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World Bank and India’'s Health Sector

1. Background

The World Bank’s involvement with India’s health
sector dates back to 1972 with the funding of the First
IndiaPopulation Project (1PP). Between 1972 and 1988,
the World Bank (WB) funded five India Population
Projects. During thisperiod, the Bank’ srolewaslimited
to helping thegovernment of Indiaimplement its Family
Welfare Programme. According to areview of Bank’s
activities carried out in 2002, the Bank did not have
much influence on the direction of these programmes

Q).

After 1987, following a reorganisation in the Bank,
sectoral work began to gain more prominence. A number
of studieswere carried out on India shealth sector and
in 1992, the Bank funded thefirst free-standing health
project. Currently (2007), there arefive specific disease-
control projects (Cataract blindness, leprosy, TB,
malaria and HIV/AIDS) and nine health system
development projects being supported by the World
Bank.

Thenine health system devel opment projectsarebeing
implemented at the state level, and aim to reform the
health sector in fundamental ways. This paper focuses
on the health system development projects and the
changesthat they have attempted to bring about, and
the outcome of these projects where these have been
completed and end-of project evaluation documents
areavailable. Theinformation presented drawsmainly
on World Bank Project Appraisal and Evaluation
documents.

State Health System Development Projects provided
the Bank “with an opportunity to influence more
fundamental determinantsof how public health system
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works, to do at the level of the states, which are
responsible for health care, and where the Bank can
have more leverage than is possible at the national
levd” (1, p.73).

A 1997 document of the World Bank makes
recommendations for policy directions to be adopted
by State Health Systems Development Projects
(HSDPs), and an examination of the project components
of HSDPs show that most of these weretaken on board.

Some important recommendations were that State
governments should:

Develop Essential packages of servicesto be

publicly funded. These should bebased , among

other factors, on considerations of cost-

effectiveness of and large positive externalities

of interventions

Create an enabling environment for greater

private sector participationin health, through for

example

o fostering public-private partnerships

0 promoting the expansion of the private sector
especially where they have comparative
advantage, such as super-specialty and
support services

o providingincentivesand devel oping schemes
to finance, train and integrate private
providersin case-finding, diagnostics and
treatment for priority health problems

Increase opportunitiesfor contracting out of non-

clinical and clinical services, becausecontracting

was “more efficient and effective than directly

hired labour” (2)

2. Componentsof State Health Systems Development
Projects

The first state level project was the Andhra Pradesh
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First Health Referral System Project, implemented
during 1995 -2002. The objectives of this project were
to:

“Improve efficiency in allocation and use of health
resources through policy and institutional
development

Improve systems performance of health care
through improvementsinthe quality, effectiveness
and coverage of health services at the secondary
level to better serve the neediest sections of
society” (3, p.15).

A series of policy reforms were spelt out in a Health
Sector Development Policy Statement of the
government of Andhra Pradesh (AP), towards
achieving the first objective. Investments were to be
madeinimproving physical infrastructure and clinical
quality and effectiveness in the 21 district hospitals
and 49 Area hospitals and 80 Community hospitals.
Assessment of the first objective wasto be based on
timely implementation of the policy reforms. The second
objective was to be assessed through a set of
indicators of hospital activity, efficiency, quality and
accessindicators (3).

As part of policy reforms, user fees levied were to be
increased at all levels of hospitals for outpatient
services. While there is mention that the introduction
of user fees was to be done “while protecting the
poorest section of society”, criteria for exemption of
the poor were not clearly spelt out. Another source of
revenue generation was to be through setting up
special outpatient clinics and diagnostic services for
the private sector.

The proportion of pay-ward bedswasto beincreased
to at least 20% in all district and Area hospitals. The
project was to add incremental beds to district and
Areahospitals, and 65% of these were to be all ocated
as paying beds. Paying beds were to be of three
categories. A, B and C, and the bed chargeswereto be
Rs50, Rs30 and Rs 5 respectively. However, only 20%
of the paying beds were to be Category C, thus
reducing the proportion of beds available for low-
income groups that are not below the poverty line.
Thosein Category A and B beds were also to pay for
maj or and minor surgeries. Drugs, disposables, X-Rays
and ultrasonography wereto be charged separately (3,
Annex 4).

Contracting-out of services to the private sector was
to be actively pursued. In terms of involvement of the
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private sector in health, the document talks mainly about
monitoring the quality of services and improving
referrals between the private and public sectors.

Another reform measure was to maintain the share of
allocationto healthinthe government budget “ at | east
at current (1994) levels’, and increasing the allocation
for primary and secondary care ascompared to tertiary
care (3).

The Andhra Pradesh Project was followed by the
Second State Systems Project covering West Bengal,
Karnatakaand Punjab, implemented starting 1996. The
main objectivesof thisproject werevery similar to those
proposed in the Andhra Pradesh project, and included
maintai ning the share of allocation to healthinthe state
budget and increasing the proportion allocated to
primary and secondary care levels; expanding access
to health care for the neediest sections of society;
increasing user charges for outpatient and in patient
care and increasing the proportion of paying beds;
encouraging contracting out especially of “support
services’, and reviewing therole of the private sector

4.

However, therewere someimportant differencesinthe
Second State Systems project as compared to the AP
project especially where the role of the private sector
was concerned. In Karnataka, the proposal was to
developalegidationtoregulateall medical institutions,
public aswell asprivate. In Punjab, regulationswereto
be implemented to improve service quality, and the
Nursing Home Registration Act wasto beimplemented.
Further, the private sector was to be “encouraged to
invest in health”. In West Bengal, the Clinical
Establishment Act of 1950 and Rules of 1951 were to
bereviewed and amended as necessary and the private
and NGO sectors were to be monitored for quality of
care (4).

Health Systems Development Projects were
implemented in Maharashtraand in Orissastarting 1998,
with the same objectives asthe Second State Systems
Project. The project appraisal documentsfor both these
projects also contain detailed discussions on raising
revenue through user charges “while protecting the
poor”, and al so mention monitoring and regul ating the
private sector (5,6).

Uttar Pradesh wasthe next stateto implement aHSDP,
starting 2000. The proj ect appraisal document mentions
the setting up of apublic-privateforum on health care,
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“to develop an agenda for common action”. Further,
private sector partnership was to be encouraged in
training and manpower deployment (7).

The language of the Rgjasthan and Tamil Nadu HSD
Projects (2004) changes substantially from those of
the earlier projects, with “access to the poor” being
mentioned as an important project component, rather
than resource allocation, efficiency or effectiveness
(8,9). InRajasthan, community-based healthinsurance
schemeswereto be piloted. Public-private partnerships
wereto be devel oped and implemented, not only with
the NGO sector but also with the private for-profit
sector for non-clinical services, diagnostic and
pharmacy services (8).

The components of Tamil Nadu's HSDP were very
different from those of the previous State Systems
Projects. Itsfour major components were:

Increasing accessto and utilisation of services
by the poor: Reducing maternal and neonatal
mortality, improving tribal health and
facilitating use of hospitals by the poor and
the disadvantaged

Developing effective model s to combat non-
communicable diseases and accidents:
Supporting health promotion; Pilot-testing
clinic-based NCD control; Traffic injury
prevention and treatment

Building capacity for oversight and
management of the health system: Improving
monitoring and evaluation, quality of care;
Strengthening health care waste management;
building capacity for strategy development
and implementation

Improving the effectiveness and efficiency of
the public sector in delivering essential
services: Rationalisation of secondary care
hospital sand of equi pment; Human resource
planning and development; Enhancing
management of public facilities (9)

As part of the last component, several packages of
public-private partnerships with the NGO and private
for-profit sectors were proposed by the project, and
included contracting out not only support servicesbut
also some clinical services, health insurance projects
and counselling services (9).

Overal, HSDPsin al nine states have some common
features, such asintroduction andincreasein user fees
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in public hospitals, encouraging private sector

participation in health through a series of policy
actions, increasing quality, efficiency and effectiveness
of services and expanding accessto care for the poor,
SC/ST population and women. All HSDPs also mention
the commitment to at least maintain at current levels
theproportional allocationto healthinthestate budget
and the allocation to primary and secondary levels
within the health budget.

3. Assessment of Outcomes of HSDPs

Six of the nine HSDPs have been completed: Andhra
Pradesh, West Bengal, Karnataka, Punjab, Orissaand
Maharashtra. There exist “Implementation completion
andresults’ reports, summarising the achievements of
these six projects (10-13). In addition, a recently
completed World Bank discussion paper provides
information on equity effectsof quality improvements
inthe Uttar Pradesh HSDP (14). The descriptionin the
following paragraphs on outcomesof the State HSDPs,
are based on these reports.

It is important to mention here that the project
completion reportsdo not contai ninformation on many
of the indicators set out in the project appraisal
documents at the beginning of implementation. For
example, some states do not have a break-down of
service utilisation statistics by SC/ST, women or
popul ation below poverty line, although thisis one of
the major objectives of the project. Where data are
presented, it is not always clear how these were
collected and the period and sampl e that they pertain
to. Thereare someindicatorsthat are not well defined.
For example, “Increase in the number of admission to
institutionsunder the project dueto pregnancy-related
complications to increase by 5 percentage points by
midterm review and 15 percentage points by end of
project” —itisnot clear whether the denominator isall
inpatient admissions to project institutions, or all
pregnancy-related admissions to project institutions.
As aconsequence, it is not easy to compare data for
such indicators provided in the Project Completion
reports with other sources of information, or even to
compare data across various HSDP projects.

a) Allocation to Health in State Budgets

One of the objectives of HSDPs was to maintain the
proportional allocation to health in state budgets. As
Table 1 shows, thisobjective hasnot been achievedin
three states, and just achieved in three others. Overall,
the share of health in the state budget remains below
5% in all the states.
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Table 1. Changesin Budgetary Allocation for Health

State BaseLine (% of End of Project Source

State Budget) (% of State Budget)

IAndhra Pradesh 4.3 (1997) 45 (2001) (10
Karnataka 6.0 (1996) 4.3 (2003) (11
West Bengal 3.5(1996) 3.8 (2003) (11
Punjab 6.0 (1996) 4.0 (2003) (11)
Orissa 2.7 (1998) 2.8 (2006) (12)
M aharashtra 3.2(1999) 3.38 (2005-06) (13

b) Increase in Share of Resources Allocated to
Primary and Secondary Health Care

A secondimportant objective of HSDPswastoincrease
the share of health resources allocated to primary and
secondary care. This was in order to improve health
system efficiency, onthegroundsthat treating a patient

at alower level facility (when appropriate) ismore cost-
effective. Barring West Bengal, the share of allocation
to primary and secondary care has increased in the
remaining five states. It is not clear, however, whether
the*total health budget’ includesal sothe HSDP project
fund, most of whichwasfor infrastructural investments.

Table 2: Changesin Allocation of Health Resour cesto Primary and Secondary Care

State Baseline End of Project Source

(% of Health Budget (% of Health Budget (Allocated to Primary

Allocated to Primary and Secondary Care)

and Secondary Care)
IAndhra Pradesh 63.0 (19%4) 71.0 (2001) (10
Karnataka 57.5 (1996) 90.1 (2003) (11
West Bengal 84.3 (1996) 80.8 (2003) (11
Punjab 55.0 (1996) 64.3 (2003) (11)
Orissa 83.0 (1998-99) 85.0 (2002-03) (12)
M aharashtra 79.8 (1999) 80.0 (2005-06) (13

¢) Expanding Access to Health Care, Especially for
the Poor and SC/ST Populations and to Women

All HSDP project completion reports indicate a
substantial risein thetotal annual number of inpatients
and outpatientsin public hospitals (10-13). For example,
in the 160 secondary hospitals covered by HSDP in
Andhra Pradesh, the number of inpatients increased
from 0.6 millionin1995to 1.2 millionin 2001, and annual
number of outpatientsincreased from 9 million to 18.2
million during the same period (10). In West Bengal,
Punjab and Karnataka, the percentage increase in
number of inpatients in project hospitals were 30%,
65% and 84% respectively, and the corresponding
figuresfor increasein outpatientswere 45%, 112% and
72% respectively (11). In Orissa the increase in
outpatient attendance was 72.5% but no specific
information onincreasein inpatient admissionsisgiven

(12), while for Maharashtra, the increase in outpatient
attendance is said to be “substantial” (no figures are
given), and no information is available on overall
inpatient admissions, but the number of surgeries are
reported to have increased continuously (13).

Information on utilisation by the population below
poverty line, SC/ST population and women is limited.
For Andhra Pradesh, thereisamention that 75% of the
“beneficiaries” were below poverty line, 18% of
inpatients were SC/ST (10). For Orissa, there is no
breakdown of usersby sex, casteor poverty level (12).
In Maharashtra, the proportion of women among
outpatients increased from around 30% at baseline to
50% at end of project, but the targeted increase from
10% to 15% for ST population was not achieved. The
report fails to mention the actual percentage change
(13). West Bengal, Punjab and Karnatakado not report
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on proportion of Below Poverty Line (BPL) population
or SC/ST population among inpatients or outpatients.

Information on changein the proportion of institutional
deliveries is fraught with ambiguities. Institutional
deliveries“increased by 36%" between 1996 and 2001
—itisnot clear whether theincreaseisasa proportion
of al deliveriesin the state, or as a proportion of all
admissionsto the hospitalscovered by the project (10).
The Orissareport statesthat therewasan 81% increase
over the baseline in the number of deliveries taking
place in project institutions (12). Deliveries as a
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proportion of inpatient admissionswas 12% in project
hospitals in Maharashtra at baseline, and did not
increase beyond 14% at the end of the project (13).

Dataareavailablefor four of six states on the share of
institutional deliveriesintotal deliveries, and share of
institutional deliveries by public and private sector in
1999 and 2003, a period covered by HSDP projects:
West Bengal, Punjab, Karnataka, Andhra Pradesh
(Table 3). Similar information is also available on
institutional deliveries among the poorest group are
also available for these same states (Table 4).

Table 3. Institutional Deliveriesin Selected States, 1999-2003

State Shareof IDsin Share of IDsby Shareof IDsin
Total Deliveries Public Sector Private Sector
1999 2003 1999 2003 1999 2003
Karnataka 49 53 55 3 45 67
West Bengal 37 49 77 74 23 26
Punjab 42 46 97 26 3 74
Andhra 46 59 35 3 65 67
Pradesh °
Source: (11)
Table4: Ingtitutional Deliveries by the Poorest Groupsin Selected States, 1999-2003
State Shareof IDsin Share of IDs by Shareof IDsin
Total Deliveries Public sector Private Sector
1999 2003 1999 2003 1999 2003
Karnataka 30 30 7 75 23 25
West Bengal 16 27 92 93 8 7
Punjab 20 24 91 21 9 79
A.P. 29 33 48 a7 52 53
Source: (11)

It can be seen that the proportion of institutional
deliveries among all deliveries has increased overall,
and al so among the poorest group except in Karnataka.
In every state, the share of institutional deliveriesin
the public sector has declined during the project period
and that of the private sector has increased, the
increase being particularly dramatic in Punjab. Further
probing is needed on what lies behind this change
within aperiod of four years.

For poor women, the public sector still remains the
main delivery service provider only in two states:
Karnataka and West Bengal, while a little more than

half in AndhraPradesh and the vast majority in Punjab
who have institutional deliveries seek care from a
private facility. Factors underlying the lower use of
publicfacilitiesin thesetwo stateseven by the poorest
group need to be investigated.

d. Improvement in Quality of Care

Inall six states, considerable investment hasgoneinto
developing infrastructural facilities —better buildings,
more beds, more equipment and drugs and more
facilitieswith vacanciesfor health providers' positions
filled (10-13).

Information of improvement in actual quality of care:
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waitingtime, privacy, adequatetimespent with provider,
drug availability and availahility of diagnostic services
when needed; quality of patient-provider interaction—
are nowhere to be found.

A feeblemention of some* client satisfaction surveys’
is made in all reports. These “suggest increase in
satisfaction” with afew featuressuch ascleanlinessor
drug availability. No mention of proportion of clients
expressing satisfaction, profile of those satisfied versus
those not satisfied and the specific aspects of care
which patientsfound to be better after the project was
implemented (10-13).

A study of the Uttar Pradesh HSDP (before end of
project) showsdifferencesin the proportion of satisfied
clientsby incomelevel, andto asmaller extent, by caste
status. Between 1999 and 2003, mean patient
satisfaction scoresdeclined for all sections of patients,
with the decline being steepest among the lowest 40
percent of the population (14).

e) Collection of User Fees

Thisisreported to bevery successful inall states, with
collections from user fees increasing many-fold even
inreal terms. All states exempted those bel ow poverty
linefrom user fees. Theincreasein user fees collected
at 149 secondary hospitalsin APincreased fromRs0.1
millionin 1995 to Rs 18 million during April-December
2001 (10). In Punjab, theincrease wasfrom Rs4 million
to Rs 120 million in 2003 and in Karnataka, from Rs 3
millionin 1997 to Rs 145 millionin 2002 (11). In Orissa,
the increase was from 3.8 million rupeesin 1998-99 to
26.3 million rupeesin 2005-06, in rea terms (12). West
Bengal and Maharashtra only mention increases but
no figuresare given.

f) Involvement of the Private Sector

None of the project completionreportsgiveany details
of the work with the private for-profit or not-for-profit
sector.

In Andhra Pradesh, all 160 upgraded secondary
hospitals contracted out at least some non-clinical
services such as cleaning and facility maintenance
(100% of facilities), laundry and security 980%) and
ambulance services (63%). These are said to have
“reduced costsand increased efficiency markedly”, but
no supporting evidence is provided for reaching this
conclusion (10). Regulation of the private sector, review
of existing legislations and implementing new ones,
monitoring quality of care in private sector facilities
were among objectives mentioned in the Appraisal
documents for the other five states (West Bengal,
Karnataka, Punjab, Orissa and Maharashtra), but the
project completion reports are silent on these aspects.
It isaso not clear whether or not steps were taken to
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encourage/promote the private sector’s participation
through new partnerships and so on.

3. Discussion

Fromitsown project completionreports, it may be seen
that the World Bank funded State HSDPs have had
limited success. One of theissue of concernisthelow
proportion of allocationto healthin state budgets, and
actual decreasesin somestatesinthisproportion. Once
funding fromthe project comesto an end, thereislikely
to be a mgjor financia crisis in the health sector of
these states.

Another issue of considerable concern is that after
substantial investment ininfrastructural improvements,
and whilefiguresshow increasein numbers of users of
public facilities, the proportion seeking delivery care
inpublicfacilitieshasfallenin all HSDP states. At the
sametime, alarge proportion of poorer women seeking
institutional delivery are dependent mainly on public
sector facilities. Does this mean that HSDPs have
resulted in better targeting of delivery services to
benefit the poor? What proportion of poor women are
unableto use even the public sector facilities because
of costsinvolved? We need studies to examine these
aspects.

The equity implications of HSDPs are not at all clear,
because so little datahas been collected on this aspect.
Likewise, information on changesin quality of careis
also scanty. Not much isknown about the functioning
of contracting services and of any steps taken to
regulate the private sector. Failure by the project to
track information on salient indicatorsrel evant to assess
project outcomes is surprising and not acceptable for
projects of such scale.

Overall, after completion of the project, state HSDPs
appear to have contributed most to the increase in
infrastructural facilities and increase in collection of
revenuethrough user fees. Theissue of user feesneeds
to be considered at some length.

Econometric studies based on household survey data
have found that vul nerable groups without access to
financial resources —e.g. adolescents, elderly, and
women not engaged intheformal economy have greater
priceelasticity for health care services as compared to
therich (15). Thismeansthat whenfeesareintroduced
or increased, these groups of people will be
discouraged from using health services- both
preventive and curative. Thisin turn has both equity
and efficiency implications. The poorer and vulnerable
groups experience an increase in adverse health
outcomes, seeking care in more advanced stages of
illness and becoming more impoverished. In addition,
because of the seriousness of the problem when people
finally present to the health services, the cost to the
health system and to the households will be greater.
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Widening inequalities following the introduction of
user fees is well documented in China. According to
the 1993 National Health Services Survey, 60% of rural
patientswho had not complied with physicians’ advice
of hospitalisation reported inability to afford the costs
asthe main reason. It is estimated al so that 30-50% of
rural householdsliving below the poverty line became
impoverished because of illness (16).

Accordingto WHO if equity isthe objective, user fees
“should not be chosen as source of financing except
for low-cost relatively predictable needs...and should
not be used unless no other alternative is available’
(17, p.99).

Eventhe World Bank, the main proponent of user fees
now recognises that fees can have adverse
consequences for the health of the poor. The chapter
on Health, Nutrition and Population in the Bank’s
Poverty Reduction Strategy Paper (PRSP) Source Book
clearly statesthat alternative mechanismsto user fees
should beactively sought, and where user feesbecome
necessary because of budget constraints, ‘ feescan be
designed such that they do not create barriers at the
point of use for the poor, through the use of waivers,
prepayment, credit or other options (18, p. 222).

The extent to which the poor and vulnerable groups
have been protected through exemptionsfrom user fees
needs to be studied, since studies from several
countries indicate that the poorest often do not have
the resources to establish their poverty.

In the light of the above evidence, it is important to
study the consequences of increases in user fees for
hospital services for access to care by vulnerable
groups, especialy in states where user feerevenueis
reported to have increased severa fold: e.g. Punjab
and Karnataka.

In conclusion, state HSDPsfunded by theWorld Bank
do not seem to have contributed significantly to
increasing allocation to health, improving quality of
careor expanding accessto vul nerablegroups, and may
have several negative consequences. Thereisan urgent
need to document peopl€’ s experiences with the health
care system and to draw attention to the adverse
implications of HSDPsfor peopl€’ sright to health care.
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The Independent People' s Tribunal on the World Bank Group in India
September 21-24, 2007, Jawaharlal Nehru University, New Delhi

Over the past few years, several groups have
systematically come together to closely monitor the
World Bank’s functioning in India, especially with
regard to its Country Assistance Strategy; itsreview
of itssocial and environmental standards; itsproposal
of using Country Systems in lowering regulatory
standards, etc. As part of this process, it has been
considered important to undertake a broad-spectrum
enquiry into the World Bank and the functioning of
its allies and to review their impacts nationally. This
isthe origin of the Independent People’ s Tribunal on
the World Bank Group in India.

The purpose behind the Tribunal isto provide ajust
and unbiased forum for people who have faced the
impact of projects and policies funded or promoted
by the World Bank Group. The Tribunal is an
opportunity to expresstheir grievances and propose
alternatives. Given what seemsto betherecord of the
projects funded and promoted by the World Bank in
terms of human rights violations and environmental
degradation; the feeble response of these agencies
and the Indian government to proposal s and appeal s
by the people of Indiato reconsider its projects and
approaches, it istimeto examineand judgetheir claims
to serving the wider public interest. The chief focus
of thisexercisewill beto study theimpact of theWorld
Bank’s policies and projects as it is increasing its
influencein all directionsencompassing the country’s
economy aswell asitseducational, social and cultural
fabric.

Inorder toformalizethe process, several consultations
have been done with groups, individuals and
organizationsin various parts of the country. At the
National Consultation on Housing and the Urban Poor
held in Mumbai in October 2005, where over two
hundred groups participated, acall wasissuedto take
forward this process.

Terms of Reference
The People’s Tribunal will look in to the national
impact of the World Bank and its allies on:

1) Vulnerable communities, including women,
children, dalits, minorities, adivasis, workers, fisher
folk, and farmers;

2) The environment and human rights;

3) TheWorld Bank* sagendaand whether itislargely
influenced by transnational corporate interests;

4) Financial indebtedness and loan conditionalities’
effectson social sectors (food, health and education),
particularly in terms of poverty alleviation and

reduction of inequality;

5) Transparency, corruption and accountability within
the government, the private sector and NGOs;

6) Governance (role of bureaucrats, consultants and
technocrats), sovereignty and democracy;

7) Conflicts, including militarisation. Some of the key
guestions that the Tribunal hopes to address are:

* How do the WBG and other IFls influence or
determine government policies, particularly those
affecting the poor? What domestic policies have they
changed to the detriment of those living in poverty?
Has the policy reform process been democratic? Are
IFIs part of a ‘behind-the-scenes parallel
government’ ?

» Are the World Bank and other IFIs serving the
welfare of the Indian people, especially the poor and
vulnerabl e sectors on whose behalf they claim to act?
Or, arethey acting to safeguard the interests of other
actors, such as transnational corporations, the U.S.
government, bureaucrats, the governing elite, and/or
their own financial health?

« After operating in Indiafor so many years, why do
the WBG and | FIs continue to provoke criticism from
grassroots organizations and NGOs that claim they
contribute to environmental degradation,
displacement and human rights violations?

» Why are ministers and bureaucrats in central and
state governments so anxiousto enter into contracts
with the WB and why do they sanction sovereign
guarantees? |s there an element of corruption and
kickbacks involved in the granting and accepting of
WB loans? Whether the key officials and decision
makers of the country have been compromised and
placed in aconflict of interest situation by the World
Bank and its affiliated agencies offering them jobs,
consultancies, contracts, travel grants, etc?

* How have WB contracts contributed to the
indebtedness or bankruptcy of the central
government and various state governments?

* How has the WB’s role as a “ knowledge provider”
impacted both the process and the results of
policy-making in the country?

More details are at <http://worldbanktribunal.org/>
For those wanting to depose related to the health
sector, please contact :

Chinu Srinivasan at <sahajbrc@yahoo.com >and/or
<sahajbrc@icenet.co.in>
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ThisisNot a Story about Binayak Sen

Thisis not a story of the fifty plus Children’s doctor
Binayak Sen from Raipur, Chattisgarh whoisat present
languishinginjail under draconian provisionsof alaw
which hasdeclared hima‘terrorist’ because he had the
courage to speak truth to power.

Thisisnot meant to beastory of two young daughters
of thismanwho are eagerly waiting for their father who
isoneof their closest friendsand with whom they have
shared all secrets of the world.

Thisisnot astory of 1llina, whose companionshipwith
Binayak exceeds more than three decades, and who
recently penned down her experiences at thejail gate,
whereordinary people - who want to have aglimpse of
their near and dear ones lodged in the jail - are even
robbed of their last Penny by the custodians of law
and order.

This is also not a story of those kids from nearby
villages who joined a protest demonstration held in
Raipur to expresstheir bewilderment over the arrest of
their doctorunclewho usetotell theminteresting stories
when he could find some free time at the community
clinics.

Thisisalso not meant to tell you my first meeting with
this gem of a man way back in 1981 in Dalli Rajhara,
District Durg wherethelegendary Shankar GuhaNiyogi
had charted anew path in worker’ sstruggle and where
theideato start a Shahid Hospital - a hospital started
by workers of the minesfor the other toiling masses of
the area - was germinating then.

Thisisalsonot astory of theinstitution called Christian
Medical Collegeat Vellorewhichfelt honouredto have
produced a student of such calibre and felicitated him
for his conscious decision to work for the poor and
downtrodden.

This is aso not a story of the manner in which ex-
students of this college who are spread in different
parts of the world have taken the initiative to mobilise
the medical community of the world to tell the powers
that be that the proper place for a children’s doctor
should be among childern and their parents and not
the confines of ajail.

Thisis aso not a story of the work Dr Sen did as an
adviser to the community health scheme of the state

'Reproduced from <http://www.kafila.org/2007/07/05/this-
is-not-a-story-about-binayak-sen/>. Published by Subhash
Gatade at July 5, 2007 in Genders. Tags: No Tags.

-Subhash Gatade!

called ‘Mitanin’ nor a description of the program
wherein hewas awarded the prestigious Paul Harrison
award for hiscommendablework in community health.

This is also not a story of the appeal sent by world
renowned individualJactivists like Noam Chomsky,
Romila Thapar, Irfan Habib etc. who felt * dismayed’ at
the ‘continued detention of Sen’ and who have
demanded that all charges against Dr Sen be dropped
immediately and he be released forthwith.

Of course nor it is a report of the widening ambit of
state harassment which today includes Illina Sen,
Gautam Bandopadhyayaand Rashmi Dwivedi, Rgjendra
Sail - members of People’'s Union For Civil Liberties
and other organisations who have refused to bow
before the machinations of the state machinery. It is
the same state machinery which has acquired the
dracula like qualities of bumping off innocents and
which did not have any qualms going to theridiculous
extent of arresting Dr Senasan ‘ emissary of anaxalite’
when the said meetings were held in the presence of
police themselves.

Thisis not a critique of the manner in which a broad
section of the media preferred to toe the government
line and putting all journalistic ethical norms to the
winds presented sensational, juicy storiesto demonise
this ex-adviser to the state government on its
community health schemes.

Thisisalso not astory of the frightening message on
wireless sent by a Superintendent of Police stationed
inoneof those‘troubled districts' in Chattisgarhitself
which clearly instructed the armed police to target
journalists, individuals who seem to be overzealous
about the question of human rights.

This also does not deal with the so called Peace
Campaign called Salwa Judum- where asection of the
tribalshavebeen armed at the behest of thegovernment-
who have become alaw unto themselves, where they
have been found to be burning villages and abusing
their women. It also does not deal with the manner in
which this‘ Peace Campaign’ has uprooted more than
40,000 villagers and placed them in camps along the
road, reminding peopleof thefailed “ strategic hamlets’
used by the US miilitary in South Vietham more than
forty years ago.

The following writeup does not intend to once again
bring to the fore the grief of a mother called Madiyam
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Soni (there arethousands of such women ) from anon-
descript village Ponjer whose son’s life was snuffed
out by the security forces and whose body wasfound
withsimilar eleven bodiesat aplace called Santoshpur
much farther from her village.

Tobevery frank al suchinsignificant sounding details
about ordinary peopl€e's ordinary lives, their travails
and tribulations, and the response of the powers that
be towards their attempts to aspire for a normal life
with dignity is not the crux of this writeup. One very
well knows that neither do they carry any import for
the custodians of this country nor the articulate
sections of our society. Perhaps all such details from
the hinterland of India are meaningless for the young
generation also which isbusy networking with friends
from the other part of the globe .

Thisisin fact a story of all those people who have
rather stopped thinking about all theserel evant things.
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Thisisinfact astory of the continuous bombardment
of messagesthrough various channel swhich hasrather
desensitised a greater |ot among us towards the
mundane looking sufferings of the people.

Thisisin fact astory of the criminal silence which al
such stories, reports normally encounter - may it be
the declaration of achildren’ sdoctor as*‘ Public Enemy
No. 1’ or for that matter fake encounter killingsin some
hinterland of India.

Thisisin fact astory of reassessing whose lives we
should value and prioritize.

Thisisin fact a story of getting ready to ask some
discomforting questions about the system in which
welive,

Perhapsthe need of the hour seemsto be starting with
asimple query : When would the two daughters meet
their father ?

Free Dr. Binayak Sen, Immediately!

[Analytical Monthly Review, published in Kharagpur,
West Bengal, India, isasister edition of Monthly Review.
Its June 2007 issue features the following editorial. —
Ed]

Some of the respected friends of Analytical Monthly
Review haverecently argued to usonthebasisof various
election results that the threat of Hindutva fascism has
abated, if not disappeared. Wearenot persuaded. Rather,
it seemsto uson the basis of eventsin Chhattisgarh that
amore dangerous and virulent form of fascism, marked
by analliance of the Hindutvafascistswith domesticand
international capital, union-level Congress officials,
security commanders, andthejudiciary, isemerging right
inthe heartland of India.

The renowned public-spirited paediatrician Dr. Binayak
SenisGenerd Secretary, People sUnionfor Civil Liberties
(“PUCL"), Chhattisgarh and the Vice-President, National
PUCL. He was arrested May 14th, 2007, under the
provisions of the Black Laws (The Chhattisgarh Special
Public Security Act [CSPSA], 2005, and the Unlawful
Activities [Prevention] Act, 1967 as amended in 2004).
The CSPSA, acreation of the Manmohan Singh regime,
providesfor arbitrary detention backed by an “ ouster of
jurisdiction” clauseprovidingthat action under the“ Act
by any officer authorized by the government for this
purpose or by the District Magistrate shall not be
questioned before any court.” The charges are farcical:
mestings with Narayan Sanyal, an imprisoned |leader of
the Communist Party of India(Maoist) that took placein
jail and in the presence of ajailer. For those who argue
that preservation of thesafeguardsof civil libertiesjustify
theallianceof secular forcesrepresented by the* common

-Analytical Monthly Review

minimum programme,” the arrest should beacrucial test.
Theissueraised cannot bemore serious: isthe defense of
civil libertiesitself now to bemade criminal ? Thisoutrage
is no aberration that, if ignored, shall resolveitself. The
Chhattisgarh context isamicrocosm of today’ sIndia

Tribal lands are the most sought after resources now.
They areforested, richwith mineral resources (80 per cent
of Indid s minerals and 70 per cent of forests are within
tribal areas) and also the site of significant plans for
industrial growth. The triba districts of Chhattisgarh,
Orissa, Jharkhand, Karnataka, and Maharashtra are the
destination of us $85 hillion of promised investments,
mostly in steel andiron plants, and mining projects. This
investment will require huge amount of lands, crucial for
the survival of tribal people. All these states have
movementsdemanding therightsof tribal peoplestoforest
produce and against land acquisition. The state
governmentssay theseprotestsareNaxal-inspired. L ocal
people say, however, that they aretrying to protect their
land, forests, andlivelihood. Indeed thereisastrong Naxal
presenceinthesestatesandin Chhattisgarh; itsstrength
today isthe result of theadivasi struggleto protect their
rights, not its cause.

Within afew years of itsinception in the year 2000, the
state of Chhattisgarh entered into 53 memoranda of
understanding with international and Indian companies.
Accordingtoofficial report, 9,620 hectares (23,774 acres)
of landisalready under the processof acquisition. There
isdemand for more and moreland and forest areas.

All thelarge cement producershaveasignificant presence
inthestate, including AV BirlaGroup (Grasim Industries,
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Ultratech Cemco), Gujarat Ambuja Cement, ACC and
Lafarge. Metal sand mining operationsin thestateinclude
Essar Stedl, Jindal Steel and Power Ltd, South Eastern
Codfields Ltd, and others. Plans for new or expanded
steel and aluminium plants in Chhattisgarh that would
require land acquisition have been announced by SAIL,
Jindal Steel, Monnet Ispat Ltd, Visa Industries Ltd,
Bhushan Ltd, Sanvijay Rolling & Engineering Ltd,
BALCO, apart of theV edanta Resources Group, Bajrang
Power and Steel Industries Limited, SKS Stedl Limited,
Raipur Alloys & Stedl Limited, and Ind Synergy Limited.

Subsidiaries of the giant global U.S. AES Corporation are
setting up a coal-based power plant in Chhattisgarh and
will undertake coal mining for captive consumption. AES
has been condemned for environmentally abusive
projects from Uganda (the planned destruction of the
Bujagali Falls) to Panama (rainforest destruction). In
Argentina, AES claims that under international law a
“sweetheart” deal it had with aprior (and now universally
acknowledged to be corrupt) government cancels the
nation’slaws.

It has been reported that six companies seek the state's
diamond resources, led by the international giants De
Beersand Rio Tinto. Many of these planswould require
stripmining.

Real estate speculators are of course at the heart of this
opportunity for plunder. PACL India, a company
developing and building townships and housing units,
has planned to purchase up to 5,000 acres in various
districtsof Chhattisgarh duringthecurrent financial year
for different projects. A proposed new capital city would
seeinitsinitial phase of construction an IT Park, a golf
course, and a five-star hotel. IL&FS Infrastructure
Development Corporation is partner and advisor for the
project.

Theentireprocessisthevery oppositeof plannedrational
industrialisation: it is a mad rush to seize what can be
seized. And all these “plans for development” areto be
implementedinastatewhere 32% of thestate’ spopulation
istribal, classified asindigenous people. Dantewadahas
the highest concentration of ST in Chhattisgarh with ST
accounting for 79% of the district population, followed
by districtsof Bastar (67%), Jashpur (65%), Surguja(57%),
Kanker (56%), and Mahasamund (28%). The proportion
of families below the poverty line in Dantewada is 79%,
matching the percentage of tribal families.

But there has been vigorous resistance to the theft of
land for strip mines, five star hotels, and golf courses, in
short to the “India Shining” world of the top ten percent
spitting onthe misery of themajority. Theresponseof the
state and of the union government to thisresistance has
been brutality of obscene proportions. The centerpiece
of the governmental response has been the creation of a
U.S.-model “counter-insurgency” vigilante group with
adivas participation, known as Salwa Judum. Created in
June 2005 in theimpoverished DantewadaDistrict by the
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security services with the participation of both
Congress and BJP paliticians, it was presented to a
non-critical media as a spontaneous reaction to
supposed Maoist oppression. But quickly reports
began to seep out of the forcible emptying out of
villages, and of atrocities committed by members of
the Salwa Judum and security forces.

A fourteen-member team from five organizations
conducted aninvestigation between 28 November and
1 December 2005in Bijapur and Bhairamgarh blocksof
Dantewada district, focusing specifically on the
violation of human rights and theimpact on people's
everyday lives. The organisations were: People's
Unionfor Civil Liberties(PUCL) Chhattisgarh, People's
Union For Civil Liberties(PUCL) Jharkhand, People's
Union for Democratic Rights (PUDR) Delhi,
Association for the Protection of Democratic Rights
(APDR) West Bengal, and Indian Association of
People's Lawyers (IAPL). On the basis of the fact-
finding, threefacts stood out strongly: First, itisclear
that the Salwa Judum is not a spontaneous people's
movement, but a state-organized anti-insurgency
campaign. Second, it is misleading to describe the
situation as simply one where ordinary villagers are
caught between the Maoists and the military. The
Maoists have widespread support, and as long as
peoplecontinued to livein thevillages, it was difficult
for the government to isolate the Maoists, and the
government hasresorted to clearing villageson alarge
scale. Tens of thousands of people are now refugees
in temporary roadside camps. Third, the entire
operation, instead of being a“peace mission” asthe
name “ Salwa Judum” claims, has escalated violence
onall sides. But only violenceattributedtoMagistsis
publicised, and the Salwa Judum and paramilitary
operate with complete impunity.

The People’ s Union for Civil Liberties - Chhattisgarh
has demanded enquiry by the Central Bureau of
Investigation (CBI) in al extra-judicia killingsin
Chhattisgarh since 2005. Fake encountersin the past
two years have claimed the lives of a a minimum 155
people. Inasinglefake encounter case at Santoshpur
in Bijapur on 31st March, 2007, the State Policekilled
not lessthan 12 innocent citizens.

Thepatternthat hasdevel oped hasmany of theindicia
of fascism: astate-organised private militiamurdering
opponents; apparent complicity inareign of terror by
both state and union security forces; what appearsto
be impunity granted by the judiciary; the active
complicity of large capital; and now the brazen arrest
of anationally known and respected advocate of peace
and civil libertieswho dared to expose and to protest,
Dr. Binayak Sen. As civil war engulfs Chhattisgarh,
well-intentioned and left-wing elderswill urge young
militants to give yet another chance to legal and
electoral paths. The question such elderswill haveto
answer is“what did you dowhen Dr. Binayak Senwas
arrested?’
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Novartis Loses Case but Battleisont

Dear Doctor,

Greetings from Jan Swasthya Abhiyan (JSA)! One of
the principa areas of work for the JSA has been the
promotion of access to essential medicines.

Wearewriting to you on amatter that can deeply affect
access to medicines for your patients. The issues we
highlight in this appeal are two-fold — one pertaining
specifically to access to treatment for thousands of
patients suffering from the lethal Chronic Myeloid
Leukaemia (CML), and the other to a broader issue of
the cost of new medicinesthat may be provided Patent
protection. We would urge you to read this appeal
carefully and consider taking the measures suggested
init.

Asyoumight beaware, Novartis, aSwissMultinational
pharmaceutical company operating in India, through
it's subsidiary, has been involved in challenging the
India authorities through two petitions. In the first
petition now referred to the Intellectual Property
Appelate Board, Novartis has challenged the decision
of the Indian Patent office in Chennai, rejecting its
application for a patent on imatinib mesylate, which
Novartis markets in India under the trade name:
Gleevec. Inthe second application filed in the Chennai
High Court, Novartis had challenged the constitutional
validity of Section 3(d) of the Indian Patents Act by
claiming that this section does not comply with the
TRIPs agreement. The facts of the two cases that
Novartis has filed against the Indian authorities are
explained below.

Novartis Challenges the Indian Patent office’s
Decision about Gleevec

In the first case, Novartis has challenged the order of
the Indian Patent office in Chennai, rejecting its
application for a patent on imatinib mesylate, which
Novartismarketsin Indiaunder thetrade name: Gleevec.
As you would know, Imatinib mesylate is extremely
useful in the treatment of chronic myeloid leukemia
(CML). In addition to Novartis, several Indian
companies — viz. NATCO, Cipla, Ranbaxy and Hetero
— also produce and market the drug. Treatment with
Gleevec (manufactured and marketed by Novartis)
costs rupees 1,20,000 per month, whereas Indian
companies market the same drug at a price of about
Rs. 8,000 per month. If a patent were to be granted to
Novartisfor imatinib mesylate, |ndian companieswould
beforcedto stop production of thedrug. At atreatment
cost of Rs.1,20000 per month, thiswould meanthat over
99% of patients requiring the drug would be denied

Thisisadraft circulated by Anant Phadke with
inputs from Gopal Dabade & Amit Sengupta.

accesstoit. Thehugedifferenceinthepriceof thesame
drugisanillustration of how apatent monopoly can be
used by drug companiesto generate super-profitswhile
endangering the lives of thousands, or even millions.

The Indian Patent office had rejected the application
for a patent on sound principles, entirely consistent
with the country’s laws and the agreement on Trade
Related Intellectual Property Rights (TRIPS), to which
Indiaisasignatory. Novartis had obtained a patent for
the same drug in 1993, i.e. two years before the TRIPS
agreement was signed. At that time the Indian law did
not recognise patents on pharmaceutical products. As
per the TRIPS agreement, if a drug has been patented
before 1995, countrieslikendia, which did not recognise
patents on medicines before the signing of the TRIPS
agreement, do not have to recognise such patents.
Novartistried to circumvent thisby filing afresh patent
application in Indiafor the beta crystalline form of the
same drug. Novartis claimed that this form of the drug
wasan advanceonitsearlier patent onthe“amorphous’
form, because it is less hygroscopic and hence more
stable. The patent officerejected thisapplication because
it felt that the applicationwasnot for a“ new” molecule
and someone who understands the chemistry of the
patented mol ecul e (imatinib mesylate) would realise that
the beta crystalline form of the molecule would have
these useful properties. Thusit opined that the patent
applicationfailed ontwo countsfor therequired criteria
of patentability —it did not demonstrate an “innovative
step” and it was not a “non-obvious’ invention. The
Patent officefurther felt that the application by Novartis
was not consistent with section 3(d) of the Indian
Patent Act, which specifically states that a different
structural form of a known substance cannot be
patented. Hence in January 2006, the Patent office
rejected the Gleevec patent application on the ground
that the application claimed ‘ only anew form of an old
drug'.

Novartisclaimsthat those patients, who cannot afford
to purchase Gleevec, receive the drug free of charge,
through Novartis's Gleevec International Patient
Assistance Programme (GIPAP). What it does not say
isthat thisprogrammeistherein | ndiabecause, before
Novartis' patent was rejected and it had an exclusive
marketing right on the drug, the Chennai High Court
had specifically asked that Novartis provide accessto
this drug to all those who need it and whose monthly
income was less than Rs. 3,50,000. Further, while
Novartis claims that 6,700 patients get free Gleevec,
there are an estimated 20,000 newU of chronic myeloid
leukemia every year. Dr. Purvish Parikh, professor and
chief of medical oncology, Tata Memorial Hospital,
Mumbai, hasfiled an affidavit based on his experience,
debunking Novartis's claim about GIPAP.
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Novartis Challengeto our Country’sLaw

Novartishad filed asecond case—onethat challenged
theconstitutional validity of Section 3(d) of thelndian
Patents Act by claiming that this section does not
comply with the TRIPs agreement. It may be recalled
that Section 3(d) wasspecifically introduced by thelndian
parliament as a saf eguard against the misuse of product
patents on medicines. Novartis has claimed that this
section is not in compliance with the TRIPS agreement
and isin violation of the Indian constitution. These
claimsare patently false. Many experts have confirmed
that Section 3(d) conforms to the requirements of the
TRIPS agreement, asthe agreement clearly allowseach
country to set its criteria of patentability and does not
prevent countriesfromincluding safeguardsagainst the
grant of fresh patents on old drugs. Section 3(d) isalso
in keeping with the “Doha Declaration on the TRIPS
Agreement and Public Health” that was adopted by the
Ministerial meeting of the WTO, held in Dohain 2001.

This challenge by Novartisis of particular concern for
several reasons. It is a matter of grave concern that a
foreign company chose to challenge the
constitutionality of a law that has been passed by the
Indian Parliament to safeguard public health. Members
of the medical profession need to be particularly
concerned about such attempted misuse use of India’s
legal system. The company has legally circumvented
thisissueby filingthecasethroughitsindian subsidiary,
but the fact remains that the challenge has been made
onthedirectionsof aforeignentity. Further, Indian courts
cannot hear the company’ scontention that Section 3(d)
of India s Patent Act violates the TRIPS agreement, as
they do not hear appeal sregarding conformity of Indian
law to international treaties. Such achallenge needsto
be madeinthe WTO'’ s Dispute Settlement Mechanism,
and that too can be made only by amember state of the
WTO and not by aprivate corporation. No government
has, till date, challenged the Indian law in the WTO.
Interestingly, the company’s arguments regarding the
constitutional validity of the Indian law have been
shifting continuously, even while the case was being
heard. Initially it had not made out acase on theissue of
constitutionality, but later changed its line of attack to
arguethat the language used in section 3 (d) wasvague
and not used anywherein the world and that it did not
give enough guidelinesto the Patent Controller.

It should beunderstood that if Section 3(d) of thelndian
Patents Act wasto be removed it woul d open the door
for alarge number of trivial patents. ThisSectionisthe
principal safeguard against the misuse of the Patent
system by the patenting of known medicines, by making
slight modificationsin their structure. Such patentsdo
not contribute to any therapeutic benefits but do
increase corporate profits by extending patent
monopolies on frivolous grounds. Thusthe removal of
thisimportant section would mean many new medicines
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would have to be granted patents on trivial grounds
and multinational corporations like Novartis, who hold
thesepatents, woul d chargeexorbitant amountsfor these
medicines.

Clearly, thechallengeby Novartistothelndian|aw meant
an attempt to profiteer at the expense of tens of
thousands of poor and sick patients. Itisa soanattempt
to open the floodgates for other MNCs so that they to
can apply for trivial patents. The consequences will
not be limited just to India. Today India is known
globally asthe* Pharmacy of the Third World” , because
Indian companies export cheaper versions of patented
drugs to over 150 countries. For example, over haf the
medicines currently used for AIDS treatment in
developing countries come from India. If Indian
companies are to be prevented from making generic
versions of patented drugs, tens of thousands of poor
patientsin Africa, Asiaand Latin Americawill bedenied
accessto essential medicines. That iswhy hundreds of
thousands of peopleall over theworld signed an online
‘drop the case’ letter to Novartis, asking it to withdraw
the case it has filed in the Chennai High Court. The
‘Drop the Case’ campaign was launched by the
organisation ‘Doctors Without Borders’.(http://
www.doctorswithoutborders.org/) —winner of the Nobel
Prize Award for best medical relief during the year 1999.
Many reputed personalities publicly appealed to
Novartisto withdraw the court case. They include Erik
Solheim, Minister of International Development, Norway
and Henry Waxman, Chairman, Congress of United
States. Separately, the Indian Health Minister,
Dr.Ambumani Ramados also appealed to Novartis to
drop the legal challenges. In spite of such appeals,
however, Novartis continued to pursue the court cases
vigorously. The Chennai High Court’s decision on 6"
August 07 to dismissNovartis' spleahasvindicated our
stand. The Chennai Court agreed that I ndian court does
not have the jurisdiction to decide whether the Indian
patent law is TRIPS compliant or not; the appropriate
forum, being the WTO Disputes Settlement Body. After
this judgement, the Swiss govt. clarified that it would
not take this issue to this body. Instead of giving up,
Novartis has decided to pursuewithit’ s second caseto
be heard by the Intellectual Property Appelate Board!

Appeal toyou asa M edical Professional

Itisinthisbackground that, on behalf of Jan Swasthya
Abhiyan, we are sending this appeal to you to do the
following:

1.Boycott products that are manufactured and
marketed by Novartis by refraining from prescribing
drugsthat are marketed by Novartis. Wefed that your
actionwill beapowerful messageto the SwissCompany.
Medical professionalsareanimportant link betweenthe
people and the pharmaceutical industry, as the latter
depend on medica professionals for the sale of their
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products. The Jan Swasthya Abhiyan sincerely feels
that your action can be decisive. The campaign for
boycottisproposedtolast till Novartisstopsitsactions
that prevent patients from getting access to essential
medicines. This includes the upcoming appeal to the
Intellectual Property Appellate Board. The JSA is
compelledto call for thisboycott asalast resort, and in
this we seek your support because Novartis hasfailed
to respond to all other approaches by leading global
organisations and state heads. As a professional who
places the welfare of her or his patients foremost, we
believethat youwill agreetojointhisCampaign. This
is a campaign that is not just about one valuable
medicine, but also about the broader issue of ensuring
access to essential medicines and of holding
pharmaceutical companies accountable to their
societal duties.

For your ready referenceweare providing alist of drugs
marketed by the company. Wearesurethat youwill find
therapeutically equivalent or superior substitutes for
virtually all these medicines from those marketed by
other companiesin the country. In case, however, you
feel the need to continue prescribing a drug marketed
by Novartis because of the absence of a suitable
substitute, wewould urgeyou to boycott other Novartis
products.

2. We also appeal to you to sign the attached letter
that urgesNovartisto desist fromjeopardizingthelives
of countless poor and sick peopleand sendit tothe Jan
Swasthya Abhiyan at the following address:

Do feel freeto edit the suggested contents of the letter
to reflect your personal understanding of the issue. It
would be useful if the letter were composed on your
personal pad. Please do not hesitate to contact us for
more details through email or correspondence.

Yourssincerely,

Dr.B.Ekbal
Convenor Jan Swvasthya Abhiyan

To

Novartis India Ltd, Sandoz House, 8" floor, Shivsagar
Estate, Dr Annie Besant Road, Worli, Mumbai 400 018,
India Fax 022 24950221

Sr,

Over the past year, media and other reports have
highlighted Novartis' actionsin India and abroad in
impeding patients’ accessto essential medicines. This
is because Novarti’s in India had filed a case in
Chennai High Court, (now referred to the Intellectual
Property Appelate Board) against the decision of
Chennai patent office to reject its claim for imatinib
mesylate and to challengethelegal validity of section
3(d) of the Indian Patents Act . In doing so Novartis
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had taken the Indian government and cancer patients
to court over absolutely essential public health
protectionsin India spatent law. Itisunfortunatethat
Novartishastaken such adecisionanditisNovartis’
decision not to drop the case in spite of pressure
from Indian and global quartersthat has sparked my
decision of “BOYCOTTING ALL PRODUCTS OF
NOVARTIS'.

Novartis’ claimfor patent onthe betacrystallineform
of imanitib mesylateis not valid under India’ s patent
law. Even after the patent application was rejected,
Novartis continues to pursue its attempt to get a
monopoly on this drug. In doing so, Novartis has
done the unthinkable and challenged the
constitutional validity of an important public health
safeguard in Indian law, which ensures access to
essential medicines. Hundreds and millions of people
all over the world depend on drugs produced by
Indian generic companies and Novartis' case may
have an impact on this.

The cost of one month’s therapy with imatinib
mesylate sold by Indian generic companiesisrupees
8,000 whereas Novartis' version sold under the
‘Gleevec’ costs rupees 120,000 per month. Such
enormous price of Gleevec makesit beyond thereach
of most Indians.

Further Novartis' claims that those patients, who
cannot afford to purchase its version of imatinib
mesylate, receive the drug free of charge, through
Novartis’ outlet by name ‘Gleevec’ International
Patient Assistance Programme’ (GIPAP). But itiswell
known that only 6,700 patients get the drug from
Novartis free, whereas in India 20,000 new cases of
chronic myeloid leukemiaoccur every year. Moreover,
it is the right of every patient to get life saving
medicines and we strongly object to any system that
puts our patients at the mercy of the charity of a
company.

Given the realities mentioned above it is strongly
urged that Novartis should drop all legal proceedings
in Indiain the imatinib mesylate case including the
upcoming appeal to the patent controller’ sorder. 1, as
asocially conscious doctor, will continue the boycott
of all productsmarketed by Novartistill Novartisstops
the legal actions; till Novartis drops the global price
for imatinib mesylate; andtill Novartisstopstrying to
influence the Indian Government to introduce laws
and policies that hinder access to medicines.

The greatest duty of amedical doctor isto save the
lives of peopleand |, asasocially conscious doctor,
am doing it by boycotting Novartis’ productsas| am
left with no other choice because of Novartis' stand.

Yourstruly, etc.

cc JSA with your address
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For More Rdiable and Relevant Research on Treatments

Imogen Evans, Hazel Thornton and lain Chalmers. Testing
Treatments. Better Research for Better Healthcare The
British Library, 2006. pp.113.

Even as this writer sat down to write this review, he came
across astudy published inPloSMedicinewhich concluded*
that the type of sponsorship available for randomized
controlled trials of statinswas strongly linked to the results
and conclusions of those studies, even when other factors
weretakeninto account. “...Thereare many possiblereasons
why this might be. Some people have suggested that drug
companies may deliberately choose lower dosages for the
comparison drug when they carry out “head-to-head” trials;
thistacticislikely to result in the company’ s product doing
better in the trial. Others have suggested that trials which
produce unfavorable results are not published, or that
unfavorable outcomes are suppressed. Whatever the reasons
for thesefindings, theimplicationsareimportant, and suggest
that the evidence base rel ating to statins may be substantially
biased.”?

The book under review is further evidence of this kind: it
shows the troubling sloppiness in contemporary medical
research and treatment. It istherefore abook very useful for
our health. While what the book says may not be applicable
for the entire universe of clinical trialsin modern medicine,
even if 10 percent of the trialswere unfair and biased, it has
frightful consequences for the public at large.

Untested Advice

While the authors' try to keep down the shock factor, what
emerges is indeed shocking. The case studies and evidence
cited for the practice of this unscientific medicine seems to
be across academia, medical profession and the pharma
industry. Over-reliance on untested theory from experts
coupled with biased studies (called “unfair studies’ by the
authors) has led to avoidable illness and premature deaths.
Patients' feedback on unexpected effects of treatments have
been routinely ignored.

Dr Spock in the 1956 edition of his famous book Baby and
Childcare advised to place infants to sleep on the front - an
advice that led to the steep rise of SIDS (Sudden Infant
Death Syndrome) during the 1970s and 1980s, although not
all deaths could be attributed to hisadvice. Dr Spock’ sadvice,
never rigorously evaluated wastheresult of untested theory
—reversing the advice with “back to sleep” led to adramatic
declinein infant deaths

Sometimes what is logical does not work especidly if it is
based on untested theory: antiarrhythmics - drugs that
suppress abnormal heart beat rhythms — do not appear to
reducetherisk of premature death after aheart attack, if one

-S. Srinivasan

were to extrapolate from the drug’'s behaviour before the
onset of an attack. Infact the opposite seemsto bethe case:
after aheart attack, using antiarrhythmics on patientshaving
abnormal heart rhythmsincreasesthe chancesof early death.
The authors point out that at “the peak of their use in the
late 1980s, one estimateisthat they caused tens of thousands
of premature deaths in the USA aone. They were killing
more Americans every year than had been killed in action
during the whole of Vietnam War. It emerged that for
commercia reasons, the results of sometrials suggesting that
the drugs were lethal had never been reported.”?

There are fashionable in vogue treatments like HRT where
more and more beneficia effects werefare claimed based on
little evidence: HRT wag/is apart from being of some usein
osteoporosis was/is touted to be useful in prevention of
heart attacks and strokes. Current evidence showsthat HRT
increases the risk of stroke and of developing breast cancer.

Moreisnot Better

More is not better; and looking for disease in apparently
hedlthy people, asis done in mass screening, can do more
harm than good, the authors point out. Harmful effects of
mass screening have not been sufficiently emphasized
especially with its chances of not detecting all or most who
have the disease (not sensitive enough), and the risk of
attributing the disease to those who do not have it (not
specific enough). The latter as much as the former, once
identified as having the disease, are sent into a tizzy of
treatments, tested and untested. Exampl es discussed by the
authors are: doubtful mass screening for neuroblastoma (a
rare malignant tumour affecting especially young children),
screening older men for prostate cancer, screening newborn
babies for cystic fibrosis, and dental screening leading to
removal of impacted wisdom teeth.

For decades, doctors have been uncertain how much of the
breast needs to be removed in case of breast cancer: should
one go for total/extended radical mastectomy or selective
lumpectomy followed by radiation therapy? Which one has
the greater risk of early death? Despite studies showing that
there is little difference in outcomes, mutilating surgery
continues to be preferred by some as contrasted to breast
conserving therapy. “ Although there has been much research
into breast cancer diagnosis and therapy over the years, the
widevariationsin theinterpretation of screening mammograms
and in the use of surgery, radiotherapy and chemotherapy
indicate that many uncertaintiesremain. There are numerous
unanswered questions about the basic biological features of
the disease such astherole of genes, enzymes, or differences
in patients’ metabolism. The best treatment of very early
stage breast cancers and ‘ pre-breast cancers' is unresolved,
asis the ideal number of lymph nodes to remove from the
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armpit. Optimum organisation of screening and treatment
services remains contentious, and so requires more evidence
toinform practice.” (p.52)

In cancer especialy, there is need for randomized trials
comparing lessdrastic treatment with more drastic trestment.

The point at issue is medicine, if attention is not paid to
biases and chance, tends to be even more of an uncertain
science. Our knowledge as Popper points out is finite and
ignorance infinite. Biased under-reporting seems to occur
rather too frequently for user comfort. Dramatic effects of
treatments, like penicillin, are rare even as they are easily
recognizable. Moderate treatment effects are usual and not
S0 obvious

Practitionersare seldom clear on trestment and interpretations.
Years ago tonsillectomy was all too frequently done on
children irrespective of whether asurgery wasredlly indicated.
In the US, tonsillectomy rates and hysterectomy rates as
well as percentage of men who had undergone prostate
surgery varied drastically from community to community
within aState— 15 to 60 percent for prostate surgery and 20
to 70 percent in case of hysterectomy.*

The authors also are critical of medical ethicists and ethics
research committees not doing their job properly. “ Strange
as it may seem,” aver the authors, “medical ethicists and
research ethics committees have hel ped to sustain the double
standard on consent when there is uncertainty about the
effects of treatments. Ethicists often seem more concerned
with protecting ‘the vulnerable’ than with encouraging the
proper contribution of patientsthrough equal partnerships.”

In fact patient involvement in research is a recurring theme
throughout this book. The authors continuously point out
how research that does not consult patients at the design
stage can often be poor research. That research needs to be
relevant isindeed a given. But even relevant research can be
donepoorly by ignoring patient needs. Activistsand patients
of breast cancer and AIDS have over the years succeeded in
influencing the course of research by demanding that attention
be paid to patients’ preferred outcomes.

Thebook endswith a*“blueprint for arevolution” calling for
transparency on the part of researchers and practitioners
when there are uncertainties about effects of treatments. The
same amount of stringency should apply to research on
comparing treatments as contrasted to clinical trials of new
drugs. Industry should be required to provide better, more
complete, and more relevant evidence about the effects of
treatment.

In al this is a very useful book for clinicians as well as
laypersons on the pitfalls in research on drugs and new
treatments; the importance of fair research and how easily
lack of vigilance can let unfair, biased and sloppy research
and policy making become the norm.

Within India, theimportance of such attention to treatment
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and clinical research and health policy making cannot be
overstressed. The kind of subterfuge in polio vaccination
that has gone in India - underplaying or suppressing
inconvenient data like vaccine-associated paralytic
poliomyelitis (VAPP), jumping to unwarranted conclusions,
repeatedly changing the definition of what isapolio case—is
bad and dishonest science apart from willfully ignoring hard
evidence.

Another instanceisthat of nimesulide: it does not get banned
despite all studies abroad indicating life-threatening adverse
events with the use of nimesulide such as hepatotoxicity,
renal toxicity, severe skin reactionsincluding fixed eruptions,
gastrointestinal toxicity, potentiation of seizures, potentiation
of colitisin passive cigarette smoking. In a court case on the
issue, the Drug Controller General of India (DCGI) even
guoted in defence a“ study” done by the Delhi branch of the
Indian Medical Association. The“study” in question was a
peculiarly Indian twist to evidence-based medicine: an
“opinion poll’’ among just 50 doctors of the over 400,000
doctors in India. The Indian Medical Association (IMA),
Delhi branch, came to the conclusion that nimesulide was
“safe and effectivefor all age groups starting with day oneto
over 60 years’ for a variety of conditions, including fever.
Later after several twists and turns, round May 2003, the
DrugsController General of India(DCGI) directed nimesulide
manufacturers to withdraw the paediatric “drops”
formulation from the market not before IAP (the Indian
Academy of Paediatrics) vouchsafed to its “ safety”.

On the other hand, the DCGI during 2004-05 promptly
banned the Cox-2 inhibitors, Rofecoxib and Vadecoxib, on
the basis of its withdrawal by Merck - which raises the
guestion asto what isthe modusvivendi of banning/retaining
adrug: itsinternational practice or local adverse effects?If it
istheformer, nimesulide has not been licensed for public use
in its originator countries. But it continues to be used in
India, thanks to dubious opinion polls and a reluctant
regulatory authority. Whereas Coxibswere banned with little
or no push from anybody in India using their withdrawal in
USA as aprecedence. And then severa other harmful drugs
like analgin continue to exist even though they have been
withdrawn from the first world countries.

Reporting bias and underplaying of risk — things that this
book warns of — at its worst display.

Endnotes

1Bero L, Oostvogel F, Bacchetti P, Lee K (2007) Factors
Associated with Findings of Published Trials of Drug-Drug
Comparisons: Why Some Statins Appear More Efficaciousthan
Others. PL0S Med 4(6): el84 do0i:10.1371/
journal.pmed.0040184

2 Quoted from the Editors’ Summary, op.cit.
3 Authors quoting references on p.8 of the book.

4 Gigerenzer G. Reckoning with risk: learning to live with
uncertainty. London: Penguin Books, 2002, p.101. Quoted by
the authors.
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TheIndian Experience of PSM Departments and the Teaching of Public Health

Prologue

Traditionally, the subjects of physiology and hygiene,
and hygiene and public health were taught in
secondary schoolsand medical colleges, respectively,
in Indian educational system. What was the rationale
in discontinuing this practice? Inthelate 1940sinthe
Western world, therewas aparadoxical situation of the
declineinthe status and fall of the discipline of public
health as a result of the successful control of
communicablediseases, improvement in environmental
health, etc. Insights and contributions of Professor
Edward McGravran of University of North Carolina,
and Prof. Huge Leavell of Harvard School of Public
Health, USA, in regaining the lost ground resulted in
broadening the pure curative function of family
physicians and consultants to include the disease
preventive and health promotion aspects; this was
the origin of community health!

With this backdrop, the first International Conference
on Medical Educationwasheldin London, UK, in 1954.
One of the recommendations was to discontinue
teaching of the subject of public health and hygienein
the medical colleges because it was considered as
outdated. It was proposed to create a Department of
Preventive and Social Medicine (PSM), British
equivalent of community medicine, in every medical
college. Theobjectivewasto strengthenthe prevalent
curative clinical medicine by supplementingit with the
preventive and social components. The idea was to
makethe practice of medicine, especially of thegeneral
practitioners and/or of family physicians more health-
oriented and community-focused. As it has often
happened in many efforts in reorientation of medical
education (on foreign ‘expert advice’), the good
intentions and objectives are lost during the process
of “advancement’. There are many reasons for this,
especially of lack of clarity and insight on the
implications such as provision of appropriate and
adequate inputs which are required to effectively
implement recommended measures or reforms, apathy
and tendency of thefaculty membersand management
to maintain statusquo, and thefailure of theauthorities
to provide necessary inputs adequately and in time.
The aim of this paper isto stimulate introspection on
the part of theauthoritieslike Governmentsand Medical
Council of India, Faculty Members of the PSM

-Dr. N.S. Deodhar, Pune

Departmentsand Indian Association of PSM for anin-
depth evaluation of the current status of teaching of
the subject at the undergraduate and postgraduate
levelsvis-a-visthe objectiveswith which these special
departments were established. Hopefully, this will
result indiscovering their present rolein strengthening
the moribund public health services and system in
India, and developing a flexible plan of action for
restructuring, designing and empowering the
departmentsto play the new envisaged role effectively
and efficiently.

Take Off

Our Governmentsand authoritiesare quick in accepting
recommendations originating from international
sources, but characteristically implement them half-
heartedly and ineffectively. Firstly, two departments
of Preventive and Social Medicine in India were
established in 1953 at B.J. Medical College, Pune, and
S.S.G. the Government for this highly demanding task
was a professor, junior lecturer and a clerk put in a
singleroom. Dr. JK. Adranvalaat Puneand Dr. A .K.
Niyogi at Vadodara, whoinitiated thediscipline of PSM

were highly successful public health experts and
managers with insight for amalgamation of the old

subject of public health and hygiene (discarding the
non-essentials for a general practitioner) into the
teaching of new discipline of PSM and making it

meaningful to the students by its practice in the
community and hospital situation. | happened to be
thefirst junior lecturer at BIMC, Pune. | wassurprised
at my selection by Prof. J.K. Adranvalabecausein the
interview | had explicitly declared that my primary

interest wasin surgery and getting M. S. degree. | also
vouched that my interest in surgery will not come in

the way of my discharging my duties fully and
efficiently. These two departments developed and
evolved different patternsfor teaching PSM, but both
laid emphasis on epidemiology. Teaching of
biostatistics,? epidemiology and comprehensive bed-
side clinical sessions at the Infectious Diseases
Hospital, were initiated at Pune, while CPGP (Curative
Preventive Genera Practice) Units at Vadodara, were
some of the items of variation.

In 1955, the Government of India decided to create a
department of preventive and social medicine in each
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medical college.® In due course, more departments of
PSM were established. Persons, who were in charge
teaching of preventive and social medicine, had
different backgrounds, capabilities and vision. The
concept of preventive and social medicine was rather
nebulous. The scope and potential for devel opment of
PSM was so wide that various ideas - some of them
vague - were tried out and teaching of this subject at
different collegesin Indiadisclosed amazing variety of
content and method. Thisteaching was not asmooth
task. There was no recognition of the new discipline
by many clinicians. Early phase up to 1970 constituted
atransition period when there was philosophical talk
on positive health when illness was rampant.
Transformation of ‘public health’ to ‘preventive
medicine’ washampered by ashortage of qualified and
suitable teachers, and teaching was also affected by
the fact that students were admitted in progressively
increasing numbers. Administratively, therewasmore
of hindrancethan support, moreridiculethan help, and
much unrewarding paper work. Whilethese conditions
still prevail to avarying extent at some places, thereis
ageneral improvement. Thenew disciplineis, however,
still far from mature. There were unwarranted moves
for empty educational reforms such as for change of
the name from Preventive and Social Medicine to
Community Medicine.*

Emergence of the new Departments of PSM in many
divergent wayswas, infact, ahealthy trait. Like Pune
and Vadodara, PSM Departments at Banaras, Nagpur,
Mumbai, Delhi, Lucknow, Hyderabad Indoor, Vellore,
etc., have their own distinctiveness. These various
PSM departments developed their own ways and
specific activities. Their performance hasbeen neither
reviewed nor elaborated. For want of information, and
need for objectivity, stories of these departments cannot
be included in this paper. The success story at B.J.
Medical College, Pune, isgivenin detailsso that some
lessons can be drawn.

B.J. Medical College, Pune

The Department of Preventive and Social Medicine at
B.J. Medical College, Pune, was established in 1953.
Dr.JK. Adranvda, M.R.C.P.,D.T.M.andH.,D.PH.,an
eminent public health scientist and an efficient
administrator, was the first full-time professor who
directed the department up to 1960. At that time, the
department was|ocated in one big room, and only one
Jr. Lecturer, Dr. N.S. Deodhar, and a clerk were on the
staff to assist the professor. Theteaching waslimited
to two academic termsfor the undergraduate students
only. Therewerehardly any field programmes, and the
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separate examination in the subject of preventive and
social medicine at the University of Pune, was just
abolished. From June 1961 to March 1974 | wasin charge
of thedepartment. Thestaff, variousaspectsandfinal
stages of development are indicated below.®

Staff

(a) Full-time Staff at the College (H.Q.)
Professors

Readersin PSM

Reader in Social Paediatrics
Reader in Social Obstetrics
Reader in Demography

Reader in Social Sciences
Epidemiologist

Statisticians

Lecturers

10. Medical Social Workers

11. Research Assistant (non-medical)
12. Public Health Nurse

13. Health Educator

14. Curator of Museum, Health Educator
15. Artist and Photographer

16. Projectionist

17. Stenographer

18. Nurse Midwives

19. Auxiliary Nurse Midwife

20. Basic Health Worker

21. Laboratory Technician

22. Laboratory Assistant

23. Clerk-cum-storekeeper

24. Laboratory Attendants and Peon
(b) Honorary staff at the college

©CONO A WNE
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25. Hon. Lecturer in Infectious Diseases 1
26. Hon. Consultant in Occupa. Health 1
27. Hon. Consultant in Social Sciences 1
(c) Staff at the Urban Health Centre, Poona

1. Reader in PSM I/C (from H.Q. staff) 1

2. Lecturer 1
3. Medical Officer, Dispensary 1*
4. Hon. Dental Surgeons 2*
5. Lecturer in Paediatrics 1
6. Tutor in Midwifery 1
7. Medical Socia Worker (From H.Q.) 1
8. Public Health Nurse, Sister Tutor 1
9. Sanitary Inspector 1*
10. Laboratory Technician 1
11. Health Visitors 2*
12. Vaccinator 1*
13. Malaria Worker 1*
14. Compounder 1*
15. Statistical Assistant 1
14. Clerk 1*
15. Dresser 1*
16. Class |V staff Al
17. Driver (from H.Q. staff) 1
(d) Staff at the Rural Training Centre, Sirur

1. ReaderinPSM I/C 1
2. Lady Medical Officer 1
3. Medical Officer, 1/CPHC 1#
4. Medica Officer, 1/C Dispensary 1#
5. Medical Officer, I/C Dispensary 1#



6. Dental Surgeon 1
7. Public Health Nurses 2
8. Health Educator 1
9. Health Inspector

(Sanitary Inspector) 3+1**
10. Lab. Technician 1

11. Nurse Midwives 4+8#
12. Auxiliary Nurse Midwives 8+1e
13. Basic Health 3% +2ft+1e
14. Clerical staff 4
15. Drivers 4
16. Class |V staff 9+8#+1e

(e) Visiting Specialists from Sassoon General Hospitals, Poona
Professor of PSM, once a week.

Asso. Prof. of Medicine, twice a month.

Asso. Prof. of Mid. and Gynaec, twice a month.
Director of Paediatrics and 3 Hon. Prof. ? once a
week by rotation

Asso. Prof. of Surgery, Once a month.

Hon. Dermatol ogist, Once a month.

Hon. Chest Specialist, Once a month.

Hon. General Practitioners from Poona, Four, once
aweek by rotation.

rpPODNDE
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Note: Post borne on:
* - Poona Municipal Corporation,
** - Director of Health Services,
# - Zilla Parishad Poona,
¢ - Zilla Parishad Ahmednagar.

Space and Locations

The main department was located on the ground floor
and the basement of the college building and occupies
over about 775 sg. metres. Additional space in the
basement of the adjoining block of the hospital building
with an areaof about 350 sg. metreswasto beacquired.
Immunization Clinic, Family Planning and Welfare
Clinic, Antenatal Clinic, Postnatal Clinic, Well Baby
Clinic, Cancer Detection Centre, Medical Socia Service
Department, Diabetes Clinic, Genetic Clinic, etc., were
located in the Sassoon General Hospitals, Pune. Once
established and stabilized, the services were directly
run by the respective departments in the college and
hospital, not necessarily by the PSM Department.

Field Practice Areas

The Urban Health Centrewas|ocated within a5-minute
walk from the college. A two-storied building with a
paved open space, garden and playing facilities for
children, was provided by the Poona Municipal
Corporation.

The Rura Training Center was located at Sirur, about
69 km from Pune, serving apopul ation of 48,000 spread
over anareaof 663 sg. km. Ample spacewasprovided
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a theH.Q. with Clinic Buildings, Administrative Block,
Teaching Block, Hostel sfor medical and other trainees,
etc. Atall sector villages, Health Clinicswere provided.

Undergraduate Training

Theteaching of preventive and social medicine passed
through many phasesof devel opment and thefollowing
is the account of the final stage of evolution. The
training extended throughout the M.B.B.S. course.
Besides, integrated clinics were conducted at a near-
by rura health unit, a subcentre, or aP.H.C., jointly in
collaborationwith Director of Paediatricsand hisstaff,
during the senior paediatric clinical clerkship for one
month.

Broad headings of the syllabus and the distribution
are givenin Table 1. A course of lectures during pre-
clinical period wasdesigned to point out thedifferences
between the hospital and general practice of medicine.
The method used was informal ‘interactive talks' and
discussionwith smaller batchesof students. Students’
health service was specially developed as a practical
demonstration in PSM, i.e., health care by doing it.
This was a unique exercise of experience of learning
through participation.

Bed-side clinics on infectious diseases at IDH were
integrated with teaching of epidemiology of
communicablediseases. Thesetwo hour sessionswere
conducted exclusively by the PSM department. Special
feature was epidemiological exercises and application
inclinical practice.

Our basic objective was to train a clinician for
comprehensive medical care of the community, with a
strong biasin preventive and social aspectsso that he
identifies and practises its principles at every
opportunity asafamily physician. Wedid not deliver
adiluted ‘ Public Health’ course.

Hours of Teaching

Excluding theinternship, over 380 hourswere devoted
to teaching of preventive and social medicine. Out of
these hours, 130 were for the theory classes and 250
for practical work. Thewholeperiod of 26 weeksduring
internship was used for practical experience and
studentswererequiredto stay at Rural Training Centre,
Sirur, for 2 weeks for orientation and at an upgraded
Primary Health Centre for 24 weeksfor comprehensive
experience.
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Table 1: Syllabusand Distribution of Topics

Period Topic Time
| M.B.B.S.- StudentsHealth Service 2 hr/wk
18 term* and Health Check-up
| M.B.B.S. - Introductionto Practice 1 hr/wk
24 term of Medicine

- Psychology 1 hriwk
Il M.B.B.S.- Principlesof Environ- 4 hr/wk
18 term mental Sanitation
Il M.B.B.S- Biostatisticsin 4 hriwk
24 term Medicine
Il M.B.B.S - General Epidemiology 2 hr/wk
3dterm

111 M.B.B.S.- Communicable Diseases, 5 hr/wk

1 term Epidemiology and Clinical

111 M.B.B.S. - Community Health 5 hr/wk

2 term Practice

111 M.B.B.S. - Tutorials and Group 2to 3 hriwk
3dterm discussions

Internship - Comprehensive 26 wk

Medical Care, Family
Study, Rural Medicine

Evaluation and Assessment

Evaluation and assessment of the students were
regularly done at the end of each academicterm, andin
some instances at the mid-term. Students maintained
completerecord of the practical work inthe* prescribed
journals’ which were certified at the end of the course.
Both the content and methods of training varioustopics
were critically reviewed and evaluated, and courses
modified, if necessary.

Atthelll M.B.B.S. (final) examination of theUniversity
of Pune, there was a separate paper in PSM carrying
100 marks, viva voce, and clinical examination at
Infectious Diseases Hospital. Question papers and
examinationswere designed so asto stimul ate thinking
and application of PSM knowledge and technology.

Postgraduate Teaching

The Department was recognized by MCI for
conducting coursesleadingtoD.P.H., D.I.H.and M .D.
(PSM) of the Pune University. The Department was
also recognized by the College of Physicians and
Surgeons, Mumbai. Postgraduate students in other
subjects also used facilities of the PSM set-up.

Most of the teaching was through participation and
involvement, guidance, attachments and clerkships,
visits, seminarsand dissertation, guest lectures, journal
club, field work and discussions. Action learning was
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important? In addition to the central college library
and other medical librariesin Pune, the department had
an abstractslibrary, some periodicals and reports, and
over 1,000 booksand other publications, completewith
subjectindex. It wasrichinteaching aidsand material.
Eight good vehicles and amobile |aboratory van were
available.

The postgraduate students participated in training of
the undergraduates. They had to select and study a
problemin detail and writeadissertation. Thestudents
were involved or even held responsible for managing
Rural Training Centre at Sirur, investigating disease
outbreaks, reported epidemics, or other health problems
as and when occurred. Several other institutions and
authoritiessuch asArmed ForcesMedical College, the
Directorate of Public Health, Regional Family Planning
Centre, Statistical Bureau, Central Public Health
Laboratory, Pune Municipal Corporation, Infectious
Diseases Hospital, University of Pune, etc., provided
their full co-operation in the training programme.

Rural Health Centre, Sirur

This was established in 1939 by the Government of
Bombay withtheaid of Rockefeller Foundation. Upto
1956, the centre and 8 sub-centres were serving a
population of 48,000 spread over an areaof 663 sg. km.
From January, 1968, Health Unit, Sirur, came under the
control of the Dean, B.J. Medical College, Pune, and
functioned as a part of PSM department. Apart from
the medical students, the Unit trained postgraduate
students for M.D. (PSM) and D.P.H. from, both B.J.
Medical and Armed Forces Medical Colleges, the
students for B.Sc. (Nursing), and the nurses and
midwives, etc., for varied duration. Medical interns
weretrained throughout the year and good residential
facilities are provided for this purpose.

The Centre was upgraded to train 40 interns at atime
and to fulfill the requirements of the Pune University.
Establishment of a second Health Centre at Khed
(Manchar) to take up the additional load of 35 interns
was considered, but the proposal wasdroppedinlight
of the scheme of revised internship programme. From
1% April, 1968, a new syllabus came into force for the
rural internship. Interns maintained a Journal and
recorded the work done, a requirement for the
completion certificate.

Several authorities were working in the field practice
area of Rural Health Centre, Sirur. Administrative
agreement were reached and from 1% July 1970 all the
health and medical staff from various agencies be put
under the control of the Reader |/C of therural Training
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Centrefor day to day work, supervision, etc.

Oneof themajor defectsinteaching of Preventiveand
Social Medicine was the lack of practice and
demonstration of whatever istaught at the theoretical
classes. Itisawell-known fact that the studentslearn
and know what they do themselves, they understand,
try to retain what they seeand read, and tend to forget
what they only hear. Therefore, the solution to the
effective education in PSM obviously was to design
and develop the rural (Sirur) and urban field practice
areas so as to provide an effective instrument of
teaching and demonstrating practice of PSM and
comprehensivemedicine. A lot wasalsodoneevenin
the Sassoon hospitals. However, ateaching hospital,
the well established traditional institution of medical
education, provides only alimited opportunity for the
practice of PSM, especially community-oriented and
at alevel of general practitioner.

Health Clinics (comprehensive dispensaries) at sector
villages were developed so as to demonstrate a
desirable set-up of general practice which ensures a
high standard of rational and scientific medical practice,
and brings about a positive relationship and
partnership with the local health services for mutual
benefit and welfare of the people. Not only all the
basic health needs were satisfied, but also specialist
and some diagnostic services were provided. We
successfully secured support of the Sassoon General
Hospitals, and Senior General Practitionersfrom Pune.
Facilities such as clinical laboratory, 50 MA X-ray
machine, etc., were provided to help the consultants
who attended primarily to guide and provide
consultation to the interns. General practitioners and
paediatriciansvisited the sector villages and conducted
“community-side” clinics. Thesespeciality clinicswere
organized on all Thursdays.

1 Thursday: 1. Prof. of PSM. 2. Asst. Prof. Mid. and
Gynaec. 3. Hon. Prof. Tuberculosis. 4. Hon. Asst. Prof.
Paediatrics. 5. General practitioner.

24 Thursday: 1. Prof. of PSM. 2. Asst. Prof. Medicine.
3. Lecturer in Paediatrics. 4. General practitioner.

39 Thursday: 1. Prof. of PSM. 2. Asst. Prof. Mid. and
Gynaec. 3. Hon. Asst. Prof. Dermatology. 4. Hon. Prof.
Paediatrics. 5. General practitioner.

4" Thursday: 1. Prof. of PSM. 2. Director of Paediatrics.
3. Asst. Prof. Medicine. 4. Asst. Prof. Surgery. 5. General
practitioner.

50 Thursday: Prof. of PSM. or Pharmacology or
Ophthalmology, etc., visited as required.

Rural Training Centre was considered as an integral,
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part of Sassoon General Hospitals. Patients could be
admitted directly from the Centre to the hospital, if
necessary. Ambulanceservicewasalsoavailable. This
rapidly developing wing of the Department, recorded
its full activities in its annual reports. Details are
elaborated el sewhere.”

Basic Health Services

Rapid expansion of the medical and health serviceson
ad hoc basis, etc., made the administration of health
services a complex problem. Thus, it was decided to
plan an alternative and establish Basic Health Service
(BHS) as an experiment at Sirur. For the first time in
Maharashtra, anucleuswas created toimplement B.H.S.
in replacement of the classical vertical pattern of the
delivery of health care. Pooling the staff of various
agencies and unifying the authority on purely
voluntary basison persuasion, it was been possibleto
put thedreaminto action. Onebasic healthworker and
one ANM were provided for a population of 4,000 to
5,000, with adequate supervisory staff. These services
were used for demonstration and to train paramedical
trainees?

Revised | nternship Programme

One of the important problems we faced was 200
admissions annually resulting in a large number of
internsto be posted in each term. Whilewe organized
undergraduate training at college by sub-dividing the
big batchesand at the sametime maintaining efficiency,
this was not possible during internship. In order to
make the internship programme meaningful, an
attractive and more effective, revised plan was
introduced. Initially, theintakewaslimited to 20 seats,
but it wasexpanded every year to accommodate all the
interns eventually. The main features were: (a)
Experienceinoneof thedistrict hospitalsfor six months
instead of at ateaching hospital. Werealized that one
of thedifficultiesin teaching of comprehensivemedical
care was what was seen, practised, and continuously
experienced by thestudentsfor threeyearsinateaching
hospital, as was ours - an example of overstrained
hospital practiceof medicinewithitshigh specialization
and sophisticated grandiose. An easy and practical
way out was to discontinue their posting at Sassoon
General Hospitals, Pune. (b) Moreclosely guided and
supervised rural medical experience at selected P.H.C.
for six months.

Initially, seven Primary Health Centresin Pune District
were upgraded. Later the number was raised to 21
covering threedistricts. Itemsfor upgradationincluded
provision of good residential accommodation to two
or four interns at one PHC, satisfactory boarding
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facilities, suitably equipped clinical laboratory,
transport, experienced and interested Medical Officer,
PHC fully staffed with an addition of apost of |aboratory
technician and additional annual recurrent grant for
extra medicines, laboratory supplies, specialist visits,
etc.

For a selected population the interns were to provide
comprehensivemedical carewith‘total coverage’. This
was in addition to participation in the normal
functioning of the Centre. The experiment was
successful with encouraging response of the students
and staff. Specialists regularly visited the PHCs.
Separate vehicles and allowances were provided for
specialist visitsto selected PHCs. Outline of aminimum
programme for training of Medical Interns during six
months of rural posting is reported elsewhere.® The
programme was evaluated and in general, the work
done by each intern was found more than the required
minimum. The interns were enthusiastic, showed
considerable interest and maintained fairly good
records.’® The unique success of this six-month rural
internship resulted in its recognition by MCI as an
alternative and the Government of Maharashtra
extending this programme to al Medical Collegesin
the State.

Urban Health Centre

The Urban Health Centre was established for
demonstration of community health services, relevance
and impact of social and economic factors on health
and disease, comprehensive and integrated medical
care, continued care, etc., and covered population of
about 25,000 consisting of all the socio-economic
groups. The area included small industries and the
Gadital slum was nearby. The area was about 518
hectares (two sg. miles). U.H.C. was developed as a
field practice area for undergraduates and
postgraduates from B.J. Medical College and Karve
School of Social Work. Interns and Pubic Health
Nurses were also attached to the Centre for training
purposes. In addition to training and research, the
U.H.C. provided the following services to the people
through its various clinics: (a) Medical care (b)
Antenatal care(c) Family planning (d) Well baby clinic,
including milk and diet supplement (e) Créche (f)
Immunization** (g) School health serviceincluding mid-
day meals (h) Dental care (i) Follow-up and extension
services and (j) Health education. Senior studentsare
posted at the centrefor case-studiesand presentations,
participation in the health services such as school
health check-ups, counselling and referral services,
immunization, health education, morbidity surveys,
nutritional projects and research, MCH, etc.
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Other Activities
The PSM Department of BIMC initiated many other
fields of activities, e.q.:

1. Family Planning Centre: Thiswas attached to the
hospital. Thiscentreandfield unit of theregional family
planning training centrewasused for training of medical
students.

2. Immunization Clinic: Thisclinicfor comprehensive
immunization was established with the help of the
Immunization Committee of Pune. ThisCentre promoted
tripleimmunization and polio protectionin Pune. Both
the public and the doctors were active resulting in
coupleof lakh of childrenfully beingimmunized within
afew years.

3. Cancer Detection Centre: This was established
with the help of the Pune Branch of the Indian Cancer
Society. Thisweekly activity was one of the few such
centresin Indiathen.

4. University Students Health Service: This was
established in 1962 as an activity of the University
Board of Students Welfare and run by the Medical
Advisory Committee on both of which PSM prof essor
was amember.

5. Health Education: This was a permanent and
specialized activity at the OPD of the hospital. Many
instructive chartsand posterswere specially prepared
and permanently displayed in the hospital at suitable
places. Once or twice a year, health exhibitions were
arranged on alarge scale for the public in and outside
the hospital. Special days and occasions such as
World Hedlth Day; anti-fly week; smallpox, |eprosy,
tubercul osisand other control programmes; voluntary
blood donation drives; etc., were scrupulously used
for educating the public. Health talks were given by
the Curator of the Museum to thein-patientsat Sassoon
asapart of aproject ‘ Health Education in Hospital .’
6. Museum: A permanent health museum wasprovided
for the undergraduate medical studentsand nursesfor
study. The department had its own library, charts,
posters, films, slides and other audio-visual aids,
material, in good quantity and standard.

7. Health Exhibitionsbecameacharacteristic and well
recognized expertise of the department which acquired
proficiency inthisfield by practice. Severa exhibitions,
general medical, health or in special topics such as
cancer, food adulteration, leprosy, family planning,
smallpox, diabetes, etc., were very popular in Pune.
Theexhibitswere mostly prepared by the artist section,
and real specimens from anatomy and pathology
museums and energetic explanations by the students
made them live.

8. Medical Social Service Department of the Sassoon
General Hospitalswasreorganized and guided by PSM
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Department from 1961. It became one of the well-
developed activity of the departments and looked
especially after many social and non-medical aspects
of patient care, rehabilitation'? and welfare. It was
staffed by two experienced and efficient medical social
workers, acraft teacher, clerksand other personnel. A
band of voluntary social workers from Pune assisted
them. Induecourse, it wasgiventhestatusof aseparate
department dealing with several hundred of casesevery
month. The staff participated in teaching. Of specia
significance was establishment of an association of
helping citizensof Pune, “ Society of Friends of Sassoon
Hospitals’. Its primary concern was the welfare of
Sassoon patients. It raised funds and worked closely
with administration.

Consultations

The PSM Department provided consultation services
not only to the practising doctorsin thecity and others
on technical matters, but assisted clinical and other
departments in the diagnosis and management of
communicable diseases, immunization, statistical
adviceand help, and several other problem solving. It
also assisted the Health Department of the Pune
Municipal Corporation, and Directorate of Health
Services, Maharashtra, Pune, in epidemicinvestigation
and dealing with other health problems.

Assistance was rendered to the Outpatient Department
to improve the services, and for training medical
students and interns in general medical practice.
Through planning, modification and decentralization
into multiple GP Clinics remarkable results were
achieved. General waiting period in OPD was reduced
from couple of hoursto just half an hour.

Research

Many studies were carried out by the department.
Several papersand threebookswere published. Some
of theimportant worksincluded, (1) Early diagnosis of
smallpox by skin-smear and other tests. (2) Socio-
economic study of medical students. (3) Study of
susceptibility to infection and herd immunity against
diphtheria. (4) Epidemiology of “Poona Disease” ? a
new discovery, a polyuria and polydipsia syndrome,
which was earlier wrongly called epidemic diabetes
incipidus. Oninvestigation, epidemiology wasdefined,
etiological factor was discovered and the disease was
reproduced in animals. (5) Intradermal immunization
against Typhoid. (6) Investigations on outbreaks of
smallpox, epidemic dropsy, typhoid fever, infectious
hepatitis, etc. (7) Rural pre-school children, studieson
growth and nutrition. (8) Long acting penicillin in
prophylaxis of post-traumatic tetanus. (9) Study of
General Practitioners in Pune. (10) Study of Calcium
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and Vit. D on growth of pre-school children. (11)
Students’ Health Service. (12) Polio project and
Enterovirusstudy at Sirur Unit weresomeof thebiggest.
They were jointly taken with the Haffkine Institute,
Mumbai. Serological surveys and virus isolations
from stools were reported to the polio study group of
ICMR. Over 4,000 paired-sera were collected from
immunized and unimmunized children between 1 to 10
yearsin Pune, and serologically tested as afollow-up
study of efficacy of regular polio programme. Prints
areavailableon aCD.

Publications

Medical education was one of the mgjor interests, and
some of the publications related to training of medical
students. Thefinancial difficultieswere solved mostly
through improvisation and economy. Use has been
made of the regular resources available at the college
and other institutions in Pune. From time to time
research grantswere al so procured from sources such
as ICMR., University of Pune, pharmaceutical
industries, etc.

UNICEF Support

The department was recognized by UNICEF and was
strengthened by supply of books, many vehicles,
special laboratory equipment such as
spectrophotometer, etc.

Upgradation of the Department

With these contributions and development, the
Department of Preventive and Social Medicine at B.J.
Medical College, Pune, wasthefirst to be upgraded for
post-graduate training by the Government of India
during the 1V Five-Year-Plan from March 1970.
Additional staff and special equipment were
sanctioned. A lot of equipment including 80 column
data-processing equipment of I.C.L. wasinstalled. Bio-
statistics, occupational healthand nutrition laboratories
werein established. Theproject wascompletedinfour
years.

Eyeon Future

For uswhat remainsto be done was alwaysimportant.
A dynamic approach was necessary in developing the
discipline of preventive and social medicine or
community medicine. Newer perspectivesin medical
education were needed and newly acquired knowledge
and techniques of communication, environmental and
social sciences were to be passed on and made
meaningful to futuremedical practitioners. Thepeople
were to be informed and organized in constantly
changing and divergent community settings,
environment, etc. Motivation remained an important
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determinant for action - individual and social. An
average general practitioner may not be ableto employ
the latest advances in diagnosis and therapeutics
owing to lack of resources, but his’her failure to avail

him/herself of the opportunitiesfor preventive actions,
has been often because he/she never thinksof it. How
to make them think of and realize these opportunities?
The*bed-side’ model of teaching and learning has been
singularly effective in clinical medicine and surgery.

For training of tomorrow’ s basic doctor “community”

has to be the “ward” for future students> A new
‘community-side’ model for educating medical students
was to be perfected. Serious efforts are necessary for
institutionalizing the approach.

Vision®3
Magjor considerations were as bel ow:

1. Much that was being taught in the traditional
‘Hygiene and Public Health’ to medical students was
outdated and not relevant for medical practice.

2. Specidlizationand overprofessionalization of medicine
weakened doctor-patient relationship and human
values were neglected.

3. Significance of social factorsin the causation, impact
and management of ill-health, prevention of disease
and promotion of health in medicine was recognized.
Ryleintroduced theterm ‘ Social Medicine' to describe
anew discipline.

4. Preventive and Social Medicine is purely a clinical
subject with emphasis on comprehensive community
practice and epidemiology.

5. Aim of teaching PSM is development of concepts
and acquisition of skill and knowledgefor practice, not
inisolation, but integrated with the practice of general
medicine or its specialties.

6. Students should be trained not only in class-room
(this was inevitable), but also by making them learn
through demonstration and participation. making
them learn through demonstration and participation.
7. Development of ‘teaching communities’ where PSM
ispractised regularly should be an essential activity as
atool for training purpose. Objectiveistoremovethe
notion from the mind of studentsthat thissubjectisto
be studied only for passing examinations; and that the
principles of PSM are good, but have no place in
practice.

8. Aim of teaching undergraduate students is not to
supply public health specialists, but to turn out good
practitioners of medicine, who are aware and capable
of providing comprehensive and integrated medical
care, dutiestowardsthe community, and responsibilities
in the national health programmes.
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9. Preventive medicine is not the only important

subject; it hasno existence without curative medicine.

Prevention isapart of medical care.

10. Students have amental barrier in appreciating the
needs of rural population, role of environmental

sanitation, traditional customs and beliefs, and
inadequacy of medical and health facilities, etc. Thus,
specia attention hasto be given to make PSM teaching
meaningful and interesting.

11. Last but not theleast, in teaching PSM, one hasto
work closely with al other departments, viz. paediatrics,
medicine, midwifery, surgery, and others, e.g.
tuberculosis, dermatology, venereology, dentistry,

ophthalmology, etc. Good cooperation, collaboration

and informal relationship with the Directorate of the
Health Servicesand thelocal health authorities- both

municipal and rural - are vitally important. Constant

and effective contact with the community isnecessary;

and thiscan be ensured only through high quality and

uninterrupted services. Teaching of medicine in a
community can never be effective without winning the
confidence of the people and their active support and

participation.

Thisprovided guidelinesin designing the curriculum,
method and manner of itsdelivery. With acontinuous
evaluation for over 15 years, programme of teaching
PSM was evolved at the B.J. Medica College, Pune.
Details are available elsewhere!*. On all courses, care
was taken to provide illustrative examples which had
direct bearing on real-life situations as related to
medical practice, people, socio-economic devel opment,
sanitation, etc. For example, in the practical work in
statistics, data on physiological variations collected
from the students’ themselves is made use of.
Extramura teaching was done as much as possible
through field visits and demonstrations, etc. For
example, most of the teaching in environmental
sanitation wasthrough the visits and demonstrations.
In most of the courses the proportion of class-room
lecturesto practical and fieldwork waslisto2or 1is
to3.

Highlights

Thesuccessof our endeavour did not liein recognition
and upgradation by the Government of India. It was
not so much on acclamation received nationally and
internationally, as on the exploratory and study visits
by the national and international experts, officials of
theinternational agenciesand governments, students,
etc. Real contribution was expert manpower
development and practitioners. There are score of
students who are practicing community health in a
variety of fields such as comprehensive general
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practice; environmental health; health education;
clinical specialties like paediatrics, orthopedics,
obstetrics and gynaecology, ear-nose-throat;
epidemiology, health administration and applied
research. A second line of command wasin place.

Decline of PSM

ThePSM Departmentswere neither reviewed nor their
functioning evaluated. Barring afew exceptions, PSM

Departmentsfailed in the devel opment of expertiseand
proficiency in one or more of the sub-topics and sub-
disciplines, e.g., epidemiology, biostatistics,
communicable and non-communicable diseases,
environmental health, nutrition, lifestyleand behaviour,
health systems research, health education and so on.
Thisisreflected in paucity of publications. Examinee
Appendix Table A. Of the several reasons, major ones
were mediocrity, lack of insight and research, lack of
practiceand proficiency, etc. Statementsby two of the
highly reputed personalitiesin India are revealing.

The late Dr. R.V. Sathe said, “Despite these multiple
developments, the impact of this discipline of
preventive and social medicine on the medical college
on the whole including their various departments, is
not as distinctive and enduring as one would have
hoped.”*> The late Col. Amir Chand observed, “Has
such teaching of PSM which has been expected to
have been going on for several years, made any real
impact on the teaching and practice of ‘Medicine or
Community Medicine, if you liketo call it? No it has
not.” 16

Prof. D. Anand has deliberated on this topic in an
editorial, the title of which is self-explanatory,
“Community Medicine - The Never Born - A Story of
Two Decades.”” Some of his statements are note
worthy, viz., “(1) ... attempting to entrust so much to
sofew with solittle. (2) ... thefaculty membersinthis
department continue to be second-class citizens. (3)
Today teacherslack enough field experience. (4) Faculty
not responding o the need for establishing out-of-the
wall field training sites. (5)...medical students got
impression that community medicine is the name of a
mental concept that isto be talked and discussed, but
itisnot seeninday-to-day practice.” ¥ Bhatiaprovided
a very long list of reasons for failure of PSM
Departments in India and classified them in seven
broad categories.*® Bir Singh supplemented.t®

Asl| feel, theinitiation of post-graduate course of six
month’ sduration leading to M.D. (PSM) wasadisaster
and the beginning of declinein quality, etc. It wastoo
premature, having been initiated when the newly
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introduced di sciplinewasfar from mature devel opment.
The duration was soon changed to two years, but the
quality left much to be desired. For want of quality,
adequacy and high standard, barring few exceptions,
qualification MD(PSM) is not synonymous with
expertise, proficiency and capability. | preferredtogive
up examinership because of the disgraceful low
standards | experienced.

Further, there is always a gap between the syllabus,
curricula and the actual teaching of the subject. In
order to rectify thisinevitable limitation and to ensure
to satisfy the educational aims and objectives of the
training courses, text-books were developed as an
instrument to facilitate self-learning by the students.
Inthisrespect, the most popular current text-book was
adisaster. Basic Preventive and Social Medicineedited
by me and the late Prof. J.K. Adranvalawas designed
to promote practice of PSM by general practitioners
and NOT to serve as a guide to pass examination. It
failed to survive for second edition. Some more text-
books have come up, but the popular book
predominates and forms basis even for the
postgraduate studies. Naturally, the standard has
reached thevery bottom. Effortsto persuadetheoffice
bearers of the Indian Association of Preventive and
Socia Medicine for taking up the task of producing a
text-book separately for the under- and post-graduates
have fallen on deaf ears.

One can get insight into any discipline only after its
application and practice which promotes thinking and
leads to proficiency. Unfortunately, this has not
happened. We canimaginethe path of adepartment of
surgery, wereit without operati on theatre and otherwise
no surgery undertaken. Precisely, thisis what has
happened to most of these departmentsin India. My
personal observation infers that the performance of
health care services was poorer, if any, at the nearby
primary health centre. There may be couple of
exceptionsthat provetherule.

Unfortunately, with lack of leadership and direction,
mediocrity, lack of interest and support fromthecollege
and State authorities, PSM Department, B.J. Medical
College, Pune, also hasfully abandoned its special and
unique characteristic and activities. The degree of
deterioration is unbelievable and all-round. Thefield
practice areas are defunct. Faculty totally lack clinical
background, interest and experience, and special posts
have been converted into 9 posts of Associate
Professors and 6 posts of Lecturersin Preventive and
Social Medicine. All of them are confined within the
four-walls of the much withered department and have
nothing to do even with the Sassoon General Hospital,
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Internship, Public Health, etc. It hasfaleninlinewith
the majority of PSM Departmentsin India.

The Future: Since the First International Conference
on Medical Education held in London in 1954, much
has been said and repeated in many conferences and
seminars on reorientation of medical education in this
country. But in reality, medical education continues,
more or less, in the same fashion as it did in the
bsg mingd the 20 Century. Necessary reforms in
our teaching hospitalsare considered el sewhere.?> How
togoabout PSM? Itisbest that someof theactiveand
progressive young faculty members deliberate this
endeavour and chart a flexible plan of action on
experimental basis. Some of my thoughts are briefly
given here. The case of B.J. Medical College, Pune, is
provided earlier. Although it has been totally ruined,
field practice areas are defunct and the only activities
are confined to class-room, it is possibleto draw some
lessons.

Evenif thedefunct internshipisrevived, thisprogramme
for one year will certainly not provide aremedy. Itis

our experience that this period cannot be used for
bridging thedefectsinthetraining imparted at amedical

college. Oneyear istoo short aperiod to undo wrong
impressions, habitsand attitudes acquired in ateaching
hospital andthentotraintheinternsin comprehensive
medial care. The experiments at Colorado and
Tennessee school sof medicineinthe USA haveshown

that the set-up of a medical college hospital can be
changed by removing therestrictions and making room
in a big way for general practice units. In Poona a
beginning was made, but discontinued. However, itis

felt that this modification is neither difficult, nor is it

expensive.?® Nevertheless, very few, if any, of our
medical colleges will be willing to do this, and let us
not depend on thisreform. The proposed adoption of
three primary health centres by each of the medical

collegeshby theMedical Council of India, hasnot found

any takers? In fact, PSM Departments have failed

evento manageonesubcentreof PHC efficiently. Some
of the possible methods that will help to improve the
pathetic situation are discussed elsewhere and need

to be considered seriously.?2

The five levels of prevention, based on the natural
history of disease, formthepillarsonwhichtheteaching
of PSM/community health should be based. Thisis
what the curriculum revised by MCI requires. Rest of
the structure can be provided by epidemiology and
social medicine. Thestudentsshould beabletowitness
and experience some of the social factors that may
initiate or influence the disease process, and may
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determine the patient’ s reaction to the disease. It is
also essential to expose them to the social
consequences of the disease and to demonstrate what
the best compromise between the theoretically ideal
treatment isand what ispossiblein the patient’ s social
circumstance. Theabovewill beserved only if thereis
astrong field programme before internship. Thefield
programmes in comprehensive medical care are,
therefore, most important in training of the future
doctorswhosedual functioniscurativeand preventive
medicine. Unlesssuch anintegrated practice becomes
the rule, there will be no worthwhile progress in the
promotion of health and long-lasting relief of suffering.
It is unfortunate that this most important facet of
teaching isthe most neglected, mostly because of the
indifference and apathy in providing the necessary
staff, equipment, transport and other facilities to the
departments of preventive and social medicine.

In light of the new redesigned PSM curriculum by the
MCI, itisessential to restructure and reorganize PSM
Departments. Qualification and experience required
for thefaculty should berevised. Inevery mgjor clinical
speciality department, there should be an associate
professor of PSM who has postgraduate degreein that
discipline and training in PSM. PSM Department
should be a part of Health Services Department
Professor of PSM should have post-graduate degree
in public health and five years experience in field of
public health at a level that of a deputy director of
health services. He/She should be responsible for the
delivery of health servicesintherelevant district. The
staff of PSM Department should be exchangeablewith
that in the Health Services, e.g. those of the clinical
specialists who have worked for two years at
Community Health Centre should be considered basis
of their performancefor the post of Associate Professor
(PSM) in appropriate clinical department of a medical
college.

Theindispensabl e requirement, however, istoimprove
expertiseand capability. Itisobligatory to demonstrate
successfully advancement and/or development in any
of thewidefield of PSM or public health. Thisshould
be self-revealing and need not be told or advertised.
Thelate Prof. D.N. Pa of G.S. Medical College, Mumbai
did precisely this in the field of family planning and
brought not only prestige and recognition to the
discipline, but also was awarded Padmashri by
Government of India.
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“Public Health”

Background

There is big confusion in the use of common terms
such as public health, Community Medicine, PSM,
Health Care, Health Services, etc. Often some of these
terms are taken as synonymous, e.g., PSM and Public
Health, Health Careand Medical Care, etc., althoughit
isnot at al true. It is desirable that at least in the
academic and management circles, these scientific
terms are correctly used. Explicit definitions are
available?® Itisvital to understand that PSM isonly a
part of medicineand both are part of public health. See
diagram 1.

Diagram 1: Relationship: Health and Medicine

Individual Level

MEDICINE

Community Level

PUBLIC HEALTH
Epidemiology

General Practitioners

4 )

Clinical Specidlists  Environmenta Health
PSM Control of Diseases

9 Prevention of Diseases )

Promotion of Health and Quality of Life

PSM isamechanism or instrument for adjusting medical
practice to subserve some of the objectives of public
health. PSM should serveasafunctional link between
clinical and public health practices. Itisinthisregard,
the PSM specialist should be primarily an expert in
public health and related sciences such as
epidemiology. Unfortunately, the story of postgraduate
educationin public healthinIndia, isaspathetic, if not

worse, than that in the case of PSM.

History of Education in Public Health in India

High standards of environmental sanitation whichwere
manifested during the IndusValley period in Mohenjo
Daro must have had atremendous back-up of education
andtraining. Theessentialsfor health carewereneatly
wovenintothedaily activitiesof lifeor “dinacharya’.
In fact, the modern concept of primary health care for
all has been aptly and beautifully expressed in an
ancient Sanskrit verse: “ Sarve santu niramayaha, sarve
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sukhinaha santu”. Surgical procedures such as
reconstruction of the nose would never have been
successful long before days of Lister Pasteur without
sterilization (Pavitra) and unquestionably high
standard of aseptic techniques.?®

With adoption of the Western model of ‘health
development’, thelopsided devel opment of themedical
component of the health services has significantly
slowed the pace of providing essential health care to
the rural population and urban poor.

Nevertheless, the School of Tropical Medicine was
established in Calcuttain 1922 and All India Institute
of Hygiene and Public Health was established also in
Calcuttain 1932. The purpose was to investigate
methods of applying knowledge for benefit of the
community and to train the health officers in local
settings rather than train them in England. The Bhore
Committeefurnished ablueprint for the health services
in India and recommended education and training of
public health specialists, including strengthening of
teaching of preventive medicine and public health at
the medical colleges. It stated that the teachers of
hygiene (now PSM) should be members of the Public
Health Department who are actively engaged in public
health work or who weretill recently so engaged. Very
ambitiously, it envisaged that the future basic medical
practitioner’ straining in public health would be on par
withthat of thethen current curriculum for the Diploma
in Public Health at Calcutta.

Failed PSM

PSM departments were expected to do quite alot, but,
inpracticevery little happened except for somenotable
exceptions. The inputs were too meagre, while the
expectationsweretoo high. Hardly any talented person
joined the discipline of PSM asfirst choice. With the
formation of a separate teaching cadre, PSM staff
stood fully insul ated from the practice of public health,
and eventhat of preventivemedicine. The Departments
have built cocoons around them. Under these
circumstances, itisnot surprising that PSM and public
health training at undergraduate level remained
substandard and far from satisfactory. Integrated
medical careisnot easy in practice.

Notwithstanding the sad state of academic
accomplishment, developmental contributions and
proventract of record quality training, etc., about 60 of
the PSM Departments have been recognized by the
Medical Council of India for conducting a post-
graduate courseleadingto MD (PSM), and about 20 of
them for awarding a Diploma in Public Health. It is
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obviousthat MCI hasneither basic expertise nor insight
in post-graduate education in health and related
sciences. In this connection, it will be worthwhile to
examine as to how many of these departments satisfy
the recommendations (for undergraduate course) of
the Bhore Committee mentioned under Appendix 29,
Volume Il of itsreport. Instead of improving it, MCI
has helped to lower the standards of trainingin‘ public
health’.

Further, medical and public health services were

integrated. Thisresulted in agradual, but substantial

erosion of thediscipline of public health. Public health,
at one time, was not even recognized by the Ministry

of Health and Family Welfare, Government of Indiaas
adiscipline. Now it hasbeen equated with the narrower
subjects of PSM, community medicine, etc. Over a
period of time, the medical officerswho were posted as
the health services administrators or managers at

different levels have had neither formal training in

public health nor familiarity with the developmentsin

modern management techniques, and more so in

planning and provision of health care to the poor.

In effect, the current health services arein name only.
In reality, they provide medical services. Preventive
and promotive health services have received a much
lower priority in development in comparison with that
for the curative services. While resources were
mobilized to open over 200 medical collegesin India
duringthelast 50 years, the only school of public health
- the All Indialnstitute of Hygiene and Public Health
- at Calcuttasuffered from almost total neglect. There
were no takers when the VII Plan provided funds for
opening schools of public health or equivalent.

Theonly ray of hopewas establishment of the National
Institute of Health Administration and Education
(NIHAE) inNew Ddhi,in1964. Its Staff Collegecourse
in Health Management of three months’ duration was
unique and innovative. | was fortunate to have
undergone and experienced the quality and high
standard of thisexcellent course. Infact, thisinstitution
would have tremendously contributed in promoting
meaningful practiceof publichealthinIndia. However,
this was not to be. The National Institute of Health
and Family Welfare (NIHFW) was started by
amalgamating NIHAE and National I nstitute of Family
Welfare. Salt was added spoiling the milk. In the
process, NIHFW and the coursesrun by it got aborted.

All Indialnstitute of Hygieneand Public Health: This
was established in Calcuttain 1832 with an objective
of training public health officers locally in Indiain
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preference to training them in the UK It wasin akey
position and provided the country most of its public
health specialistsincluding the public health engineers.
Its multi-disciplinary departments included Public
Health Administration, Epidemiology, Biostatistics,
Microbiology including Parasitology and Entomol ogy,
Biochemistry and Nutrition, Occupational Health
including Physiological Hygiene, Environmental
Sanitation and Sanitary Engineering, Maternal and
Child Welfare, Health Education, Preventive and Social
Medicine, Veterinary Public Health, Anthropology, and
the urban and rural field practice areas at Chetla and
Singur, respectively. It conductsseveral post-graduate
degree and diploma courses. The total annual
admissions are about 250. It has contributed
significantly in health services research and many of
the recommendations of the Bhore Committee were
based on the work done at this Institute. The major
course leads to DPH. Yet, it has remained static and
hasbecome out-dated for the current and future needs
for health managers. With general lack of interest,
available seats are not fully utilized by State and
Central Governments.

Few more institutions can be legitimately deemed as
centres for training in public health:

1. National Institute of Health and Family Welfare,
New Delhi: ThisInstitute plays a complementary role
to AllHand PH, Calcutta. It has almost all the
components of a school of public health except
departments such as Environmental Sanitation, Health
Education, Occupational Health, Parasitology and
microbiology. Apart from several orientation training
programmes, it conducts post-graduate courses|eading
to M.D. in Community Health and Hospital
Administration. It also conducts health systems
research.

2. National Institute of Communicable Diseases:
Located in Delhi: It was established by expanding the
scope of the famous Malaria Institute of Indiawhich
wasuniversally knownfor itsresearch and contribution
to epidemiology of malaria. Now the NICD isengaged
inresearch and trainingin the control of communicable
diseases.

3. School of Tropical Medicine: Thiswas established
in Calcuttain 1922. It has contributed significantly in
the clinical and epidemiological aspects of tropical
diseases. It offers post-graduate diplomain Tropical
Medicine and Hygiene.

4. There are several other Institutions and Centresin
Indiawhich are devoted to one or the other aspect of
research or trainingin public health components. These
arelisted elsewhere.®
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Prescription

If the training of public health manpower is to be
ensured, the following are the minimum requirements;
(1) In the first place, public health shall have to be
accorded the priority it deserves. In order to attract
talented persons and those with a proven tract of
success and leadership qualities, it is essential to
ensureprofessional career development. Most feasible
and best availablealternativeinthecurrent situationis
to createanew cadre of National Health Service (NHS)
whichison par with that of IAS and I PS.

(2) The very challenging task today is to strengthen
the key leadership positionswithinthe health services
and within the various institutions for education,
training and research. This is a fundamental
prerequisite for providing Health for All through
primary health care approach.  The leadership will
have several critical rolesto play. Theseinclude: (a)
Organizational, in harmonizing all activities at
community level in all its components, by
decentralization and adequate empowerment of the
Panchayati Raj Institutions. (b) Epidemiological and
health systems research for community diagnosis,
decentralized planning and implementation of the
programmes, monitoring and evaluation. (c)
Managerial, to administer the huge and complex health
organization, including meaningful and effective
coordination with all developmental sectors. (d)
Technological, in devel oping appropriate, relevant and
cost-effectiveinterventionsto solvethevaried national,
regional and local problems. (€) Social, in ensuring
community involvement and participation, and
promoting self-reliance andinitiative on the part of the
people.

(3) Establishing new schools of Public Health with
whatever titlesonedesiresto givethem, andtomaintain
high standards and excellence in education and
research will be aright step. High standard of public
health in USA is due to establishment of about 25
schools of public health during the last forty years.
Many are of high repute in terms of the competence
and proficiency of their alumni. Thesuccessof NIHAE
was because its second director Dr. T.R. Tiwari could
gather and nurture aworld class faculty for it. Thisis
the secret formulafor institutional building. The Study
Group of ICSSR/ICMR initsreport, “Health For All -

An Alternative Strategy (1981) recommends
establishment of achain of schoolsof public healthin
India. Report of the Working Group of the Planning
Commission for the 7th Plan on Medical Education,
Training and Manpower Planning (1984) providesthe
estimatesfor thenumber of public healthadministrators
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/ managers from 9,600 to 10,750 by 2000 A.D. It
recommends establishment of new Institutions for
training and assessment of training needs, and the
qualitative requirements.

(4) Asregards other types of health manpower, issue
was deliberated by Banerji.t Potential schemes such
asMPWsand CHWSs (HGs) havefailed. Itisfeltthat if
thefirst three suggestions given above are taken care
of, the questions such as comprehensive health

manpower development, etc., will resolveautomatically.
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Table A: Paperspublished in Journal of PSM/Community Medicine by Broad Classification

Topic '75-80 ['81-85|'86-90 |'91-95|’96-97| 2000-02 |Total
1 Health determinants,environmental
sanitation, nutrition, health education 7 10 7 10 3 15 52
2. Epidemiology, research, Health informa 7 12 1 4 3 5 32
3. PSM Teaching 3 1 1 2 1 4 12
4. General practice 5 1 0 0 2 0 8
5. Primary health care, social sciences,
MPW, CHW schemes, smoking, drugs,
alcohol, health economics 13 32 6 9 3 10 73
6. Urban and occupational heatlth 1 6 2 5 1 4 19
7. Family welfare 5 6 5 4 1 5 26
8. MCH and immunization 24 26 13 17 8 30 118
9. Communicable diseases* 24 17 6 13 5 20 85
10. Non-communicable diseases 9 8 4 11 6 8 46
Total 93 119 45 75 33 101 | 471

Note: This is a qualitative analysis, but without
consideration scientific qualities. Since there are
missing numbers and years, quantification may not be
valid.

(*) Prioritiesdistribution wasIntestinal worms-15, HIV/
AIDS-13, Diarrhoeaand Ma aria-5 each, Tuberculosis
and Leprosy-4 each, Poliomyelitis-3, Cholera-2, and

Hepatitis and Rabies- 1 each.

Considering the number of medical collegesand faculty
size, the number of publications appearsrather onlow
side for 25 years duration. There also appear to be
distortion and fashion in the topics selected. Readers
may interpret and draw their conclusions as to what
this data suggest.
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A Letter from Dr. N. H. Antia
6, Koregaon Park, Pune — 411 001. Tel: +91-020-26121875 E-mail: nhantia@vsnl.net

19 December, 2006.
Dear Dr. Ritu Priya,

Thank you for inviting me to the XXXI1I Annual General Body Meeting aswell asthe XXXI1Il MFC
Annual Meet of Medico Friend Circle to be held in Bangalore at the end of this month.

| would have very much liked to attend this meeting because of my interest in Public Health Education.
Unfortunately, it will not be possibleto do so, sinceall my children from abroad will bewith usat that
time. Nevertheless | would like to get the proceedings of this meeting when available.

Here are afew of my comments on this subject:

Education in Public Health has aways had the lowest priority in medical education though it is
probably the most important. The present interest in converting medicineinto amarketable commod-
ity does not help in thisfield.

Despite producing 15,00,000 doctors except for a motivated few, it is uncommon for any doctor to
willingly serve at the PHC and even at the CHC, lave aside at the village except under conditions of
extreme duress. No amount of pressure from Dr. Ramadoss can solve this problem. This was
attempted as asix month internship severa years ago and was easily circumvented by the doctors for
both monetary, cultural and social reasons.

Itisimportant to first define which Public we are aiming to serve and differentiate Health from curative
medicinewhichisthestock intrade. The attempt to circumvent this by establishing five Public Health
Ingtitutions based on the AlIM S and Johns Hopkins model can hardly be expected to serve the needs
of our peoplewho livein rura Indiaand urban slums. The majority of them will emigrate to servethe
needs for Public Health in the US and other western countries.

The problemisnot of education but of the valuesthat gowithit. Even astatelike Keralahasdifficulty
in thisfield.

The answer lies in defining both the Public as well as the problems of the health; a futile wild goose
chase. It ishence necessary to devise aternative means to serve this laudable purpose, like the bare-
foot doctor of Chinaor the feldsher of the USSR, both of which are on the decline. The solution to the
problem hence lies more in the field of politics than mere education.

Fortunately for us there are several experiences in our own country by motivated NGOs like the
Aroles and FRCH demonstrate that the involvement of local female health functionaries with modest
but highly practical training can undertake almost 80% not only of the problems of health but also of
curative medicine of our people.

Therecent resurgence of Panchayati Raj and the Right to Information can help them, but also to ensure
that the government and even the private sector can beforced by them to servethe remaining needsthat
require greater knowledge, skillsand facilities. The present induction of ASHAsin the National Rural
Health Missionisan attempt in thisdirection, but cannot be restricted only to health and medical care
but must be part of overall rural development for which adequate funds are available to the people of
which they are not aware.

Ms Aruna Sharma an economist who has served as a senior |AS Officer in Madhya Pradesh for 10
years now provides us this much needed information which must be communicated to the people at
large; not merely the Panchayats who are presently only extensions of a corrupt and inefficient
political aswell as bureaucratic system.

With regards,

Yours sincerely,
Dr.N.H. Antia
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Overcoming the HealthCare Crisis:
Bold Reformsin Medical Education and Health Service Systems

A Note Prepared for the X1" Five Year Plan Task Force on ‘Planning for
Human Resourcesin the Health Sector’, 2006

Strengthening public health as a discipline through
expansion of public health education is a widely
recognized need, as is the constituting of an Indian
Public Health Cadre (Kolkata Declaration, SEARO-
WHO; D.Banerji; N.S.Deodhar). The MFC Anthol ogy
‘Medical Education Re-Examined’ (1991) presents
the earlier discussion in MFC on factors shaping the
productsof medical education. It drawslinksbetween
the students’ social background and thereby
admission policies; the curriculum, teaching and
evaluation methods they are subjected to; and the
service systemthey finally go towork in.

Thisnote, written for discussioninthe‘ Task Forceon
Planning for Human Resourcesin the Health Sector’
for the XI Five Year Plan, places Public Health
Education (PHE) within the context of the overall
health service system on one hand and medical
education on the other. It presents an outline for
structural changes, not asafinal blueprint for action
but to generate discussion in the concrete for the
present and future development of the health service
systemand its humanpower. It proposes one possible
per spective for expanding public health educationin
India, and is therefore being circulated as
background material for discussion at the MFC
Annual Meet—RP

TheCrisisand the Challenge

A crisis in our country’s health services system is
growing increasingly evident. The middle class and
poor experience it as absence of affordable, effective
and trustworthy services with stark shortcomingsin
the functioning of health care institutions and
professionals. Doctors experience it as professional
insecurity, since specialization hascometo be perceived
asnecessary whileopportunitiesareinadequate. Sub-
standard work conditions in both public and private
sector further frustratethem. Thisisnot anexclusively
Indiancrisis. Itisbeing experienced world-wide, albeit
with variation acrossregionsand countries. InIndiaa
body of official committee reports and health systems
research repeatedly points to factors responsible for
the crisis, among which is the urban and elite bias of
medical education. Over theyears proposed solutions

1 <ritupriya@vsnl.com>

-Ritu Priyal
torectify thishave been half-heartedly implemented.In
this note we argue for a strong commitment by the
senior political and administrative leadership to deal
with the crisis. We are proposing comprehensive
reforms aiming for appropriate human resource
development and enhanced performance in the health
services field. This calls for planning with bold and
long-term vision. Hereby we mean to enhance the
discussions on urgently needed reformsin the health
care sector and the corresponding human resource
requirements. After briefly identifying the major
problem areas as we see them, we outline a broad
framework and focus on some concrete measures
towards long-term restructuring that can be initiated
under the Eleventh Five Y ear Plan.

Per spective of the Proposed Refor ms — the Problem
Areas

Major shortcomingsidentifiedin health personnel over
theyears are:

i) social alienation from people to whom they are
providing services, and

ii) lack of a sense of responsibility towards patients
and communities.

Systemic factors that require rectification include:

1. Inadequate Professional Education: it neither orients
nor motivates doctorsto face the vulnerabl e sections’
needs; it reflects in elite social behaviour, career
choices, and technical approachesto health problems.
2. Overcrowded & IlI-Maintained Work conditionsin
Public Institutions: they do not favour establishment
of norms for good medical practice.

3. Over-emphasis on Specialization: practicefor high-
profit isjustified by high investments of time/money
on education and specialized infrastructure;
mal practices (over-prescription of tests, unnecessary
surgeries, and so on) become the norm.

4, Absence of Monitoring and Public Accountability:
thereis no monitoring of professional performancein
either public or private health services sector.

Clearly, amulti-pronged and comprehensive approach
isnecessary to deal withthisall-round crisis. It needs
to simultaneously address equity and quality issues
relating to both service delivery and human resource
development which areinter-twined. If implementation
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of the NRHM is to succeed in the Eleventh FYP, all
health personnel will need to undergo a shift in
orientation and attitude both through training and
through re-oriented administration of the services. To
foster re-orientation in medical education, the work-
culture in training hospitals (where under-graduates
and post-graduates|earn) will need to encourage norms
of good practice. Contradictionswill haveto befaced.
For instance, doctorsworking in the private sector may
imbibe patient-friendly behaviour, but they may also
learn to protect profits at patients' expense. On the
other hand, public sector work-norms are less
commercial and more cooperative, but they are also
more bureaucratic. Developing mechanismsto combine
the best of both isthe challenge.

Systemic restructuring is therefore necessary.
Administration and management structures and
measures that promote appropriate and locally
responsivework-culture should supplement all efforts
at human resources development. For the Health
personnel to performwell according to their education
and training, the professionals must be allowed
decision-making powers at various levels for local
resourceallocation, personnel deployment and priority-
setting. At the same time, recognition for good
performance in providing routine and responsible
services has to be built into administrative structures
and processes. Criteria for assessing quality of
performance and mechanisms for appropriate
deployment need to be evolved and implemented. For
al levels of personnel, mechanisms for incrementally
upgrading skills are required. We must insure
accountability to communitiesand society and produce
health personnel and norms of medical practicethat fit
our context.

For facilitating such system-wide changes, we are
proposing the creation of an Indian Public Health
Service on par with the Indian Administrative Service
(IAS). To guide and monitor the transformation
process, we propose that a‘ Steering Body for Health
Systems and Human Resource Development’ be set

up within the Directorate General of Health Services. .

Feasibility and Benefits of Proposed Restructuring

In India at present there are 229 MClI-recognized
medical colleges. Of them 125 are government
institutions, which generally have agreater number of
students. Thus, if the Government at the Centre and
the State Governments gather the political will to
improve medical education as called for, much can be
done. By international performance standards, India
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isdoing fairly well as doctors and nurses produced in
our country are in demand and perform well in other
countries. However efforts at adapting medical
education to rural Indian settings have not taken off,
starting from the Sokhey Committee and Bhore
Committee recommendationsin the 1940sto the ROME
Programme in the early 1980s. Why will another such
proposal succeed now?isagood question.

At this point in time there appear to be greater
possibilities of change for several reasons. Oneisa
shiftin conditionsand context. Earlier proposalscame
when the number of doctors and secondary hospital
care facilities in the country were inadequate, when
modern medicine was unquestioned as the ultimate
science for health care, and when western state-of -
the-art medical care was taken as ‘quality care’. So
medical education and doctorstended to cluster around
thetertiary hospitalsand specialistsin clinical subjects
became the leaders of the profession. Today the
situation has changed. On the one hand, a massive
public and private sector infrastructure hascomeupin
most parts of the country and thereis 1 doctor per 2000
persons. People areincreasingly resorting to modern
medical care. On the other hand, at the global level
there is a growing recognition of the limitations and
unsustainability of the western industrial model of
‘health care’.

Medical professionals are a disgruntled lot, too.
Currently, with poor working conditionsand unexciting
assignments, doctors are not attracted to the public
sector. Yet the drawbacks in the private sector
(competition and commercial considerations often
winning over professional ones) restrict job satisfaction
there as well. Increasing numbers of doctors joining
thel ASor going into non-medical businessisevidence
of professional dissatisfaction. Therefore, significant
support for the bold initiativethat thisproposal entails
may come from enthused doctors.

Thirdly, in this time of drastic economic reforms and
political reformations, it appears that such measures
may make headway, provided active support comes
from the highest levels. Demonstrable forms of low-
cost effective health care in our country may even
provide lessons for international health services and
humanpower development. The international set of
needsand conditionsare changing aswell. Saturation
of medical and nursing professionals and limitations
on immigration in the industrialized west is becoming
offset by a growing demand for public health workers
intheMiddleEast, Central Asiaand Africa. Inorder to
produce humanpower suitable for ‘export’ to these
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parts, developing skills to suit developing country
contexts will be meaningful.

HRD Plan for Indian Health Services. A Framework

A comprehensive framework for restructuring the
Health Servicesand HRD Systemsisproposed. Within
the essential focus being on meeting Primary Health

Care goals, it gives primacy to three outcomes:
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professionals,
¢) Building up cooperation and responsible team
functioning ,
d) Strengthening the part of ‘AYUSH’ and its
practitionersin the health services, and
€) Developing comprehensive health care practices
across the health systems.

Categoriesof Health Services Personnel

We are defining the Indian Health Services Sector to
clude all public (Government), private and non-
' governmental / non-commercial institutions concerned
with provision of healthcare in India. We have re-
considered the conventionally used categories of
ealth personnel in the changed health services
ontext. The categories used here are based on the
major tasks required of them in the health sector (see
the Box, next page).

i)Bui | d gupl ovoost rurd / urbenhed thcareset ti
as the hub of ned cal educati onween prinary,
ssoothryadtetiayhethcaeleds.
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trestrat (firg aotadt cae adgprqriaerdard
Itsded grat isthenst ariticd ‘fdt reed. At
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chang ngthenndset of doctarstra nedin® nadern Estimation of the requirement for specialised Health
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Hdtharem Bt egd lyimpotat ae wholesystem. Thenumbers projected for immigration
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pasard tored dtfdls, ad
b Gvmgtharas mla rexiatainasthenad cd
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Categoriesof Health Services Personnel
(Re-structured in the Current Context of the Indian Health Services)

1. Basi c/Prlmary Health Care (Preventive & Curative)
TBAs (dais), Other Folk Practitioners (bone-setters, herbalists, etc.)
Community Health Workers (CHW / ASHA)
Paramedics (MPW, ANM, HA, PHN, LHV)
Nurses (Staff, PHN)
Allopathic Physicians, (MBBS - MO, GP, FP)
AYUSH Physicians (BAMS, BHMSetc.)
Non-physician AYUSH Practitioners (Y oga, etc.)
RMP ‘Doctors' (non-MBBS, in communities)
Health Team Managers (doctors, non-doctors)
2. Speaahsed Physicians and Clinical Researchers
Clinical Specialists, including Dentists and Super-specialists
Para-Clinical Specialists (Pathologists, Microbiologists, Radiologists, etc.)
Specialist Nurses (Surgery, Public Hedlth, etc.) ... Etc.
. Specialised AYUSH Physicians and Researchers
3. Medical Care Support Personnel
Pharmacists
Laboratory Technicians
Physiotherapists... Etc.
4. Public Health Specialists and Researchers
Public Health Management Specialists (at secondary & tertiary levels)
Interdisciplinary Health Systems Researchers (Bio-M edicine — Epidemiol ogy—Social
Sciences—M anagement)
Epidemiologists & Social Scientistsin Health Area
Legal Expertsin Regulation of Professional Services and Education
(Public Health & Law, Industry & Law, Medical and Health Ethics)
5. Public Health Support Personnel
. Sanitary Inspectors
Entomologists
Laboratory Technicians
Biostatisticians... Etc.
6. ResearcOh & Teaching in Non-Clinical & Bio-Medical Subjects
Non-Clinical Subjectslinked to Medical Colleges (including AYUSH Systems)
(anatomy, physiology, histopathology, pharmacology, immunology, etc.)
Non-Clinical Subjects in University Departments and Research Institutes
(Biochemistry, Chemical engineering, Genetics, Biotechnology, Bioinformatics, etc.)
o Note: There will be overlap between research and teaching of these subjects
in medical colleges, university departments and research institutions.

- Thisexerciseisto beundertakenwiththebestexisting - For doctors, good medical knowledge, ability togive

database. Several figures will have to be rough effectivetreatment at low cost, empathy, understanding

estimates, but even that will be worthwhile. of urban/rural social dynamics, communication skills,
team-functioning and ethics, and inter-sectoral

Quality criteriafor each category of personnel needto  coordination should be important criteria.

be laid down based on technical requirements,

effectivenessin the social context, and affordability. - For para-medicals, appropriate knowledge/skills,
other qualities (asfor doctors), team-work skills, ability

For instance: to debate issues and input in decision-making.
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At Primary Health Care Level

At the primary level, the need is for a ‘community
physician’ withthetechnical expertiseof afamily doctor,
capabl e of early diagnosisand treatment of the majority
of health problems. She or he needstolisten and advise
competently, allaying fears and anxieties; to have an
understanding of public health issues, and the ability
to lead a team of community level health workers if
needed. An order of intellectual input and reasonable
graspisrequired to meet analytical demands, asclinical
diagnosisisto be madewith basic testing facilitiesand
optimal medical intervention is to be determined. A
willingnessand ability to co-operatewith other systems
of healing for reducing ill-health has to be cultivated.
Such doctors must themselves demonstrate the best
quality, as they create a base for health and health
care.

Increasing the number of doctors who will act as
generalist family physiciansand community health team
|leadersisthe need of thehour. Sincesuch*generalist’
work is as intense and demanding as that required of
specialists, equity in status and payment needs to be
established. At this primary level, good performance
by doctorsdemandsthat they interact with people and
gainfamiliarity with their communities on an extended-
term basis. Hence, the policies of arbitrary transfers
and short-term contractual hiring of doctorswill have
tobere-examined. For generalist doctors, if their status
and performance quality is equated with that of
specialists, then the leadership role, work satisfaction
and quality of life that they can achieve will become
attractions. Their role as teachers of under-graduate
medical students (as discussed further on) can give
added career satisfaction. Moreover, these doctors
would henceforward be involved in health planning
and policy-making. Considering their socia role, those
“high achievers' among who wish to go for Public
Health specialisation might be sponsored. Naturally,
these roles would include qualified physicians of the
AYUSH systems on par with MBBS qualified
physicians.

Allinall, creating acadreof Indian Public Hedlth Service
will consolidate the experience of such doctors and
useit for health sector planning.

At Secondary and Tertiary Health Care Levels

Secondary level health care at District level again
requires alarge number of general practitioners. But
herethey work inconsultation or inreferral relationships
with experts in the basic specialities (surgery,
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gynaecology & obstetrics, paediatrics, ENT,
ophthalmology, psychiatry, dentistry, geriatrics, and
SO on).

At the tertiary care level, specialists and super-
specidistsarein charge. Thesephysicianshave greater
expertisein afocused areaof the human body or portion
of the disease spectrum. Therefore generalist doctors,
whose professional focus is on patients as whole
persons in family and social contexts, can call upon
themto deal with special medical problems. Their status
should arise from demonstrated competencein specific
fields, and asclinicians at both secondary and tertiary
levels. Additionally, they may be researchers and
educators.

B. Re-Orienting M edical Education to M eet L ow-Cost
Health Care Needs

Given the framework of health humanpower needs of
both rural and urban populations, and the poor and
middle classin both settings, the priority isto re-orient
all medical professionalsto provide appropriate quality
low-cost health care. Since doctors are leadersin the
health sector, re-orientation of other health personnel
will follow.

First, let usbriefly review some of themeasurestried in
the past decades to ‘reorient’ medical education and
produce basic doctorsin order to pose fresh options:

i) Making servicein rural areas mandatory for medical
graduation or before applying for postgraduate courses
hasnot worked. Not only have most studentsresented
these postings, but it hasal so expected fresh graduates
to perform competently on their own at the rural level
after having been trained in tertiary hospitals.

ii) Thecategory of ‘licentiate doctors' trainedinathree-
year courseisproposed to beresurrected. It may have
been meaningful when therewas ashortage of medical
colleges and doctors. Today no such shortages exist,
so it would be better to re-orient medical graduates
rather than re-create this category. However, alarge
number of unqualified (non-degree-holder) ‘doctors
are providing medical care in poor rural and urban
communities. It isareasonabl e option to eval uate and
upgradetheir knowledgeand skills. Still, their function
in providing basic health care must be viewed as
additional and not as a substitute to the public sector.
What we are suggesting now is not a piecemeal
solution, but rather a whole restructuring of medical
education and of the public health cadre
simultaneously. We are suggesting a direction for



37

initiating deliberations in various fora. The main
foreseen spheres of action are:

a. Intake for medical education, with heed to the social
base of students

b. Appropriaterestructuring medical colleges, curricula
and teaching methods

c. Improved functioning of teaching hospitals and all
levels of health care services

d. Strengthening of regulatory mechanisms for health
careproviders, and Creation of anIndian Public Health
Services cadre.

a. Intakefor medical education

Dealingwiththesocial alienation of doctorsmust relate

to their social base becoming representative of the
populations that they serve. Measures for ensuring
this are to be taken at the time of student intake into
medical colleges, and thisis possible in the following
ways:

1. Reservationsfor Disadvantaged Student Categories:
» For SC and ST students, reservations may continue
as such.
= For OBC students, ‘ backwardness points' on the
lines suggested by Deshpande & Yadav! can be
applied (for admissions to be based on individual
merit plussocial background), similar towhat isal ready
inuseat JNU for several years.

2. Abalition of capitation feesin medical colleges:
Colleges should have other ways open to them for
raising the funds they need.

3. Professional Up-gradation through Scholarships/
Sponsorships. Committed, competent |ower-level
health personnel (medical, nursing, etc.) may
sponsored for professional enhancement, enrichingthe
academic environment with their presence. Not only
will this be an incentive for performance, it will also
create a pool of professionals with rich grass-roots
experience.

4. Preference to Student Sponsorships from CBOs &
Pancyayats:

Such medical and nursing studentswould be committed
to returning to their communities for later work.

b & c. Re-structuring Medical Education for
Professional Re-orientation and Strengthening all
levels of the Primary Health Care system

That current medical education isbiased towardsurban

! Satish Deshpande & Y ogendra Y adav, ‘ Reservation -
An Alternative Proposal’, The Hindu, 23rd May, 2006.
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culture and high technology is well recognised.
Furthermore, teaching isrigidly text-book and lecture
based. Clinical skillsaretaught at bedsidesin crowded
tertiary hospitals, whichfail to provide adequate social
and manageria skillsor instill patient-friendly attitudes.
The knowledge base that is imparted lacks a public
health orientation informed by people’s perspectives
and the social determinants of health.

To rectify these great shortcomings, two broad
structural measures are being proposed:

i) Move under-graduate medical teaching away from
cities/tertiary hospitals, and

ii) Revamp the medical curriculum and teaching
methodology appropriately.moving under-graduate
medical teaching away from citiesand tertiary hospitals
As oft-stated, clinical exposure needs to be imparted
inappropriate settings. Sincewe envisionthe majority
of under-graduates becoming general practitionersand
community health team leaders, their education and
training should take place at secondary-hospital level
withstronglinksto the primary level. Thiswould mean
re-setting the standards for hospitals attached to
medical colleges with regard to number of beds, etc.
For public sector teaching institutions, the senior
teachers will be doctors at District hospitals; their
numberswill haveto beincreased to deal with theadded
workload.

Thus, the logical aim is simultaneously towards re-
orienting medical education, bringing specialists to
District Hospitals and CHCs, and strengthening
secondary and primary infrastructure and functioning.
Theimplications are that

- All undergraduate teaching and technical training
will take place at secondary and primary level
institutions.

- Post-graduate teaching will be at secondary and
tertiary hospital levels, with periods of postinginrural
and underserved urban areas.

- A Public Health specialist will be placed at District
level for consultation with all level s of health personnel
in epidemiol ogical analysisand health system planning.
Thisjob will include orienting clinicians, including the
teachers of clinical subjects, on the current and local
public health issues.

While post-graduate and super-specialist teaching will
happen at tertiary hospitals, post-graduate students
of clinical subjects would serve for periods at the
secondary hospitalsand visit primary level institutions
on arotational basis. They may bring in fresh ideas
and information of scientific advancesto be considered
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by the teaching faculty for fitnessin local contexts.

Since existing training schools for paramedical
personnel are largely placed at District level, the
location of medical education there will enhance the
opportunity of team training. The PSM course for
medical under-graduates may well include bringing the
various health personnel categories together for
practical experience of team functioning.

Revamping the medical curriculum and teaching
methods

Some measures towards making medical education
problem-oriented, community-based and informed by
the social determinants would be:

- A comprehensive review of existing curriculum,
textbooks and teaching methods:

This would be followed by text-book writing geared
for Indian contexts by teacher-practitioners with
extensivework experience under Indian conditions. For
this, good teachersin each subject would beidentified
and their interaction with the system facilitated to
improvethequality of pedagogy. Guidelinesfor medical
teaching would be prepared, with special attention to
strengthening of public health teaching.

- Tailoring of social science teaching for doctors to
understand their social role: Thiswould beanimportant
component of medical education, so that doctorsgrasp
the social determinants and dynamics of health with
regard to what is expected of them.

- Skill-building in critical analysistowards appropriate
solutions: This is important so that the doctors are
able to work out optimal solutionsin diverse contexts
and insure that inappropriate universal solutions do
not remain in practice.

- Quality regulation and innovation in teaching
institutions

Teachinginstitutionsareto be strengthened according
to defined criteriafor teaching quality and encouraged
to innovate appropriately.

The professionals who come out of this kind of
educational processwill befamiliar with and sensitive
to the conditions of the majority in this country and
arethuslikely to devel op normsmore of practice suited
to them, whether they work in the public or the private
sector.
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Monetary and non-monetary supportswill be needed.
Revamping could beinitiated in the Eleventh Plan.

d. Building Regulatory and Accountability Systems

Progressive principles of personnel management need
to be applied to changethe work-culture and stimul ate
professional responsibility. Both administrative
controlsand encouragement for good performanceare
essential. Theremust betransparent rulesfor transfers,
promotions, selection for higher education etc. and
limitation of political pressureto flaunt theserules. The
word has to come from the PMO and Health Ministry
downwards.

Formal incorporation of community monitoring
mechanisms into the health services system is called
for. Besidesthepanchayati raj ingtitutions (PRI), some
other structuresfor social audit have been suggested
by various people. This needs to be decided upon
after careful consideration and consultation, and
seriousness about it has to emanate from the higher
Government levels aswell asfrom civil society.

The Medical Council of Indiaisaready under review.
Aside from re-structuring, it needs a person of high
moral and professional standing to be nominated asits
head, perhaps by the President of India. The MCI has
to exercise its authority freely and fully for ensuring
maintenance of standards and quality. It must
encourage innovation in teaching, rather than stifle
new initiatives.

Besidesthe external regulatory measures, professional
accountability mechanisms are something that
professionals will themselves have to get serious
about. Unless they create self-evaluation and self-
regulation structuresthey will be only techniciansand
commercial entrepreneurs. Professional associations
such as the IMA, IAP, FOGSI, etc. would do well to
deliberate on such issues within their membership.

e. Creation of an I ndian Public Health Service Cadre

From among the generalist medical officersand health
team leaders performing at the peripheral level, some
should be supported for public health specialization
and move up to play dataanalysisand planning roles.
The service would create public health analysts and
planners with backgrounds of experience in rural and
other low-resource conditions. It will also enable
professional mobility from primary to secondary-level
servicedelivery andto analysis, policy formulation and
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planning positions, from the Block and District to State
and National levels.

C. Development of AYUSH Systems and Human
Resour ces

India has the advantage of having a number of health
and healing systems in operation for generations and
even millennia. However, they have not developed or
kept pace with the modern western or ‘allopathic’
system whichisdominant in both medicine and public
health fields. Health care providers of the AYUSH
systems currently studying or employed within and
outside the public health services should be
encouraged to strengthen their respective science and
practice.

Some suggestions are:

- Encouragement of practiceaccordingto therespective
health and healing systemsrather than expecting them
tomimic‘ modern medicine'; that only underminesthem
further.

- Developing an institutional framework in tune with
what has been suggested for medical education, where
the colleges of AYUSH systems are also linked with
the public sector servicedelivery institutionsat primary,
secondary and tertiary levels.

- Training of the same paramedical personnel to be
imparted by these professionals aswell.

- Stimulation and support for research in both theformal
and thefolk knowledge systemsfor development within
their own philosophy and principles.

- Creation of a mechanism for interaction across the
systems, such as a ‘Core Committee for Dialogue
Across Healing Systems'.

Beginning the Process of Restructuring

Obviously, such restructuring cannot happen
overnight. Sweeping systemic measures are necessary
to clear the identified flaws begin to move towards
reorientation of the health servicesand doctors. Some
steps can be taken with soon and others need to
planned in a staggered yet co-ordinated fashion.
Immediate measures could be to ensure that no new
colleges are be allowed to come up in the cities and
towns above district headquarter level; that the
hospital s attached to them should not have more than
100-150 beds; and that post-graduate students
specializinginclinical subjectsat tertiary hospitals must
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spend periods of duty at the secondary hospitals and
visit primary level institutions.

Demonstration of the will to implement such change
will becritical. It callsfor awide consultation between
all sections involved in medical education and
concerned with professional quality of care to the
people. Once the direction is decided with long-term
view and a consensus built around it, such changes
will be guided to unfold over time. Budgetary
alocationswill havetoincrease, but the non-monetary
inputs will be equally crucial. All levels of people
involved will need to start thinking and come up with
better ideas and fresh commitment to move forward.

The Eleventh Plan can facilitate and support:

i) Review of medical education, with special focus on
PSM and public health teaching,

ii) Consultations on restructuring medical education
especially in government colleges,

iii) Pilot re-structuring at afew sites,

iv) Production of quality text-books by appropriate
Indian authors.

V) Thebuilding of an Indian Public Health Service cadre
vi) Consultations on restructuring education in the
AYUSH system colleges.

vii) Setting up of aCore Committeefor Dialogue Across
Health and Healing Systems.

Thus, reorientation of the health providersand service
systems with an appropriate, futuristic vision is an
urgent and crying need for our health and wellbeing.
Thehealth carecrisisafflicting all sectionsof thelndian
people and the crisis being experienced by the health
care providers calls for amagjor initiative well beyond
the significant measuresthat are already on the anvil—
increasing thefinancial outlaysto 2-3% and increasing
the infrastructure and number of personnel. How can
we all come together to rise up to the challenge?

[ Acknowledgements: Thisnotehasdrawnonreading
of the several committee reports of the past and
available writings of public health analysts. It has
gained frominteractionswith colleaguesat the Centre
of Social Medicine & Community Health, JINU and
the Medico Friend Circle. Special inputs by Drs. I.
Qadeer, C. Sathyamala and Mira Sadgopal are
gratefully acknowledged. This does not imply
agreement on all issuesin the note. The author alone
bearsthe onusfor its shortcomings.]
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Critical Public Health: Operationalisng aVison

Even when public health was experimenting
unsuccessfully with variousreorientationsto produce
socially sensitive physicians in the 1970s and 80s
(Poulose and Natarajan, 1989; Panackel and
Ramalingaswami, 1990), there were instances of
alternative experiments in the provision of training,
research and practicein public health. It is possible to
delineate three distinct processes at work that are
inspiring dissatisfied professionals to breakout of the
set pattern (Qadeer and Nayar, 2005). Thefirst of these
iscompl ete dissoci ation between the practitionersand
the conventional institutions. These professionals set
up their own experimental projects of providing
alternative models of care, training and education of
health workers. A number of examples are there, such
as, the Shaheed Hospital run by Chattisgarh Mukti
Morcha which is experimenting with a need based
hospital for workers of anindustrial area. Rupantar, an
organization involved in training and monitoring work
of community health workersis another example (Sen,
2001). Similar efforts are afoot in Bilaspur and
Maharashtra (Ashtekhar, 2001). The Community Health
Cell being run in Bangalore is an innovative group of
public health workers providing support to different
voluntary groups and individuals, both at the level of
training aswell asresearch. The other examplesarethe
well-known establishments like Comprehensive Rural
Health Project, Jamkhed and Foundation for Research
in Community Health, bothin Maharashtra. Thesecond
trend is to develop interactive and multidisciplinary
networks of professionals to share ideas and
experiences, generate debates and take up socially
relevant research. The Medico Friend Circle (MFC) is
such a group set up in the early 70s (Priya, 1986).
Through its meetings, activities, research and
publications, it has argued for a new vision of public
health. Health Watch is yet another network set up in
the 1990s, which is focusing on monitoring the
implementation of the ICPD agenda of a target free,
voluntary and comprehensive family welfare program.
The third set is the evolution of teaching institutions
that are taking up the challenge of rejuvenating public
health. Some medical schools such as CMC, Vellore,
AlIMS, New Delhi and the Centre of Social Medicine
and Community Health (CSMCH) at the Jawaharlal
Nehru University (JNU) have been experimenting with

1Centre of Social Medicine and Community Health,
Jawaharlal Nehru University, New Delhi

-K R Nayar and Ritu Priyat

alternative programs of teaching and research. The
University of Health Sciences at Pune was also set up
with theideaof bringing in an integrative approach to
the teaching of medicine.

In this note, we would focus on the academic
programmes of CSMCH at JNU, which had a vision
and a dream to bring together bio-medical and social
science perspectivesfor acritical Public Health. While
thevalue of the Centre’ s efforts has been appreciated,
its very success is seen to pose challenges to its
impacting on the mainstream— “While these
suggestions (for a public health curriculum) are very
relevant, it is somewhat unfortunate that the JINU
department has become somewhat marginalized
becauseof its* critical questioning’ and overall ‘radical’
image...” (Narayan, R. 1991). A brief profile of the
Centreisgivenin Appendix 1.

Mandate of CSMCH

It is a challenging task when a vision based on
interdisciplinary linkages between bio-medical and
social scienceshaveto beoperationalised. Inthefifties,
when there was a rethinking on including social
sciencesinthemedical curriculum, thegeneral attitude
was “they are young, somewhat inexact, and often
pretentious. Their findings are presented in a horrible
jargon which obstructs clear thinking” (Simey, 1954).
Social sciencesarenot asingle, united field of enquiry;
it contains a number of disciplines with varying
perspectivesand theoretical orientations. Itisdifficult
tovisualizeonesocial scienceand thereforeitisall the
more difficult to identify a core area or the concepts
necessary to work in public health.

One of the mgjor objectives of CSMCH, as visualized
by theworking group for setting-up the centre, wasto
investigate health problemswithin the context of social,
cultural and behavioral aspects of the community.
Social Science was considered as having amajor role
in this, especially considering realistic planning of
community health services. It wastherefore proposed
that the centrewould belocated in the School of Social
Sciences. Infact, thisistheonly public health academic
centre located in a school of social sciences with a
view to bridge the gap between available knowledge
and itssocial application. Thiswasalso thought to be
a way to provide a meeting ground for medical and
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social scienceswith acommon focus of making health
services meaningful to the society.

Thirty five years of experience in offering academic
programmes, undertaking research, providing
consultancies and engaging with the State and civil
society hasgiven usrichinsightsregarding the nature
of public health education suitable to our context. We
have increasingly realized that a bio-medically and
statistically oriented public health academic programme
alonewill not be ableto capture the * health culture’ of
thecommunity (Banerji, 1986). Infact, oneof thestrong
points of CSMCH is the integration of the people's
viewpoint with the bio-medical components and
epidemiology into the teaching programmes of the
centre. One of the remarkable achievementsis that it
has been able to give a new direction to the concepts
and knowledge of public health by developing abody
of knowledge through use of social sciencein general
and political economy approach in particular in the
study of community health problemsand programmes
inIndia

Approach to Community Health/Epidemiology

Public health asvisualized by CSMCH usesa*“ holistic
epidemiology that examines society not as acohesive
outcome of theworking of itsinstitutionsbut asasocial
structure with its inherent processes which are not
dependent upon internal institutions or external
stimuli, which operate dialectically and influence
disease and health patterns” (Qadeer, undated).
According to Qadeer, this potential in classical
epidemiology waslost dueto decontextualisation. The
reductionist approach and the so-called thrust for
universality failed to capture contextual complexities
and denied epi demiol ogy the opportunity to becomea
science which could best serve public health. In
addition, it did not attempt to study collectivities and
instead focused on the individual, the family and the
immediate environment (Priya, 1987). Epidemiology as
envisionedinthediscourseof CSMCH isholisticwhich
cover the varied and complex social, economic and
political dimensions of the human environment. This
iswhy the epidemiological vision of thecentreisclosely
linked to political economy and social sciences.

Approach to Social Sciences

Inrecent yearsthereisaproliferation of social science
studies on health-related themes. largely as aresult of
renewed interest inthe area, and changeinthefunding
strategies, mainly of international agencies. Several
universitiesand research institutes haveinitiated study
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programmes and research in this field and substantial
contributions have been made in a number of social
science disciplines such as sociology, psychology,
anthropology, political science, history and thefavorite
of the funding agencies—economics. The consequence
is that the problem of health which requires a multi-
dimensional social analysisisapproached moreor less
similar tothesix blind men examining an e ephant (Nayar,
1993). Anentirely different trajectory isthe oneadopted
by what can be called as the fact-finding approach
whichislargely outsidethe academic system especially
by non-governmental agencies undertaking research.
Thus, there are two broad categories of health social
sciences, onewhichisstill predominantly academicin
orientation and the other, practised outside the
academicinstitutionswhich areessentially fact-finding
init approach.

CSMCH has adopted a paradigm which follows the
epistemol ogy of interdisciplinary approach whereinthe
coreisdefined and dictated by the needs of health and
health services. Itisfor thisreason that issues of social
inequalities and social stratification including gender,
caste, class etc. have been part of the social science
discourse in the centre. These are then continuously
fedinto theteaching programmes of the centre keeping
in mind the need to synthesi ze them with the existing
approaches in epidemiology.

Pedagogy and the L ogic of Course Structure

The centre has two separate programmes, M.Phil in
social sciences in health for social scientists and an
M.P.H programme for doctors/nurses. The course
structure in the centre is a dynamic entity which is
constantly evolving and changing depending on the
addition of new knowledge and based on the review
undertaken by the faculty themselves and the student
feedback. Thereisaninternal logic in the structure of
coursesin the centre. The common binding coursefor
M.Phil and M.P.H is the one which focuses on the
fundamental concepts of health and service planning
interwoven with the organization of health servicesin
the country. Through this course students get an
opportunity to understand the evolution of health
services in the country and the social, programmatic
and epidemiological issueswith regard to the general
health servicesand various national programmes. This
is followed by the M.P.H students undergoing some
common sessions in social sciences with the M.Phil
students. Thiskind of asynergy isintended to bridge
the gap between social sciencesand bio-medicine. For
social sciences, there is a problem of dissimilarity as
we get students from varied backgrounds. Therefore,
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there is an additional challenge of bringing students
belonging to various social science disciplines into
one common platform. Thisistherationale for having
bridge courses such as “ Social Sciences. Towards an
integrated approach” for social scientistswherein the
theories and concepts needed to work in the area of
community health are delineated. M.P.H students go
through the same course in social science although
they arenot expected to cover thecourseasextensively
as the social scientists. This is followed by courses
which focuson the social scienceissuesin community
health and research methodology. The M.P.H. students
also go through a course on Epidemiology in which
they learn to understand the different perspectives
withinthedisciplineitself, toview it asasciencerather
than merely as a set of methods, and to use its
approachesand methodsfor interdisciplinary research
and health planning. The course structure with areas
dealt within optional courses can be seen in the
appendix.

From the students' point of view, the perspective and
the courses that the centre offers denote a shift from
the earlier disciplinary backgrounds. This may be
equally applicableto doctorsand social scientists. For
the doctors it is more a process of re-examining their
perspectives and becoming consciously aware of the
social, cultural and political role of health, the health
sciences, health services and health personnel. A brief
note is appended on the students’ background, fee
structure and democratic mechanisms for students’
involvement in evolution of the academic programme
and institutional ethos.

Thestudents' research also evolvesout of theteaching
programmeto alarge extent through assignments (such
aswriting asynopsison aresearch topic for the course
on research methodology), independent seminars
based on the interests of the students, fieldwork etc.
The student’s own past exposure to health and
development issues, linkswith health institutionsand
understanding of community problems also influence
the themes they choose to study.

Team Work for Public Health

One of the important hallmarks of public health
academic work is the need for teamwork. Teamwork
helps in transcending the limitations of disciplinary
boundaries of faculty involved inteaching and research
at the centre. Teamwork is practiced primarily in
teaching individual courses. Most core courses are
organized along these lines wherein more than one
faculty member isinvolved inteaching courses. Often,

mfc bulletin/July-September 2007

it hasinvolved faculty with medical and social science
backgrounds working together on a course.

In research, thereisan effort to pursue the same spirit
of teamwork. Thisisreflectedinthe many publications
of the faculty over these years. One of the great
opportunitiesto demonstrate the teamwork in research
was made possible in a large multi-centric project on
“Monitoring shifts in health sector policies in South
Asia’. Theentirefaculty of the centrewasinvolvedin
the various stages of planning and operationalisation
of thisproject which examined the shiftsthat had taken
place in the health sector in India after the
implementation of Structural Adjustment Programmes
in terms of changes in the health status of the
population, shiftsinthedelivery and utilization of health
services and the process of decentralization as a part
of reforms. At least two major publications which
evolved out of thisteam work laid the foundations of
the critique of structural adjustment and health sector
reformsin India (Rao, 1999; Qadeer et a., 2001)

Concluding Observations

It is indeed challenging to develop a public health
academic programme which needs to overcome the
limitations of adecontextualized epidemiol ogy and the
heterogenous nature of social science disciplines. Our
experience shows that it is possible to delineate the
minimum core areas of social sciences which can
establish the synergy with epidemiology and
community health. The political economy perspective
offersabridgeto establish such asynergy withinwhich
health and health services and programmes including
family planning can be understood and analysed in a
holistic way. The strength of CSMCH lies in the
development and continuous rethinking of such a
holistic perspective which may fall within the realm of
‘critical public health’ while utilizing the science of
epidemiology.
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Appendix 1
Profile of CSMCH

The Centre of Social Medicine and Community Health was
started in 1972, asone of the problem-oriented centerslocated
inthe School of Socia Sciences. Itsmandate wasto develop
the contours of public health asadiscipline suited to address
the needs of the country, with aspecial focus on the needs of
the underprivileged sections. Over the years its work has
focussed on Health Systems Research and Public Policy
Analysis with an interdisciplinary perspective. While
engaging in universal public health issues and debates, the
Centre keeps a context specific approach. Whileit relatesto
global developmentsin health and health services, the South
Asian, Indian and within Indiathe state-specific contexts get
greater emphasis.

Courses offered are an M.Phil/Ph.D. in Socia Sciencesin
Health for social scientists and a Masters in Community
Health/Public Health (a pre-Ph.D. programme equivalent to
the M.Phil) aswell as a Ph.D. for doctors and nurses. The
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M.Phil and MPH are covered over 1.5-2 years. The
programmes equip the students with an interdisciplinary
perspectivefor studying the societal dynamics of health and
the modes of dealing with health problems, for analyzing
policy approachesrelevant to health and for conducting health
systems research contributing to policy and programme
formulation. The M.Phil students come with a post-
graduation in sociology, psychology, economics, history,
social work, public administration and other allied subjects.
The doctors are required aminimum of amedical graduation
with oneyear experiencein community health and the nurses
aM.Sc. with Community Nursing. The admission intakeis
of about 20-25 studentseach year, with 14-18 socia scientists
and 6-8 doctors /nurses. At any time there are over 50
students actively pursuing their research after having
completed the course work. A majority of the studentshave
found employment in variousuniversities, researchinstitutes,
state and para-statal health services, NGOsand UN agencies.

TheCentrehasafaculty strength of ten with an equal number
having medical and social science backgrounds. Prof. D.
Banerji continues to be associated as Professor Emeritus.
The faculty research interests include history of health
services development, international and national health
policiesand service systems, the political economy of health,
health culture, epidemiology, nutrition and communicable
diseases, population policies, health manpower development,
worker’s hedth, environment and health, women's health,
urban health as well as methodologies for headth systems
research and health policy and programme formulation.
Faculty members have been playing an advisory role for
research and planning to the Ministry of Health & Family
Welfare, State Governments, WHO, UNAIDS, other
universities, research organisations and non-governmental
organisations.

The Centre has organised a number of international and
national conferencesand seminars. Over thelast decade these
have been on themesrelated to the transitionsin international
and national policy environment, World Bank prescriptions
on Investing in Health, protecting folk and tribal herbal
medicinal knowledge and practice in the context of the Bio-
diversity Convention and Intellectual Property Rights, Impact
of Structural Adjustment Policies on Health, Reproductive
Healthin Primary Health Care, Societal Concernsand AIDS
Control Strategies in India, Challenges in Policy and
Implementation for Making Essential Drugs Available for
the Poor in India. Thethrust of these has been to analysethe
implications of current policy trends on the health status
and accessto health services of the underprivileged sections.
There was also some effort to search for spaces that allow
for protecting and enhancing the entitlements of these sections
in the given context. These have been variously organised in
collaboration with and financial support from the Indira
Gandhi Rashtriya Manav Sanghrahalya, the UNFPA,
UNICEF, the European Commission, RIAGG (Maastricht),
Department of Public Policy (Cambridge), STAKES
(Finland), Centre for the Study of Developing Societies
(Dethi), Coalition for Women, Popul ation and Environment,
Coalition for Environment and Development (Finland).



44

Severa books, monographs and reports have been published
as outcomes of these efforts.

The Centre faculty has jointly coordinated a collaborative
project over the past 3 yearson Monitoring Shiftsin Health
System Policies in South Asia. The collaborating partners
are health research institutions from Sri Lanka, Bangladesh,
Nepal, Pakistan, Kerala and Andhra Pradesh in India,
Belgium, Finland and England. Thisisfunded by the European
Commission and is in the process of completion. It has
attempted to analyse national data sets of theregion to bring
together evidence on theimpact of structural adjustment and
Health Sector Reforms on health status, health services and
health planning processesin the region. Collaborativelinkages
have been formalised for faculty exchange, sharing of
information, and joint research with the Global Social Policy
Programme based at the University of Sheffield and withthe
University of Heidelberg.

Appendix 2

Course Structure
Master of Philosophy (M.Phil) in Social Sciencesin
Health

Core Courses

1. Community Health and Its Organisation in India

2. Research Methodol ogy

3. Socia Science Issuesin Community Health

4. Social Sciences: Towards an Integrated Approach

5. Review of the Current Issues in Social Sciencesin Health

Master of Public Health (M PH)
Core Courses

1.Community Health and Its Organisation in India
2.Epidemiology

3.Health Services and the Community

4.Research Methodol ogy

5. Review of Current Issuesin Community Health

Optional Courses

1. Population Problem and Family Planning

Programmein India

Communicable Diseases

Nutrition and Maternal and Child Health

Rural Health Services

Comparative Studies in Health Systems

Operational Research and Systems Analy sisin Community

Health Research

8. Political Economy of Health

9. Application of Anthropology in Health

10. Application of Sociology in Health

11. Workers' Health in India

12. Women and Health

13. Urbanisation and Health

14. Communication and Health

15. Environment and Health

16. Gender, Development & Health

17. Current Trends in Sociology

18. Social Psychology and National
Development Programmes

NorwWD
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19. Psychology in Community Health

20. Vital Statistics & Health and Information System

21. Health Manpower Planning in India

22. Health Planning and Health Economics

23. Community Health Nursing Education and Administration
24.Hospital Administration and Medical Care Servicesin India
25. Education and Training of Health Workers

* Optional courses are common for M.Phil and MPH

Appendix 3
An Inclusive & Democratic Ethos:
A Note on Institutional Characteristics

The JNU campus is a microcosm of the Indian nation,

drawing studentsfrom every nook and corner of the country

and from every group and stratum of society. To make sure
that this is so, annual admission tests are simultaneously

held at 37 centres spread across the length and breadth of the
country, and specia careistaken to draw students from the
underprivileged castes and ethnic groups by reserving 22.5
per cent of seatsfor them. Candidates belonging to backward
regions of the country are also given deprivation points in
the entrance examinations. 3 % of the seats are reserved for
the physically challenged students. Apart from this,

deprivation points are given to other backward classeswhere
women candidates are awarded 10 pointsasagainst 5 for the
men. Oversesas students form some 10 percent of the annual

intake. Students’ hostelsand blocks of faculty residencesare
interspersed with one another, underlining the vision of a
large Indian family. (For details please see http://
WWW.jNu.ac.in).

Participation in student union activities and other elected
representative bodies is viewed as an important part of the
students' life on campus. Healthy norms of student politics
have been developed by the student body, with support
from the faculty.

One of theimportant features of JINU isthe democratization
of decison-making in academic affairs. Academic matters
pertaining to the centres are discussed in the Student Faculty
Committees (SFC) with equal representation of teachersand
students. Students also give continuous feedback on the
courses through the SFCs. Students are also involved in the
board of studies which approve the courses for each of the
centresaswell asrepresented in the Academic Council of the
university.

Apart from alarge number of Merit cum Means scholarships
offered to deserving students based on parents’ income, the
university has also instituted a number of scholarships and
fellowships for the weaker sections and others. The fee
structure of the university is as follows:

Tution fee Annual: Rs. 240
Other feesAnnual: Rs. 154
Room rent in hostels Rs. 240 (annual).
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Can Public Health open up to the AYUSH Systems... and give space for People s Views
of Health and Disease?
Some thoughtsto add to the debatein MFC at NTI, Bangalore, 28-29 December 2006

The doubleissue of theMedico Friend CircleBulletin
(December 2006 — March 2007) carried an array of
background articles and matter to support serious
debateon ‘ The Public Health System and Public Health
Education’ at the MFC Annual Meet on 28-29
December 2006 at Bangalore. Our effort in thisarticle
isto point out amajor lacunathat we seein the debate
so far, that is, the need to genuinely include India's
non-allopathic systems and peopl€’ slocal ‘ health and
healing’ cultures within the Public health system.
Blindness to the issue, if one goes by the articles
collected inthe Bulletin, appearsvirtually total at this
point. It is not an easy issue — it is fraught with
contradictionsand unaddressed questions. But wefind
it untenable for us to go on with our debates without
facing it. Our expectation isthat friends gathered here
will give seriousattentionto thisand open up tolooking
for how we can movetowards‘ mainstreaming’ thennon-
alopathic or so-called AYUSH systems in the public
health system in our country. In fact, whether we talk
about it or not, somehow itisastated goal inthelndian
Government’s 11™ Five Y ear Plan (2007-2012)!

Itisour contention, while exact figuresarenot at hand,
that the vast majority of our billion-plus population
share cultural bases and even ethnic resonances with
the non-allopathic healing systems?. Soit should seem
odd to all of us, we think, that western medicine or
‘alopathy’ persists in dominating the public health
services system long past the ‘British times'. True, in
recent years a proportion of qualified non-Allopathic
practitioners (with degreeslikeBAMSand BHMS, etc.)
have been appointed within the primary health care
system, but they operate within the all-Allopathic
framework.

Only inrecent years—for both right and wrong reasons
— have the non-allopathic systems been drawing a
measure of serious official attention. In 2003 a full-
fledged Department of AYUSH was set up in the
Ministry of Health and Family Welfare. The term
‘AYUSH' includes‘ Ayurveda, Y oga, Unani, Siddhaand
Homeopathy’ — the formal or codified non-allopathic
systems. The term is now being coaxed to include the

"Mira Sadgopal <miradakin@gmail.com>, Alpana Sagar
<alpanasagar @yahoo.com>
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vast and diverse local folk healing traditions of India,
aswell asthecodified trans-Himal ayan system of sowa-
rigpain Ladakh (akinto Tibetan or ‘amchi’ medicine).
The WHO, by the way, recognisesthe significant role
in public health of both ‘formal’ and ‘folk’ traditional
healing systems.

Incalingfor ‘ mainstreaming of the AY USH systemsin

Government health policies and programmes’ in the
11 Plan, the Planning Commission sees the National

Rural Health Mission (NRHM) as the main field for
operationalising this aim. Here we enter an area of

public healthwherelittledataand scant research-based

analysisexistsand somuchisto beworked out... First,
what ismeant by ‘ mainstreaming’ itself? Doesit mean

employing AYUSH physicians in the PHC system? It

isalready happening, for example, in Gujarat wherewe

hear that now most doctorsat PHC level have AYUSH

degrees but are expected to practice allopathy, a
phenomenon that has been in existencefor someyears

and needs to be studied. Or by mainstreaming is it

meant that the various systems of health and healing—

allopathic and ‘alternative’ —will be brought on par?

Will therebe parity and equity between all the systems?
The prospect ismind-boggling. Y etin Chinaparity was

adopted at the outset of the PRC (1949), so that Chinese
and western medicine function on par to the present

day —we need to study that experience. The question

is:

How could the Public Health system and P H
education evolveif it wereto beadequately informed
by the I SMs and become consistent with people’s
‘health’ cultures?

Let us first look at some background regarding the
philosophy and history of public health, and the
contrasting natures of the allopathic and non-allopathic
systems.

Background

While the origins of a‘sense of public health’ can be
traced to antiquity, western-style‘ public health’ today
hasitsrootsin training programs begunin Munichin
1881, at Harvard-MIT in 1913, and by Johns Hopkins
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in 1916 (Badgley). Historically public health has been
defined in terms of governmental action, but
voluntarism played a role (Porter). (While then
voluntarism represented action and funding by people
or organizations, today we call it ‘community
participation’. Also, there has always been a private
sector with ahand in medical care.) The serviceswere
generally limited to the non-personal, e.g. public
sanitation and preventive health education geared to
control problemsin vulnerable populations (Frenk).

The history of western medicine givesinsight into the
development of public health, where public medical
services are directed towards groups of individuals
while clinical services are directed towards isolated
individualsknown as’ patients’ . So while public medical
services differ from classic medicine in this respect,
public medicine has shared the outlook and history of
allopathic medical care. Hence it partakes of the many
problems of allopathy historically epitomised in a
mechanistic, reductionist, medicalising, techno-centric
and elitist approach to health.

InIndia, asinthe West, theformal systemsof medicine
have usually been availableto thewealthy exclusively.
The Greek forefathers Hippocrates and Galen served
whoever could pay their fees. While ancient Egyptian
medical textsdo mention diseases of the poor including
occupational diseases, nothing was done to protect
workers(Sigerist). InIndia, the mythical Ashwiniswere
the oneswho roamed about healing the common people,
while Charak was court physician. The surgeon Sushrut
is said to have learned his nasal plastic surgery from
barbers in Maharashtra, but once codified it became
the privilege of kings. Often, asin Babylon and Greece,
priests were the earliest physicians. From the 16t
century onwards physicians in Europe recruited
themselves from the middle class (Sigerist). Ironically
it was christianity that instituted the view of everyone
deserving medical care, but it also led the witch hunts
that eliminated lakhs of women and men folk healers!
Thus the history of medical care is a story of elite
professionalisation that excluded the folk healing
systems and acquired an officially sanctioned
monopoly over the definition of health and ilIness.

Thestory inIndiahasunfolded andisstill unfoldingin
similar manner. Public health in British India was
enclavist —it lacked interest in needs beyond those of
the army and the white community (Ramasubban).
While pluralism in treatment-seeking behavior in the
population existed, allopathic doctors, British and
Indian alike, never appreciated it. On the contrary,
European medical caregiversworried about having to
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hakimsand Hindu practitioners'. Interestingly, though
they doubted the efficacy of indigenousmedicine, even
in the 1900s they were obliged to make some room for
the vaidya and the hakim. (Arnold) However aresult
of this attitude since the British period has been that
allopathy has dominated and turned ablind eyeto the
AY USH systems, stultifying their devel opment. Arnold
al'so points out that,

Inthe end the futur e of western medicine lay not with
the colonizers but with India’ s emerging elite. In the
years after 1914 they were able to take up Western
medicine as part of their own hegemonic project.

To accommodate to this domination, the AYUSH
medical colleges have modeled themselves after the
department categories of Allopathic colleges. The
pedagogical content is often couched in western
medical terms or includes facts grafted without
comment from western medical science into the
classical knowledgebase. Researchisconceived within
western medical frameworks and based upon those
criteria instead of referring to existing indigenous
knowledge frameworks.

And what isthe understanding of health and illness
that this Western system holds?

In Hippocrates' time environment, diet, activities of
daily lifeand so on were understood asfactorsin health
or illness, but thisview wasreplaced in the 19" century
by the theory of ‘germs’ (or living micro-organisms)
being the primefactor for illness. The human body was
already being regarded with the mechanistic eye of the
industrial revolution, and this redirection of medicine
towards biology gave importance to technology for
eradicating disease. Thusit accel erated the process of
medicalisation, subsuming all the other ways to
understand health and illness, and blinding generations
after that to the crucial insight that health ispolitically,
socially and economically determined. Consequently,
even today the discourse on medical and public health
care tends to get limited to the organization and
distribution of services.

Undoubtedly, theselatter concernsarecritical toinsure
quality of care and its equitable availability to all —as
such, public health systems management is a corner
stonefor health servicesdevel opment. Butitisequally
important to be clear and equitable with regard to the
kinds of medical care to be delivered by the health
services system.
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Do we approve of a public health systemthat failsto
take into account the intelligent perceptions of the
poorest? ...that doesn’t acknowledgetheir livelihood
struggles? ...that falls short of valuing the traditional
healing systems evolved from generationsof their life-
times? ...that discredits all other knowledge systems
other than its own, a system blind to its own
arrogance?

Do we want a system that medicalises all aspects of
our lives and takes away our power over decisions
about our own health and gives it to medical
professional s?

Simple home remedies and local healing traditions
evolved over time have been communities' way of
resolving issues of health and illness in their lives.
Similarities found in the use of plants and herbs, and
different culturesusing similar plantsfor corresponding
conditions indicates a people’s knowledge base
evolved with experience over time, not to be dismissed
lightly. Similarly, methods of care practiced by dais
(traditional midwives) do not deserve the discredit
pronounced by allopathy standing in judgment. Dais
understand pregnancy and childbirth and even the
women themselvesdifferently, asapart of lifeand thus
affected by aspectsof lifelikenutrition, rest and stress.
This contrasts with the doctors’ view that all
pregnanciesare‘at risk’ and need medical management.

It is slowly being accepted that the view held by
doctorsis not necessarily correct. However, whatever
acceptance of traditional elements of care that occurs
within allopathy ispiecemeal, insofar asit can betaken
into and adjusted within the allopathic world-view. In

general adeeper, more genuine grasp of non-allopathic
patterns of thought isresisted. It isgood that some of
the allopathic regimens, particularly some obstetric
practices, are being recognised as unscientific. They
have persisted for years because the male ‘ fathers of
obstetrics' had flawed and sexist notions about women.
For example, in childbirth the ‘lithotomy position’ is

now widely replaced by asemi-sitting postureinwhich
the womb contractions are enhanced by the direction
of gravity. Thus, the use of traditional birthing stools

or bearing down in squatting position during labour,

astaught worldwide by traditional midwives, isat last
validated. It is remarkable that doctors could discard

these methods so easily as being the practices of
‘illiterate uncouth women’, rather than acknowledging
them as techniques evolved through women'’s long
experience. Incidentally, Victorian eradoctors adopted
the lithotomy position (meant for urinary stone
surgery) so they could curtain themselves off from

mfc bulletin/July-September 2007
women’ ssight whileviewing and handling their * private
parts'.

Such major errors have occurred because modern
allopathy, developed in the wake of the industrial
revolution, isa‘reductionist’ system that looksfirstly
at partsand how they functioninthe human body asif
it were a ‘wonderful machine’, generally without
referring to either the natural or the social environment.

In contrast, the non-allopathic or AYUSH systemsare
found to be *holistic’ in that they take reference from
the wide natural universein which human bodies and
minds function or mal-function, and they see all parts
and workings of the body intimately related to each
other. They are premised upon interdependent
processes and energy flows. Thus, in Ayurveda the
human body is a microcosm within the macrocosmic
universe composed of the five energetic elements, the
panch mahaabhoot. So humankind is not opposed to
nature and rather needsto keep in balancewithit. The
finest physicians in these systems have cultivated
specia sensitivitiesto mind-body states, liketheancient
physician and surgeon Sushrut who describes subtle
internal changesin pregnancy perceivableby awoman
as do-hridayni or ‘being with two heart-beats'.

Being reductionist in nature has given allopathy (and
western science in general) a particular advantage,
however, and that is the capacity to focus practically
on the minutest of physical detailsand mechanismsin
body function. Thushaving generated the germ theory
and fueled by capitalist interests, it could come up with
precisely attributable, measurable therapeutic
interventionslikeantibioticsfor treating communicable
diseases. Today it astonishes us by technical feats
unimaginable earlier such ascoronary artery ‘ by-pass
surgery that is now almost routine in the upper social
class... and heart valve replacements, etc. even for
members of populations depending on the public
hospital system. Or stem-cell research that promises
intervention to correct even genetic disorders. But
allopathy’s excessive dependence on technology
sometimes definitely leads in the wrong direction, for
example, the unchecked worldwide trend of
unnecessary cesarean section operations.

Various observers have pointed out that a prominent
feature characterising the health culture of Indian
peopleis pluralismin seeking treatment and relief of
ailments. People make choicesto draw fromthevarious
healing systems and sets of practices, including
allopathy.? Inasense, thispluralismmay beevenmore
characteristic of women than of men. Another less
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commonly made observation especially for women, is
that rather than being hel pless about their own health
carethereisastrong element of agency in making hedlth
choices. Women choose despite their restricted access
to health care and their tendency to look after others
first.

Generally speaking, women in India find more
resonance in the AYUSH systems and local health
traditionsascompared to allopathy. Thisisbecause of
their pattern of social and cultural relationships, their
power or lack of it within each system, and the way
most Indian women rel ateto their bodiesand to nature.
Contrary to what most analysts have argued, it is
probably not their powerl essness (economicweakness,
poor educational status) that “drives” women (asitis
said) to a vaidya or hakim. As regards mental and
emotional health, too, there is more resonance. In the
allopathic view there isasharp mind/body distinction
or split, hence adichotomy of mind and emotions. The
male mind (supposedly not emotional) is seen as the
standard “sound mind”, and so women’s mental and
emotional healthissuestendto get discounted. Butin
thetraditional views, in general found throughout India,
aperson’s”“ man” (roughly translating as “mind” but
located closer to the heart, in the upper chest) is a
combination of both mental and emational facets. This
isnot to say that women’ smental health issuesare not
neglected by practitioners of Ayurveda, Unani or
Homeopathy. It is only to suggest that the AYUSH
systems and local health traditions may provide
relatively more spacefor women’ smental healthissues
to be addressed.

Patriarchy or dominance by male-structured valuesis
very much apart of all themedical systems. Patriarchy
ispresent intraditional systemsof careaswell and the
mal es have more power than the women. Women may
be healersof smaller ailmentsbut it isusually menwho
aretheshamansetc. At global level, allopathy hasbeen
more exposed to criticism and pressures from the
women’s movement, and today there are many more
women physiciansin that system thantherewereforty
years ago. Much of feminist critique concerns health
issues as seen by women, in particular women’ shealth
both including reproductive health and beyond it.
However, the AY USH systems on the whole have not
been exposed to thisdiscourse. In these systemsthere
are a lot of unfounded unquestioned biases about
women'’s bodies. Furthermore, in the local traditions
some blatant taboos still work against women even
today. Whilethe codified texts and the practitioners of
each system carry anumber of sexist ideasand gender-
based prejudices, most AYUSH practitioners are
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unaware of these drawbacks. In Ayurveda caste
prejudice is another negative feature that does crop

up.

Because of allopathy’s pre-occupation with the
technical location of a pathology, it tends to ignore
many ail mentsthat women experience, considering them
not “serious” or not amounting to “disease”. For
example, common anaemia and weakness, vaginal
irritations, menstrual disorders, all kinds of pains, etc.
typically receive scant or no attention. At the same
time allopathy tends to medicalise natural aspects of
health like menstruation, pregnancy, childbirth and
menopause.

Onthe other hand, the AYUSH systemsand LHTsare
more concerned with correcting imbalances in health
and sustaining it. Subtle signs indicate states of
humoral balance or imbalance that would be hel ped by
various types of correction, not merely by medicines,
such as modifying diet content, regulating timing and
amount of meals, fasting and yogic posturing or
movements. Moreover, perhaps surprisingly, in
AYUSH systems male and female bodies are not as
opposed or dichotomised asin allopathy and western
culture. In Ayurvedadifferencesinindividual make-up
or nature (prakriti) are moreimportant than biologically
distinct reproductive organs and hormones.

Nutrition is another distinct area of expertise in the
AYUSH systems, particularly in the ISMs. Although
the Ayurvedic system of nutrition contrasts starkly
with the protein-carbohydrate-fat framework of
allopathy, its elaborate schema is rational no doubt.
The samewould hold for Unani principlesof nutrition,
which we hear have been applied with proven success
inimproving child nutritionthrough ICDSinaBlock in
Tamilnadu by aUnani Medical College.®

Questions of ‘How?'

Giventhat ‘ parity and equity’ of systemsisan objective,
there are fundamental questions of how AYUSH (with
or without the LHTS) is going to be ‘ mainstreamed’ at
par with allopathy in the public health system —
questions of fundamental conceptual nature and
questions of specific application. The most basic is
the difficulty of interfacing fundamentally different
knowledge systems. The non-allopathic systems are
based on entirely different conceptual principles and
assumptions that generally contrast with the western
medical world-view.

Allopathy is accustomed to interpreting the non-
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allopathic systems on its own terms and up to the
present timein the field of public health this has been
allowed because allopathy is dominant. But what if
allopathy were *brought onto on par’ with ayurveda
and unani, or with homeopathy? To many of usit raises
the basic question of ‘What is science? More
practically speaking, we need to know the answersto
the questions:

How is the validation of medicines or therapeutic
procedures to be done and accepted? How will
physiciansresolveissues of interacting therapeutics,
side-effects, counter-indications? Will there be a
change in the way of looking at health and disease
taking a wider view beyond the germ theory and
individual-based causes?

Without alive and strong internal tradition of critique
and devel opment, the potential of the AY USH systems
to address women’s health needs and public health
issuesisrestricted and unrealised.

Moreover, in these days of LPG (liberalisation-
privatisation-globalisation) we are seeing the
allopathisation and commodification of AYUSH
systems on amassive scale. Already from past years
of subordination, the AYUSH colleges mimic the form
of Allopathic colleges in terms of department
categories, structuring of text-books, etc. Ayurvedic
medicinesareresearched by allopathic criteria. But the
scale on which Ayurvedais being globally marketted
and sold, and the price tags on its newly-celebrated
therapies, is unprecedented. Not only is there no
concern for public health, it is also drawing off the
graduates of AYUSH colleges. The majority of
graduates of Unani colleges today and many from
Ayurveda colleges are going into cosmetics
manufacture and beauty parlours. And ironically
globalisation is bringing Ayurveda therapies back to
us in new expensive garbs geared for tourist
consumption.

Even looking at management of medical services the
problemsareimmense. If mutually acceptable standards
for therapeutics, medicine interactions and so on are
achieved, then what will be the mechanism for
regulation? Who will carry out inspection? What kind
of criteriawill be evolved for quality of care and cure?
Which kind of health problemswill by attended to by
whom? What about immunisation, which certain non-
allopathic disciplinesdon’t accept, like homoeopathy?
Will we continuetoinsist on vaccination asamainstay
of public health? Where will there be the ‘ choice’ for
users and how are they going to decide? Who makes
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the decisions, healers or the people they treat?

As of now, it is hard to imagine a lack of systems
hierarchy inactual PHC settings. And, arethereenough
AYUSH doctorsin Indiafor Primary Health? Asone of
our friends suggested, would it be feasible at PHC-
level to think of a kind of trained “Healers Group”
(including various systems' physicians and specific
therapists), adept at dealing with 30-40 commonly
occurring health disorders or conditions? In Gujarat
now there is experience of some specia ‘Ayurvedic
PHCs (alsocalledhealing centres'); what canwelearn
from this? What will be the role of specific therapies,
such as marma/varma chikitsa (indigenous
acupressure system) and ‘ nature cure’ ?

Apart from the ‘medical’ issues like those, don’'t we
really need a new framework to give precedence to
fulfilling the essential demands like food, decent work
conditions, fair wages which, in people’s perception,
is how to achieve good health?

Some Conceptual Lacunae from a Public Health
Per spective

In the allopathic sphere, a certain discourse exists on
the ‘ political economy of hunger and healing’ and the
interaction of malnutrition and therapeutics. Behind it
is a half-century of concern about calorie-protein
deficiency and an evidence-based notion of ‘ body mass
index’ (BMI) from a data base built up over decades.
Research has now found a linkage between nutrition
and drug interactions. For instance, in case of the anti-
TB drug Rifampicin, drug metabolism is grossly
abnormal when body weight is lower than 35 kgsin
adult women... and between 60-80% of Indian women
on average are irrefutably anaemic.

There is a need to pursue this kind of discourse and
awareness within the AYUSH sphere, where it seems
the nutritional norm of a ‘middle class adult who has
two adequate meals a day’ is unchallenged,
unacceptably low BMI inwomen appearsto be anon-
issue, and there is no acknowledgment by systems of
the imperative of feeding populations exposed to
starvation. Aswe speak of developing this discourse
in AY USH sphere, we watch with dismay that much of
theworld triesto flee from reality into mythical media-
lands of ‘ Shining Progress'.

As demands are made of Public Health professionals
(inthe allopathic sphere as of now), thereisaneed for
professionalsin other systemsto take standsonissues
such as intellectual property rights (IPRs), and
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protection of biodiversity, public (community) property
and public health. Despite these strong concernsthat
might even be envisioned as intrinsic in the non-
allopathic and indigenous systems, the massive
pressuresto commodify these systemsarepullingthem
in the wrong direction. Hence, here is an area where
sincere professionalsof all systemscan draw strength
and clarity from each other.

Thenon-Allopathic healing systems, diverseand less
organised among themselves as compared to the
allopathic system, must undergo deep conscientisation
about the issues. This can come to pass only if
‘tradition’ begins to be known among them as
something to be made and re-made appropriately
according to needs of the time for the fulfillment of
human rights, the most fundamental right of whichis
right to health and health care. Without alive and strong
internal tradition of critiqgue and development, the
potential of the AYUSH systems to address public
health issues will be restricted and unrealised.

Inthispaper we havetriedto lay out theissuesthat we
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see and the challenges and contradictions. We don’t
claimto havetheanswers, but areraising the questions
to begin a collective process of thinking and seeking
of solutions.

We are thankful to Chinu Srinivasan and Manisha
Gupte for thoughtful feedback in the early and final
stages of writing this paper. — Mira, Alpana

Endnotes

The non-allopathic systemsarealsoknown as‘Indian Systems
of Medicine (ISMs) and Homeopathy, and by the new official
acronym‘AYUSH'. Many peoplerefer tothem as‘alternative’
medical systems. In this paper ‘western medicine’ and
‘allopathy’ are used synonymously.

2 See Leena Abraham, ‘ Indian Systems of Medicineand Public
Health Care’ (Chapter) in Review of Health Care in India.
Mumbai: Cehat, 2005.

3 Source: Prof. Hakim Syed Khal eefatullah, Chennai  (Member
of AYUSH Seering Committee,11th FYP).

‘Dais (indigenous midwivesor ‘birth attendants’) in South Asa...

...represent along line of women’s experience, mainly of non-literate and low-caste women. They have
attended to women in childbirth for thousands of years. Lack of mention of their knowledge and skillsin
the Ayurvedic textsis only testimony to that system’s deeply etched upper-caste bias.

At present some of usare chalking out an investigation into atraditional child-birthing practice of theirs
that we believe holds untold significance — the practice of reviving an apparently lifeless newborn by
heating the placenta (still attached to the infant by the umbilical cord). The practice is found to be
widespread in the sub-continent and nowhere elsein theworld. It isreported so far from Indian States as
diverseas AP, Bihar, Gujarat, Jharkhand, MP, Maharashtra, Punjab, Tamilnadu, UP, and from Bangladesh.
Y et doctors know nothing about it —this practice has‘ flown below theradar screen’ so to speak, and few
‘educated’ persons havewitnessed it being done. Onefield report estimatesthat local daisaredoingit to
revive newbornsin “onein twenty” births — afrequency vastly significant for infant survival that also
raisesthe question of whether dais are facing the neonatal consequences of oxytocin misuse by quacks

to hasten childbirth.

How this traditional technique might be ‘working' at physiological level is a scientific question to be
addressed by bio-medicine. Of first importance to us is that this marginalised diverse group of women
‘indigenous health providers’ appear to have preserved and carried a life-saving tradition since deep
antiquity. This very fact may validate an indigenous world-view totally different from our medical para-
digm which we blindly impose on these women through ‘ dai training’. We invite serious participation in

thisinvestigation.

For more information on this project, contact:
Dr. Mira Sadgopal <miradakin@gmail.com>
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State Ingtitutes of Health & Family Welfare and Growth of Public Health in India

-Shiv Chandra Mathur?

Medicine to the study and application of biology in a matrix that is at once historical, social, political,
economic and cultural. The practice of Medicineisa part of sociology and a product of sociological factors.

1.0 Introduction

This write-up is an attempt to draw the attention of
public health activists towards the process of
institution building of state level institutions in our
federal polity. There are a dozen State Institutes of
Health and Family Welfare in India. Almost all large
stateshavean apex level healthtraining (and research!)
institute at the State level! All these institutes were
started as a project activity with World Bank support
under the banner of ‘ IndiaPopulation Project’. These
projectswerepopularly designated as|PP. They hada
life span of five to seven yearsin each State. These
projects were essentially to provide strengthening
support to Family Welfare Programin collaborationwith
Government of India. Eventually during thelifetime of
IPP's in the respective states, SIHFWs were brought
up energetically. Thisentailed not only large scalecivil
works often in sprawling campus, but recruiting the
faculty and inducing a culture of streamlining the in-
service trainings for large health systems. Since the
World Bank projects have amechanism of continuous
dialogue between the three parties during the
implementation phase - GOI, respective State
Government and World Bank Review Mission -
continuous improvements in the training process
occurred as long as the projects were in vogue. But
once the IPP was winded up from a given State, the
process of institution building of SIHFW in that State
has gone haywire.

Following textisabrief account of extent of ownership
of SIHFW by the States, their impact on the growth of
public health in India, context of health sector reform
inthisprocess, brief on couple of casesof SIHFW and
possibilitiesof their revival inthelight of Public Health
Foundation of Indiaand lately aproposal to start State
Health System Resource Centre under National Rural
Health Mission in all the (erstwhile!) States clubbed
under Empowered Action Group.

*Public Health Specialist, <shiv_mathur @hotmail.com>

-Henry Segerist
2.0 Health and Family Welfare Training Centres

Training Institutionsto take care of in-servicetraining
in health sector wereinitially started asRegional Health
and Family Welfare Training Centers (RFPTC). This
momentum started in latefifties, reached to itspinnacle
by 1978 when the number of RFPTC’sin Indiaroseto
47. The staff provided in these training centers was
based on the recommendations of Mukherjee
Committee Report. Since multi-disciplinary
professionals were expected to organize training
activities in these centers in coordinated and
cooperative manner, varieties of disciplines such as
Bio-medics, Socia Science, Health Education, Public
Health Nursing and Statisticswere converged in these
training centers. The main functions of RFPTCs
identified were:

Toplan, conduct, evaluateand follow up training
programs including refresher courses, seminars,
workshops, conferencesfor health professionalsinthe
training centre and in the attached districts as a
technical resource for agiven region;

To develop urban/ rural field practice and
demonstration areas,

Todevelop guidesand manual sfor training and
to provide consultative services on family planning
and training to other voluntary and allied agencies;

Topromoteand coordinateteaching andtraining
infamily planningin thetraining curriculaand programs
of other organizations.

Thesetraining centerswere established with anorm of
one for 10 million populations. They were exclusively
FP training centers to begin with, subsequently
widening their horizon to health. RFPTC,s contributed
substantially in developing the capacities of health
systems in seventies and eighties. Their ubiquitous
presence was proved during reorientation of health
professionals to multipurpose scheme. Shift in
management approach from program to project mode
might have led to weakening of their potency. RFPTCs
under the new jargon of HFWTC’ saround the country
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are now surviving with funds made available under
centrally sponsored schemes of FP program. HFWTC's
have huge buildings, large manpower and sufficient
training hardware, most of which remainsunderutilized.
Latest addition to the network of these regional
institutes was HFWTC, Jodhpur. It was established
specially for ten desert districts of western Rajasthan
under IPP-1X project. Way back in 1996-97, it entailed
civil work of Rs. 2.5 crore, to construct thishugetraining
institute with a large hostel and staff quarters. Staff
was collected and institute functioned for five years.
Assoon as|PP-1 X terminated, this beautifully created
HFWTC wasdissolved and the assets so created were
handed over to another department of the State!

3.1 SIHFW Andhra Pradesh

Established in 1992 under IPP-VI, it functions as an
autonomous body. Governance is through a board
chaired by the chief secretary of the state. It has a
faculty of 3 Professors, 3 Readers and two lecturers.
They cover the disciplines of Epidemiology,
Communication, Management and RCH. During 2003-
04, al faculty memberswere sent to different European
Institutes under alnstitution Devel opment Program of
Health sector reforms supported by European
Commission. Whileservicesfor Mess, Hostel, garden
etc are hired on contract; ancillary support of 17
persons is there. Beside a 155 seat auditorium and a
lecture theatre, institute has four training halls which
more often are given on rent to other agencies to
conduct training program, thus bringing revenue to
theinstitute. It hasahostel with 44 roomsand four VIP
suites, seven computersand afairly .largelibrary. State
government isregularly giving them agrant-in-aidsto
the order of Rs. 80 lakh per annum. Institute has been
abletoundertake several projectsand earn asubstantial
savings. This led to the creation of a corpus which
gave confidence and sustainability. Thus it boasted
by re-designating itself as Indian Institute of Health
and Family Welfare! It can be said with certainty that
SIHFW, Hyderabad could create a niche as an
autonomous institute in health sector. . Although led
by afull time technical director for seven continuous
years, thisisthird occasion of fairly long durationwhen
SIHFW is under additional charge of Commissioner
FW, Govt. of A.P.

3.2 SIHFW, Rajasthan

World Bank could persuade the Government of
Rajasthan to follow the example of AP. Thus another
SIHFW as an autonomous body was established in
yet another large statei.e. Rajasthan. Governing Board
of the institute is chaired by Health Minister. It hasa
full time technical director selected through open
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competition. Between 1995 and 2001, SIHFW, Rgjasthan
functioned well but cameto agrinding halt in January,
2002 when | PP-1X wasterminated. World Bank project
could leave behind a legacy of huge building in a
sprawling campus and disillusionment for the State as
to how to carry it on? Virtualy for earlier half of 2002,
it was kept gasping.

Fortunately efforts to revive it were started soon.
Bringing back a full time technical director and
exploiting the opportunity of clubbing the HRD
component of erstwhile projectsin the Statei.e. IPD,
EC-SIP, RCH-1, RHSDP eic could infuse life into it.
Physical asset of alarge unfurnished building could
soon be changed into a throbbing institute by the
component of “Strengthening SIHFW” under
European Commission supported sector reforms
program. Equippingthe 24 double occupancy rooms
inthe hostel, alibrary with more than 3000 books, four
training hallsand an auditorium with 100 seats brought
life to the campus.. There are six faculty positions
coveringtheareaof Community Health, Communication
and Management. Additionally, support staff of ten
personsand subseguently, acontingent of Consultants
as CTl in RCH-2 were also made available.

Thus SIHFW restarted working on its mission to help
the Medical and Health Department of Government of
Rajasthan in continuously improving the quality of
services provided through variety of public facilities.
Thus institute’s involvement in organizational
development through concurrent conduct of in-service
trainings and operational research started creating a
dent. Managing more than adozen trainingsin RCH-2
Project throughout the state now seems to be it’s

routine. Beside holding flagship for a network of
HFWTC’'s and ANMTC’s and guiding them in
implementing the training strategy of RCH-1 and 2, it

hasoriented all the Project Management Units created
in 32 districts of the State under NRHM. It has al so set
the ball rolling for orienting ASHA through a cascade
approach. Short term research projects undertaken by
the SIHFW provided consultancy for mid-course
correctionsin national health program and projectson
one hand and provided afeel on training needs of the
department on the other hand. Of course, this
phenomena set ball rolling for Institute to earn
consultancy. Institute has hardly received any financial
support from State Government over last four years.
But it hasdemonstrated that a sel f-sufficient autonomy

can be created even within public system!

3.3 SIHFW, Uttar Pradesh

World Bank has supported three | PP’ sin Uttar Pradesh
between 1973 and 1996, viz, IPP-1, IPP-2 and |PP-6.
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Establishment of SIHFW, UPispart of implementation
of these projects. Its current shape was finalized in
IPP-VI. Itisanintegral part of department of healthand
family welfare of the state government. It isled by afull
time technical director who is selected through open
competition. There are 2 positions of Professors, 3
Associate Professors and ten Assistant Professorsin
thefaculty. Disciplinescovered include Education and
Training, Communication, Statisticsand Demography,
Socia Science, Organization Behaviour, Community
Health and Epidemiology. Research staff is being
additionally provided which includes 1 Joint Director,
1 Assistant Director, 4 Research Officers and 15
Research Assistants. Paraphernaliaincludes strength
of 57 persons. This SIHFW has two hostels with 35
rooms and one guest house with four suites, 100 seat
auditorium and four training halls. It maintainsaconvoy
of five vehicles and eight Pentium Computers. Its
annual budget for 2004-05wasRs. 1.37 crores. SIHFW,
UP conducts foundation courses, RCH-ToT, Nurses
training and HIV counseling program. Institute is
collaborative training institute for RCH-2 Project for
Uttar Pradesh. It has published couple of research
studies in last three years which remained restricted
between SIHFW, Lucknow and Government of U.P.

3.4 SRC, Chattisgarh

With the carving out of Chattisgarh from Madhya
Pradesh, two magjor projectsi.e. cultivating Mitanins
asacommunity Health Worker and attemptsto begina
consolidated course to create a band of paramedical
professionals led to the creation of State Health
Resource Center. Basically thisis aresearch support
to the health system of the State. The experience of
Chattisgarh Health System Resource Center is said to
bevery positivein the opinion of Government of India
in pushing reforms and building capacity for improving
health systems delivery at al levels. Government of
India has directed all the states under NRHM to
establish similar health system resource centers albeit
the SHRC, Raipur is now being upgraded as SIHFW
by the government of Chattisgarh.

4.0 Health Sector Reforms and Professional
Development Cour ses

“That for the general promotion of the means
necessary to prevent disease it would be good
economy to appoint a district medical officer,
independent of private practice, and with the security
of special qualificationswith responsibility toinitiate
sanitary measures and reclai mthe execution of law —
their task wasto be essentially with prevention.”

Edwin Chadwick
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Another major component of health sector reforms at
country level is beginning of Professional
Development Courses (PDC) for district level Medical
Officers. It wasaround the beginning of new millennium
that MOHFW in collaboration with NIHFW evolved a
12 week long professional development course (PDC).
It was primarily addressed to Doctors who are already
District Medical Officers, and secondarily to the
potential candidates who are soon expected to take
charge of districts. NIHFW piloted this program for
two years. Subsequently at the behest of European
Commission, MOHFW del egated the responsibility of
conducting PDC to SIHFWs around the country. This
has been an appreciative beginning on the way to
revitalizethe SIHFWswhere state institutesin Punjab,
Gujarat, Andhraand Orissa have proved their worth.

In MadhyaPradesh, during theimplementation of 1PP-
VI, state level institute was created under the banner
of State Institute of Health Management and
Communication at Gwalior. For aimost a decade, this
unconventionally jargoned state level health institute
has remained under the charge of Divisional
Commissioner of Gwalior! Naturally, itsresourceswere
exploited more often for activities not related to
development of health services. Substantial evidence
of thisfact isreflected in the decision to delegate PDC
by Gol to HFWTC, Indore for the State of Madhya
Pradesh. Epilogue of this episode is that HFWTCs if
supported can deliver the goods! After al every
black cloud has asilver lining.

In Ragjasthan, PDC was assigned to IIHMR, Jaipur in

place of SIHFW with the pretext that at two places
these prestigious training programs were assigned to
private institutions. Other private institute identified

was in Kerala where PDC never took off, while in

ITHMR, over aperiod of two years only two programs

with 16 participants at each time could be conducted.
Had it been SIHFW of the Statein implementing PDC,

the identification of participants could have been of
the order where worthy utilization of trainee after
training could be possible! After all aprivateinstitutes
do not feel as much concerned on the profile of a
participant as ainstitute of state having allegiance to
the health system of the respective state.

Overview of initiating PDC in Indiaseemsto beagood
beginningin termsof making provision for well oriented
district level Medical Officers, since the later in our
country manage the health services for as large a
population astwo million. Nominating right candidates
has remained a challenge with the Heal th Directorates
of respective states in view of duration of ten
continuousweeks. Officerswhoarealready inservice
for 20-25 years charged with responsible portfolio have
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many stakes when they are supposed to be away for
two and half months.

5.0 SHSRC and NRHM

Framework for implementation of National Rural Health
Mission (NRHM) has proposed the setting up of State
Health System Resource Centre (SHSRC) in EAG States
to begin with. It is expected that the SHSRC will work
very closely with existing SIHFWs, PRCsand HFWTCs.
At thisjuncture, thereis again a need to take stock of
SIHFWs and HFWTCs in various states. Exploiting
the opportunity created within theframe of NRHM may
further pave theway to enhancethe capacity of state’s
own institutes. It would further link up the research
andin-servicetraining. Infact, quality training can be
delivered only when traiers are consistently fed with
on-going strengths and weaknesses of the system.
This has been afirm experience of SIHFW of AP and
Rajasthan. Whilein Raipu, SHRCisremoldingitself as
SIHFW- Chattisgarh, SIHFW- Rajasthan hasinitiated
the stepsto demonstrate that as an already established
autonomous body, it can play effectively as SHSRC.

6.0 PHFI and SIHFW's

Public Health Foundation of Indialaunched in March
2006 plans to set up a chain of Indian Institutes of
Public Health (I1PH). Government of India has
requested all the State Governments at the time of
launch of PHFI to comeforward with the proposalsfor
the foundation to establish 11PH in their states.
Incidentally the States having SIHFWswith sufficient
physical and manpower resources have expressed the
interest from a new end. Thus they have overlooked
the presence of Instituteswhich their own Government
created withinlast decadeor at themost 15years. Since
the basic premise of Public Health is optimization of
resources, MOHFW and state governments owe a
responsibility to converge the movement of building
up new institutionswith strengthening the one’ swhich
are government’s own creation. Alternately a huge
investmentsin HFWTCs and select SIHFWsthrough
central sponsored scheme funds needs a thorough
review.

7.0 Conclusion

Thus, we are passing through adilemma. We observe
the sustaining of HFWTC's at regional level and
indifference for State level institutes created in recent
past! We see unproductive HFWTC' slarger than the
much criticized SIHFW of their respective states!
SIHFW’ sto begin with babies of central and respective
state governments were marginalized by the same
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creators. Ministries themselves could not ungrip
themselves from the overwhelming presence of IHMR
here, ASCI there and I1IM boasting of their Health
Schools elsewhere! Eventually the bowel of
nourishment from States which could go to their own
creations (SIHFW), also reached to the well established
ingtitutes (anatural corollary of privatization). And State
health burecracies are now nurturing the ambition to
establish yet another set of health training institutions
under the garb of public-private partnership! What is
required is to advocate and persuade the decision
makers to carry on the growth of health systems on
proper track. When Public Health has many patrons
around, Governance owes the onerous responsibility
to regulate the sponsor’ s support effectively.
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Tablel: SIHFW in India
Name & AddressPhone No. L eader asof Oct. — Dec. 2006
Indian Institute of Health and Family Welfare, 040-23810400  Commissioner, FW
Govt. of A.P. Vengalrao Nagar, Hyderabad-500038
website:<www.iihfw.org>
Govt. of A.P.
State Institute of Health & Family Welfare, 0361-2261605 Commissioner &
K hanapara, P/O Assam Sachivalaya, Guwahati- 781006 Secr. of HIth & FW
State Institute of Health and Family Welfare Sheikhpura,
Patna-80014 0612-2286148 Acting Director
State I nstitute of Health and Family Welfare, 079-27462811 Fulltime Technical Director
Near Sola Civil Hospital, Sarkhej- Gandhinagar Highway,
IA hmedabad-380060
State Institute of Health and Family Welfare
Behind Tapori Park, Sect-6, Panchkula-145109, Haryana 0172-2584549 -
State Institute of Health and FW, Karnataka
1% Cross Magadi Road, Bangal ore-560023 080-23206125 Director Incharge
SIHFW, Thycaud, Thiruvananthapuram, Kerala- 695014 0471-2336743 -
State I nstitute of Health Management and Communication
City Centre, Gwalior-474002, M.P. 0751-2340229 -
State Institute of Health & Family Welfare
Nayapali, Bhubaneswar-751012, Orissa 0674-2402032 Fulltime Technical Director
SIHFW, Punjab 0172-2624353 Commissioner Health Systen)
New Civil Hospital, Sector 34, Mohali, Chandigarh, Punjab Corporation
SIHFW, Rajasthan
Jhalana Institutional Area, Jaipur-302004 0141-2706534 Fulltime Technical Director
SIHFW, UP
IC-Block, IndiraNagar, Lucknow-226001, UP 0522-2340597 Director I/c
State Institute of Health & Family Welfare,
29-G.N. Block, Sector-V, Bidhan Nagar, Kolkata- 700091 033-23578870

033-23574531
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Public Health Education Needs as Seen from Grassr oots

Public health education is an important element in
changing people’s beliefs, mindset and behaviour to
move towards healthy life. Therefore, it is seen as an
important aspect for attaining the objective of health
promotion. Globally, a substantial mass of human
resourceiscreated to carry out thework of public health
education and various strategies are adopted to do it
effectively depending upon thecontext. However, most
of the public health education related activities are
carried out by the Government system only.

Undoubtedly, public healthisabig challengefor health
personnel in India, because a large number of people
especially thoseresiding in rural areas still have deep
beliefs in myths and superstitions. Coupled with this
isthe dispossession of resourcesrequired to maintain
good health, viz, full nutrition, clean water, secure
dwelling and safeworking conditions. Strong traditional
practices also act as block in operationalising public
health. ‘Health’ including public health is a state
subject in India, therefore many states have different
methods of health care systemsintermsof infrastructure
and personnel. Health education in the governmental
sector is performed by several categories of
functionariesin our country. Some of the designations
for public health personnel in different provinces are
health education officer, health extension education
officer, health education instructor, extension educator,
block extension educator, block family extension
educator, block family welfare officer, extensiontraining
officer, health extension education worker,
demonstrator, assistant professor, reader, professor,
medical officer, social worker, socia welfare officer,
public health assistant, nutrition assistant, sanitary
inspector, case worker, district extension educator,
district family welfare officer, district family welfare
extension officer, mass education and media officer,
deputy health education officer, media education
officer, education and information officer, education
and publicity officer, district health education and
information officer, deputy mass education and
information officer, state health education officer,
project leader, and regional health educator. All these
categories of people are placed at different positions.
However, amongst these the most important cadre is
of the peopleengaged straight into primary health care
delivery because most of thetime, it isthesewho interact

Prayas, < narendra@prayaschittor.org>

-Narendra Gupta!

and work directly with community on subjectsof public
health.

Public Health Education in the Context of Primary
Health

India has a well conceptualized network of outreach
health delivery services with the mandate to make
health care available, accessible and affordable to all
citizensirrespective of caste, religion, gender, income
and geographic location. To attain it, primary health
careinstitutionshavebeen created based on population
norms and postings of health personnel isbeing done
accordingly.

Health care personnel in primary health care can broadly
be categorized into two sections. One segment is of
medical officers and other is of paramedics. Within
paramedicsthere are many categories, viz,. femaleand
male multipurpose health workers and general duty
nurses. Medical Officers could be simple graduate or
postgraduatein any discipline of medicine. Thefemale
and health multipurpose workers undergo one year
training whilenurseshaveat least three yearstraining.
Public health is taught in all health courses, but not
taken earnestly and taught in very indifferent manner.
In fact this is the biggest weakness as far as public
health teaching is concerned. Though there has been
continuous changein public health teaching. Thereis
an attempt to make it moreinteractive, experiential and
challenging but in the absence of supportive milieu,
these remain only paper dreams.

One and rather important activity of the personnel in
primary health care is to render preventive services
which areessentially non-clinical. Theseincludehealth
and nutrition education, disease surveillance,
disinfection of drinking water sources and issues
relating to maternal, reproductive and child health. Most
of the preventive health activities require sound
knowledge about the public health principles &
issues, skillsto usetheknowledgeinthelocal context
and above all a sensitivity and attitude to do it in
effective manner. Knowledge sourceto healthworkers
arebasically their training schoolsand | ater continuing
education is possible through in service training,
workshops and literature. However, if the knowledge,
skillsand attitude about public health amongst health
careprovidersin primary health caresystemisexamined,
wefindthatitisinvariably incompleteandfull of several
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gaps. These gaps are perhaps for the reasons public
health istaught in the medical and nursing schoolsto
doctorsand paramedical staff. Some of theglaring gaps
in public health education amongst male healthworkers
and also the doctors engaged in delivery of primary
health care from the way they function as providers
are discussed below:

Knowledge

Prevention of any disease can be advocated or
operationalised only if thereis clear grasp of facts of
the distribution and determinants of causation of
disease in a particular area. But often it is seen that
peripheral health workers posted in community settings
haveimperfect clarity about these aspects of the health
and diseases. Therefore, mostly they look for to receive
instructions and their actions are mostly limited to
carrying out the messages and directionsreceived from
their higher officers and senior persons. On many
occasions, these instructions and messages are
ambiguous and in the absence of any sound public
health knowledge, activities are conducted in
perfunctory manner. A very important aspect of public
health education is connected to knowledge about
collection of accurate health information especially of
the vital events like births, deaths and morbidity
through setting up appropriate surveillance system.
Sound knowledgeisal sorequiredto collectinformation
on prevalence of various diseases, their periodicity,
case fatality and the treatment seeking behaviour of
thecommunity for these diseaseswithin different social
segments. Curriculum of the nursing and medical
school sdo show that these aspectsof health aretaught
to students but the approach of teaching remainsvery
technical and deprived of any social context. As a
consequence, health personnel pass out from schools
with flawed knowledge on health issues. This gets
further perpetuated by the system of unethical clinical
practice with over emphasis on clinical activity. Inthe
words of a Chief Medical Officer of one district in
Rajasthan “ My surveillance system operatesthrough
newspapers...the first thing in morning | dois, open
newspapersand look for any epidemicsor outbreaks
reported within district and based on it, | plan my
activity.” This kind of statement clearly reflects that
there is hardly any surveillance system and emphasis
is on containment after an outbreak rather than on
prevention.

Animportant function of the health personnel engaged
in primary health care is to implement national health
programmes of all kindsviz. vector borne control, anti
malaria, tuberculosis control, blindness prevention,
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reproductive & child healthto nameafew. Public health
action related aspects to most of these programmes
keep changing regularly and require updating on
frequent intervals. Attempts are made to enhance
knowledge and skills through organizing short term
training and orientation courses of field level health
functionaries. But most of the time these training
programmes are done in very ritualistic manners
through one prescribed format that necessarily may
not be relevant in the local context. The trainers
themselves many a times are not convinced with the
usefulness of the training. Experience and anecdotal
information shows that most of the workshops and
training organized for to upgrade knowledge of the
peripheral health functionaries are not conducted with
seriousness. Day long training workshops arefinished
infew hoursand alot of timeisspentin gossiping. In
most training programmes, the gap between persons
nominated to attend and actual attendance is grossly
different. One often cited reason by the nominated
persons to not attend the training/workshops is that
they are conducted in boring manner and there is no
spacefor interaction. However aboveall the paramount
reason for not participating into such programmesis
loss of income that health personnel make through
indulging into private practice. In most states of India
including in the state of Rajasthan, health personnel
are allowed to do private practice after duty hours at
their homes. The passion to earn money through private
practice is so intense amongst health care providers
that it hasled to not only avoiding duty completely or
partially but also indulge into unethical or irrational
therapeutic practice.

Skills

A skill can bedefined asan ability that isusually learnt
and obtained through training to perform activities to
achieve desired outcomes. It implies that skill can be
acquired by practically doing activities. A skill can be
best utilizedif itiscontextualized especialy ininstances
of socia interventions such aspublic health. However,
thereisauniversal pattern for public health education
inlndia. Withthemushrooming of medical and nursing
schools in private sector, a lot of human resource
movement takes place in terms of education. More
influx is towards the states where more private
institutions are set up. Since the knowledge of public
health imparted in all the institutions is generic,
emphasis is always on teachings theories from text
books and with very little practical work. The
application of the knowledge in the local context and
above all how should the local context be analyzed
and understood from the point of view of health
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completely lacks in the curriculums of public health
courses. Therefore, health care providers get into
service without much of skills to work in community
setting. Asaresult thereare ANM s posted inthe health
sub centres and PHCs whose one important job is to
conduct saf e deliveriesbut they have had no previous
experienceof doingit. A largenumber of healthworkers
would not know, how to estimate haemogl obin, measure
foetal growth and identify at risk factorsin pregnant
women. Medical Officers also most of their times are
engaged in treating patients and never use principles
of public health or for that matter try to understand the
health profile of their area. Though there is scope to
enhancetheir skillsthroughin servicetraining but these
are again conducted without sincerity and no
advancement in skills happen for most of the
participants. Most medical officers are unwilling to
carry out public health work. They perceiveit aswork
of aninferior category and believe that those who can
not be good in clinical skillswill opt for public health
positions. Therefore public health related skillsamongst
medical officers are lowest. Most medical and
paramedical health personnel whenit comesto getting
into public health related work try to avoid doing it or
if compelled then do it very carelessly.

Sensitivity and Attitude

Knowledge and skills are important requisite for
carrying out appropriate health activity, but it's the
‘sensitivity’ which determines whether these will be
applied appropriately amongst those persons who
require it. Therefore, sensitivity is a very important
attributerequired to deliver health services. Sensitivity
isvery intimately linked to ethics. A sensitive person
would alwaystry to be ethical and fair in work. There
are different ways by which people become sensitive
and motivated. Itisalot related to the mindsetswhich
may be influenced by different role models struck to
individuals. Belief in different spiritual, religious and
political philosophiesalso factor in shaping sensitivity
of individuals. Sensitivity is the product of socio-
economic analysis and vice versa.

Building of sensitivity and motivation is least |ooked
into public health education. Inthe name of sensitivity
only lectures are delivered which are mostly alien to
thereality. Socia determinants often missfrom public
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health education curriculums. The determinants
include unemployment, unsafeworkplaces & housing,
urban slums, corporate led market controlled
globalization, gender based discrimination and lack of
access to health systems. Thereby, public health
personnel while working with rural and especially the
poor community mostly act in very mechanical way.
They rarely look at the socio-cultural, geographical,
economic, occupational and gender based segments
of them and in particular how these segments lead to
inequities which finally result to act as barrier in
accessing health to certain categories of people. Non-
contextualization of the public health work restrains
local people to participate. Insensitive health care
provider point finger towards community for their non-
participation and hold people themselves to be
responsible for their poor health. This happens more
so with women especially with regard to their
reproductive and mental health problems. In the
absence of gender sensitization, most health providers
accuse women for their problems and owing to non-
availability of right information, women get more
confused and depressed. Socially excluded groups
such as dalits, adivasis, religious minorities etc. also
experience denial of health care and health education
because of insensitive attitude of the providers.

What isto be done?

The notion that public health is a low skill work in
comparison to clinical work hasto be changed and its
importance in managing the burgeoning health
challengesisrequired to be established. Whileteaching
public health, alot of emphasisisrequired to be given
on social and economic determinants of health, so that
the public health practitioners get into the causes of
causes of ill-health and plan their action to remove
fundamental barriers of health.

Awareness and sensitivity on different patterns of
inequities is an equally important characteristic to be
generated among public health practitioners. Thiswill
form the basis of effective, rational and ethical public
health approach. Above all, the field level health
personnel are required to be competent enough to
analysethe public health issuesand act onthem. This
can happen only through continuous up gradation in
their knowledge and skills.
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In memoriam
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N.H. Antia 1922-2007

Dr. N.H. Antia, plastic surgeon, community health [obbyist
and health care policy-maker recently passed away &fter a
brief illness. Even as we await more considered assessments
of his many contributions to improving our public health
system, offered hereisaprofilein tribute.

Noshir Antia ventured on hisfirst plane ride when he was a
small boy in atown in south western India. It was ajoy-ride
onasmall plane at atimewhen aircraftswere beyond the ken
of ordinary people. Therideisn’t important. But hismemory
of what struck him on his trip into the skies is a pointer to
what moved him into the different paths he traversed in his
lifespan of 85 years. He said he was struck most by the
underlying unity of the landscape—the schoal, thetemple, the
dhobi ghat, the hospital and the liquor shop &l had aplacein
the scheme of things. Onejust had to make an effort to seethat
larger design.

Y earslater herecognized the hidden linkages of economic status,
living conditionsand healthin asmall postwar industrial town
in rural England, and the futility of techno-medical solutions.
Writing in The Lancet he pointed out, ‘ The workers' plight,
despite the wedlth derived from the industria revolution and
the colonies over 250 years, was revealed by the gross
manifestation of rickets... Itselimination by vitamin-enriched
butter was an equally dramatic manifestation of a medical
solution to what was essentialy a socioeconomic problem.’
All through hislife he chased that ideal of awell-balanced and
integrated community that would take care of dl its welfare
needs. It wasonly lateinlifethat he came closetoredizing the
dream in Parinche near Pune.

When | met Dr. Antiahewas, one might say, on thethreshold
of hissecond career, in health care. Hisdaysasasurgeon were
by no means past, but something else increasingly took
precedence over hisfirst love. It is not surprising that he set
up thefirgt office of the Foundation for Researchin Community
Hedth (FRCH) in Mumbai in an unused anteroom of the
operating theatres of the Tata Department of Plastic Surgery,
which too he had begun in 1959 and nurtured to great acclaim.
Thiswas 1977. Antia had some years back launched a health
project in Mandwa near Mumbai, centred on locally trained
health workers. This gave theimpetus for him to take on the
somewhat thankless task of anchoring the secretariat of the
recently set up Committee on Health and Medica Services
under thetutelage and blessing of the redoubtable educationi<t,
intellectual and socid activist, J.P. Naik.

The committee had an ambitious objective to produce a
comprehensive strategy for the development of hedlth carefor
the Sixth Plan, a plan that would follow up on the Bhore
Committee’ sradical recommendationsof 1947, many of which
had been shelved over the decades. The secretariat had to
willy-nilly contend with brilliant, if sometimes intractable
experts in medical and public hedth disciplines. Antia was
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undoubtedly the right person for the task.

Even though many of those who worked under him often
found him autocratic, among his peers he could be very
persuasive. In the numerous meetings of the committee,
formally he spoke little. It was at the lunch table and post
dinner discussions that he engaged the well-known and well-
lettered public health speciaists, including the controversial
Dr. Carl Taylor from Johns Hopkins School of International
Hedlth, a sometime invitee.

Quite ignoring the past histories of several other reports, the
ICSSR-ICMR Committee with V. Ramalingaswami as its
chairperson, dared to look at out of the ordinary solutions
towards a plan that would ground itself on the newly revived
panchayati raj institutions and incorporate a ‘for the people
by the people’ philosophy. Hedlth for All: An Alternative
Strategy turned out to be a path-breaking document. Indeed
many of the recommendations of the committee were
incorporated in the Sixth Plan document and Antia fought a
quiet battlefor decades after trying to push thisagendathrough.

Antid s journeys in community and public health had just
begun. He plunged into pioneering health care research at a
time when few ingtitutions were going that way. The core
group of the secretariat underwent a metamorphosis to draw

in more young people, in dialoguing and working with whom
he probably grew as much as hisyoung colleaguesdid. Among
theearly studiesof FRCH inthat first decadewerean analytical

study of the NGO ingtitutions in health in Maharashtra, an
independently researched companion volume to the HFA

document, and a path-breaking study on heslth expenditure
that for the first time estimated the huge out of pocket

expenditurethat had so far escaped critical scrutiny. For Antia,

the crowning achievement of these different labours perhaps
was the setting up of acomprehensive development model in
Parinchein 2002 towardswhose successhedevoted hisenergies
and resources.

Although Antia's public image in recent years is associated
with hisactivitiesin public hedlth, his singular achievements
inplastic surgery can hardly beforgotten. After hisgraduation
inmedicine, Antiachoseto speciadizein plastic surgery, afield
that was only then teking big strides in England. He trained
under Sir Harold Gillies, askilled and intrepid surgeon whose
name is synonymous with major developments in plastic
surgery. Antiaand Gillieshad alifelong association and Antia
facilitated thelatter’ svisitsto Indiawhich helped to put plastic
surgery on afirmfooting. Perhapsit isthose early yearswith
Gilliesthat prompted himinto venturing out from safe harbours.
Hewasamong the earliest of surgeonstoinnovate and perfect
skillsin reconstructive surgery for rehabilitation of burnsand
leprosy patients. At atimewhen the diseasewasmuch feared,
thisyoung surgeon choseto treat those afflicted, much to the
consternation of his family, his community and his friends.
Someof hisinnovativetechniquesare now textbook procedures
and awards and honours came from many quarters.
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colleagues in plastic surgery will recount his tantrums. And
athough he somewhat mellowed when he began to work in
health care, there were many who would not escape hissharp
temper. Notwithstanding this, his outstanding legacy isinthe
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