past two decades. From
the late 1960s policy-makers increasingly turned
Lo economists for analysis of health care costs
and health service financing options. Within a
decade growing numbers of health economists
were to be found in academic institutions, inter-
national organizations, ministries of health; they
dominated health services research and health
policy discussions. Economics plays an impor-
tant part in appraising options in policy-making,
helping policy-makers to make choices on the
basis of efficiency and equity, Partly because of
its central concern with the allocation of scarce

resources and partly because it deals with
measurable erfects, economics has increasingly
been seen to offer valuable techniques for policy-
making (Sharpe 1977).

However, while few would deny the usefulness of
economics as one of the tools for policy choice,
like any discipline, it has its limitations. Green
(1990; 274) has argued for example, that there is
a danger that economists may be seen as ‘neutral
technocrats, harbingers of rationality and con-
veyors of objectivity’, although they are, as any
other actors, fuelled by particular values which
Mmay or may not be articulated (or even recog-
nized) explicitly, Fuchs (1993) gives three
examples that illustrate the limitations of
economics in health policy. The first is that
economics is a general method or way of think-
ing, but does not necessarily offer solutions for
health policy-makers because of the peculiarities
of the health care market. For example, in most
industries where there is excess capacity prices
fall sharply and some firms are forced out of
business. But in the health care markets of the
USA there are excess supplies of hospital beds,
high technology and certain surgical and medical
specialists, while charges and fees remain high.

Fuch’s second example is in the social and
political domain: while economics helps to
understand how health care costs are higher in
the USA than in Canada or Germany, economics
does not explain ‘Canada’s superior political
capacity to enact and administer universal health
insurance’ or the greater willingness of Germans
to obey centrally established rules for health ex-
penditure. And finally, Fuchs’s third limit relates
to the importance of values in health policy.
Conflicts over values are particularly stark in the
health policy arena: for example, should ad-
vanced medical technologies be made available
to all, in spite of cost, or should funds be spent
on public health and the prevention of disease?
Economics cannot provide guidance on which
value system to favour in policy-making.

Economists themselves have increasingly
recognized the need to enrich their focus and
methods of enquiry with conceptual tools from
other disciplines, and it is to policy and political
analysis they have turned (Healey and Robinson
1992; Meier 1993).
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‘Economists are trained in the study of the
operation of economic forces within political,
social and moral constraints. This approach
has to be supplemented (and in some cases
replaced) by the study of the operation and
manipulation of political, social and
psychological forces within economic limits.
More fundamentally, the distinction between
economic and noneconomic variables may not
be tenable if the aim is to understand society.’
(Streeten 1993; 1286)

Development theorists have similarly re-
appraised old relationships between economic
growth and development, highlighting the need
for different modes of analysis (Manor 1991;
Chambers 1992).

Thus economists have joined with political scien-
tists, sociologists and anthropologists to provide
a better understanding of the political environ-
ment within which policies are decided and ex-
ecuted. Much of the impetus for this resurrection
of the tenets of political economy was stimulated
by the introduction of economic reforms through
structural adjustment programmes. Initial
debates revolved around the benefits and
disbenefits of economic adjustment, and were
concerned with timing, scale, and debates about
short and long term effectiveness (Cornia et
al. 1987; Mosley et al. 1991; Parfitt 1993;
Stewart 1991). In other words, they were con-
cerned with the content of structural adjustment
programmes.

By the end of the 1980s, however, a number of
writers were pointing to the poverty of this ap-
proach. Elliott (1988) argued that the prescrip-
tions of structural adjustment programmes in
Africa assumed that reforms would be accepted
and implemented through a process of policy
dialogue and that this was naive. Policy
reformers did not sufficiently consider the
political culture of African countries and it was
the political culture that would ensure that
reforms failed. Nelson (1990) and Haggard and
Kaufman (1992) also argued that economic
analyses world-wide had neglected the political
dimensions, and without an understanding of the
process of policy (and, for example, the risks
political leaders were being asked to take), policy
failure was likely. An analysis of economic
development experience in Africa demonstrated

that the continent's comparatively poor perfor-
mance could have been predicted had analysis
taken more account of political science concepts
of the state, personal rule, history and social
structure (ODI 1992),

The argument that politics and economics could
not be separated in analyzing economic policy
reform was captured in Lindenberg's description
of ‘two-legged’ governments:

‘One leg is economic, consisting of all the
national economic strategies designed to im-
prove the well being of the population. The
other leg is political, because econo~ic
strategies rarely endure unless they are «..o
politically feasible. Problems with cither leg
can cause a government to stumble. Poorly
conceived economic strategy can result in
undue national hardship. Popular reaction
to ill conceived policies is sometimes
strong enough to bring governments down,
Similarly, politically expedient policies can
keep rulers in power in the short term at the
expense of national bankruptcy, increased
human misery and eventual public outrage.’
(1989; 359)

The implication of the thinking of all these
scholars was that had policy reformers perceived
governments as two-legged when they introduced
structural adjustment policies, the much criti-
cized prescriptive manner of introducing anc -
forcing reforms might have been avoided, and
implementation tailored more to the needs of
individual countries.

Many writing in the political economy field take
a dynamic approach to policy analysis, believing
that if policy analysis precedes policy choice,
the chances of more effective implementation
are greater. ‘Policy analysis matters because it
helps us to act effectively’ (Wuyts 1992; 285).
This position is arrived at through the develop-
ment of explanatory frameworks of relationships
between state and society, political actors such as
governments, foreign donors and interest
groups, which draw on historical, cultural and
sociological concepts to add depth to explana-
tion. While all start with the premise that
political factors are a feature of all policy
analysis, they offer a wide variety of approaches
and frameworks. Some however, focus more on



Policy analysis in health sector reform 361

the macro-political context of policy-making,
actors nvolved i
- making, although inevitably there is a great deal

of overlap.

and others on the d in policy-

Focusing on context

Many policy analysts are concerned to make
explicit the macro, contextual factors that in-
fluence policy. Their central concern is with the
state and its role in economic policy reform.
However they write from different perspectives.

One of the dominant questions has been about
the rightful role of the state. This debate
underlies all policy analysis, viewing the state
either as having a central role in policy-making,
or as having an increasingly marginal role.
Mackintosh (1992) reviews the political and theo-
retical critiques of the state. The ‘public interest’
view of the state, which underpinned early
development theory, was challenged by two
critiques: the Marxist critics who saw the state as
ruled by class and power relations (suggesting the
state was not a disinterested institution pro-
moting the public interest, but one exercising
power in favour of dominant classes); and the
‘private interest’ (or public choice) theorists, who
argued that the state was made up of self-
interested bureaucrats and politicians who, in
their search for power, would be forced to
respond to majority views. This view of the
state provided the rationale for reductions in the
role of government and increased competition
between state structures.

Mackintosh’s clear analysis shows that whilst
Marxist and ‘private interest’ analyses have some
similarities, they cannot necessarily be reconciled
with the ‘public interest’ view of the state,
‘Reform of the state on a market model conflicts
with reform which seeks to strengthen the state
as a vehicle of social solidarity’ (Mackintosh
1992; 89). Others have also criticized the ‘pri-
vate interest’ or public choice theorists. Toye
(1993; 135-6), for example, accuses them of
displaying a ‘profoundly cynical view of the state
in developing countries’, suggesting that ‘to at-
tribute individual self-interest as their exclusive
motive to politicians in developing countries is to
deny their sincerity, their merit and, ultimately,
their legitimate right to govern’.

While many policy analysts accept the need for
reform of the state, most perceive that the state

must continue to have a central role in policy-
making. Streeten (1993) emphasizes the role of
state intervention in assisting markets to work
better, not simply favouring the already power-
ful groups. Perkins and Roemer (1991) also
observe that the state cannot be treated simply as
an impediment to the proper functioning of free
markets - the real debate is not so much whether
the state should be involved but how state in-
tervention should be handled. Klitgaard (1991b)
argues that policy analysts need to go beyond the
‘state versus market’ arguments, challenging
them to make both the market and the state work
better,

Others have characterized the state as weak or
strong, and looked for factors which helped to
provide political explanations for patterns of
policy. Whitehead (1990), for example, surveys 8
overlapping factors which provide explanations
for differences in macroeconomic management
of change in developing countries. He suggests
that it should be possible to synthesize these 8
factors, identify whether states are strong or
weak, and then analyze what this would mean
for the speed, flexibility and likely effectiveness
of various policy options. The factors Whitehead
identifies as important to consider in policy
analysis are: historical traditions (colonialism,
independence, experience of war); socio-
structural determinants (social class, ethnic and
religious divisions); the self-interest of politically
powerful sectors (the position of ruling elites);
entrenched characteristics of the political system
(democratic experience); formal properties of the
political institutions (regulation of state power,
authority and accountability); the influence of
particular economic ideologies or schools of
thought (neo-liberalism); the logic of particular
sequential processes of the ‘vicious circle’ (grow-
ing inflation leads to speculation, high interest
rates, hoarding) against the ‘virtuous circle’
(price stability causes prices to fall, wages to
stabilize, confidence to return); and a variety of
ad hoc or conjunctural considerations (such as
accidents of good or bad timing).

Migdal (1988) also attempts to characterize states
as weak or strong, but juxtaposes them against
‘society’, arguing that many low income coun-
tries have weak states and strong societies, which
explains the partial or failed implementation of
many policies. According to this view, the state
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this century has had a tenuous hold on society
which is why it often falls back on the military.
Other institutions - religious, caste, tribe or
family - have kept these societies together.
Consequently, the capacity of the state to inter-
vene effectively has always been weak. Hinne-
busch (1993) has used the notion of strong and
weak state and society to explain the politics of
economic reform in Egypt, suggesting that the
balance of power between state and society af-
fects the policy process. For example, when there
is a strong state and a strong society, he suggests
there is likely to be a balance of power between
the two, and therefore considerable consensus on
reform. With a weak state and weak society there
is little strength to reform, and unresolved prob-
lems increase the state’s vulnerability to external
forces, so that reform is imposed.

Writers concerned with the context of policy-
making do not only focus on the state. Some are
concerned with culture, and the extent to which
cultural factors pervade the policy environment.
Hyden (1983), for example, has argued that
cultural factors are an important part of the
policy context, influencing political behaviour.
His description of an African ‘economy of affec-
tion’ explores traditional obligations at ali ievels
of society, and illustrates how these lead to con-
tradictory expectations of those in all levels of
public office (obligations to family versus the
promotion of national interest, for example).
Liddle (1992; 797) argues that in Indonesian
political culture the pervasive notion of ke-
Timuran or ‘Eastern-ness’ must be taken into
account in considering the policy environment:

‘Ke-Timuran has to do with the attitudes
necessary to the maintenance of a harmonious
society. It contains such ideas as respect for
the views of others in general, deference to
elders and to authority in particular, a notion
that differences of opinion should be ex-
pressed privately and nonconfrontationally.’

Focusing on actors

For many writers concerned with policy analysis,
the key determinant of policy change is the group
of actors involved, and the focus is often on
government. Lindenberg (1989), for example,
reviews how the governments of Panama, Costa
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Rica and Guatemala managed support and op-
position to their stabilization and structural ad-
justment policies in the mid-1980s. He concludes
his analysis with a set of initial lessons which
could help other governments manage the ‘win-
ners and losers during the process of economic
change’, although he points out thesc are not
blueprints given each country’s unique history
and policy environment. In his analysis of ad-
justment policies in three African countries Toye
(1992) concludes that the World Bank did not
sufficiently take into consideration the vested in-
terests of government leaders and rich farmers in
the agricultural sector, and as a result, efforts to
reform the economy faltered.

Attempting to answer the question ‘Who makes
economic policy in Africa?’, Guihati (1990) sug-
gests national policy-makers are influenced by
four political variables: political trends in the
country, and especially the character of the ruler
(he divides rulers into ‘princes’, autocrats, pro-
phets and tyrants); social stratification (class,
ethnic and regional loyalties); foreign donors and
investors; and the size and quality of the civil ser-
vice. These variables (some of which overlap
with Whitehead’s) focus on the actors within
each category, and attempt to provide an over-
view of the political culture of the country.
Gulhati goes on to identify points of intervention
in the resulting policy environment if reforms are
to be successful.

In reviewing Whitehead and Gulhati’s papers,
Bery (1990) suggests that both frameworks, while
not that useful for national policy-makers, offer
outsiders, such as donors, a way of assessing the
probability of success of a particular reform
effort. Perhaps because he is focusing on Africa,
and Whitehead’s examples are more from Latin
America, Gulhati accords donors far greater in-
fluence in shaping national decisions; he also
shows more concern than Whitehead for the
extent to which the civil service affects the
execution of policies.

Attention on the civil service is argued to be im-
portant because of the strategic roles bureaucrats
play in the implementation of reforms. Some
have sought to understand the influence of actors
by focusing on the relationship between politi-
cians and bureaucrats. Brown (1989), Mukan-

.
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dala (1992) and Panday (1989) tor example,

argue that in Liberia, Tanzania and Nepal
respectively bureaucrats have played a relatively
insignificant role in the policy process, largely

because of the dominance of politicians (and in
Nepal the Royal Palace).® In contrast, Koehn
(1983) has argued that Nigeria has seen so many
changes of mainly military government that civil
servants have controlled policy-making through
their greater expertise and continuity. Charlton
(1991) likewise suggests that in comparison with
politicians, civil servants in Botswana played a
particularly important role at independence,
although the balance of power between politi-
cians and bureaucrats changed over time.
Gulhati (1991) observes that the failure to build
consensus between officials and politicians on
the need for reform in Zambia (and the fact that
the reform measures were largely developed out-
side Zambia by the IMF, World Bank and
foreign consultants) was one of the reasons for
that country’s economic impasse during the
1980s.

A few writers are concerned with societal actors,
- rather than policy elites within government (Ghai
1992). Tironi and Lagos (1991), for example,
argue that structural adjustment policies in Latin
America are bringing about profound changes in
the social structure of those countries implement-
ing them. They suggest a number of factors (the
strength of the government and its administra-
tion, the dependence on multilateral financial
agencies, the will and capacity of social actors to
resist) will determine whether structural adjust-
ment policies are implemented by shock
measures or more gradually. They place par-
ticular emphasis on the roles of trade unions and
the business community, and on marginal social
groups as well as political parties and the
state, exploring their relative influence on the
constellation of factors that influence policy.

In his review of development policy as a process,
Wuyts (1992; 283) argues that the public cannot
be separated from the state: ‘State institutions
are influenced by public action, and in turn, pro-
vide the means through which this action is sus-
tained or modified.” He argues that public action
is not simply an additional factor in analyzing
the state’s role in the policy process, but is an in-
tegral part. Hyden and Karlstrom (1993; 1402)
also emphasize the complexity of policy en-

vironments and interaction of actors within
them:

‘a narrow focus on the inherent values of
specific policy instruments or on the presumed
interests of various policy actors at a certain
time is not enough. What needs to be added is
a longitudinal dimension that helps us under-
stand how various actors interact with each
other on specific issues and with what out-
comes.’

Liddle (1992) writes from the development
(rather than economic) perspective, arguing that
theories of the causes of development in the
Third World have paid too little attention to
policy, and are too concerned with generaliza-
tion. The tendency to formulate global assess-
ments and prescriptions in development is taken
up by Uphoff (1992) who proposes an approach
which ‘particularizes’ and disaggregates. Long
and Van der Ploeg (1989) also criticize develop-
ment theories for espousing rather general,
mechanical models of the relationship between
policy, implementation and outcomes. They take
an actor perspective that starts with individuals
and their households rather than with political
elites in government, and argue in favour of
deconstructing the process of policy implementa-
tion, looking more closely at how interventions
‘enter the life worlds of the individuals and
groups affected and thus come to form part of

_ the resources and 'constraints of the social

strategies they develop’ (1989; 228).

To sum up, the papers reviewed above represent
a number of publications which have appeared
over the past few years which are concerned with
the effects of policy. Basic to their argument is
the fact that policy outcomes can only be
understood within a historical context, and by
identifying the different actors who may have in-
fluenced policy. However, few scholars look ex-
plicitly at the process of policy-making, Grindle
and Thomas (1991) being the most important ex-
ception to this observation. Partly this is because
each analyst comes from a different perspective
or central concern, ranging from macro-political
views of the state and state-societal relations, to
micro-political views of how policies affect and
are influenced by individuals and households.
The literature is therefore diffuse and rich in its
diversity and complexity, but lacks consistency
and rigor. .
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Focus on processes

Very few of the papers described above do more
than touch on the processes of policy-making:
they are more concerned with explaining contex-
tual factors or the behaviour of actors. What
Grindle and Thomas (1991) provide is an
analytical framework which incorporates pro-
cesses to help understand how public policy is

made, and who influences it. Their approach is-

mostly derived from economic policy reform,
although they give one example of health sector
reform in Mali. They focus on actors (policy
elites who are largely perceived as key politicians
and bureaucrats) and processes of agenda set-
ting, decision making and implementing reform.
While principally analytic, they try to map out a
process and identify critical factors that affect
the policy outcomes of reform initiatives, believ-
ing that this approach can help to influence the
process of reform as well as to understand
it. They compare the policy process in cir-
cumstances of crisis as well as routine or
‘politics-as-usual’, take into consideration the
likely responses to particular policies (support
and resistance, where it arises, and its relative
strengths), the resources needed for implementa-
tion, and include judgements about enabling or
constraining contexts.

Their analysis focuses on the overlapping boun-
daries of state and society, and although they
somewhat neglect the role of vested interests and
interest groups, the framework they offer is
unusual because they integrate explicitly context,
actors and processes of policy-making.

Health policy analysis

As has been shown, economic reform led to a
spate of papers arguing that more attention
should be focused on the policy environment.
The result has been a valuable outgrowth of
approaches, rich in diversity and explanation.
However, it has hardly touched the health sector,
Although health reform has paralleled economic
reform in many developing countries (not to
mention the industrialized world), little interest
has been shown in the policy environment. In the
mid-1980s Abel-Smith, for example, drew atten-
tion to the world economic crisis and its reper-
cussions on health, demonstrating the drastic
effects of recession. Structural adjustment pro-
grammes were alluded to (in terms of govern-

ment cut-backs in the health sector), but the
focus was on economics and not politics (Abel
Smith 1986). A few exceptions to this focus stand
out. Analysis of health sector reforms in Chad
and in Niger explored some of the political and
economic factors that explained partial or slow
implementation of reforms (Foltz 1994; Foltz
and Foltz 1991). Bennett and Tangcharoen-
sathien (1994) analyzed the context and processes
of policy change encouraging the growth of
private health care in Thailand, drawing on
Grindle and Thomas’ analytical framework.
Dahlgren (1990) and Mwabu (1993) evaluate the
process of introducing charges into the Kenyan
health sector; Reich explored pharmaceutical
policies in a number of countries using a pol  al
economy perspective (1994a).

These papers suggest that health reform is not
easy, is subject to considerable external in-
fluences (external to the health sector as well as
to the country) and is often resisted. A review of
health sector reforms in 4 countries in Africa
supported by non-project aid from the US
Agency for International Development, con-
cludes that evaluation of a number of experiences
suggests that

‘the completion of health sector reforms is
more difficult than that of reform in other
sectors.” (Donaldson 1993; 13)

Some of the reasons why the health sector - Ny
differ from the economic sector may lie in s.ch
factors as the peculiarities of the health care
market, the status of health professionals, con-
flicts over values about coverage, access to high
technology, and control over the quality of life.

While there is a lack of policy analysis on health
reform in developing countries (as described
above), there is a sparse literature which is con-
cerned with actors and their roles in health
policy-making, and with political economy ap-
proaches to health,

Ugalde (1978) focused on policy-making in the
health sector in Colombia and Iran, showing that
not only did medical professionals and their
values dominate the policy process, but that
policy-making was limited to a tight circle of top
elites, especially in Iran but also in Colombia.
Ugalde suggests that international donors
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perpetuated this under-developed system of de-
mand articulation in spite of rhetoric about com-
munity participation. The strong position of a
small elite of health professionals in influencing
health policy was also apparent in Mozambique
after independence (Walt and Cliff 1986) and the
authors suggest that exogenous factors such as
war and structural adjustment agreements
(negotiations with the IMF and World Bank
began in 1985) combined to change the thrust of
health policy.

Many of those writing about health policy in
developing countries have been concerned about
the extent to which national health policy making
has been undermined since the 1980s by
dependence on donors. In some countries in
Africa between 60-70% of the government
health budget is provided from external sources.
A few case studies have explored directly how far
donors are influencing health policy in particular
countries (Okuonzi and Macrae 1994; Cliff 1993;
Cliff et al. 1986; Linsenmeyer 1989), and others
have looked at donor influence as part of the
health policy arena both within less developed
countries (Justice 1986) and from inside the
agencies (Gerein 1986). Emerging global inter-
dependence' is also a major concern in the
analysis of the increase in violence and complex,
large-scale disasters (Duffield 1994). The impact
of political violence on health and health services
has been described as a public health issue by Zwi
and Ugalde (1991) and its lasting impact on
‘post’-conflict societies is illustrated by Macrae,
Zwi and Birungi (1994). Duffield (1994) suggests
that aid agencies have often depoliticized policy
by reducing it to a technical matter of organiza-
tion or good practice, and argues strongly that
policy must be premised on the centrality of in-
digenous political relations and not imposed
from outside.

There are a few political economy approaches to
analyzing health policy. One of the earliest
historical overviews of how political and
economic systems affected the development of
health care is Doyal’s Political Economy of
Health (1979). Turshen (1984) used a similar
analytical approach to describe how disease ex-
periences changed with colonial history in Tan-
zania, and how politics has affected public health
issues (Turshen 1989). A more recent and use-
ful review on the political economy of health

transitions 1s provided by Reich (1994b), who
distinguishes between two approaches; the
government intervention school, which sees a
place for public sector control over the free
market, and the neo-liberal or market forces
school, which rejects government intervention
and looks to the private sector for advances in
health policy. Morgan (1993) also takes a
political economy approach in looking at com-
munity participation in health in Costa Rica.
Stock and Anyinam (1992) conclude that health
services have not been greatly influenced by
ideology in Africa, but as neo-liberal reforms
begin to bite this conclusion may be challenged.
Kalumba and Freund (1989) suggest that revela-
tions of social discrepancies within and between
regions led to the eclipse of idealism in Zambia in
the late 1980s.

The growth of global interdependence has
highlighted the role of international and bilateral
agencies in health, and their relationships with
national policy-making. A critique of WHO’s
Health for All advocacy by Navarro (1984) ex-
plored the relationship between global political
rhetoric and power. A number of international
relations scholars have examined policy-making
in international agencies: Sikkink (1986) looked
at the agenda setting role of UNICEF and WHO
in relation to the International Code on
Breastmilk Substitutes; Taylor (1991) examined
several international agencies, one of which was
WHO, to explore the consequences of financial
pressures in the UN system. One of the issues on
changes in financing within WHO raises ques-
tions of where power lies within the organization
(Walt 1993). Several authors have explored the
role of international agencies in the development
of pharmaceutical policy (Kanji et al. 1992;
Chetley 1990; Reich 1987).

Although many of the above papers use a policy
analysis approach, it is often implicit. In con-
trast, Leichter’s comparative framework of 4
health policies in 4 industrialized countries offers
a useful and explicit overview for policy analysis,
and can be adapted to different situations. He
draws on 4 contextual categories of factors which
affect the policy process: situational, structural,
cultural and environmental, which offer a
scheme for analyzing public policy (Leichter
1979; 41).
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The dearth of literature that addresses the way in
which health policies are made and implemented
in the developing world emphasises the need for
more detailed and comprehensive health policy
analysis.

Building policy analysis into health
studies

We have argued that historically much health
policy has been simply concerned with the
technical features of policy content, rather than
with the processes of putting policy into effect.
As a result policy changes have often been im-
plemented ineffectively and expected policy out-
comes have not been achieved. Policy analysis
cannot continue to ignore the how of policy
reform,

While the policy environment in health was
relatively consensual, the technical orientation of
health policy raised few objections. However,
the current policy environment is more uncertain
and more conflictual, and policy debates raise
fundamental questions about the values and
group interests being furthered by policy change.
Given that policy reforms often depend on
political compromise and not on rational debate,
a particular influence on their impact is the
power structure within which they operate. In the
health sector there are important and influential
policy networks of managers and professionals
and, at least in the UK, the hostility and dif-
ferences between these two groups are legion
(Salter 1994). In many low income countries
there are large gaps between top and lower level
bureaucrats, between nurses and doctors, bet-
ween policy elites and managers. In such coun-
tries power is further complicated because it rests
not only on internal relationships, but
significantly, on external relationships with ad-
visers, experts, aid donors and financial institu-
tions. Policy analysis cannot continue to ignore
the influence of values and group interests - the
who of policy reform - on policy choice and im-
plementation practices.

Our simple analytical model (Figure 1) em-
phasizes the critical role of these actors in the
policy process, influencing the values inherent in
policy and. the specific policies chosen through
that process, and influenced by the policy con-
text (historical, political, economic and socio-

cultural). Decisions over policy content are not
simply technical, but reflect what is politically
feasible at the time of policy choice. Seceing
policy as a dynamic process is also key to this
analysis: the policy environment is continuously
shifting, transforming relations between groups
and between institutions. Indeed Warwick (1979)
refers to ‘transactional analysis’ rather than
policy analysis to stress the complexity of social,
economic and political interactions which in-
clude value systems.

In promoting this view of policy analysis we are
aware of the arguments that are marshalled
against policy analysis: that all policy is decided
for political reasons, and is therefore unique
time and place; that because it is so complex, the
social sciences cannot offer sufficiently specific
tools to be precise about outcomes; that access to
information is difficult and can be delicate; that
it may become quickly outdated especially in
unstable political situations; that policy analysis
is based on Western concepts, which are not ap-
plicable in less developed countries. The conclu-
sion from such points is that there is little point
in doing policy analysis, apart from intrinsic
understanding, because it is never generalizable
and cannot lead to change.

We strongly disagree with these arguments. In-
deed, one of the reasons for policy analysis is
precisely to influence policy outcomes. As
Grindle and Thomas (1991; 141) put it

‘We have proposed that decision makers and
policy managers can analyze their environ-
ment, in the context of a political economy
framework, to see if the conditions and
capacity exist for successfully implementing a
reform.’

Reich (1993) has developed a method of political
mapping to assist in the analysis of policy en-
vironments. As a tool, political mapping can be
used for both research (retrospective analysis)
and for planning (prospective analysis). For ex-
ample, it offers several different ways for in-
vestigating which actors might be affected by a
particular policy, and assessing their relative
strengths and weaknesses. If such an exercise is
undertaken before a policy is put into effect, it
should be possible to assess which groups are
likely to be resistant and to plan strategies to
overcome opposition.
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Others have similarly used policy analysis in
helping national policy-makers think through the
impl particular  health  policies
(Gilson 1993). Klitgaard describes his attempts
to build analytical capacity among government
officials in Equatorial Guinea (1991a) and in
Bolivia (1991b).

implications  of

We emphasize the critical importance of sen-
sitivity and caution in this approach to policy
analysis, recognizing the potential influence of
the analyst’s own values and perspectives over
the analysis and even the decisions made. We
also accept that policies are formulated and im-
plemented within specific historical contexts, and
outcomes are dependent on time and place.
However, this does not mean that nothing can be
done to change policy. We suggest that the cur-
rent crisis in health demands rigorous and com-
prehensive analysis of the policy process and its
influence on policy effectiveness, as input into
future policy making.

Endnotes

’ Long-term evidence for (he negative effects on health of
economic reforms is still difficult to interpret however, and
open to dispute (World Bank 1994),

2 Leichter (1979) refers to these as situational, structural,
cultural and environmental factors.

3 It must be acknowledged that policy-makers in interna- -

tional organizations are aware of their own limitations in
national settings, and are not insensitive to intervening, or
being seen to be intervening, in issues of sovereignty and
domestic politics. Offering technical advice and assistance on
the other hand, is perceived as legitimate.,

* The terms ‘high” and ‘low’ politics are borrowed from
the international relations literature, and compare major,
contentious policy issues (often crisis engendered), with
routine, politics-as-usual policies (Walt 1994; 42).

It is relevant to note here that one of the criticisms of
policy analysis is that it is subject to continuing change: these
three countries have been subject to major political changes
since these papers were published, rendering these particular
conclusions useful largely in historical terms.
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POLICY AND EVALUATION PERSPECTIVES ON
TRADITIONAL HEALTH PRACTITIONERS IN
NATIONAL HEALTH CARE SYSTEMS*

BARBARA L. K. PiLLSBURY
Department of Anthropology, University of California—Los Angeles, Los Angeles, CA 90024, U.S.A.

Abstract—After much resistance by physicians and health planners to traditional practitioners, inter-
national policy has recently shifted to support their inclusion in modern-sector health care programs.
Governments in several dozen countries now utilize midwives in official health and family planning
programs but, with only a few exceptions, continue 10 resist incorporating traditional healers into the

The late 1970s were a major turning point in the long
history of the uncomfortable if not antagonistic re-
lationship between ‘modern’ and ‘traditional” healing
systems. Rather than being a disparaged subject in
most medical circles, the possibility of utilizing tra-
ditional, or indigenous, practitioners in ‘modern’ Wes-
tern-type health care systems hus now received the
official stamp of WHO approval and become part of
the formal policy of that organization as well as of
many national governments and international donor
agencies alike. A survey of national health systems
established throughout the less developed nations of
Africa, Asia, and Latin America reveals, however, that
little progress has been made in actually utilizing indi-
genous  health practitioners, especially healers, in
these national systems. It appears in fact that in the
entire developing world there are only one or two
countries in which traditional healers have actually
been incorporated, as traditional healers, in the
national health care system.

Il the policy is there, why then is it so little imple-
mented and how should outcomes be evaluated when
it is? These are questions this essay seeks to answer.
Part of the answer 1o the first question lies in the way
policies giving formal approval to utilizing indigenous
practitioners were formulated and adopted in the first
place—with qualification. Part of it lies equally in the
gencral. generic difficulties that all developing country
governments are experiencing in extending public
health care services into the rural areas, The answer
to the second question, that regarding evaluation,
relates closely to these difficulties. The present essay
focuses not on the now familiar reasons for the long-
standing reluctance or refusal of Western-oriented
medical professionals to accept and work with indige-

*Paper prepared for symposium, Traditional Health Prac-
titioners in National Health Care Systems, Society for
Applied Anthropology 41st Annual Meeting, Edinburgh,
Scotlund. 12-17 April 1981. The author is grateful 10
Dr Duavid Dunlop of Dartmouth Medical School for
his insights and thoughtful critique of an earlier version
of this paper.

nous practitioners—reasons having to do with socio-
cultural distance, professional bias, and so on—for
these are already well documented [1]. Rather, we
focus here on some of the major but less often dis-
cussed structural reasons why national health systems
have done so little in utilizing indigenous prac-
titioners even when policies have been adopted that
would seem 1o pave the way.

INTERNATIONAL POLICY: ‘WHERE
APPROPRIATE

In 1977, the Thirtieth World Health Assembly of
the World Health Organization passed a resolution
promoting development of training and research in
traditional systems of medicine. In the following year,
1978, the International Conference on Primary
Health Care held in Alma-Ata under WHO and UNI-
CEF sponsorship passed additional resolutions sup-
porting the utilization of indigenous practitioners in
government-sponsored health care systems. Shortly
thereafter other international ‘donor’ organizations
also adopted similar policies stating that it is now
acceplable for their grants and loans to be used to
finance health programs utilizing traditional prac-
titioners.

Policies of international agencies concerned with
health are important in two major ways. Those of the
World Health Organization in particular, even
though not direct]y ceable on a country-by-
country basis, are _significant in that in-
dividual member nations commj ms em

in prifiiple through the a algi _those
naliom——p_ﬂnuw“w gates. Policies of various other donor or-
ganizations (such as United Nations agencies, the
World Bank, and bijlater; uch as the U.S.
Agency for International Development) are likewise
impor{antin that they provide a_great portion ol The
ﬁnnncia’m@sﬂ!ﬂ%ﬁa—gning
coulry governments 1o extend national health ser-
vices info r owns and villages. Thus together the
policies of WHO and the other donor organizations

are of great consequence in giving both sanction and
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financial means to national governments for the de-
velopment and expansion of health systems—systems
that could draw upon the services of traditional prac-
‘titioners. Absence of supportive international policy
in any given sensitive or controversial area does not
mean that a country will not move ahead on its own.
as did China. but for most countries the existence of
supportive international policy is a major facilitator
in moving ahead. The significant point here. however.
is that while supportive international policy facilitates
adoption of a particular strategy. in this case utiliz-
ation of traditional practitioners. it by no means auto-
matically assures it will happen.

Looking more closely at the above-mentioned
policy resolutions. we see that they are cautious and
qualified. The 1977 WHO resolution. for example.
after lengthy debate in and out of committee, was
finally formulated as follows (emphasis added):

The Thirtieth World Health Assembly ...

I. Records with appreciation the efforts of WHO to in-
itiate studies on the use of traditional systems of medicine
in conjunction with modern medicine;

2. Urges interested governments 10 give adequate import-
ance to the utilization of their traditional systems of medi-
cine with appropriate regulations, us suited 10 their national
health systems:

3. Requests the [WHO) Director-General to assist
Member States in organizing educational and research ac-
tivities and to award fellowships for training in research
techniques for studies of health care systems and for inves-
tigating the technological procedures related to traditional
indigenous systems of medicine; and

4. Further requests the Director-General and the Regional
Directors to give high priority to technical cooperation for
these activities and to consider appropriate financing of
these activities [2].

The 1978 “Declaration of Alma-Ata™, while simi-
larly conferring international sanction and a high-
level go-ahead on the previously contended subject.
was also similarly cautious in stating (emphasis again
added):

Primary health care:...

7. relies. at local and referral levels. on health workers.
including physicians. nurses, midwives. auxiliaries and
community workers as applicable. as well as traditional
practitioners as needed. suitably trained socially and tech-
nically to work as a health team and to respond to the
expressed health needs of the community ...

and, under discussion of “technical and operational
aspects”,

... High priority should be given to the development of
adequate manpower in health and related sectors. suitably

trained for and attuned to primary health care. including
traditional workers and traditional birth attendants, where

appropriate. ...

and finally, under discussion of community health
workers,

Traditional medical practitioners and birth attendants are
found in most societies. They are often part of the local
community, culture and traditions, and continue to have
high social standing in many places. exerting considerable
influence on local health practices. With the support of the
formal health system. these indigenous practitioners can
become important allies in organizing efforts to improve

the health of the cc ity. Some c¢ ilies may
select them as community health workers. It 1s therefore
well worth while exploring the possibilities of engaging them
in pnimary health care and of training them accordingly

Finally. the health policy paper of a major bilateral
funder of developing country health programs also
gave cautious sunction to the idea but likewise im-
plied reservation in its endorsement. stating:

... Traditional practitioners are already widely utilized
in their communities and may provide effecuve care in
many circumstances. Specific types of traditional prac-
titioners who may be encouraged to participate in primary
health care programs include midwives (“truditional birth
attendants™). herbalists. and religious and secular leaders
and counselors who already provide information and as-
sistance on fertility regulation and maternal and child
health. Traditional medicines also deserve further study as a
readily available and inexpensive resource for combatting
certain prevalent health problems [4].

In all the above policy statements, and in related
documents of the respective agencies, two facts are
noteworthy. First, they all are concensus documents.
arrived at after considerable debate and difference of
opinion: thus the choice of gentle wording and use of
qualifiers such as ‘where appropriate’ and "as needed’
was necessary in order to bring divergent minds into
agreement while leaving wide latitude for interpreta-
tion. Second. these documents generally say more.
and do so more positively, about indigenous mid-
wives (‘traditional birth attendants’) than about indj-
genous healers. The policies say it is permissible. and
perhaps even recommended, to utilize indigenous
midwives and healers, but they leave it up to others to
determine when the time is appropriate. In reality,
then. as these policies are implemented (i.e. as rep-
resentatives of these agencies sit down among them-
selves, or with health planners in the developing
countries. and reach decisions as to what particular
activities their funds will be used to finance) indige-
nous practitioners, and especially indigenous healers,
are often simply forgotten unless the developing
country personnel themselves decide that the time
and place are appropriate. Relative to their active
promotion of other health improvement strategies, in-
ternational agencies do not take particularly active
initiative in facilitating or even encouraging the utiliz-
ation of traditional practitioners. Where they do, the
initiative far more often concerns indigenous mid-
wives than indigenous healers.

Policies of the international agencies thus leave the
developing country health planners with essentially
the same set of policy options that they had before
with regard to utilizing traditional practitioners. A
typology of six such policy options can be casily
Jdentified; K

(a) lllegalization or otherwise severe restriction of
traditional practitioners (an option that. in countries
where adopted, has nowhere yet proven possible to
fully implement).

(b) Ignoring traditional practitioners, at least offi-
cially.

{c) Nonformal recognition of and occasional co-
operation with traditional practitioners.
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(d) Formal recognition of traditional practitioners
and their various institutions.

(¢) Recruitment and tMining practitioners for incor-
poration or utihzation in a modern-sector primary
health care program. (This is actually two policy
options—one being the "upgrading’ strategy in which
traditional practitioners are given training to improve
the way they carry out their traditional repertoire of
tasks and the second being the strategy in which tra-
ditional practitioners are recruited to a newly insti-
tuted cadre of community. or village. health workers
and then trained 1n a new repertoire of tasks.)

(f) Licensing or registration of traditional prac-
titioners. which may or may not be combined with (d)
or (¢) above (heensing. like illegalization. also being
difficult if not impossible to implement throughout
rural districts).

(g) Actual integration of traditional and modern
systems with referral and similar cooperation pro-
ceeding in both directions (also extremely difficult to
implement) [5].

IMPLEMENTATION: CRUCIAL DISTINCTIONS
IN UTILIZATION'

To understand what has and has not been ac-
complished by way of actual efforts to ‘incorporate’ or
‘utilize’ indigenous practitioners in national health
care programs. three crucial distinctions must be
made concerning the type of practitioner and the type

marily _with_the technical processes of childbirth

where their interventions are not particularly alien to

modern-sec rofessionals—even though
the latter may express dismay over the lack of sterile
procedure and sanitary_environment chardCicrizing a
traditional midwife’s practice.” Tr; al healers, i
contrast, have a practice frequently premised o

tinctly alien to and not easily comprehended by
modern-sector praclilioness.

Traditional midwives hav iven formal train-
ing (Cupgrading’) and utilized a dage providers in
projects in at least fory-
countries of Afghanistan. Bangladesh.

Dominican Republic. Ecuador. El Sulvador. Guate-
mala, Haiti, Honduras. Mexico. Nicaragua. Panama,
Paraguay and Peru in Latin America: Camergop,

Central AfLi Republic. Chad. Ethiopia. L
Kenya. Ligerjd. Mali. Niger. Nigeria. Senegal. Slerza’
lﬁ) Sudin, Tanzania. Upper Volta. and Zambia in
ARNCa; and. in the Near East. Egypt. Iran. Syria, and
Yemen [7]. While there has been much discussion by
governments and funding agencies of possibilities for
incorporating traditional healers as service providers
m_modcrn-seclor projects and programs. instances of
this actually occurring are significantly fewer:
Although literature describing the actual attempts is
also much less abundant. the list of countries in which

of traditional-modern lfel‘alionship. Thegse—are+—tH— such projects and programs have been undertaken

between gover +pol of actual incorporation

vs simple coexistence: (2) between traditional mid-
wives and tradition: —~and (3) beiween—piot

promig_f"‘_ﬂ?&‘ﬂwmm&”“

Regirding the first of these distinctions, where
governments have officially accepted the existence
and institutions of traditional practitioners, most are
still more likely to let the traditional practitioners
simply coexist in a pluralism of health systems rather
than to incorporate the traditional practitioners as
paid workers in the national (official) health care sys-
tem. A casc in point is India where the national
government permits Ayurvedic, Yunani, and other
traditional practitioners to pursue flourishing prac-
tices and in 1972 even announced a plan in which
they would become core workers in a nationwide
rural health care system. The plan was abandoned
shortly thereafter. however. following the replacement
of the health minister under w the plan was for-

mulated. Instead the Indian gov nt_has subse-

prima 7 svstem. a_new cadre of hgalth

care providers called "‘community health workers’,
mos itle if any prior health care ex-
perience and very few ol \\'hgn_hndm&/uﬁ-

ditional_practitioners [6]. A similar sequence of
events fhas occurred in numerous other countries.

As for the second distinction, projects and pro-
grams that have incorporated indigenous midwives
(‘traditional birth attendants’) are far more numerous
than those incorporating traditional healers (at per-
haps a ratio of at least 20 to I, although nowhere is
this definitively quantified). A major reason for this is
the fact that traditional midwives, while performing a
wide range of diverse functions. are concerned pri-
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appears to include: Bangladesh. China. India. Nepal,
the Philippines, and Sri Lanka in Asia: Bolivia. Bra-
zil. and Haiti in Latin America: and Botswana,
Ghana, Kenya, Liberia. Niger. Nigeria, and Zim-
babwe in Africa (with governments in the Near East
being quite staunchly resistant to efforts to support or
encourage .indigcnous healers). This list totals sixteen
countries in contrast to the forty-four in which
projects have incorporated traditional midwives [8].

It is also worth noting in this context that most of
the projects and programs utilizing traditional healers
hav; tended to single out herbalists and related
specialists (e.g. compounders) rather than religious,
shamanistic, or other spiritual healers. Again this is in
large part because the procedures and substances of
the herbal-type practitioners are relatively less alien,
and alienating. to modern-sector professionals than
are those of the religious-type practitioner [9]. A clear
illustration of this principle is provided by China
where the vigorous promotion of traditional medicine
by the Muaoist government meant that it supported
and encouraged herbalists and research and develop-
ment of herbal medicine but has sought persistently
to eliminate the large numbers of spiritists and
diviners that flourished before 1949. A minority of
China’s “barefoot doctors’ were originally herbalists,
and all barefoot doctors have been encouraged to use
herbul as well as *Western' medicines. but few if any
spiritists or diviners have ever become barefoot doc-
tors [10].

A result of the greater number of efforts to utilize
traditional midwives is that protocols and standards
for their training. performance. and supervision are
far more numerous and well-developed than for tra-
ditional healers, thus making it easier to initiate ad-



1828

ditional programs involving traditional midwives.
Dozens if not hundreds of protocols and standards
for traditional midwives have been developed. refined,
and exchanged by and among a large number of
national governments. charitable and other non-gov-
ernmental organizations, and various WHO offices
[11]. In contrast. projects and protocols for tra-
ditional healers probably number only a few dozen at
most and tend to involve significantly smaller
numbers of practitioners. The Primary Health Train-
ing for Indigenous Healers Program in Ghana's
Techiman District provides an unusual example of a
project centering specifically on traditional healers
[12]. In other projects involving traditional healers
the latter tend to be only a minor element of the
project. For example. the CIMDER project in
Colombia, which has emphasized the use of tra-
ditional midwives and healers had. as of 1979. incor-
porated seven folk healers (curanderos) but depended
for the bulk of its activities on fifteen vaccinators.
thirty-four health promoters. twelve sanitary inspec-
tors. and eleven multipurpose workers in addition to
the usual range of nurses and physicians [13].

This brings us to the final distinction noted above,
namely that between pilol projects and national pro-
grams, Here is is important to recognize that most
altempts to involve traditional practitioners in
modern-sector health-care activities have occurred in
relatively small pilot or other localized projects in
which the traditional practitioners involved have
often numbered no more than a dozen or so (for
example. the CIMDER project noted above). This is
true for both midwife and healer efforts. but especially
for healers. According to one recent synopsis. of the
forty-four countries listed above in which pilot or
other small-scale projects have trained and utilized
traditional midwives. only seventeen countries have,
at some time during the past two decades. incorpor-

ted traditional midwives into the national health
care system or [amily planning program. These 3
Afghanistan, H I i
Pakistan, and

cﬂmnmxwﬁ_my.—g%
MHondura i icq_and Nicaragua in Latin s

euntries noted above in which pilot or other
small-scale projects have incorporated traditional
healers, it appears that only in two. Zimbabwe and
possibly Nigeria, are traditional healers being utilized,
in their traditional healing roles, as service providers
in the national health-care system. Elsewhere. notably
in China and Bangladesh, traditional healers have
also been recruited into the national health care sys-
tem but only as members of a newly-created corps of
village health workers (i.e. ‘barefoot doctors’ or ‘vil-
lage medics’ respectively) rather than as traditional
healers per se [15].

It should also be noted that a large proportion of
the pilot projects are sponsored by non-governmental
organizations (both local and foreign) and that they
are implemented in a typically ‘h '_manner
made_possible b relatively favora 1
healtitare_workers _to_ the population _served.
NaTional_programs. in_contrast_are the products of
national governments and are thus typically imple-
mented in_a top-down alic_manner_w)
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together wi relatively unfavorable ratio of health-
carg fuk‘nm——a—”—grkmmmm:mm
more intensive and mo ive hands-on approach
the exception rather than the rule. Frequently. even in
countiies where such pilol projects have been rela-
tively successful. national programs have not adopted
the indigenous practitioner model established by the
pilot project. A case in point is provided by Thailand
where nearly three hundred traditional birth attend-
ants were trained to deliver services as part of the
government-sponsored Lampang Health Develop-
ment Project. which was implemented from 1974 to
1981 as a single-province demonstration project with
expectations  of nation-wide replication  [16].
Although the traditional birth attendant component
of ;mexm%z
cessful._when the Thai government expanded its
primary health care efforts to a twenty-province pro-
gram in_1978 the new strategy as implemented did not
include “any traditional practitioners, even though

W
PYA

now—

trams for

describes indigenous health practitioners in various
w [gﬁ/ parts of the world and advocates their incorporation
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enforced. Thus a policy calling for involvement of tra-

u ditional practitioners may be adopted on paper in a
V% _a Capital city but_unless persons with conviction and,
J/ ﬂgul are in and. importantly. remain in a position to
" -

1
¢
o

communities where the majority of the population

g€ out in the rural

lives,- countries rapid and suc-
cessive shifts of regimes and consequent ministerial
reshufflings preclude such follow-through despite an
original intent (as was illustrated by the abandonment
noted above of India's 1972 traditional practitioner
plan folloing the change of health ministers).

2 Paucity of evaluarire findings regarding effectiveness
of traditional practitioners

There now exists a fairly voluminous literature that

early planning documents indicated that this was to m ; into modern health care programs. Still, there has

happen [17].

REASONS FOR LACK OF GREATER
PROGRESS EVEN IN POSITIVE
NATIONAL POLICY CONTEXT

Excluding from consideration countries whose

policies make illegal or otherwise severly restrict tra-
ditional practitioners. why have countries that have
adopted policies favorable to traditional medicine
made so little progress—relative to the hopes and
promise that advocates have set out—in utilizing tra-
ditional practitioners in their national health care sys-
tems? A number of related observations from the
fields of policy analysis and valuation help clarify this
question. These observations are not necessarily new,
and may even seem extremely obvious, to medical
and development anthropologists familiar with the
work of anthropologists such as.Ge ’
But in general discussions of the effectiveness of tra-
ditional practitioners—discussions in which phys-
icians, health planners, and other non-social scientists
dominate—the linkage is not often made between the
narrower issues”concerning traditional practitioners
a the _much broader bureaucratic, pro-
COMCETHIng. entire programs. If is for this reason, and
iff view of the great amount of energy that many anth-
ropologists and others still continue to invest in pro-
moting the utilization of indigenous practitioners in
modern-sector programs, while overlooking the ob-
stacles to doing so, that the following observations
are presented [19].

1. Even national policy is not always implemented nor
always binding

It is a well-known fact among policy analysts that
policy performance usually falls short of ~policy ~

promise—that the goals 2
tors of policy d. and even ebb

away as implementors take over [20). Any nylioaal

policy may w

vidual, interest group. or regulatory bodv of suffi-,

ciently high ad

ctively pushes to hav iey—+ and

i,

been little systematic evaluation—either qualitative or

quantitative—of their performance. Neither have

th¥re been many evaluations of (a) the cﬁ‘lcac! of the

various practices of indige ilioners nor )
mcm};ﬁw
modeTn-3 ograms. This lack of evaluative evi-
deRceServes as Tuel for the arguments of health plan-
ners and providers who do not want to work with
indigenous practitioners and hinders those who
would like to do so in making a case for doing so or
in knowing exactly how best to proceed [21].

N‘j
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oF

3. Poor performance of national primary health care
programs
At the same time. there now exists a substantial
body of evaluations that have been carried out on
national primary health care programs, and these
point to two general conclusions that are important
1o bear in mind with regard 1o traditional practitioner
evaluation. First is that the performance of national
health care programs in demonstrably improving the
he. of rural populations has generally been poor.
...lmnmllm-nnm.r.vam». e ex1
that proves or establishes the efficacy of other cate-

sorry truth is that it simply cannot be shown—in the
majority if not all cases of national programs—that
health status has improved and. in fact. in some
instances the incidence of infectious diseases has been
found to be on the increase. In Nepal. for example,
the incidence of malaria actually became greater in
districts where the new national Integrated Com-
munity Health Program was first implemented—this
in contrast to neighboring districts which experienced
no such increase [22]. .

It is not intended here to condemn national health
care programs or to imply that the rural or primary
health care approach is a failure. as some harsher
critics insist is the case [23]. Rather what is intended
is to highlight the need to distinguish among different
levels of evaluative criteria according to which pro-

gress is measured. On the_one hand, yltimate indj-

cators of_pr.

atc program successare reduced levels of mor-
bidity. mortality. and fer'**- this is where progress is
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especially dj
straj F i -
tiveness.-and rhammmujﬁgmun
measumﬂ%mmmmd_mm -
in _terme—el_i di indicatars—such _as im-
prove: i X ity -
vices provided<—is easier to achieve and measure. Yet,
even here the record is not good [24]. —
- —_— )
4. Swecess of traditional practitioner” component ‘fs. "
dependent on effectiteness of overall program
- The status—and success or lack thereof—of the
national program overall directly influences the status
and success of the component thereof seeking to util-
ize traditional practitioners. By way of example. we
can take health ﬁrsonncl at the district level who are
responsible for_the follow-yp. support,_and syper-
visiSn ol village-level health workers—be they tra-
ditidmat-practitioners orTlEers‘iLlh;x_pﬂmcl_am_
dissattsfredover their pay and are without adequate
time DT TFAMSPOTTAION o carry our assigned oo
sory responsibilities. then the performance a-
difional _practit of the general system
automatically suffers. ’

5. Uniquticipated high recurrent costs of national hedlth
care systonts

. € past couple of years have seen rapidly mount-
Ing awareness that developing country governments
cannot afford the national primary health care pro-
grams that they have set forth in their various five-
year and other development plans. In part the infla-
tion caused by the post-1974 oil crisis Was been devas-
tating (e.g. a cost increase in Nepal's national health
care system of about 30°, beyond normal. budgeted-
for inflation). In part i

fact 1

. . o . 4 I g - -I oFe
unr%
WWWI

50 since (for insta

be content to contj v Y teers
or that district-physici i willi on
new supervisory responsibilities without commensur-

ate in_]tﬁas_:s_m_pa_\‘l. With some exceptions. the most

notable being China. most national health svstems in

the poorer frica. Asia. _and Latin
America are financed to a great extent by foreign
donor§” with_the consequence that those countries’
govcrmﬁm
grams if left on i in_[25]. Recent evaluations
hightight the seriousness of this problem in United
States-supported health programs in Senegal and the
Philippines. for example. but the problem is wide-
spread [26]. In an environment of such great financial
constraints it is not surprising that program com-
ponents other than traditional practitioners become
higher priority in the allocation of scarce resources.

8. Priorities of key decision-makers and implementors

take precedence over improting rural health

Underlying the first observation above is the fact
that the political and personal priorities of key deci-
sion-makers and program implementors (all up and
down the line but especially. perhaps. at the top) take
precedence over more general goals of improving the
lives—including the health—of poor. largely illiterate

W 0
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is' sphere of influence by having the program’s
esearch function combined with training and his own
sition then elevated to ‘department director’ for
research and training. If his energies are being spent
in this direction then he is Jearly less likely 10 d
major portion of the costs for a developing
country's national health system may also be at odds
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people living out in the rural hinterland [27]. Among

such P%LQQLDLMWMW
The desire of a regime to_extend i

authority # e comntryside. Not only do national
governments seek to develop support from the rural
areas of their countries by the actual provision of
health and other services through rural “outreach™ o
extension programs. Many regimes moreover. a
newly cstablished ones in particular. actually use su
outreach programs as a form of political clientelism?

%

That is. they also_seek to_develop and consolidate
<. = R N
rural support bases by h: ] i

frin, nents (such as vehicles. buildings. and over-
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aid to Pakistan. discussions likewise began about
resuming support to the national basic health services
scheme that had earlier been set back when U.S. stra-
tegic priorities overrode developmental priorities.
Clearly_such disturbances in a health system’s devel-

opment guarantee poor progress for a scheme to util-
izd Traditional practitioners in that sy o
rerriding personal priorities related to personal and
mily situations. Frequently persons in charge of im-
plementing health programs at the district and
subdistrict levels where the program attempts to link
up with traditonal pracliti i ySicid ;
ministrators_who_are considerably more eager to.

—— Th « .
advance their own cargers_or their familics~socioecons—
e . .

seas Training) nol just.or ¢cven primarily. on the basis
of temcalions but to persons judged most
likeF o render_political support. This 1s true not so
muml_p—s‘ﬁc village level where personnel are
most frequently recruited as volunteer workers but at
the rural township level and above where health-
worker positions are more often salaried and fre-
quently have civil service status, thus providing a fair
assurance of relative long-term sccurity as well as. in
many instances. a base from which to earn additional
income. le_of this sort of _politi liente-
lism is provid : i :
and chil@health workers. a large Frop_o_mon of whom
are daughters of rural political elites and show Tittle
interest either in public service in general or in Work-
ing {0 1mprove the he; irless fortupate neigh-

omic positions tha i j ;i

with which they are charged. In virtually every devel-"
oping country. government physicians are regularly
busy if not preoccupied with a private practice and
frequently striving to be transferred back to the capi--

tal: other civil service administrators are often pulling -

hard too at various efforts to augment their modest
salaries in order to be able to afford to send their
children to a university in the capital or furnish their
home with,modern conveniences. Thus. in the face of
ting demands imited time, the great_major-
ity ol such individuals are not likely to spend their
evenifigs worrving_about how to_improve collabor-
atidn with traditional practitioners nor even to devote

a gfeat amount of on-the-job time. relatively speaks

/

bors in particular. If such poorly motivated pcmr ing o this complicated task

are then asked to collaborate with traditional healers.
the traditional healer component of the larger pro-
gram is automatically off to a bad start.

‘Turf* considerations—the desire of central-level
bureaucrats to retain or enlarge their spheres of control
over staff and budgets. Certainly not unique to devel-
oping countries. control over bureaucratic ‘turf” is a
goal field by a pood many program managers at all’
levels and one which, like that just mentioned. is [re-
quently at odds with increasing the effectiveness of a
publfic_program, It ise, Thus. say. a
‘division chief" in charge of training (including that for
traditional practitioners) may be aspiring to expand

with getting the system to perform effectively. or more
effectively. In Pakistan. for example. a national seven-
year basic health services program being supported
by the United States government was abruptly cut
back 1o a three-vear program when in 1979 the US.

Pakistan because of U.S. official displeasure over

akistan's move to build nuclear reactors. When. fol-
lowing the Soviet invasion of Afghanistan and the fall
of the pro-American regime in Iran. the U.S. govern-
ment again began contemplating restoring economic

U/ government decided to cut off economic assistance to
\

7.-Culture gap from modern to traditional sector too
great for officials to bridge easily
Primary health care. regardless of how the particu-
lar system is set_up. is very difficult. Tmplementation
requires organizing a large body of many different
categories of workers to perform a complex range of
new tasks generally without adequate forethought as
to why those persons should be willing to take on the
extra work. in many if not most cases without corre-
sponding remuneration for the additional tasks to be
performed. Given the enormous challenge of trying to
implement a national primary health care scheme. let
alone achieve “health for all by the vear 2000, it has
generally proven more_#mll,nnd_lhm_mmmh.
consuminE, at least in The short run, for moderp-sec-.
tor personnel to work with traditional practiti —
especially healers—than to work with villugers of the
sor{ Thal hiave usually been selected in most countries
as community or primary_health_ workers. Character-
istically. the latter have been voung people without a
great deal of schooling—say. perhaps. only six to ten
years—yet this schooling has typically grounded them
in modern-sector ideas and their relative youth and
lack of prior health care experience made them quite
open to the material put forth in training programs of
national primary health care systems. Traditional
practitioners. in contrast, are typically mature adults
with set ideas. ideas developed through and put into
real-life evervday practice in a way that makes the
traditional practitioners less likely to agoepltraning
ial,_or_other instructio they they are
clearly linked to the realities of the peo, and en-
Vi':!!lﬂﬂl-lhﬂl-m&‘m_“;l‘ﬂums is true not
just for training but perhaps to all aspects of perform-

an pected by the national primary health care
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“'Program attempting to ‘utilize’ traditional prac-

titioners.

QUESTIONS FOR THE EVALULATION OF
PROGRAM COMPONENTS UTILIZING
TRADITIONAL HEALTH PRACTITIONERS

The performance of traditional health practitioners
who have been brought into a modern-sector health
care system. or project. must not be evaluated in a
vacuum. Evaluators must look at not just the pey-
formance of the traditional practitioners but also ask_
whether the syst ¥ 1ally its tradi-
tional“modern interaction_points. was properly con-
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fable to them in appropriate quantities? (f) Slﬂ!&-’;"‘
angd _supervision. Do the personnel designated as super-
visors for the traditional practitioners have adequate
time. transportation. and oth ns to provide fre-
quent. supportive assisla?n/im‘k!_r’_;g (in_conlrast 1o super-
vision that is i uent. unde able. and authori-
tative)? (g) Status and relationships to rest of systemms™>
Have as many steps been taken as possible to legiti-
mize the status of the traditional practitioners and to
facilitate cooperation with other health professionals

in such a way as to maxiinize chances of improving

the health of the population at large?

workers :

celfed and molemented 3. Effectiveness vetativé to other community-level health |
a __ﬁ_i,fnlu—l-h-mﬂ'—— Where performance of tra-

difional practitioners has been judged poor by pro-
gram administrators and evaluators. this is frequently
attributed to reasons having solely to do with the
traditional  practitioners—for example. illiteracy.
superstitiousness. being untrainable. failing to report
in on schedule. not following instructions given dur-
ing training. continuing to use.unclean procedures.
unwillingness to cooperate. and so on. While these
may be characteristics of poorer than anticipated per-
formance. they should not be accepted as the sole or
even most important reasons for that substandard
performance. Rather. underlying explanations should
be sought in the structure of the health care syvstem
that has been attempting to utilize the traditional

practitioners. That_js. their_performance should be
\'ic“g_ns_an_.mwund then the ‘inputs’ and

related components leading to that_outcome also
exaffiined. It is suggested. therefore, that each evalu-
atidn of the traditj it of a

national health care system seek to answer the follow:
ing key questions [28].

@P('r_fommm' of the traditi titioners

What improvements in the health of the rural
population served has occurred or is occurring as a
result of bringing traditional practitioners into the
formal health care system? Il it is too soon to see clear

changes. what evidence exists that s'uch improvements
are likely to ocoulri uture? [29]

easons for effective performance. or lack thereof
Under this rubric are seven kex questiaas to answer
(each needing further specification of indicators as to
what constitutes “best’. ‘most appropriate’. ‘most_
likely™. and so on). These are the following. 1Y Pro- =

—gram design. 1§ the strategy for utilizing traditional

practitioners the best that could be employed given
existing local and national constraints (e.g. cultural.
economic. and infrastructural)? (b)Y Recruitment. Are
the selection criteria according to which traditional
practitioners have been recruited those most appro-
priate for bringing in traditional practitioners most
ikely to perform effectively? (c) Training. Are the
training curricula and materials as practical as poss-
ible and tailored to the local culture and conditions?
td) Responsibilities. Arc the expectations of tasks to be
performed by the traditional practitioners appropriate
given prevailing health problems and realistic given
local culture and conditions? (e) Supplies. Are the
uipment and drugs that the traditional practitioners
ex | to use and dispensg consistently avail-

AU lﬂ'i iy

1.

_ future work. Firs

How more or less effective are the traditional prac-
titioners than other categories of health workers in
actually bringing about health improvements at the
community level? Here it is necessary to look care-
fully also at the performance of both established
medical system practitioners (i.e. physicians. nurses. .
and midwives) as well as newly recruited categories of
workers (i.e. community or primary health care
workers. volunteer or otherwise). Whit clear evidence

prove more cost-effective during the next decade or so
in iniproving the health of the general populice, es-
pecially of that great majority of it who live in_the -

rural areas” [30] Fmally, how should this knowledge

b used to improve the overall pérformance of the
heaith care system?

RECOMMENDATIONS FOR SOCIAL SCIENTISTS

Time is long past for social scientists to move
beyond describing. extolling the virtues of traditional
health practitioners. and advocating their inclusion in
modern health care systems. The above observations
taken together suggest four recommendations to
which those of us who are social scientists concerned
with community-level health in Africa. Asia. and
Latin America should pay greater attention in our
must seek more consistently t6 "
involve waditional practitioners at the earliest possa,
ible_planning stages in all research an vice
projects with which we ourselves are cngageiﬂond.
there is need for us to turn more attention to the area
of metiualional analysies It is increasingly clear that
health planners in capital cities make many unrealis-
tic assumptions about what village and other rural
people do and can be motivated to do. Here anthro-
pological and other sociological studies can provide
information of great use in designing programs_more
lin ali s more likelv to_succeed.
ere is likewise great need for social scientisls
working at the village leve] to devote more attention.
to queMlcd 10 the economics of health carer
Here also national-level planners have been making
many overoptimistic and similarly inaccurate assump-
tions about community health financing —health-
related expenditure patterns and the willingness of vil-
lagers to engage in health work for little or no re-
muneration: here also is an opportunity for social
scientists to make important contributions to improv-
ing the knowledge base on which multimilli :
health pro, i

d finally. it 1s
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important that we. in our writing. put fotth clear rec-
ommendations and conclusions that health planners
can draw upon in improving program design and im-
plementation. Many social scientists among us may
respond to this by protesting that their data do not
permit them to be so bold. To this we must urge that
social scientists be bold and press forth with rec-
ommendations as far as it is possible based not just
on their data but also on their related sociological
insights and then. rather than stopping at that point,
continue by offering hypotheses that their obser-
vations suggest. This will serve not only health plan-
ners and program implementors but will also have the
merit of simultancously serving the social scientist’s
own discipline by contributing ultimately to the
building up of a greater theoretical body of knowl-
edge. In so doing we will thereby contribute not only
to knowledge about traditional practitioners but also
to the larger body of theory and practice related to
improving the health of the hundreds of millions of
rural people for whom today traditional health prac-
titioners are still the primary health care workers.
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FosTer pp. 5‘2 53T 977
. This set of questions is phrased for purposes of the

present essay in terms of a national system. It is
equally applicable. however. to rural and primary
health care projects and programs of more limited
scope as well. in which case the word ‘project’ or "pro-
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policies followed in the British period, varying according to the sex of the healer. Traditional birth
attendants (dais) have been offered short periods of training by the State since 1902, whereas until
recently male healers (vaids and hakims, and later homocopaths) have been treated with official hostility.
Current plans include the training of religious and ritual healers in psychiatric services as well as the

health sch These changes are assessed in the

employment of indigenous healers in new ity
context of a political economy of health services.

INTRODUCTION

Many discussions of the potential role of indigenous
healers in health systems ignore the historical dimen-
sion. apparently assuming that the proposals are
novel and practicable. No-one should make this mis-
take in India, where there is the work of Leslie and
Brass to draw attention to shifts in policy from 1820
onwards [1]. In this paper I want to elaborate on a
small part of this topic by looking at official policy
with respect to_indigenous healers in the rontext o
theofies about the dynamics of relationships between
indigenous and cosmopolitan medicine.
There are, in essence. three views of these relation- *

ships in India. The first is the asiwe scientisti:_that

the process is one 1n which the indigenous systems are
steadily giving ground to the onward march of
science. With only The areas where Western medicine
is neflective remaining for the indigemous prac-
titioners. This was the dominant view of the British
doctors in India: it remains common. though many
Indian doctors express guarded sympathy and sup-
port for the relevance of indigenous medicine. The

second view is the afn%xic amhroglo% best
expressed | hrase describing Asian medical
systems as ‘coexisting normatj institutions’, _in
which COTTGTaT ProceSser of chage ar¢ nol Simal ot
directional {with indigenous_medicine being affected
by cosmopolitan_medicine but not vice versa) but

multidirectional, with no predictions_ol necessary
future patterns [2]. The third view is the political
stracturalist gpe. in which the superiority—of Western
medicin?fgﬁ?)gvs not from itsSCienTiNe AAvaNTeS but
because it is more closely Tinked To The class TTerestE™
of the folitical Teadership in the country [3]. T shall
explore Some of the strengths and weaknessés of these
positions by taking a closer look at policies towards
indigenous medicine in India. tracing the links
between. the British period and post-1947 policies.
with particular focus on policy proposals made (and
to a lesser extent implemented) since 1971.

Two caveats should be entered here. Firstly, there
may be no clear relationship between official dis-
cussions of indigenous healers and the situation ‘on
the ground”. In particular, the official mind tends to

see the systems of indigenous medicine as discrete and
discontinuous, whereas Leslie’s model of healers occu-
pying positions which shade into one another seems
more plausible [4]. Secondly. there is a great deal of
regional variation. not only pre-1947 when the Native
States could follow policies radically different from
those of British India. but also since Independence.
when health policies have been constitutionally the
sphere of the States.

THE BRITISH PERIOD

It is customary to see 1835 as a major turning point
in British attitudes to Indian culture. This was the

year of Macaylex’s Minute on educatignal policy.

where heargued—that-Eurep culture-should—pro-

vide the curriculum of schools and colleges, This
strengthened the opposition to schemes which
attempted a mixing of European and Indian cultures.
or were designed to restore Indian culture to its pre-
sumed glory. In medical education it meant that the -
Calcutta ‘Native Medical Institution’, founded in
1822, would no longer teach aspects of Ajyuryeda (the
Hindu medical scriptures. especially lhosi-c*%usrum
and Caraka) nor of {ugni the medical doctrines de-
rived from Greek medicine and more closely linked to
Muslim culture). While this move had obvious signifi-
cance, it did not mean a total ban on such teaching.
nor on co-operative relationships between the British
Raj and indigenous practitioners as a class. As Hume
has demonstrated. for example. in Punjab the Provin-
cial Government employed hakims (Unani prac-
titioners) in the 1860s and 1870s. usually as vaccina-
tors and health extension workers. and the University
of the Punjab offered courses in Ayurveda and Unani
medicine until 1907 [5]. .
One reason for the tolerance displayed by the State
is that its own services, and practitioners trained in its
medical schools and colleges. had a minimal impact
before the end of the nineteenth century. The first four
medical colleges (Bombay. Madras and Lahore fol-
lowing Calcutta by the 1850s) produced too few
graduates to make much impact on the setting of
practice for most indigenous healers, and were mostly
employed in the growing State bureaucracy—in the
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Abstract oping 4orld. onc is trudional und
prescientific: the other modern, scientific and Western in deriv n. The two exist side by side, yet
functionally unrelated in any intentional sense: with the traditional. ethnic system being disre-

Basically. there ate two sysiems of health care in the des

rema
garded by the government-supported modern system. although 1t is the dominant mode of health care
for o quarters of the population of the developing world The structure of this dualism with

particular reference to Africa should be more widely recognized and used in national health care
planning
Neither traditional nor modern medicine is adequately meeting health care needs: therefore we must
ask if. together. they can be articulaied so as to produce a synergistic outcome that will maximize the use
of scarce financial resources? It is suggested that the modern sysiem can be consciously articulated
downwards so as to increase the potential for integration with traditional medicine at the village level
through referral systems and training programs while traditional medicine can be supported by the
_ modern system with the use of village health aides. traditional birth attendants. traditional psychiatric
aides, village drug stocks. herbal medicine research and referrai systems. The dualistic and dichotomized
health care systems are ripe for change. Many governments do themselves a grave disservice by officially
ignoring traditional medicine and not considering its partial or fuller incorporation in health care
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INTRODUCTION

Basically there are two systems of health care in the
developing world: one is traditional, pre-scientific and

+ ethnic: the other modern, scientific and Western in
derivation [1]. The systems are different in terms of

& availability and quality of care, technélogy, and social
adaptability; yet ideally both aim to serve the same

- por' " ‘ion in need. At the interface between the two
=5 W some fusion occurs. Teehniques and medica-
¢ - tion. . modern practice are increasingly filtering
~ through to local healers who are not trained in

* Portions of this paper are based upon a field project on
and rural ethnomedicine conducted in Kenya by Dr

= Good in 1977-78 with the support of a grant from the
National Science Foundation, Washington, D.C. Field
ﬂbstr\banum in traditional medicine were made by the Drs

Katz in visits to Kenya in the summers of 1974 and 1977
Paper as conjointly developed here utilizes and

§ €Xpands upon a discussion paper originally prepared by Dr
¢ Hunter for an international symposium on rural health
T :’_’tshosled by the Dartmouth Medical School, July 24-27,

w 33p

modern medicine: and where feasible most ill persons
attempt to obtain the most effective therapies from
both systems. often concurrently or serially for the
same illness episode. The two systems exist side by
side. yet remain functionally unrelated in any inten-
tional sense. Paradoxically the government-supported
modern system, which tends to be synonymous with a
monopolistic medical “establishment™ and a doctor-
dependent, hospital-based, curative health care model,
does not, with few exceptions, officially recognize,
cooperate with, or adjust-to the traditional ethnic sys-
tems. This stance is unrealistic because the ethnic
therapeutic systems, based on a variety of healing
strategies, are collectively the dominant mode of
health care [2]. Furthermore, government health
ministries greatly diminish their opportunities and
responsibility for understanding and influencing the
health status of the communities they are supposed to
serve by ignoring the many positive qualities and
social utility of traditional forms of health care [1].
Traditional healers are, of course, well-aware of the
official disregard they are accorded. Many are also
receptive to the idea of collaboration with the modern
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CHARLES M.

:oocri\:]l rz:]cdu:i_lr-nlc‘,e despite its unquestioned clinical and
value. e is by no means
I valu uniform knowledge
g:):uhuuon of even the generic therapeutic melho«fs
ol t.:a‘;nple. although psychotherapy, occult prac»-
o n hph)(o(herapy are probably well-developed
ok c:,sllh ealn(;)g systems south of the Sahara, surgery
rthopedics are practiced b y
g opecics pre ut not universally.
iagnosis in certain chroni
¢ nic and emer-
genc{ conditions due to ignorance: lack of rigorous
v;s“o ogy and drug sc!cc(ion. and, from an external
o pmmmjl;h; pcrpk‘:_xmg intangible means and ends
ar forms of psychosomatic th ¢
1 psych erapy, and the
P:srtp;u:::non of belief in witchcraft and sorcery, may
ch ifia hy be seen as negative features [10]. To these
com"r::cgré e:!so adrd a caveat concerning the growing
1alism of many traditional h i
> ealers (a trait
:;ldveal(y shareg! with modern health professionals in
’ :cp::cucc)a'l'hcsc factors should not, however,
bscu; e evidence that, on balan itional
y i ce, traditional
:\e:ilcmc.(ll has been and continues, potentially, to be
res(:ry‘ valuable human resource system: and (2) if
= rl;::rlcd as part of a carefully planned strategy of
- nt community development, c ib
L . could contrib
appreciably towards mee sonal pri ;i
) ting national primary
car\:, requirements in this century. P T
readi'l‘;r;‘:smos:’fmxﬁch m_edical practitioners might
strate the inappropriateness i
n of specifi
I()r:gdm:na] medical practices, the same has aﬁ?ad:
n shown for some “modern™ it i
therapeutic
[46). Modern medic » deemed
icine has its fads; practices dee:
good today may be found w . o el
) y orthless or even harmf
; ! ul
Lcimorrow The reality of iatrogenic mistakes should
e ;xclccpxcd as the consequence of lack of present
ralt:w ledge and the inadequacy of the art of medicine
ra:_t:r‘lh;m carelessness or deviation from accepted
fecog:i ('!Fh:f thalidomide episode and the recently
ed effects on the children of w r
diethyl stilbest 3 s
E erol (DES) was adm
E inister
pu%gnar_lcjy are only two examples. s T
) raditional African medicine exhibits a diverse
complement of therapeutic procedures which reflects
:,r:ifjn\‘xllly. trial and error experimentation. u;ldnx‘i';;:
q'c‘:hx;‘.:q;‘xccun’;ul::)non of empirical wisdom over time
es which have their equivalent
medicine include. for exa o bt
1 example. oral. cutaneou ¢
! ! 2 3 s. rectal
;n: rcspxmmry administration of plant preparations:
ydrotherapy. treatment by radiant heat ct'unl'-r.
|rr|\|1al:un. massage and psychiatric testing. ’ .
M idwives quite obviously perform a crucial health
f;u!x function in all societies in the region. They pm‘
ide : ; v
'y mx‘v‘r!c‘:all;l c[u:eA some applying skiils such as ability
e fetus: assistance during lab \
o r : g labor. delivery
b“urinafvludhmh. and often continuing care for new-
o d.\ .4;\ young children. Although abilities vary in-
“: i u(a ly. many traditional midwives are relied L]pon
halpv:r orm the roles of gynecologist, obstetrician, her-
Thhl dietician and pediatrician [8. 10) )
Ph;m; r::ccm surge of scientific interest in African
n ”a;cnp«?cla.s highlights an important dimension
o 1(|un.i! healing— the historical importance of
» .; ‘L.mnm be overestimated [47]. Research aimed
4 |x‘mcr‘mg the pharmacodynamic properties and
;nnz‘a[xulla potential of widely used traditional plant
ICAICINES IS NOW a4 common y ct \
! activity in Afnican uni-
" . Y ni
\f/;il(hc;wand certain government-aided agencies in
st [48] and East Africa. often in coopcr;xnon with

Goop et al.

foreign rescarch centers. In Ken
. In ya, for exam
Rc’sc.?lrchus have bgf:n chusm_g on plants suv:hpk
i aytenus buchananii, which yields a compound :
ho?w ;:xu:ﬂ_y known as mayl;nsim Initial human triajs
hy t »Nanonal»(‘anccr Institute in Washington, D.C
ave yielded evidence of its positive acm'u'y in red :
!nga(:xmor volume in childhood leukemia and o‘znuc-
.:;am)dm;;h node cancers [49]. Extracts from this a:
ted plants have reportedly been used in Keny:
traditional treatment of venereal disease. rheu)na::;rxDr
:a;::lax;i swelllpg;. gastrointestinal disorders, and u‘:
_dy injuries. Other medicinal plant co;
pounds in Kenya have known or potential uses e
:::mncm'l:ms. cardiac glucosides, hypottnsnc;; m:
asmg;\a ‘[‘2]!?'51()],!':]‘“8 inflammation, spasms, and
ph(jaf"o;:;:(:xngcal‘dxscO\'crlcs” confirming the active
sl no‘oscx al  properties of traditional herbs
oK ignored [51-53]. The classical example
. cedabrm and quinine bark in South America is rein-
ﬁ,: | y the relatively recent introduction of Rauwol-
. long used in Africa and India, into the W,
pharmacopia [ 54, 55]. e
Sml:” l‘)scc:j ;;sga']rc.lt)ers in Ghana were informed of a
: ich villagers n the Kwahu district ingest
ccigerolpcl themselves against an annual dry-season
|:[cc1:: :Jv(ix.;b;clﬁses. This epidemic was, in fact, “an
- e ... parasitic disease dracunculiasis.
S T |‘r'1vqucsuon Is a preventive against that
eyl A.h a'ngwe hasAldcnlxﬁed plants which are
s 'y asamia of Kenya to improve lactation
| prevent neonatal tetanus [56]. Some plants are
basically repellent to insects. and others ars bel;:,‘\cd
ii? oﬂ'er‘ [?ro‘lecnon against poisoning and contagious
skcxases such as chickenpox and smallpox [10]. Eth-
::puvl!t::jm;acldmnd]\erSaculun names of plants with
wcinal and ritual healing value -
number_m the hundreds for };Niltlll\l'tn\:]lll“ ‘}P:hm}
[8.55.57) e sroe
ru,ﬁf?,:m,f“( ;.:lztrlh(‘:ﬂl(‘v\ is in order concerning the
i of African pharmacopia. I contrasi to the
'esm:rn tradition 1n which “medicine”™ and “phar-
x:‘t,\‘h:i\e' rctm;nned largely distinct, African thera-
b o a\rdr»me association of the two elements
e 1'vd‘ n-/ vnun commentators, in particular. iden-
v traditional medicine, explicitly or implicitly. with

.{ narrow, stereotyped set of practices relating to the
mﬂcumr} preparation, and administration of *
remedies”, or pharmacopoetas. There is ‘— strong ten-
f.‘czxc} to define healing in terms of hc..rh:;l "L‘lllrv:'\.- or
remedies” for specific diseases. This restrictive €of-
cept overlooks the fact that dern medicin

bal

as in modern medicine.

the majority of illnesses dealt with by traditional
hcal.er.\ are sel-limiting and have a very substantial
E\:‘;;:;!luglca] component. Herbal lrc;itm‘cnl and ndi-

or group psychotherapy are typically com-
bined. although the latter methods may be ‘T‘:1 loyed
\«hnhoul recourse to herbs. A common tﬂ':t‘( xri that
:ﬂflh([:::'ll"’f:‘l‘;s;_\rrliphv\ms and feeling are improved
iiliont e sarily changing his pathological cond-
: essence, as the striking results of the "pl‘m‘h\’
experiments” in the United States and Furope Su#
gest. those who respond favorably to placebos arc
apparently ' ‘ :
socially defined symbols of healing”
of herbal medicines 1s thus inseparable from the art of

“predisposed 10 accept and react '©

8. 59]. The use
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adults, and free treatment is common for relatives,
close friends, and in some destitule cases.
In many rural areas, reliance on traditional healers
and midwives is undoubtedly strengthened by the
scarcity and low accessibility of modern medical ser-
vices. The shortage of these services and the desire for
“quick modern cures” also drives increasing numbers
of the African rural population towards untrained.
self-styled and unscrupulous “bush doctors”. These
illegal practitioners, who unfortunately are sometimes
misidentified as bona fide traditional healers, adminis-
ter injections of preparations such as liquid chloro-
quine and dispense prescription-type drugs purchased
through black market channels—often with tragic
results for entire families [62]. Their urban counter-
parts are the notorious “bus-stop dispensers” and
“doctor boys". or “backstreet doctors”, whose lucra-
tive job is to hustle antibiotic capsules. abortifacients
and other illicitly-obtained drugs to anxious clients in
crowded city streets, bus depots, and markets [63. 64]
Whereas these “fringe” practitioners are 2 factor of
great concern in the overall pattern of health care, we
wish to keep them separate from our purpose in this
paper.

In Africa's towns and cities the greater availability
of modern medical care is met by an increased level of
sickness and community demand for both modern
and traditional medicine. In short. complementarity
and elasticity of demand for health services are both
in effect. Western-style clinics and hospitals of the
modern system are intensively patronized foci of
urban health care: but a most interesting pheno-
menan is patients’ widespread use of both systems
interchangeably. consecutively, or even concurrently
for the same ailment. Moreover. these behavior pat-
terns occur despite the paradox of the very high cost
of much traditional medical treatment vs fee-free gov-
ernment services [8]. Patient flow and reverse flow
between the parallel systems is a2 much understudied
and highly complex process about which more infor-

mation and sound theory are needed. It is, of course.
4 form of iutegrative behavior. akin to syncretic re-
ligious belicf.

Recent research n several large African ciues. in-
cluding Nairobi. Kenya (8): Dar es Salaam. Tanzania
[65]: Ibadan. Nigeria [26]: Lusaka Zambia [66]:
Kinshasha. Zaire [67]. Kampala. Uganda [68]
indicate that urban centers are viable and vigorous
arenas traditional medicine. In Nairobi. this
phenomenon would obtain even if the City ¢ ouncil
were able to provide numerous additional modern
dispensaries distributed uniformly across the <y

healing, including healer-patient interdepen-
and the paraphernalia which enhance the mys-
of curing agents.
oreover, many “medicinal” plants are believed to
sess. or acquire. magical powers (as in the case of
Bnts transformed into ng'ondu among the Kamba in
a). Such plants are not conceived of as effective
themselves. Rather, healer and patient alike see
m at one level as carriers of, or as the material
mework for. the intangible supernatural force that
produce beneficient results  [8, 10, 21, 60].
ove all, the healer's most important function is to
e social order. for traditional “medicine is
sund up with the concepl of magical power or
fuence and its possible effects are not limited to
we would regard primarily as pharmaccloglcal
es™ [26].
“In the more remole areas, traditional health care
w be the only source of help available. Patients will
little or no chance of access 10 modern medical
ervices. Their use of traditional care will vary with
E e gravity of the case: the nature of the iliness, the
Fype of specialist customarily sought (e.g. diviner), and
tv acculturation of the client; the proximity of a pre-
{- ed or reputable specialist, and transportation.
Fere are frictions of travel time and travel cost, as
ght be expected: but surprising distances are tra-
| fersed for health care. especially on foot. regardless of
e expense. time. and effort involved if people believe
F#e result will be favorable. In cases where modern
‘medicine is also accessible to part of the rural popula-
on. individual decision-making tends to be pragma-
-influenced by previous experience, concept of
siiology, perceived chronicity, and expectations of a
qre. In rural Kilungu in Kenya. for example, it 1S
‘mlikely that the local Kamba women would seek
treatment for infertility. edema attributed to witch-
eraft, or mutambuko (pain in limb joints) at one of the
two government Health Centres. or at the fee-charg-
§ ing mission hospital On the other hand. observation
of many of these women who ar¢ nicthers reveals they
have a strong (but by no means exclusive) preference
for modern curative medicine, where and when it is
acessible, for their ~under-five” children suffering
with fever, acute respiratory infections. and diarrheal
discases [8]. Research has shown that this selective
acceptance  of modern medicine is. at be only
vaguely related to mothers’ cognitive orientation to
modern conceptions of etiology mode of spread. pre-
~vention and treatment of diseases [61]
£ Economic costs of traditional medicine in rural
areas are relatively well-adapted to local resources.

T A

of

although this 100 15 changing rapidly in many areas. People universally prefer to have optons and
“ Traditional healers typically may not directly charge  Kenyans arc no exception. In self-help urban
on a fee-for-service basis, and money transactions  “villages™ such as Nairobi’s Mathare Valley [69].

the spacing between (raditional healers (Swahili =
waganga) is typically less than 70 metres. In this ex-
tremely congested. low-income environment, sheltered
living space 1s estimated at less than two square
meters per person. Consequently. few waganga have
the luxury of. or even see a need for. making rational
locational decisions which relate to the placement of
their competitor’s ~clinics”. Many are migrants from
rural areas of marginal agricuitural potential. They
are strongly attracted 10 the city by a perceived
opportunity to realize substantial economic gain from

may be entirely absent. Many practitioners accept
payment in kind. often only after the outcome of the
“treatment is known. Levels of indebtedness may be
decided by the client. A particular token down pay-
ment is usual and customary. Settlement may be post-
_ Poned through mutual agreement until the following
agricultural season. and can take the form of a gift of
a chicken or goat. foodstuffs, or some assistance in the
form of farm labor. The amount of payment varies
With the severity of iliness and the time required for
successful therapy. Children are assessed less than
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practicing traditional healin,

i . g for profit. In i i

S:Z,:.i:lm::;a fun'c(:on A ::::: ?io;dﬁnm of diagnoses which require extensive riyggy

eneurt ili i

o hund:a:sb"olflyo[xil These Malhafe __Traditional medicine is aj

oo mo et Ao gl oy nelrsr t;lsc_whﬁc in life for both rural and uﬂ;ﬂox}g\l:‘prcscm_ oy &

of the city. As described by Andrew Hakoce g . o B m;j;?l)mf;g;‘;om
. rk‘

“It is not just that th preponderant i b

im| it i pite
considerable sums ofcnyz:':)“:cl?,:‘:?'; factor, handling and discounted g;'m::\?el' it is incredibly OVCrlook:;
portant, they provide a o :1': Far more im-  Interest, where it cxislsc Opment planning agencies,

psychological, em e in the “spiritual’, o ists, is generally limit

city's population. O'Fl?nal' psychic inner life of most of the ©| Per2UOR of national inventories of e,

ok - They are at once feared and rid; plants, and to s 2 of  medicing}

ght out and avoided. pa ridiculed, poradic, uncoordinated

healers and sources of .m;‘pmd' and cheated, being both  °Oduct phytochemical. pharmacotech ANEmPLS fo

influences on the prescar iety. links with the past. powerful ynamic and clinical studies with nical, pharma.
and scers of the future™ [69). establishment of pharmaceutical inld ‘aA view 1o the

ustries. However,

Urban traditional h g : e ¥
; g lecrs Sndi‘wcl_bexgrncralisls tional healers, and fc:rrts slillcml “l’: o e Kpra :
- = . bl ol . S ! ake any attempt 1o
who sei h‘ oyg lnrm‘:s h‘n -4 c‘n" drawn  incorporate their Services into a nation:
* : i . e gl & 2 ational health plan
om all classes. Many if not most of h nesses they : 4 ambival i
: o (e % hilch - Ien:-e and de 1Iure nonrecogni-
treat are symptomatic of societies undergoing rapid on, which the modern medical establishment

urbanization, commerciali
ization, social ¢ ;
(In Senegal, for example, it has :ene(:, bm] change.  rationalizes through its own cult f s
;‘he peasant consults the marabour or [(;‘cs;rveld tlhat fessionalism, cannot diminish xh,_,ou;xcr;]cnw a;‘d pro-
requently than does the city ealer less  contribution made b iti ense de facto
y dweller, alway: . 3 4 e by traditional health ¢z
to the supernatural as a » ys attracted  tional medici care. Tradi
e result of the break with hi icine reflects a marshalling of
original environment” 703 _the break with his  self-help b 2 2 of resources for
) Their clients’ probl Yy peasant and infraurban co s
are very commonly attributed problems  expresses the st : mmunities. It
5 to, o rength of A
{zr protection against, witchcraft a:;;ufg::,;h{r;wd human needs. Given that hcr:lf:n -::c“qm o ::d
cories of causation are linked : - Ihese  traditional and modern. i o in tot, both
2 - to a wide vari f TN, 1s extremely inad
conditions which are iety of the overwhel . ¥ inadequate for
eventually acco ; elming majority of Af;
frank somatic or behavi mpanied by the critical 3 ! rican populations,
¢ avioral symptoms. Typical 14 question arises: Should
ples include psychogenic p . Typical exam-  ernments conti et _post-colonial gov-
g sterility, chroni % inue their laissez-faire st 2
malaise, abdominal disorders, . nic general  traditional medici JAIR Sancentawands
edemas, and . medicine. concentratin; 1l >
turbances which reflect indivi - and many dis-  the class- and residentially A fesources oo
or acculturation diﬁicuhlir:"'l(z;:al coping, adaptation  care sector, even 'w;::lall_;‘—segrcgmgd modern health
employment, s > such as inability to sccure  great majority of ¢ the latter fails to reach the
Y . Sex or marital partners; strained or jority of the population [19, 73]?

::S:lenl cli(m relations; alcoholism: and Job failure
al ; :
et t:‘cur:::;a:cci ranging from mild, temporary MODERN MEDICINE
head the list of i’];‘"PS)Chollc fqrms of behavior, often The modern health care system based on Western
themselves as “best iscsal‘ﬁtgdmonal healers perceive :;'ﬂl;:;_and technology, is su]’pnsmgh new in mg;»;(»[
. ified to treat™. In addi e Third World. In : )
witchcraft and sorcery. di . ition to . In Africa its introduc largel
cery, disturbed spiri dates fi uction largely
b its, the cur s from the late 19th ce
excessive anxiety = Pirits, curse. P century. It is alie ere.
colEion C’!Uﬁnu/ve"r,adcldm?;]busc ai . believed 10 be |C0ln~'(l!1mg with colonial invasions. the rise Llnc-::::x’L
T aus ors [8]. ism. the penetrati s, th of capita-
Modern medicine i penetration of European educatio z
hendle (e rarﬂ:'lcllycgrg“ml Prcslcmly organized to ;"d L]vlflzn with Christianization [74 7<x,ﬂn:l_‘:‘]ﬂu;\'.
Y ing caseload of mental rst all doctors were f : SO
sociopathic dis 1 tal and . re loreigners, endowed with “magi-
dnsca.s:s in theﬁrcf:l’:o‘:thh a,;pm“h communicable :‘dl powers of the new ruling classes \;Mmlr‘\};r»mddfc
ance. In contrast. N ors and colonial e =g iy o )
based tradition: ast. the town- onial medical officers Fs
al healer is generally " cers pioneered Western
S ally rural-born. medicine, often with s
capable of offering cli Y n. and is g 1th spectacular success. The 5-
entele who are rec duction of ceess e Intre
familiar con recent migrants a of antibiotics in the mid-20th ce
ceptual 3 : e 1d-20th century further
in matters ofphcah;mlst:;ha‘mm' point of reference  2Ugmented their contributions. Immunization cam-
- . ness. and survival i paigns. and non-medica §
urban milieu al in the = medical developments such as 1m-
e o are Many of the same labels for illness, PrOYed water supplies. brought 'nrr\mul 2 dlfh ol fall
. causation, ritual paraphernalia and curative " O¢21h rates ! ficamale™
ethods are already known Y
ady o such client : et. in recent deca ” .
though the symbolism may be recast S CVENpor the orthod ccades, once-cuphoric expectations
ticularistic-eth 5 away from par- orthodox model of modern medical care in
S nic content towards a more universal Africa have subsided in the face { e
g-roup x;lf;:;m;:_work acceptable 1o a variety of Clhl:Hc of its many limitations hiedlsal(:csrorlng awarcnﬂ;
S 4 S S 1 5 00ls are a case !
ience compaw::{ acntzimargon ground, and the exper- r:;m. Although they have increased considerably in
v SS vice a traditional h Africa (as well as o J
often share, can serv: ealer will In Asia and Latin America) since
adjusiment to ln:r:‘levl'cm\;’c:‘imhswss andt feciita l\'ltli:?cﬂ[dczoc there B touch. riticiam of the ‘)'vcm”
2 A . at the urban heale: 4 of their produc la
quently lacks is the su, aler fre- Ing larger numbers of conven-
2 N support of a residential k tionally trained doc 5 i
group to participa al kin or cult doctors. Several interrelated argu-
dlag:oms an ‘(I':dlc in the therapy process. Hence, oM\ form the case against maintenance Lo( t‘l.’:c ﬁla!;us
probiems reflect ::r“ mh of town-dwellers' healty U ™ Medical education [2, 3]
3 roaches which are cr: o
; edible an
possible in urban conditions. This usually mcam:j ‘

Ed -
..Imc”:;nom»lu costs of training “sufficient™ doctors 10
tonal standard™ in African countries are pro-
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_and relatively wasteful—at least 15 to 20 dropped in favor of a “proper” medical faculty [3]
cost of preparing one medical/clinical assis-  Significant new efforts include the varied, innovative,
8] community-centered approaches to preventive and
Many doctors do not practice in their own coun-  curative care promoted by the Institute of Child
qualifying. Reasons include lack of accep- Health of the University of Lagos, Nigeria [80].
pathways to professional development and rew- The litany of disillusionment nevertheless con-
g. specialty certification and income base) and  tinues, and most criticisms are indeed valid. However,
el instability, both of which stimulate a “brain  for good reasons, the demand for modern health care
jin" producing “reverse foreign aid” Alternatively, is insatiable. Thus, perhaps the biggest criticism is
% highly qualified professionals may abandon  that there is not enough of it! For example. in quanti-
Skcine for a carcer at home in politics. government  tative terms only Congo, Swaziland and Zambia have
iness. enough doctors to provide a crude ratio of 1:10.000
Highly trained medical specialists are needed in  people. This relationship is by no means stable, how-
iy developing country. However. the fundamental ecver, since a large percentage of doctors are
fand is for health personnel whose qualifications and  expatriates. In Kenya. only 600 of 1800 doctors are
tyle (especially willingness to work in rural areas)  Kenyan citizens. The estimated doctor-to-population
jented toward provision of primary health care  ratios are 1:987 and 1:70,000 for urban and rural
the treatment and prevention of common dis-  areas, respectively. Moreover, 707, of all doctors are
in private practice in Kenya's towns, whereas 10%, of
all physicians serve rural areas [73]. Nigeria. with 80
million people and less than 3000 doctors. has a ratio
of approximately 1:25,000. Since most of these doc-
B training of physicians prepares them to render services tors hive and work in the larger cities, the bulk of the
[ hospital settings. and to treat discases (complex and population is served at a rauo of 1:50000 to
Shtively less common) which are largely irrelevant 10 the 1:100000. Rwanda's ratio is 1:625 for Kigali. the
s of a rural population and. equally important. irrele- capital, and 1:90,500 for the rest of the country
ESm 1o the equipment available and to the training of [3.82). As orthodox indices of health manpower these
} physician support stafl” [73] doctor-population ratios effectively represent nearly
.f";.v..; the same study (pp. 80-81) also notes that Z€T© availability of modern health care for most of the
% terms of the tasks they perform onsite. clinical population.
Fficers who work in hospitals and rural health Of course, statistics relating to doctors alone do not
[@nters “appear. with three years of training. to be accurately represent the quantity of health services
Wertrained” and underutilized relative to their skills available to people in developing countries. However,
3d the major categories of disease they routinely ~ &¥eP when doctors. nurses, medical assistants and
Senfront. midwives are considered as a single rcmutjcc rlsonl
&3 there is still wide disparity. regionally within develo,
554, A related factor is the attitude of the elite in jno countries, and in comparison with the mduslrmp-l

1h

recent study of health services conducted for
D's Technical Assistance Program to the
ernment of Kenya found that (p. 75)

§ fany developing countrics—in favor of transposed.  pations. Thus Burundi has approximately 8.3 health

5 grosive Western-style mcdu.:ul standards. Their  yorpers. Mali 26.7 and Canada 749.5. per 100,000
fepolitical influence and conservatism help to insure population [83]. Added to this are the problems of

§ Mt these standards are reflected in national health {1 haianced. top-heavy staffing which results in too

RN even though only a smail minority will reaiize oy auxiliaries to support the heaith services. In some
“the benefits. Such attitudes and values also €nsUTe  Afican countries this takes the form of an “inverted
3 that medical schools are designed more as national  ;vramid”, where the small number of doctors actually
prestige symbul_s than as progressive instruments »(ur exceeds the number of auxiliary staff. This problem is
“feforming medical education in the interests of M- ¢yacerbated where the auxiliaries are not permitted to
Proved health care for the majority work except under a doctor’s direct supervision [82]
Other criticisms leveled at the modern medical care  Hence. the key issue is what kind of care can and

el emphasize that it is crisis-oriented. particularly  should be made available: “If you ask people what
when financially restricted. treats sy mptomologies: is  they want. most will tell you they want hospitals and

~ technology-dependent and resource consuming: and  doctors. But what they really mean s that they want
allocates few resources and attaches little prestige to  to be kept well” [84]. Must African health ministries
less immediatgly producuve preventive programs. —postpone better health care for the overwhelming
_even though recognizing their importance [79]. Mor-  majority of the population until enough doctors are
emphasizes that in developing countries “three- tramned and hospitals built? Tanzania’s nationak exper-

- Quarters of the deaths are caused by conditions that  iment with medical auxiliaries offers one potentially

_ can be prevented at low cost. but three-quarters of the  significant alternative (85]

- medical budget is spent on curative services” [81] This absolute. quantitative lack of modern health
= Moreover, because health care systems have generally  care, or at best the widespread msufficiency of its ser-
tndergone little structural change since independence,  vices, IS exacerbated by the population explosion
the health care experience for rural Africans in many Most countries in Africa are doubling their popula-
countries is largely the same as 1t was during colonial  tion size every 20-30 years: birth rates arc in the
rule [9). In some cases, outstanding colonial pro- order of 40-50 per 1.000: and youth dependency
grams such as the Ecole Africaine de Medecine n  ratios arc high with 40-50°, of the population
Senegal, which produced over 800 “sub-professional”  younger than 15 years of age. Importantly. there is a
medicins africains between 1918 and 1951, have been  flood of migrants to urban areas Cities are doubling
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in size every 6-15 years, is i
S yet there is litth k
l;h:]sxs fo‘; :]gch growth apart from the in;cmmlmnos:ll}fc
“_ap :!i ";:li;i;;anlarlon a;ra:ngemcn(s which charact::
¢ . ur economy [69, 8 I
:::;anston of (hg jobless and underen{ph[:yo‘d.é]' e
om are physically dated in sk
or “uncontrolled” settlements [69,87], produces
o 8 a

to remedy the situati {
ion—given that the i
improved total care, including prcvcmmgno':ll is alway

PROMOTING COOPERATION

The
e interface of the two systems may not be the

great strain on th best : ?
e urban health care system. At the out :;théont:‘c)gxer:_.nDhymg_ pz,mems transferred into e

ospital do nothing to
enhance

same time, the rural i
areas, which are still
l8)0_"/,, or more of the population, are Iargellh‘= eg,mhom & confidence on cither side. Doctors
bemnct and regional hospitals are l’e\yvnand od.  the delayed commencement of ppropr fms"aledmcnby
hc;‘l‘;;em and they are understafied; satellite clin'rm :nd patients and patients’ fam?lri)iron:”me W
posts and mobile services s<' ar %) - KDowithe o ‘ in which one dics
! aie searie: dind spital as a place in whic| o
ing staff, other paramedi g Cre Sy [Geofh i sitions see .
: icals, and medicati other hand, hospitals as i i s On
- ;‘-“’.“ supply or nonexistent. ications may be  not organized to Cari fors x‘l‘:c lnr;:h:u:l}?m e
o % i b
. ising political consciousness is an im cal care of terminally ill patients. 2) e Py
an phenomenon and, among other considc\?o"aﬂl that an in-patient may be bluntly it B e
. ations, by the hospital doctors, discharged. s o eogens
vered by an anxious fami and ‘thicor delj
Y amily (unwilli 2
death y illing to accept
e &;l:strec) into the hands of a traditional r?cull::
sufiering [P"nS';")l”)‘ it now becomes to treat a patient
rom both a grave organ ¥ o
=5 _ D ganic illness and sev
psychological insult resulting from the hospit: l'\F e
Pczl)s;u_on of the case [8]. spitalsidis:
v A
labora(ll(:):SIL the net effect of cooperation and col-
o ot chren the traditional and modern sys-
oy oo d!;\ts of patient behavior and health [eveks,
s ermined in advance of concerted. \\cil~
s sys(er:“s to test the concept in practice ‘II’ the
together. weshcr'rm e e owly. astlculand
b, oulcv;m ieve there would surely be a synergis-
s l;mlh positive health value— e\'er;'lhtvugh
N cﬂwlln}cx:prclcd from certain quarters as hav-
Pl [89]0 B&(‘J‘:laymg" acculturation to modern
modtied e th systems might be gradually
creasingly \lhiS‘IO be more closely interrelated In-
S "\:chinzi: a[x';()]callsdfnir collaboration. Authors
; ! and Conco [91]
pa ) make stron,
mrrﬁ]o;ll::f sfldlcmcnls but give few specific f:‘(n‘!llf
Stepsin ”:s or achieving a rapport. A few tentative
Nir iis direction have already been taken The
@n ¢ i Tipio =
PSyChlaI[\‘M\i:’)e:\‘:;;‘l}:”l‘ ucc[ul traditional healers it
y -known [92], alth % f
roced ! . ough details o
feporletirc?\ramvj results have never been adcqu.:lc]v:
phics Sud;,.n rican countries including Ghana, N ria
Malaysia, Thda;ld Asian states such as Indonesia.
b el :and. Philippines and Pakistan recog-
porb - [‘B; ul>e the services of traditional birth
93]. In Libena (and Kenya), traditional

the issues of h act
S ealth care in Af] practitioners re
i rica and . s refer pati

the remainder  believe they are unar;w] '31"1\) l]U e thospik. 1 ihey

' e to help. Conversely. Liberian

of the Thirld W
orld. They incl
. ) ude e
explosion, social upheaval, cultural lhht population bone doctors™ are encours
lolgmul impact. changing economic a‘ddngc. techno-  X-ray facilities before and Ydf_L’Ld 10 use the hospital’s
relationships, new nd occupational  Such nd after setting fractures [94]
S dependencies and Such examples are loc: actures [
N S consume: ocalized a %
tations, politization and, in so onsumer expec-  essentially represent ind l’LdAmd limited in scope, and
gent proletariat. These forces, mgqc}?um”‘;& an emer-  reality rather lhén nat ""?l‘alladjuﬂ(mcn[\ g present
of awareness, er with new levels ional policy.
s, as well as an incr In 1978 the W. '
eased : e World | 5
formation flow. bring compoundin, intensity of in-  call for the "pmmo-mn{e?“h Organization issued a
extremely improbable that moderng urdgcncy_ It seems  tional medicine™ Tl*;c r ) Kpspn EFaE
typically monopolistic structuring ln:A'[Cmc, given it scientific planning 'ndir;:p“” stresses the need for
unilaterally provide the nco:wm&\u 1 rica [3]. can  cess. such as fear Qf the i 1“ possiblciobistacies to/suc
Neither trad ssary solutions. ar o atrogenic effects of tra al
itional nor mode : medicine and resistz < of traditiona
2 ™ cine sistance .
quately meeting health care n@cd:‘cds'c“"‘ is ade-  one or another system™ :) dm"aln“gcm advocates Of
. Sepa S) . and o 2 %
together, both fall short. There are paral Pdram.\ or  research. Recognizing that Ol s arcas of needed
ate and inadequate systems: and parallel but separ-  of necessity if not als .h fEnsitinal ricdioide Wil
N . n: N Ll 0 _.T \
are scarce. What steps, therefore. Coallc;nt?:l resources  source of health care for Y d-c«m. remain’ the major
- cou considered  time to come. W.H (; rmu\h of the world!fot some
v ecommends national imple-

generally

v
T}:z‘:?sincvcn at the expense of the rural hinterlands.
aspjm(imc]gunalélc 1govcmmcnt investments, lifcsxvlc-

. and also social and c
2 r al economic -
lé“_:‘:ufu—mc_ludmg opportunities for doctors lo":;\j:'m

govcm:’r‘:::ve private practices while employed l:r;

service, or to receive * i
L se non-, 3
allowances in lieu of such activity [88]— pr:dpractloe

?c::faltmns of doctors in the cities. The by- ::f i
;}:":n-sc%rcggmn of medical facilities, not Enlikueqthles
P of racial segregation during the colonial era
i I.mi;:n; st:::y in Kenya concludes that 80° of

1 ealth budget is co: ider

o, 1 nsumed by res:
Cmcsal[r;)]b]n. .('\;lombasaT and Kisumu—the lhyrec I:i;:i
g 3. eographfcally‘ a map of doctor location
Virma“naauonal scale in most developing countries is

e dzc map o[{ urban centers. Yet urban and rura.l

are part of the same interconn ;
ect

Z)"lsltlcml and unmet health needs are cg a::‘r:snm;

onal problem that bears both on hum v e
ang economic growth. FRERSS

Iauq(::;niecl;d with the problem of underserved popu-

> "ad:!‘lg c"rl:c: t: :ccp new modern facilities. sSch

raching-research hospitals, at a reanageahl : o
g:llimuzlly and physically. Some hospualg::slx’e;:—?m

b ei\;lcm'm t;’c growing too big. too quicki'vA m;m&.:c

ov:rhmm'cra le national burden with Balioonmz

costs to be absorbed h

o by the heal

":.\e ggi:;]a:?a\zjhlmalcly contributing to the de(e:? 2}

el lequate health services for all citizens

It is appz g
pparent that a constellation of forces bear on
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tom upward, has been recommended before [96] and
implemented with varying success in Tanzania’s Uja-
country there is a need for several maa villages, the “health promotors”™ of Guatemala,
and China [97]. The involvement of already practic-
ing traditional healers into the overall, integrated
health planning would add a new dimension, for they
are a potential source of insight into a large number
of “culture specific” illnesses, a reservoir of informa-
tion about herbal medicines, and experienced with a
variety of psychiatric techniques [33]

Careful pre-planning of locations of pilot projects
comprehensive objectives and a range of potentially
workable health care delivery models should be the
essential first step toward intentional strengthening of
linkages between the traditional and modern health
services. Although each country will have to modify
the suggestions to conform to local conditions, repre-
sentatives of all types of health personnel intended for
participation in the projects. indigenous social scien-

care, regardless of the scale of change sought.  Usts, and health ministry planners and officials should
| Rrsonnel and working relationships which character-  be integrated at all stages of planning and review
& the medical “skills pyramid” will be augmented  Pilot programs should be created with a view 10
teordered, and local communities will be nationwide replicability Research on traditional
ed 10 assume greater responsibility for the kind  medical systems has recently been conducted in
sealth care they receive. The appropriateness and several countries in the region, including Ghana.
of specific reforms will vary from one country Nigeria, Zaire, Kenya [8). Botswana [98]. and Zam-
‘another, with due allowance for local conditions. bia [66.99]. Contacts and, presumably. good rapport
li respects, however, the mustering of political will  with traditional practitioners have already been estab-
#d commitment by national governments, health  lished there in specific locales. These sites would seem
Fnistries and organized medicine is clearly the tosuggesL for the countries concerned, excellent loca-
stucial first step in promoting cooperative approaches  tions for the initial pilot programs to promote and
® bealth care. However, inaction and tokenism are  assess the cooperative potential of traditional and
Fectively decisions not to change the status quo. Is ~ modern medicine.
‘ere a paradigm for cooperation and integration? A cross-section of traditional practitioners selected
Secifically what changes might be called for? by their own communilics. respected community
~ Probably the best approach would be to start with  leaders. and others knowledgeable about traditional
“the consumers: that is. the peasants and the urban  medicine. health needs and disease patterns in the

sion of an integration policy wherever feasible

jly in each
siects, backed by strong public support and
inputs from the national and local health
emistrations. These experiments would give great-
ohasis to rural areas, but should also include
health care environments in which traditional
is expanding today. Human resources and
pities for trial programs are certainly not

£ For example, data obtained systematically
iSoe in-depth interviews of 66 traditional healers in
g of Nairobi. Kenya show that the great majority
BEeady practice referrals and report substantial inter-
i cooperating with modern medical practitioners

iimately, the decision to move toward cooper-
and integration will require extensive and sig-
st reforms in the definition and organization of

“poor. This approach would commence with indivi-  specific localities concerned should be part of the pre-
£ families and. most importantly, communities of  planmng process For innovations in the delivery of
health care to be adopted. it will be crucial to gener-

¥illagers. their perceptions. world views and health

I;?‘:ds. With a reel. rather than a token. focus on the
“peasant, with "pcasunlocenlr->m" as the starting
_point, planning for health care would work upwards
and not down Conceptually, due weight would be
“given to the sick farmer, ailing woman, or wasting
“ghild, rather than to the needs of a seemingly remote
providers' bureaucracy. As Martin puts it, “programs
#re still developed too much within high level “plan-
~ Ring cells” and Ministry offices. by people whose
fommunity awareness can sometimes be questioned”
D5},
Any alternate approach. such as the one we are
‘f_mommend'mg_ will obviously have to intermesh
?i.dosdy with the already exisuing government health
structure. To advocate incorporation of tradi-
~ lional healers into the system does not mean (o Sug-
gest training fewer medical assistants. although it
= should necessitate changes in their traiming. as will be
* discussed below. 1t is, however, based upon a cons-
= cious effort to involve each community in the process
£ of solving its own health problems, more effectively
and on the premise that it is soc Ily and psycholog-
~ aally beneficial, as well s economically sensible. if
- individuals who supply primary health care come
* from and are an integral part of the local community
This approach. the attempt 0 develop from the bot- of the area. and 1ts geographical boundaries”

oots™ support and identification with the
and. ultimately. shared community re-
hful integration of community
will

ate “gra
experiment:
sponsibility Indeed. fait
development principles in all phases of planr
be crucial to the success of each phase of the under
taking. In effect. this clearly suggests that the
spatial units in which the new arrangements for pri-
mary health care and cross-referral occur would be
defined by communiy so¢ ial boundaries. These
boundaries within which individuals, including herba-
lists. midwives and diviners, and groups. nteract and
reciprocate with each other on a more or less daily
basis. Community patterning varies considerably
ms of socio-spatial organization

across Alrica in terr
and scale. Consequently. the community boundaries

used to dehmit primary health service
cide with nucleated or dispersed village and hamlets
herding units, marketing areas, of other localized. -
terdependent household or functional groupings in
which people have substantial face-to-face contact
and reciprocity relationships This approach departs
from the idea once proposed by W.H.O. that basic.
conventional health services “may serve a population
of 2000025000 through a group of small heaith
posts whose number would be determined by the size

In fact

asic

areas may com-
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‘a)sﬂ Smgq and Araneta insist, this latter approach is
da:.n quite opposite to the concept of social boun-
[lm? so central to the definition of a community
Ideally, the communities in our pr
would be linked to the regional gm‘ep;n(;npgrff‘:ﬁ? OSEI
ary or heanhi center for referrals and special scrf"ic -
wo:ld establish a local supervisory health commilf:cs‘
:n would receive regular, frequent visits by lhé
calth center team at locations accessible to several
:'["‘)l,fg-u sl_lch as markets, schools or trading centers.
s additional on-.lhe—Job training which lraduionai
healers would receive to enhance their usefulness
the community health team would also be rovd:;
;or:nogh'cr members of the team. This is bascg onl the
rinciple reportedly pioneered by the Uni i
R e University rhage, toxemia and infec si
e S Wi?lcl:,r:)orc; :g eY{:;oun:e. Cameroon, care to avoid :elanutu:ﬁ?e‘c;fpms g vy g
roc el ! i %ander should develop family planning. These and OY:;‘HI ey, i
beuet oy o interdependence) TBA's are currently being dc:vclopc:l{unadp[-)r,oa‘:h‘:x ©
prjherdos il i A the Danfa Project in a rural area ¢ oy
qlt;‘;nces for planning activity. there lsg:ta:g:ocl?;;. p"gpli north of Accra, in Ghana “(L);’;"‘“"”"g o
sible specific actions focu . 1 - Mdentify and use selected traditi
car; b b exwriﬁn;}l[y"[acf::in?:\?‘ilil‘: (l:'»cdlco—rchgmus spccxahslspuac:j pljf‘f:il‘::f:fla:f::lﬂﬁ
o peri y tes Wi € COl t K /i : e
e evaluated. Such actions would include the follow- cxternzn;::lllla é::l;egu;;?napg;)gxhna:& map e
. - Psychiatrists in Afri
El.\s(:.“‘)gel;ca:mnff the Navaho in America [104]. a‘na«:i
e} ;’c f nldmg that traditional healers are res-
" l eeded, and that they can play an impor-
r‘lll role in rehabilitating and re-integrating chronic
Ea f:lls [I(‘)S]. It would be valuable to have such
Io\pf:m;sls‘auz?chcd as clinical associates and be
s r}c:f each health center and hospital. How-
o= ;’:s‘\? humc aides should be physically separate
hcald:ae:’ units so as not to interfere with (a) the
"cxpcciuncvg'?!::):]\],z?]lx lnf )lhc \aliuc process; and (b)
| ) ychiatry) or “placebo™ ef S edi-
F;r;c‘()r"xn-(hc outcome of lhcmr\!) [106]. ;g?!rz;x?r:;){c
. Ih;s ;ﬁgm]'ﬂanlﬂg with psychiatric aides is based
Acco[d;gnt- [a experience of modern health specialists.
Speordl .é.‘ i; ‘DrvT. A. Lambo of Nigeria. Deputy
L m“cm.: ‘:;: \‘mld Health Organization. 70-80",
—_— 5 > 0 come to doctors’ offices and <linics
Bl [“L:_crxng from any discernibie organic dis-
el 7] I\ndccd. mn view of the escalating
wc'v:;.w( ,'\ r vps(\;hmlnc services in affluent Western
T‘,n;am} d[rl—dw'he recent findings of ficld research in
h“k, E ' 3. 7). Kenya [8] and elsewhere, there 15
u Justification for assuming that African popula-
ons will not continue to require culturally-refevant
assistance in matters of psychological health )

health workers™ and vill
S age heaith counci
Slrot; many healers would be illiterate, they ‘rsn'[lhozh
,m atively more stable and less likely to mo ypd
l.:'r:xcr learning new skills. Literate assistants mxveh 5
Nhrccruncd from among undcremployea Sefol:j”
school leavers to maintain simple record s
statistics. +and by
3. Identify and train i

Ident traditional birth ar
(TBA's) with a goal gl’ perhaps providing at ch?anu
xrsonv with h_a:slc scientific midwifery skills per kg
bcu:r;{), Each TBA who completes the program cc;o‘:rl:’-
b couraged to take on responsibility for a youn,
Sl?l;lilrcnuc: Tra;‘nmg should be simple and emphz;sgi;

s such as the recognition and
prompt ref;

high risk cases and complications, particlf’larﬁi 6'_:‘:::0?‘

_1, ?s!ablish procedures and criteria which will
mit, in an atmosphere of mutual trust and re Pcf-
systematic evaluation of the basic knowled ot of
various kinds of traditional specialists, and (hcxrgj 2 x
nostic skills relative to the medical ﬂ.;SlSlanli nurldg'
and midwives currently responsible for medSIL‘&
government health services in the local area. The l'nlg
ter experiment would necessarily rcquxrc. se| ar:1:
diagnoses of the same patient s'uh_yecls The pprc t
aration, dosology, and efficacy of traditional hcrbpl
p':cparanons could also be included in this phase 3!
:’: program. A major problem all participants must
prepared to face immediately—once a decision ’
experiment with the cooperative approach is lakfn
h;; +iow 1o reconcile the different value svsxéms ::l
illne:;_ in the traditional and modern approaches to
> :
2. }l]dcnnfy and train one or more traditional healers
(e.g. herbalists) as health aides for each village. ha !
or mobile pastoral community. These "ni:; shm elli
normally be residents of the cor'nmunmc\v:hcx. scr(\m ‘
n':)l strangers and not salaried bureaucrats T;c\
‘sooluhld be selected by the community and responsible
© community they serve. Some workshop-ty
mstruction in hygiene. sanitation. first-aid prm;-d(n:::e
::: sis, and health education couid be provided in the
arest government or private dispensary or health
center. Traditional healers in the pmurarﬁ vmulddtlxI

mr,hj'l:p:rll_\ sun\mll \l(!&.‘k\i of drugs to communities.

i a "cost-plus” revolving credit basis. These
would be made available to health aides ‘m«j‘TB/\-‘
who have been taught and have demonstrated comr’c;

5 tency Cir pi er use. Table S, up
ained to give simple treatments at the point of mrm-‘c'”;h"" r“pf“ l“ g mU'eC“O st
and other materials o d be st
£ coul s"lC”.

first—and perhaps only—contact: :
immenization campaigns)A = l‘l‘a:iﬂa;;:le nm local  limited to the principal illnesses ; for example, malaria.
S e g v hd:’ I’\ lo' dis-  infant gastrointestinal disorders, scab P& "‘; a-
ool ek T n a central  choma. In hyperendemic du\casc. rb s the "d(
fairly recompensed by their con::nur hf-‘ could be  medications could be mpdm;-d 50 afg:‘:m. rl'hc ik
government remuneration should nm”;s:&d:j:»’??;xul{j‘ :ﬂdft‘gw:al e o m‘;llana :d::;:“s:gf:;
St T unte nd onchocerciasis. Th 5 “nomadic
comltatE St ‘;j‘l]x::':f i!;l:;wh%p}r‘undr\ care and to small villages :h:?!:‘cvf::\ l:cm"mad"‘; gmurzs'
are designed to encourage c;\mmuml i O. which * lated from otherwise available h'“-l h L'Omplueb fs‘
Y participation sonal weather are obvious, and :’:Q‘HIJC"#:“ o ‘es‘:
¥ i offer a maj

and self-help throu
gh the est: J -
stablishment of village incentive for cooperation by th t i
2 y the entire community.
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ing essential drugs is  absorb some of the surplus of unemployed secondary
hortages and  school graduates and leavers whose literacy skills
could be of great value in their communities

2. Substantially increasing the numbers of health

professionals (auxiliaries) at intermediate and lower
levels and. at the same time, giving them increased
responsibilities for medical care. They should be
assigned to work in their own communitics. or al
Jeast among their own ethnic group. Their training

: g 2
and subsequent service should include interaction
with traditional healers. This recommendation would
cffect a broader delegation of duties. thereby giving
more support to doctors. and also diminish the
topheaviness of the modern medical care hierarchy

P )
[111-113]

3. Increasing the in-country training of doctors
Their orientation would thus be attuned to the reali-
ties of local cultural norms, and to scarce technologi-
cal resources. This proposal would call for the estab-
lishment of new medical schools. even in very small
countries; and it would also require reforms in medi-
cal education curricula, appropriate to specific local
needs. most especially with regard to the use of
limited resources. Regional medical training programs

cg g prog
would be an extension of this idea—whereby a group
of medical schools of adjacent or nearby countries
would pool their postgraduate medical training pro-
grammes. Home-trained doctors would be better
& adapted than foreign-trained. more concerned about
3 . ioriti f munity Ith care. less frustrated
f The foregoing proposals to not radically disrupt or prioriies 03_cammunity health care | RN
3 = < with the lack of technological support. less likely to
‘reaten the traditional health care system. The pri- be exportable and. hence, to be lost in the “brain
: : : i . to be lost a
“mary orientation towards indigenous values is not drain“po
“ghanged in fostering reforms that promote increased 4 .
2 : g 4. Consonant with broadening the base of the pyra-
sell-reliance. It is not proposed that traditional medi- i :
% mid of health care providers would be the need 1o
S6inc should be regulated, but the question may be carefully integrate referral systems at each level of
“addressed: Should traditional healers be trained. cer- ¥ & S AT Bl B
i > " b7 care. Apart from members of the family. a patient’s
Yified, and licensed to practice? Most considerations ¢
3. first contact for health care would be with a village
gem strongly to disfavor control. although in the 3

: 2 health aide. Referrals would then proceed. if required.
minority of ethnic and community settings where tra- 5 %

S p up the hierarchy. at perhaps five levels from: (1) vil-
ditional healers do cooperate with one another, it s .

i lage health aide birth attendant, to (2) health agent or
“might be advantagecus to encourage them to form or ommunity nurses aide, 1o (3) nurse. medic T hssiéts
further develop professional associations [8.98]. and @ 2 = * 7 e AT
= < > ant. or clinical officer. to (4) general medical doctor,
a carefully constructed code of ethics [21]. However. s -

7 : and 10 (5) specialist medical doctor. The referral tiers
" regulatory management by government would be G . N S
~ alien to the fabric of traditional medicine. Barriers to would also be spatially organized through linked
-~ free access to traditional medicine would be deeply c_::::‘"\‘m: l:;“;:m}:“;:i T( %t;‘: ]:“:;‘d ‘: ‘:‘\j “'T "”"’:‘
< r SO¢ are: s « < o mini-
" fesented, both by the clients and the healers. Imple- 4 QUEPAEI ol 1he
~ mentation of a control scheme would be mpossible. % RS
. Wasteful of resources. and undesirable. In fact, regula-
§ tion should be avoided so as not to drive practitioners
¥ underground [110]
2 It would be much better to use incentives o recruit

jve approaches to supplyi
¢al need in view of the chronic s
unavailability of drugs in rural health facili-
to high product costs, inequitable distribution
direction of hospital-based curative services.
g management and misappropriation [108]. The
gharmacy concept, a decentralized system which
feportedly been successfully introduced in Camer-
would appear to have excellent potential and
fresents a model which other countries might profit-
ly emulate [109].

A flexible, rudimentary referral system could be
puraged using the community as the basic cell for
i care. Village health aides, midwives and
Wers would need established channels for sending

efractory and complicated cases, without fear of

Bicule or denigration. Presently there are no inten-
bal or formalized linkages between traditional
Blers, doctors and other modern health personnel:

wer, as we noted earlier in this paper, given the
portunity, people do resort to both systems.
Manned implementation of cross-system referrals and
erdependency would reduce the often acephalous
Blation characteristic of much traditional health

especially in rural areas. Existing spontancous

t flows would be guided. improved and. pos-
bly, optimized. Traditional medicine would thus be
ked to a larger national system and to technically
gigher levels of health care.

)1

mize aggregate patient travel an
more remote communities (0 be
rotation by a health team from the
center. Risks of mis-diagnosis and del
would have to be evaluated in benefit-cost terms
and train traditional healers and health aides. and to agmn;\ lhc: r.‘\.k o ?OI ilugnm]s . i” Trc}\\‘.mcnj o
Sive them a compelitive advantage over nonpartici- pfmn ilities at fower v.\cl\‘wr‘uld need to be categori-
g cally defined in terms of access to listed drugs. and so
Pating healers. Those not encouraged by such induce- e 5
ments would be free to practice at will: and their
~ presence would give the peasant an alternative, which
~ competition would be of some marginal value

Policy options which focus more directly on the
* modern health care sector must also be considered
= Among those 1o be evaluated are:

Inter-meshing with traditional healers would be
possible at the primary commumty level (village or
hamiet): and some healers might also be employed at
the regional health center. New categories of resident
village-leve! health aides might be developed. The
health agent who travels around an area by motor-

1. Substantially increasing the number of part-time  ized bicycle treating domestic animals could also be
. health workers (in addition to selected traditional trained to de-worm human subjects and give other
5 bealers) in line with principles recently outlined by treatments. The idea is not revolutionary it can be

turned around to recommend that health aides who

{:‘- Morlc) [81]. Here, also. would be an opportunity to
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treat humans should also be trained to treat animals,
since human health and animal health are closely in-
terwoven in the peasant world. Traditional herbalists
often treat domestic livestock as well as humans [23]1

Unstated but implicit in discussing health carr:.s‘;)
far, is (hc role of major public health programs Iin
prevenuv? medicine. It is known that the capping of
wells or the introduction of piped water supplicsgcan
reduce infant and child mortality quicker than any
free access to modern drugs: that large-scale control
programs for selected diseases such as smallpox. try-
panosomiasis, or onchocerciasis will transcend loca)l»
level heallhwc organization. However, the involve-
ment of efficient local level health care management is
indispensible to the success of capital intensive ‘large-
scale health schemes. Individual, village-level prc\*cg:-
tive medicine is absolutely critical, for example, in
areas olj infant weaning, nutrition, or schismsoml'asls
prevention. Thus, for our present purposes no differ-
entiations are drawn between public and preventive
medicine, large-scale or small-scale.

The dualistic and dichotomized health care systems
of the developing world seem ripe for modificati
a_nd mutual adjustment, especially given the dire sc:rn
city of economic resources. The health sector. per u:
must compete with agriculture, lranspor(auém, aﬁd.
other sectors for very limited development funds. The
example of China with its “barefoot doctors™ has been
much overworked. but nevertheless, China does suc.
cessfully. combine traditional and modern medical
practices. using local level health aides, both in rural
:;gcl:.'r’h:_nh:c;ungﬂ. with a spatially integrated referral
- v(‘h' uccesses in community health achieved

y the Chinese during revolutionary reconstruction
have since ch‘ to a quest for quality of care and
lengthened periods of training in all céxcgoncs (bare-
foot doctors now study for 2 years rather than lhrc:
?:::;":i)ahgell:] How much of their experience is

J ¢ across cultures and polities is an open
?uﬁjxgn. The Tanzanian experiment, with its decen-
tralized h services, may also be viewed in ihis
light. Cuba’s polyclinics are primarily addressed to
urban and semiurban populations. Whereve} one
{:;c:ks there are health care delivery modes or models
s ::::lpl:)lznf\dvms agamst their simplistic pursuit

Culturally adapted local and regional solutions.
modifying the status quo ante. are recommended.
Paramount would be some integration of the tradi-
tional and modern systems. This would reprc\cl;l .
diffusion downwards of modern care and a diffus 8
upwards of traditional care. In Africa. scatt Irog
altempts at experimenting with ideas in nr;x\ \‘enc:r
currently being tried out and a synoptic Vrruc‘w .
urgently needed to evaluate these and other novel a :;

experimental experiences o
In summary, it is argued that countries of Africa
:n.d (hz; de\ch»pi‘ng world in general do (hcm\c‘hc:a
hl?Sij“.‘C by _ofhcnal]) ignoring traditional medicine.
y excluding it from the central planning process -mi
by not cqn.\ldcnng its partial or fuller mcurpnr;u‘x v:x
as a public policy option in health care planning o
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