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In Lieu of an Editorial…

Dear all,
On the occasion of doctor’s day, (celebrated in India
on July 1st, the birth and death anniversary of Dr. BC
Roy) I got the usual kind of messages on Whatsapp. It
set me thinking and I decided to send a message of
my own, a salute to some doctors whom I have met in
my life, and who in my opinion, exemplify some of
the finest aspects of this profession. This list is not
exhaustive, even for me personally, so I may be
excused for exclusions!
1. Dr. Saibal Jana. I can only marvel at Dr. Jana’s
unwavering commitment, indefatigable energy and
good humor. I personally know of no other doctor who
has been on call of a community for 35 years (he joined
Shaheed hospital in 1983), and who has the range of
skills to serve a community, living in the middle of
nowhere. Which doctor of the present generation can
treat tuberculosis, fix a fracture, do a cholecystectomy
or a hysterectomy, and do it without fuss and at the
lowest cost for those who need it the most? After a
very busy day, you may still see him at 10 pm at night,
chatting with a member of the mine worker’s union
with his hand in his pockets, or chuckling in that way
that is uniquely his. Salute also to Alpanadi who has
been an equal partner in their journey. One can sense
the sense of a community in Shaheed hospital, as that
was how it started, a hospital for workers, built by
workers and with doctors like Dr. Jana to back it up.
On behalf of many others, I salute you Saibalda!

2. Dr. P.K.Sarkar. We have a world of academics in
India, and a world of activists. Dr. Sarkar straddles
both of them as an academic activist. He served as a
Professor of Pharmacology for 35 years and later as
the Director of School of Tropical Medicine in
Calcutta. The Foundation for Health Action, under his
leadership, published two valuable publications,
BODHI (one of its kind journal on rational therapy)
and Asukh-Visukh (in Bengali for laypersons). At a
time when people hang up their boots after retirement,
Dr. Sarkar and his wife Krishna (a former Nursing
Specialist and Assistant Director of Health Services
in Bengal) not only put their life’s savings into starting
Amader hospital in Phulberia (Bankura) in 2008, but
also run it on their own steam, providing rational and
low cost services, to people drawn from up to 150 km
away. I had occasion once to visit them in their house
in Calcutta and was overwhelmed by their warmth as
well as their commitment to public causes. Dr. Sarkar
is now 76 years of age. He has a punishing daily
schedule, foregoing his lunch since there are patients
waiting to be seen, according to Chinu, who recently
visited them. Dr.Sarkar, you have been an inspiration,
and shall continue to inspire us!
3. (Late) Dr. Rajendra Tandon, Head, Department of
Cardiology, AIIMS, and one of the founding fathers
of pediatric cardiology in India, after his return to India
in the 1960s leaving a promising career in Boston,
behind. My vision of AIIMS,as an undergraduate at
Nagpur was that it was a place which has giants like
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Dr.Tandon. He was invited to a CME in Nagpur, where
20 patients with very complicated congenital heart
diseases were presented to him, and after he examined
them, an ECHO was done to confirm that diagnosis.
He did not make a single mistake. He was the best
diagnostician I have seen, and later as a resident at
AIIMS I realised his human side, the enormous
integrity, and a remarkable unassuming nature, shorn
of any arrogance or pomposity. (Unfortunately, that
cannot be said of some of the faculty at AIIMS). Yet,
I was in awe of him when I came to AIIMS and
remained so throughout my 6 years there, never talking
to him at a personal level. He was immune to the allure
of access to the mighty and famous. I remember an
occasion, when a younger faculty member rushed to
his rounds saying that Atal Behari Vajpayee (then
leader of the Opposition) was visiting a patient at bed
no 12. He calmly said that we were at bed no 5 and
will reach that bed in due course. He did not spend a
minute more on that bed, and his attitude remained
the same when another faculty member on another
occasion, came to inform him that Rajiv Gandhi had
come for a treadmill. These were valuable lessons for
us. Every year I wondered why he had never been
honored in the Padma lists, when many of his juniors
and even students had made it. Only later we came to
know that he had refused these accolades, not once
but repeatedly. His wise definition of a good person
has stayed with me “someone who tolerates other good
persons.”
4. (Late) Dr. Rajwade. He was our physiology
professor at Government Medical College(GMC),
Nagpur, and one of the gentlest persons I have ever
seen. He was a double MD, in Physiology and
Medicine, and would have made an excellent
physician, but the Government prevented him from
joining the Medicine department. His lecturers were
entirely original in content and made the subject come
alive in a unique way. In the stifling atmosphere of
GMC at the time when caste-based politics was rife
in the college and many faculty members generally
tried to instill fear in students, Dr. Rajwade was like a
breath of fresh air, accessible to all and even taking
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personal interest in those students who were having a
rough time. He would have done so well in research,
but the facilities at his disposal were shockingly
meagre. I regret that I could never meet him again
after leaving Nagpur. Rajwade Sir, you are fondly
remembered.
5. (Late) Dr. Manibhai Valand, general practitioner at
Anand. Dr.. Valand, a LCPS was one of the first general
practitioners of Anand, and one of a kind. He was the
first secretary of the IMA in Anand in 1950. He was a
rare GP of the old school, a strong proponent of
rational therapy who minced no words (to the extent
of bringing irrational prescriptions of consultants and
displaying them publicly), a writer of pamphlets of
patient education material and much else (his pamphlet
on adolescent health was way ahead of the times in its
frank discussion of issues related to sexual health),
and a person with a hunger for knowledge, that never
died. While we talk of point of care testing now,
Manibhai incorporated it into his daily practice. I was
fortunate to see his clinic in Anand. A patient with a
febrile illness would be triaged by his assistant and a
blood smear taken. By the time the patient’s turn came
to see Manibhai, he would not only examine the patient
but also his smear. Patients with scabies could go only
after a bath in his clinic with the first application of
the scabicidal applied, and explained! As a faculty
member at PS Medical College, Karamsad, in the
1990s, it was difficult to get an audience of even 15
faculty members for the clinical meeting, but Dr.
Manibhai and 2 of his old friends would unfailingly
be there, asking pointed questions, which we had to
be prepared for.
In signing off, I would like to point out that both Dr.
Saibal Jana and Dr. Sarkar could do with some help
from younger doctors.
Regards,
Anurag
Anurag Bhargava is Professor of Medicine at
Yenepoya Medical College, Yenepoya (Deemed to be
University), Mangalore, Karnataka.
Email: anuragb17@gmail.com
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We Need ‘Health for All Declaration - 2018’

The Alma Ata declaration of Health for All
(HFA) was the outcome of balance at that time,
of contradictory forces of unregulated capitalist
development and regulated, state capitalist
development with an element of inclusiveness
and welfarism. However, as the balance tilted
more and more in favour of unregulated
development and free market fundamentalism,
the Alma Ata perspective was diluted step wise.
Today neoliberal theories are on the ascendant.
The Alma Ata HFA declaration is not without
its limitations: it conceptualized health as a goal
for ‘leading a socially and economically
productive life’. Now why this rider of ‘socially
and economically productive life’? Why can’t
being healthy be considered a value and goal in
itself? Secondly, and paradoxically, the
Declaration lived in an imaginary world where
development is inclusive and whose logic is not
geared to private profits, despite the fact that by
1978 it was pretty clear that the developmental
path all over market-based economies was
geared to profit making. Health and equity got
neglected in the process. Thirdly, the Declaration
was oblivious of the fact that private health care
is the predominant form of health care in many
countries including in India and therefore in the
Alma Ata declaration there is not even a single
reference to private health care, leave aside
addressing how to deal with this issue. Fourthly,
it drew ideas from the experience of barefoot
doctors and of community mobilization for
health in People’s Republic of China (PRC) in
the fifties and sixties but did not mention its
socio-political context. Neither did it take note
of the official support to traditional medicine
by PRC and India.
A reformulation of the HFA perspective today
will have to overcome these deficiencies/

problems. Moreover, it will have to take note of
the new challenges before HFA. Earlier in the
1970s, there was a clamour for inclusive
development. Now we have to add an adjective
- ‘healthy’ to the term ‘development’. This is
because it is now pretty clear that the current
pattern of development itself breeds new
epidemics; the more such development, the more
illnesses. HLEG and JSA have criticised the
insurance model of health care and JSA has
criticised the privatization and corporatization
of health care. We need to include these issues
in the HFA-2018. While criticising privatization
of health care, we need also to critique the
current bureaucratic, insensitive Public Health
System in India which has been vulnerable to
priorities set in the West. For instance the
emphasis on Family Planning Programme, the
slogan of leprosy eradication, the contested
polio-eradication programme, etc.
We need to go beyond formal, juridical
distinctions between Public and Private health
providers and focus on the issue of public
control, transparency, accountability for public
good. In the MAM background paper, apart from
the problems of the neoliberal path of
development, we point also to the politics of
knowledge. We have referred to the point about
new contradictions of the processes unleashed
by IT technology, and to the unresolved issues
related to medical pluralism. We may add new
methods of community based health initiatives,
for instance as shown by the experiment by Jan
Swasthya Sahayog in dealing with certain
NCDs.
At the end of this exercise, the MAM should
come out with a draft of a new, revised “Health
For All Declaration -2018”, which can be
improved upon in the MFC annual meet for
wider circulation.

4

mfc bulletin/July 2018

Revisiting Health For All

Health For All (HFA) means that the opportunity and
conditions for good health are within reach of
everyone. However, it has been variously interpreted
and strategised by policy planners and the civil society.
While the basic objective of HFA has never been
directly contested, how to operationally define
‘health’, and how to bring it within reach of all have
been the moot questions. It may, thus, be useful to
trace the development of various approaches to HFA,
and their critiques, within the official mainstream
(international and national) and the social movements/
civil society, fully recognising that these two have
influenced each other in real time.
Tracing the History
International
The attempts for HFA began in various countries well
before this term actually got coined. Starting with the
20th century, considerable progress was made in
developed countries in nutrition, sanitation, housing
etc by overcoming dire poverty among large sections
of the population. Secondly, starting from social
medicine in Germany pioneered by the trade unions
and included later in the government programme by
Bismarck, health care was extended to all sections of
the society through public funds. Other developed
countries followed suit under popular pressure fueled
by the development of social medicine in the Soviet
Union. The three-tier structure of healthcare proposed
in the Dawson Report in United Kingdom and later
the setting up of the National Health Services in 1948,
the integrated health system developed in Soviet
Russia, the decentralised and community based
healthcare delivery through barefoot doctors in
China…these were all attempts to take health care
closer to the masses.
In view of the ‘inadequate and intolerably inequitable
distribution of health resources’ and considering that
‘health is a basic human right’, the 30th World Health
Assembly (1977) resolved that ‘the main social target
of governments and WHO in the coming decades
should be the attainment by all the citizens of the world
by the year 2000 of a level of health that will permit
them to lead a socially and economically productive
life.’ (WHA 1977). And with this, ‘Health for all by
the Year 2000 AD’ became a rallying slogan.
A year later, 134 governments and representatives of
67 United Nations organisations, specialised agencies
and non-governmental organisations declared Primary
Health Care (PHC) as the key to attaining HFA by

2000. This Alma-Ata Declaration, jointly facilitated
by WHO and UNICEF, defined PHC as ‘essential
health care based on practical, scientifically sound and
socially acceptable methods and technology made
universally accessible to individuals and families in
the community through their full participation and at
a cost that community and country can afford to
maintain at every stage of their development in the
spirit of self-reliance and self-determination’ (WHO
UNICEF 1978).
Besides including intersectional coordination to
address determinants other than health care, the
Primary Health Care document recognised the larger
context, such as critical role of livelihoods, wages,
and income inequalities, public priority to spending
on development. Thus the Declaration said “An
acceptable level of health for all the people of the world
by the year 2000 can be attained through a fuller and
better use of the world’s resources, a considerable part
of which is now spent on armaments and military
conflicts. A genuine policy of independence, peace,
détente and disarmament could and should release
additional resources that could well be devoted to
peaceful aims and in particular to the acceleration of
social and economic development of which primary
health care, as an essential part, should be allotted its
proper share.”
However, in the dominant discourse in the post-Alma
Ata developments, even giving due importance to
widely accepted social determinants of health was
relegated to the background and the discussions
focused mostly on health care. While resources
continued to be wasted on building military strength,
resources for health were found to be wanting. In 1979,
Walsh and Warren proposed ‘Selective’ PHC as an
interim strategy for disease control in developing
countries in view of their limited resources. They
considered each disease as a separate entity and
proposed prioritizing between them on the basis of
their prevalence, morbidity, mortality and feasibility
of control (Walsh and Warren 1979). Subsequently,
UNICEF launched GOBI (Growth monitoring, Oral
rehydration, Breast feeding and Immunization) to
improve children’s health worldwide, and later, added
FFF (food supplementation, female literacy and family
planning). Such selective approaches gained more
currency in the 1980s and 1990s by Health Sector
Reforms led by the World Bank and formation of
disease/intervention specific international health
collaborations like Global Alliance for Vaccines and
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Immunizations (GAVI) and Global Fund for AIDS,
TB and Malaria (GFATM).
With changing global political and economic scenario,
the influence of World Bank and its ideological
commitment to markets, gained strength. The World
Development Report (1993) titled ‘Investing in Health’
proposed a three-pronged approach in order to achieve
HFA by 2000: a) foster an economic environment that
enables households to improve their own health; b)
redirect government spending on health to more costeffective programs (i.e. shift from specialized tertiary
care services to packages of public health interventions
and essential clinical services at primary level); and
c) promote greater diversity and competition in the
financing and delivery of health services (World Bank,
1993). The same sentiments were echoed in the report
of the WHO commissioned group on Macroeconomics
and Health (2001) which proposed a ‘Close-to-Client’
system to deliver specific interventions (Sachs, 2001)
by state and non-state health service providers, as it
would promote competition, with financing
guaranteed by the state.
In 1999, WHO’s own World Health Report (WHR)
advocated ‘new universalism’ as an approach where
everyone would be covered, but for a limited set of
services that have been prioritized on the basis of their
cost-effectiveness and the economic realities of the
country (WHO 1999). The services would be offered
by provider of all types, but no patient would have to
pay to the provider at the time of using the service.
Interestingly, the WHR published just a year before
under a different Director-General mentions that ‘(t)he
quest for cost-containment and more
efficiency…frequently take precedence over the
health-for-all principles and values. Consequently,
from the patient’s point of view, often what is referred
to as ‘reform’ does not contain any element of
improvement’ (WHO, 1998).
A decade later, the report of another WHO
Commission stated that ‘Health Systems should be
based on the PHC model, combining locally organized
action on the social determinants of health as well as
a strengthened primary level of care, and focusing at
least as much on prevention and promotion as on
treatment.’ (WHO Commission on Social
Determinants of Health and WHO, 2008). It criticized
the ‘reforms’ which separate the provider and
purchaser, which privilege cost-effective medical
interventions at the expense of priority interventions
to address social determinants and which strengthen
private sector agents.
In the same year, the WHR titled ‘Primary Health Care:
Now More Than Ever’ recommended reforms in
universal coverage, service delivery, public policy and
leadership. The report outlined three directions to
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move towards universal coverage: a) increasing the
number of people covered, b) increasing the number
of services covered, and c) increasing the pre-pooled
share in healthcare expenditure (as against out-ofpocket expenses made at point/time of care). This
aspect of the report got selectively amplified as
Universal Health Coverage (UHC), and has become
the buzzword in health planning over the last decade.
The theme of World Health Day 2018 was ‘Universal
Health Coverage: everyone, everywhere’ which the
Director General defined as ‘ensuring people can get
quality health services where and when they need them
without suffering financial hardships’. WHO and
UNICEF are planning a second International
Conference on Primary Health Care in October 2018
at Astana, Kazakhstan. The draft declaration for this
Conference aspires to ‘launch a global movement in
pursuit of universal health coverage…’
National
In post-independent India, the attempt towards HFA
began with the establishment of Primary Health
Centres under the Community Development
Programme in 1950s as per the blueprint given by
Bhore Committee. This plan was doctor-centric, but
was extensive and gave a comprehensive view of
health planning with other sectors. The decade of 60s
and 70s saw implementation of vertical programs for
malaria and other diseases, and intensification of the
efforts towards population control. This marred growth
of the general health system, and gave space for growth
of individual private practitioners. In an attempt to
strengthen the health services and health programmes,
staff of different vertical programs was amalgamated
into a single cadre of MPWs and, in 1977, the
Community Health Volunteer Scheme was
implemented “to give people’s health in people’s
hands”.
Post Alma-Ata conference, India adopted its first
National Health Policy (NHP) in 1983 that reviewed
the development of health services since
Independence. Criticizing the model as unsuited to
Indian context, the policy committed to universal
provision of comprehensive PHC (MoHFW 1983).
The decade of 80s saw massive expansion of primary
health centres and sub-centres. In parallel, the
government also encouraged private sector growth in
medical care through market friendly policies.
Beginning 90s, the growth of public sector got halted
under the pressure of international financial
institutions. The health budgets plummeted, primary
level care suffered and private corporate sector entered
in delivery of tertiary, and later also, secondary
services. The second NHP (2002) formally welcomed
‘participation of private sector in all areas of health
activities – primary, secondary and tertiary’. It also
encouraged health insurance, both private and social,
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and medical tourism (MoHFW 2002). National Rural
Health Mission (NRHM), since 2005, fore grounded
communitization and introduced flexible financing and
improved management capacity within public sector
(MoHFW n.d.). Social insurance was expanded as
RSBY by the world Bank through the Labour
Ministryr. High Level Expert Group Report on
Universal Health Coverage (2011), going beyond its
terms of reference, stressed on social determinants of
health, and defined UHC in a comprehensive fashion
(PCI, 2011). But like other national and international
recommendations of these times, it saw government
as the ‘gauranteer and enabler, although not
necessarily the only provider, of health and related
services’. The third NHP (2017) puts forth three
objectives: i) progressively achieve UHC, ii) reinforce
trust in Public Health Care system, and iii) align private
health sector with public health goals. The policy is
overenthusiastic to engage private sector in tertiary
and secondary care through strategic purchasing using
insurance mechanisms, and also in primary care. Like
the NHP 2002, it refers to the role of sectors other
than health only in the passing. In his 2018 Budget
speech, the Finance Minister announced ‘Ayushman
Bharat’ and its two elements: a) Health and Wellness
Centre, which would provide ‘comprehensive’ primary
health care and b) National Health Protection Scheme,
which will provide coverage upto five lakh rupees to
ten crore poor families for secondary and tertiary care
hospitalization (Minister of Finance, 2018).
Social Movements and Civil Society Initiatives
The 1960s and 70s was a time for articulation by
various social movements of a growing dissatisfaction
with the dominant development model in various
sectors, including health: the anti-war and peace
movement provoked by the experience of world wars
and the Vietnam war, the women’s movement
attempting to address the concerns experienced by
women globally, movement’s to express resistance to
the hegemony of the expert, i.e. the doctor, over
women’s bodies and lay people. The failure of newly
independent countries to secure benefits of
‘modernisation’ to a majority of their people
contributed to the Non-Aligned Movement, and led
to the demand for a New International Economic
Order. It was in this environment that HFA became an
explicit goal and PHC became the key strategy to attain
it.
Several experiments in PHC with community
participation were gaining roots in the 1970s, the most
well known in India being the Comprehensive Rural
Health Project in Jamkhed. Forums for demystification
of medical science, ethics in health care, patients rights,
HIV positive persons’ rights etc. came up in the 1980s.
The experience of ground level work and a critique of
policies and programmes fed into each other. The
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complexity of issues raised a lot of debate within civil
society, including MFC, as also in health systems
research and planning, reflecting the diversity of
views.
In November 2000, the People’s Health Assembly held
at Calcutta adopted a charter on ‘Health for All Now’.
In December 2000, around 1500 participants from
ninety-two countries came together in Bangladesh.
Frustrated with the failure of governments and
international organizations to make the vision of AlmaAta a reality, and angered by the anti-people policies
of WB, IMF and World Trade Organization (WTO),
the assembly came out with a ‘People’s Charter for
Health’ (PHM 2000). The Charter reclaimed health,
and not just medical care, as a human right which
should prevail over all economic and political
concerns. It called for, equally for all men and women,
right to work, education, freedom of expression,
political participation, religious choice, and freedom
from violence. It condemned unsustainable
exploitation of natural resources, spread of
individualistic and profit maximizing behaviors and
over-consumption by a few capitalists from a few
countries. It urged the ‘People of the World’ to demand
radical transformation of international bodies ranging
from UN Security Council to WTO. It insisted that
people must demand from governments, to promote,
finance and provide comprehensive PHC, and to
regulate the private medical sector. The Charter asked
for de-mystification of medical/health technologies
and integration of traditional healing systems. The
PHM has subsequently acquired salience as the
rallying point to keep HFA and PHC on the national
and international agenda.
Several academic institutions, research organizations,
field NGOs and public health professionals have been
advocating, practicing and experimenting with ideas
around HFA. Several allied social movements on food,
employment and environment are coherent with the
theme of HFA. However, the interpretation of and
approaches towards the concept form a wide spectrum.
Outlining various approaches and their critiques
There are several perspectives that can be discerned:
one that views health and health care as a social or
public good and another one that views it as an
economic activity with profits as a legitimate driver
for the services to reach all; one that aspires to create
societal conditions conducive to healthy life (‘health
beyond medicine’) and another one that focuses on
medical services alone, and thus concentrates solely
on health sector; one that keeps equity as its goal and
another one which is more concerned about efficiency;
one that is for all and another one which is targeted to
the marginalised; one that aspires to cover everything
and another one that has specific interventions; one

7

that is solidly effective in long term and another one
which gives quick results in the present (as ‘we are all
dead in the long run!’); one which sees government
as the provider and another one which sees it just as a
financier, or only as a regulator; one where
communities are supported to take decisions and
another one where decisions are taken for the
communities; one that sees technology and private
sector engagement as a means and another one where
deployment of technology and PPPs are the ends in
themselves. The historical and political context,
existing relationships between the state, market and
society, and the constraints and complexity of real life
conditions encountered while operationalising HFA
lead to a variety of approaches. Each of these
approaches has its knobs of perspectives set at specific
frequency, and so each of it plays a different tune.
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determination in choice of technology, and in all other
aspects of health system designing.
This approach has been variously criticized from
completely opposite viewpoints, as being too
ambitious and resource intensive to being cheap
healthcare for the poorest, for being too ‘socialist’ to
being a placebo for the social control of the poor, for
being idealistic to being simplistic and anti-intellectual,
and for being too vague and inconclusive, impractical
(Venedicktov 1981, Banerji 1984, Wisner 1988, Cueto
2004).

For the purpose of understanding, one can broadly
classify the numerous approaches towards HFA since
1978 as: Comprehensive PHC, Selective PHC and
UHC. It is very important to note that these terms have
been variously defined, explained, interpreted and
understood within the mainstream as well as in the
social movements/civil society space, based on the
diverse ideological predilections of those involved.
Therefore it is important to examine the way in which
various components of health care have been included
and dealt with under each of these terms. The devil is
in the detail.

2. Selective PHC: This approach builds on the critique
of CPHC being ‘idealist’ and ‘impractical’, and claims
to make PHC ‘feasible’. Acknowledging the broader
conceptualization of health, it is very concerned about
the resource constraints of developing countries and
limited capacities of the health services. As ‘not all
ills can be attacked now’, the approach prioritizes the
health issues based on how big the problem is
epidemiologically and whether technological and
organisational capacities are available or considered
‘possible’ to address it. So, while something like
measles may get a high priority because there is an
effective vaccine available, an issue like malnutrition
may get a lower priority as it is just too complex. The
mechanisms of control, under this strategy, are specific
technological interventions, evaluated on costeffectiveness criterion and delivered through vertical
programs.

1. Comprehensive PHC (CPHC): ‘Health’, under this
approach, means a personal state of well being that
enables a person to lead a socially and economically
productive life (Mahler 1981). The approach posits
health as an outcome of overall socio-economic
development and advocates close co-ordination of the
health services sector with other sectors like education,
agriculture and industry. It focuses on the dovetailing
of improvements in social determinants of health with
provision of health services delivered in an integrated
manner with a Primary Health Care approach and by
giving priority to those most in need. It recognizes
the key role of social determinants of health in shaping
health and the importance of Primary Health Care
approach in dealing with health care problems given
the fact that the doctor and hospital centered health
services are economically unsustainable and cannot
reach all. So, in health care delivery it stresses on
nurses, para-medics and community health workers,
appropriate technology and de-centralization of
service delivery mechanisms so that they are as close
as possible to where people live and work. It regards
the community as the primary stakeholder in the
process of decision making, whether it is planning,
implementation or monitoring. It supports context
specific solutions, foregrounding self reliance and self

This approach reduces health from a state of wellbeing
to a disease free state. Therefore it has targeted disease
and mortality specific goals with universal global
solutions for the low and middle income countries. It
has been argued that, while it may reduce mortality
and morbidity from the targeted diseases in targeted
population groups, it may not actually influence the
overall mortality and morbidity as disease substitution
and wider determinants of health of population groups
remain unaddressed. Thus selective focus on Oral
Rehydration to save children’s lives from diarrhoeal
diseases would indeed achieve the objective of
reducing deaths due to diarrheal diseases. However,
this single, one sided focus, results in neglect of
childhood malnourishment which means diarrheal
deaths are replaced by childhood deaths due to the
vicious circle of malnourishment and infections. But
as it is easier to implement and monitor by the health
services, and produces tangible results in the shortterm, doesn’t need confronting the existing sociopolitical situation and involves medical technology, it
attracts donors, international agencies, governments
and industry (Cueto 2004). It gives a sense of
complacency, and has therefore been criticized as
being ‘dangerously counterproductive’ to the
possibility of ever being able to establish a
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comprehensive health system (Banerji 1984, Newell
1988).
3. UHC: This approach extends Selective PHC in the
sense that the prioritization of health issues, population
groups and interventions on the basis of costeffectiveness has been supplemented with promotion
of market principles in designing the delivery
mechanisms, with uncritical acceptance of prevailing
and emerging medical technological solutions as a
universal good. So, if engagement of private sector
improves the coverage of services, government should
enter into PPPs, or encourage private sector growth.
Paying doctors a lump-sum amount (‘capitation’) for
a defined population may balance curative and
preventive care better, so this kind of PPP may be
useful. If keeping human resource on contract makes
them more efficient and disciplined, regular
employment should be curtailed. If a particular
intervention or service can, arguably, be delivered by
the private sector more efficiently, government should
withdraw itself. Those who can pay for health services
should pay, and there should be some mechanism to
support those who can not. To ensure that people do
not have to face financial hardships at the time of and
after availing the services, pre-pooling of resources is
promoted, either through taxation or through insurance
or a mix of the two. Thus ‘coverage’ becomes as much,
if not more, about medical insurance than about health
care. And health care becomes hi-tech medical care.
In addition to the criticism of selective PHC mentioned
above, entry of market principles in UHC approach
fragments the health system further. This makes it
excessively complex, both for the administrator and
the user. To this gets added the problems that arise
because of the profit maximization intent inherent to
markets. This compromises equity and promotes
unethical and irrational practices, more so in absence
or ineffective implementation of regulations. The so
called ‘competition’ doesn’t make much sense in the
supply-driven health sector; it only increases
unnecessary care in the private sector and further
marginalization of the public sector. And when unholy
nexuses form between the two sectors, from the level
of policy to practice, there is no respite for the common
people.
While community participation, self-reliance and selfdetermination have been emphasised in CPHC and
SPHC, their operationalisation has been weak, given
the top down processes of planning and
implementation, and the politics of knowledge
between the dominant state-supported experts,
dissenting experts and lay people’s knowledge. What
has largely been neglected by all these approaches is
acknowledgement of the ways in which communities
have been coping with their day to day realities. Across
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ages, and across domains, communities have found
ways around the problems they face. The knowledge
and practices of communities range from the local
health traditions (whose rationality is increasingly
being realized) to those that provide psychosomatic
relief (like faith healing) with those which are frankly
criminal (like witch-hunting) forming the other end.
These traditions have developed in absence of the
modern health care systems, but have informed the
modern. Though declining, they continue to be
practiced even today. They have been developed by
the people often at the bottom of the social hierarchies
but systematised and codified with support of the rulers
of the time. Therefore they have layers of practices
and practitioners, catering to those from the most
impoverished to the elite. They have been practiced
over long periods by the people with little intervention
of the exploitative market or the authoritative
state,though in recent decades it has also been
commercialised. Historically, they have been victims
to the politics of knowledge arising from caste and
gender hierarchies, colonialism and capitalism. In the
present times, they are losing their popularity as well
as feasibility because of de-legitimisation of their
knowledge by dominant state support to allopathy,
degradation and appropriation of basic resources
(forests and commons) and commercialization of
modern as well as traditional knowledge systems. The
possibility that even such community owned
mechanisms may be of value, in capping the everescalating costs of healthcare which have perplexed
even the richest countries, in providing some answers
to the clinical, social and cultural iatrogenesis inflicted
by the dominant system, has not been incorporated in
dominant discussion on systems design towards HFA,
even though civil society and state examples to
application are available. This is not to say that such
scope does not also exist in the dominant system, but
that such ‘alternatives’ have so far been largely
ignored. When discussed, their role is conceded more
as concession in a debate rather than with any
conviction or clarity of their role and place, and even
less on actual operationalisation at ground level.
However, though it does not find much place in health
systems research and development, there is a parallel
process on in civil society including academia that
promotes and facilitates documentation, research and
application of the other systems at ground level.
Other challenges in the 21st Century
When we revisit ‘Health for All’ we need to take note
of the changes that have taken place since 1978 in
social determinants of health and in health care
technology including health pedagogy. While
traditional social determinants of health continue to
play an important role and new epidemics have been
added to old killer infections, social determinants of
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Non-Communicable Diseases have gained
importance. Therefore specific strategies are needed
to deal with this new reality. Domination of
neoliberalism which has led to unprecedented
inequality and corporatization of all aspects of life
leading to increased over-consumption, malconsumption through addictions and consumerism
especially among the well to do on one hand, but at
the same time deprivation among large sections of the
people globally. Social stress, strife, wars and violence
including gender based violence remain unabated. On
the front of health care technology and delivery we
have seen huge strides with fantastic potential on one
hand but in reality leading to more unnecessary
interventions which breed higher profits for the
corporates and their accomplices but more
pathogenesis and paucity of even Primary Health Care
for the vast majority. Unimagined strides in
communication technology has created huge potential
in telemedicine, health education, new vistas for
paramedic work and empowerment of people but in
reality has hardly benefitted the vast majority. The
significance of environmental degradation for human
health has not yet been addressed in any of the
dominant approaches to health systems. These
contradictions need to be studied and strategies need
to be devised to achieve the goal of HFA in the 21st
Century.
The discourse on ‘health as a right’ over the last two
decades has acknowledged the heterogeneity of
community and people. Health matters, but whose
health matters? Departing from a bio-medical
perspective, the social science perspective not only
supplemented the understanding of health but also
broadened the horizon to recognise the complex health
needs of different people. Going beyond ’diseases’ life
situations affecting the health of people, such as gender
based violence-wherein one in every three woman is
affected, also demands an appropriate response from
the health system.
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HFA started in this forum even before it became an
international slogan in 1978. From then up to the
detailed discussion on a blueprint for Universal Access
to Health Care in 2009-2012 has been a long and
intense engagement. MFC has had shared values on
HFA through equitable distribution of health resources,
primacy of public health services, low cost and peoplecontrolled primary level care, de-hierarchising the
health service system, demystification of health
knowledge, creating medical education suited to the
Indian needs, scientific examination of the social,
economic, environmental and political roots of health
problems, preventing the influence of the commercial
medical industry, rational use of medicines, etc. It has
debated on how to define what is commodification of
health, which technologies are desirable and which
are unnecessary or irrational, what is community
centeredness versus community participation,
programme and service system designs, the role of
other systems of health knowledge, regulatory
structures and how to deal with the private sector
(Debates on Pulse Polio and Hepatitis-B vaccination,
Iodised salt; 2011 debates and the papers in MFC Bull.
348-350, 345-347).
The 45th Annual Meet of Medico Friend Circle will
therefore require revisiting many of MFC’s own
debates and introspecting on perspectives and
approaches adopted by its members over the years.
We need to build on the approach prepared after
extensive discussions in 2010 and 2011, and articulated
in the background paper for the 39th Annual Meet
‘Exploring a Roadmap for Health Care for All/UAHC’
(mfc 2012). We need to take the discussion beyond
that to explore the logic of what underlying
assumptions need to be made transparent and
explained, what questions are yet unanswered, what
more needs explication?

MFC and Health for All

Conceptualizing the Annual Meet
As has been discussed, there are various approaches
to attaining Health for All, and most ‘alternatives’ for
health systems being offered today have combinations
of elements from more than one. Each has its
advantages and challenges, viewed differently by those
with diverse visions of what a health system should
ideally be. We need to go beyond merely modulating
the prevailing systems or tailoring the health system
to fit in with prevailing development discourse.
Therefore, we think that it will be an enriching
experience for all if multiple visions get presented and
discussed at the Annual Meet.

MFC has espoused the cause of HFA as its shared
vision for over forty years of its existence, and its
members have been at the forefront of discussions and
experiments in health care in India and abroad. The
MFC Bulletin archives show that the discussion on

We, therefore, invite background papers on analysis
of past visions, drawing lessons for the future. We also
invite presentations about the vision for health
system(s) that potentially take us towards HFA. The
principles and values underlying the visions should

Talking about people experiencing exclusion or
discrimination by the health system is incomplete
without taking cognizance of the overall patriarchal
and brahmanical mindset existing within the health
system. It therefore, becomes imperative to provide
spaces to narratives of marginalised groups and their
experiences with the health system, while advocating
for quality and dignified healthcare for everyone as a
small but definite part of health for all.
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be made explicit, and so should the path envisaged
towards them in the immediate and the long term. The
presentations should specify the social, political,
cultural and economic milieu necessary for this vision
to materialize, how do these requirements fare vis-avis the present day context, and the strategy to bridge
the gap. Allies in this journey, and the challenges likely
to be faced, should be identified. It should spell out
how the friends would be brought together, and the
challenges confronted. Finally, the presentations
should lay-out what needs to be done in the immediate
future to begin the march towards achieving the
ultimate vision.
The concepts first need to be explained as many of
the participants coming to the meet would be new,
and then critiqued with logic and evidence. Case
studies, based on national or local experiences with
efforts towards HFA, may form a substrate to build
the discussion. Experiences of various global, national
and local movements for HFA, if shared, would
highlight the challenges that lie ahead in following
any particular approach, and how to deal with them.
In the end, we may be able to develop some broad
consensus about what all is more appropriate to move
towards HFA in our context, and what is definitely
not. And we should be able to devise some effective
ways to make this consensus widely known and
considered, nationally and internationally. In any case,
we believe that the thinking through of each of our
visions of HFA and being challenged about them by
friends within MFC, will help all of us.
Proposed Agenda for Mid-annual Meet:
1. Discussion on draft background paper
2. Presentation/outline of potential papers for the
Annual Meet 2019
3. Organising of Annual Meet 2019
4. Participation of MFC at JSA National Meet (Sep
2018) and PHM IV (Nov 2018)
5. MFC’s statement for political parties in view of
Union Elections 2019 (People’s Health
Manifesto).
6. Social Composition in MFC: taking forward the
discussion, introspection and analysis
Drafted by the Organizing Committee of MFC 2018
Annual: Mohit P. Gandhi, Anant Phadke, Ritu Priya,
Kumud Teresa Sawansi, Imrana Qadeer, Arathi PM,
Shruti Samant, Dhiraj V. Deshmukh, Santosh
Mahindrakar, Priyadarsh Ture, Richa Chintan,
Archana Diwate, Geetika Vashishth.
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Book review

Unhealthy India: Is Privatisation the way forward?
K Sujatha Rao (2017). Do We Care? India’s Health System. Oxford University Press.
Purendra Prasad

India is going through a serious health crisis as large
numbers of households are being impoverished every
year due to health care costs. Over the last few decades,
public spending has come down to less than one-third
of the total health expenditure and as a result,
households are forced to pay for two-thirds of their
health expenditure from their pockets. Analysing the
reasons behind dysfunctional public health system,
unregulated private health care, growing health
insurance markets, the book Do We Care? India’s
Health System by K Sujatha Rao provides insights on
health care policy in India. She explains the ongoing
dynamics involved in policy making from close
quarters, as an insider who was an active participant
in several decision-making processes in the health
sector for about two decades. The book is presented
in two parts. In the first three chapters of Part One,
the author analyses India’s health system, particularly
the challenges and constraints that it has faced from
its evolution, as well as issues related to health
financing and governance. This is followed up with
the policy implementation chapters by narrating the
remarkable stories of HIV/AIDS, National Rural
Health Mission (NRHM) along with a critical
assessment of these policies including the possibilities
of moving ahead in the Part two.
The first chapter elaborates on the changing role of
the Indian state, once characterised as following the
tenets of Fabian socialism, and then as the other
extreme of being a liberal state expounding minimum
government with maximum governance. The author
traces how this shift entailed further deepening of
privatization and reduction of public investment in the
health sector. She cites the reduction of the health
budget allocation in the Twelfth five-year plan (201217), the reduction in public spending, the aggressive
pushing of public-private partnerships (PPP), and the
deafening silence about strengthening states’
regulatory capacities as evidence for this process.
She then goes on to explain the interface between
politics and economics in the under-financing of the
health sector. She highlights the interstate and intrastate health differentials and argues that even though
70% of maternal, infant and child mortality is

concentrated in the poorer states that have the least
institutional capacity to deliver even essential services,
the central government does not intervene in the
backward states. Instead, the Indian state is moving
towards health insurance schemes undercutting the
existing budgets towards primary health care and
preventive services. Such a shift, she argues, only
contributes to the strengthening of the private hospitals
and insurance markets and in no way to the reduction
of out-of-pocket (OOP) expenses.
What are the implications of stagnant budgets and poor
governance on public hospitals? The author explains
that this situation has inhibited public hospitals from
keeping pace with the private sector, resulting in the
rapid growth of the private sector to meet the
increasing demand for services. She talks about how
corruption has crept into the procurement of services,
building of contracts, and purchase of equipment,
drugs and consumables. Unless corruption is
eliminated, no matter what the government does,
public systems will remain in crisis. In matters of
corruption, the private sector is not better, only less
crude and more sophisticated. It is this environment
for shady incentives that makes it inadvisable to allow
corporate or profit-based hospitals an entry into
primary health markets. She concludes, in the chapter
on governance, that the worn-down conditions of the
public facilities utilized by the most vulnerable and
the poorest are a stark reflection of the inequities and
disparities that characterize India’s development story
in general, and the health system in particular.
Despite the structural constraints, the author explains
how the Indian state was able to intervene in reducing
HIV incidence significantly through the National
AIDS Control Programme (NACP III) on the one
hand, and conceive the National Rural Health Mission
(NRHM) on the other, to revitalize primary health care
in rural areas. She illuminates the political commitment
to the health sector which was highest during the UPA
I regime, compared to the UPA II and NDA regimes.
She also highlights the role of civil society
organisations such as Jan Swasthya Abhyan (JSA),
which questioned the prevailing reasons that had
reduced public health principles to technological fixes
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and privatization, and the way JSA contributed to the
designing of the NRHM. The author points out that
for a large democratic and epidemiologically diverse
country like India, participation in policy making is
confined to small groups of individuals and a few
research institutions.
She provides three insights from her policy
experiences: One, while the public policy persistently
denies any attempt at privatisation of the health sector,
every policy initiative is directed towards
strengthening the private sector and weakening the
public sector. Second, India seems to be caught
between welfarism and neo-liberalism – large doses
of populism mixed with blatant privatisation. Third,
despite the rhetoric of socialism and constitutional
pronouncements, India’s development story continues
to be based on a model of privilege and inequality of
opportunity, safeguarded by an array of institutional
arrangements and value systems. Therefore, she says
that the biggest challenge India faces today is solving
this riddle called public-private participation (PPP) in
health care. These insights are in tune with the most
recent published works in the healthcare studies
literature (Hodges Sarah and Mohan Rao 2016; Rajan
Sunder Kaushik, 2017; Prasad Purendra and Amar
Jesani, 2018; Ravindran Sundari T. K. and Rakhal
Gaitonde, 2018).
The arguments in the book are from a policy analyst’s
point of view, combining a progressive activist streak
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with administrative sensibilities. The many anecdotes,
multiple narratives, and diverse view points within the
policy making process make the book interesting
reading, even as it maintains the required academic
rigour and style. The arguments flow smoothly from
personal narratives to more serious academic issues.
The book is quite useful to students of public health,
health economics, sociology, cultural studies, gender
studies, and to general readers.
Purendra Prasad is Professor and Head, Department
of Sociology at University of Hyderabad. His research
focus is on health inequalities, agrarian relations,
class-caste dynamics, forced migration and urban
transformations.
Email id: purendra.prasad@gmail.com
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Book Review

Techno-science dominance and the effacing of poverty discourse from Public Health
Sarah Hodges and Mohan Rao (eds) (2016). Public Health and Private Wealth: Stem Cells, Surrogates, and
Other Strategic Bodies. New Delhi: Oxford University Press. pp xv + 283
Surekha Garimella

Celebratory headlines that cast India as a soon to be
global power player averaging 7.5 percent growth rate
abound in the mass media today. What remains
obscured in this discourse is the rise in inequality and
intensification of poverty that has gone hand in hand.
Public Health and Private Wealth: Stem Cells,
Surrogates, and Other Strategic Bodies, co-edited by
Sarah Hodges and Mohan Rao is concerned with
‘poverty’ at its core and engages with its use as a
concept, current wisdom on poverty among
researchers, policy makers and practitioners in the
Public Health field and beyond, and also asks, why is
poverty not at the heart of public health discourse?
The title of the book is to a certain degree misleading
because it is not stem cells, surrogates and other
strategic bodies that are the focus of the book, but
how Private wealth and Public Health have been
intertwined in Public Health knowledge. More
specifically, its focus is, how current discourses on
poverty (understandings and solutions) are saturated
with and techno-scientific approaches.
Today, the ‘private’ looms very large even in the public
health sector and is being posited as the only way to
ensure that everyone’s health care needs are met. The
private health sector is one of the fastest growing areas
of the Indian economy and resides alongside a decline
in investments in the public health sector in real terms
with increasing commercialisation and privatisation
of this sector. This book is a timely and important
examination which explores the relationship between
science and poverty and public health in India and is
divided chronologically into three parts with three
chapters each. The range of issues covered include an
interrogation of the contribution of science to the
pursuit of poverty reduction during late colonial and
early independence period; the fall out of increasing
commercialisation of public and private hospital care
and the advance of a trend that increasingly sees
biotechnology as a solution to a range of health issues.
Refreshingly, the chapters in the book use
ethnographic and narrative approaches which is a
rarity in the public health world.
Part one (The quest for ‘Improvement) includes three
chapters. Through an insightful analysis of official

policies during the late colonial and early independent
India, David Arnold describes how nutrition studies
contributed to an emergent understanding of the links
between poverty and health in early 20th century.
However, in this understanding, the cultural and social
explanations were given precedence at the expense of
the role of poverty. Although, there was an
acknowledgement by health officials that large masses
of people were living in poverty the solutions sought
to deal with malaria, cholera, influenza, nutrition and
sanitation remained medical and techno-centric in
nature. In early independent India, large scale
engineering projects were seen as the way to tackle
poverty suggesting that the public health route to
address poverty was not feasible for the state.
Focusing on tuberculosis (TB) and efforts to address
it, Lakshmi Kutty explores the TB control programme
by foregrounding cost effectiveness and a risk based
individualised approach and how that has led to
marginalisation of efforts to address the linkages
between poverty and the disease. Rebecca Williams
in her case study on the “Khanna Study” ably
interrogates the language of equity used in the study
and how it facilitated the classification of poor bodies
as risky bodies that needed to and could be managed
by biomedical knowledge and management while at
the same time effacing poverty from the discourse.
The chapters in this section highlight the processes
through which the focus on ‘poverty’ was effaced and
medical and biological understandings of health and
disease/illness came to predominate instead of seeking
to eliminate poverty. This was done through
privileging of techno-scientific rationales to address
disease, use of terms such as ‘health equity’ in an
apolitical manner and focusing only on social and
cultural understandings of nutrition and disease while
naturalising poverty as a cultural feature of the country.
The authors could have enriched their discussions
further by attending to the role that issues of class,
caste and race may have played in the actions of
administrators involved in policy making and
implementation and in researchers’ selective use of
language to efface and underplay the role of poverty.
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Part two (India’s Hospitals: For Whom?) includes
three chapters. Ramila Bisht and Altaf Virani through
their case study of a public hospital in Mumbai
describe how public-private partnerships (PPPs) are
seen as a solution to meet poor people’s health care
needs by state policy makers. They also make the case
that these decisions were greatly influenced by
international organizations and the broader neo-liberal
economic narratives and that the introduction of PPP
has not achieved its objective of catering to the needs
of the poor, instead, it has led to them being more
marginalised in the system. Rama Baru examines the
process of commercialisation of medical care in India
over six decades. She highlights three trajectories
which have facilitated commercialisation and include
(1) very close linkages between the private health
sector and the health policy space (2) changing
character of the not-for-profit health care sector and
(3) health reforms that have led to commercialisation
of public health services. She suggests that the role of
medical professional and middle class values need to
be interrogated more closely emphasising the point
that health systems are social systems and will reflect
the changes happening in the society. These two
chapters add to the body of evidence from different
parts of the world that commercialisation and
privatisation of health services does not necessarily
lead to better care for poor people. Sarah Hodges’
chapter on myth making and the Apollo hospitals
enterprise is a nuanced account of the role image
management has played in consolidation of the
enterprise as a success story and how it informs and
sustains a narrative of cutting edge technologies and
quality care as being synonymous.

reforms have propelled a policy narrative in which
poverty and the poor materialise as the cause for the
rise of this sector as well as being beneficiaries of these
new technologies. He also states that “the same
economic, political and ideological processes which
are responsible for the growing inequality and poverty
also underlie the promotion of the biotech industry”
(p220). In a similar vein, Rohini Kandhari examines
the role of the state in facilitating the growth of the
stem cell research industry inviting venture capital
investments in the sector. She also describes how the
state is absolving itself of any ethical responsibility in
an area that encourages speculative treatment and is
fraught with lack of regulatory oversight and
protection for users.

Part three (National Techno-science and Promising
Bodies) consists of three chapters and focuses on the
role of techno-science in India. These chapters
highlight our obsession with technology as a panacea
to address issues of poverty and how biotechnology
is seen as the current fix that will address these issues.
Mohan Rao describes how Malthusian notions of
population control have persisted over decades in India
and have laid a foundation for the surrogacy industry
to grow. He also explicates how with the opening up
of the economy poor women’s bodies are now seen as
commercially profitable bodies that can be mined to
produce babies and ensure profits for the industry.
Priya Ranjan details the rise of biotech companies in
India and locates in in the context of public investment
in biotechnology research and argues that neo-liberal

Overall, this book is a welcome addition to studies on
poverty, science and public health. It raises important
questions and seeks to shed light on the invisible
linkages between poverty and science and public
health. The book also provides an alternative way of
looking at poverty and health that is not economistic.
Most of the chapters in the book make the case that
science and techno-centric models alone cannot
improve either poverty or poor people’s health. Maybe,
the next logical step is to ask ourselves how can we
and how do we want to address the problems of
poverty and health as researchers and policy makers.

The afterword by Dhruv Raina makes the case for
mainstreaming indigenous knowledge as an alternative
model for sustainable development in India. He reflects
on the revival of indigenous knowledge and science
in India as a counter to Eurocentric knowledge and
describes the rise of indigenous groups fighting for
their rights in development projects and transnational
networks drawing attention to the existence of
indigenous knowledge that is localised, located in
nature and possible contribution to sustainable
development. While the afterword is compelling and
interesting, it is not clear to the reader how this links
to the remaining parts of the book. It would have been
more useful if the afterword had addressed the
concerns and questions that the other chapters raise in
relation to poverty, public health and private wealth
and discussed how we can move forward from here.

Surekha Garimella is adjunct faculty at the Institute
of Public Health, Bengaluru.
Email: garimellasurekha@gmail.com
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Politics and practices of health in India

Vikas Bajpai and Anoop Saraya (2018). Health beyond medicine: Some reflections on the sociology
and politics of health in India. Delhi: Aakar Books.
Arima Mishra

Social science literature has long demonstrated that
health is socially produced. There is ample evidence
to show that social determinants matter in
understanding and addressing health inequities. Yet
the history of health governance in India and elsewhere
(including the global discourses) is marked by deep
contestations over a narrow vs broad conceptualization
of health as well as the role of technological vs
structural interventions (improving education,
livelihoods, nutrition, sanitation etc.) in promoting
health. While none of these debates are new, the
persistence of health inequities in India often
exacerbated in an era of globalization necessitates
revisiting how health is conceptualized and addressed
in development discourse. The book on Health beyond
medicine: Some reflections on the sociology and
politics in India is located in this intellectual juncture
to remind us yet again that health is indeed beyond
medicine and it is important to unravel the politics of
framing of health as and through medicine. It is
interesting to learn that such a forceful reminder comes
from two trained medical practitioners who have dared
to venture out to deeply engage with issues of class,
poverty, power and politics in health. The objective
of the book as the authors state is to “remove the
analytical blinkers put on our minds by the ruling elite
such that we can see clearly the links between the
social, economic and political structure of our society,
the shape of our health services system and the health
of the people” (p.2) and they are hopeful that the book
shall ‘succeed in taking the conceptualization of health
amongst its readers firmly beyond health care alone
and integrate it with the larger societal conditions”
(p.4).
The book runs through nine chapters many of which
(five chapters) had earlier been published in different
journal forums. The first few chapters take the readers
through a trajectory of the development of the health
services in India beginning with the Bhore Committee
Report to the recent National Health Policy 2017. They
examine the Bhore committee recommendations in
greater detail in the first chapter. Their contention is
that while the committee had promising recommen
dations including foregrounding the role of the state,
adopting an epidemiological and health system’s
approach to health planning and promoting integrated
health services taking into account the social
determinants of health, the actual operationalization
of health service development in post-independent
India privileged select other recommendations
including adopting a western model of health care

(biomedicine as the main form of service provision
ignoring the contributions of indigenous systems of
medicine), disease and population control programs.
The major blow to the committee report came from
the fact that organizations of health services rested on
a welfarist than a rights model of health care. The
organizations of health services is not independent of
the overall developmental approach in India. In the
context of a neo-liberal economy, what one witnesses
is an ever-expanding role of the private sector catering
to the health needs of the population with a dwindling
public health sector. For the major part, organizations
of health services in India have tended to have a
techno-centric approach focusing on curative services
in urban centres with more and more private tertiary
health facilities. The authors contend that what one
witnesses today with large private health facilities, high
out of pocket expenditure, commercialization of health
services, widening gap between poor and rich in health
status and outcomes has not been inadvertent rather
“the contradictions between developed and developing
and the class contradictions within Indian society has
been the key heuristic device for interpreting the
history of health services in Independent India
including the present state of affairs and the proposed
strategy of future development” (p.3).
Chapter 6 reminds the readers the many ills that public
sector hospitals face today including deficient
infrastructure, manpower, high patient load and
dubious quality of services. Many such ills are
attributed to a market-led model of growth, ruralurban, curative-preventive dichotomy in health
services, elitist medical education and lack of political
will. The chapter ends with suggestions on how to
address these problems. These suggestions underline
the need to go beyond a bureaucratic or technocratic
measure but that “demands popular mobilization of
the widest possible sections of the society, especially
the working people, to support policy initiatives
directed at demolishing the elite capture of health care
and the medical profession in India“(p. 182). This is
followed by a very short chapter on discussing
evidence on health disparities by caste, class and
gender. This perhaps provides a precursor to the
discussion in subsequent chapter on religion as an axis
of social inequality in explaining the overall lack of
development and poor health status in Mewat District
in Haryana. These last two chapters are based on
primary field work undertaken by one of the authors
in the state of Haryana. Apart from demonstrating how
social determinants matter in explaining health status,
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the last chapter also examines how a narrow
technocratic focus on pay for performance in
addressing maternal mortality and improving health
status could be a misnomer.
The book lacks a coherent structure and often the
discussion of facts and arguments get highly repetitive.
Though each chapter has a conclusion, readers are
likely to miss an overall concluding chapter as a way
forward more so as each chapter reads like an
independent contribution. The book clearly does not
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offer anything new. Its strength perhaps lies in its
forceful reminder that health is beyond medicine and
addressing health needs a social than a technocratic
orientation. Such a conceptualization is the need of
the hour as India is racing towards assuring universal
health care.
Arima Mishra teaches sociology at Azim Premji
University Bangalore.
Email: arima.mishra@apu.edu.in

Book Review

Concepts, Theories and Evidence: Examining the Landscape of Health Inequities
Research in India
Sundari Ravindran, T.K. and Gaitonde, Rakhal (2018). Health Inequities in India: A Synthesis of Recent
Evidence. Singapore: Springer. Pp 239 pages. ISBN 10.1007/978-981-10-5089-3
Nandita Bhan

Health Inequities in India: A Synthesis of Recent
Evidence is a recently released edited compendium
of essays that strives to unpack the multiple social
dimensions and determinants of health in India. A
novel effort by a collective of Indian academics to
contextualize global theoretical knowledge with
evidence and insights from India, this volume is useful
to students as well as practitioners in public health
and development interested in understanding the
landscape of health inequities research in India. The
current climate of activism against growing economic
inequalities and towards universal health coverage as
an instrument of power to undo the impact of those
inequalities sets the context for this book. India’s large
national public health programs and initiatives (for
instance, the National Rural Health Mission or the
current Ayushman Bharat) have also originated due
to widely prevalent inequities in health access and
health outcomes across multiple social stratifiers such
as caste, gender, income and ethnicity. Essays in this
volume raise questions on the roots and
intersectionality of multiple forms of inequities and
their impact on disease development, health access
and wellbeing through careful and rigorous
investigation. In doing so, it makes the argument that
the goals of health for all cannot be achieved without
addressing ‘fundamental causes’ of disease and health.
A Political Project
In this volume curated by editors Ravindran and
Gaitonde, multiple authors collate and analyze
empirical knowledge from research studies in India
to examine the mechanisms, conceptual moorings and
core issues surrounding the complex interplay of the
social determinants of health in India. Authors
collectively conclude in the final chapter that the
agenda of addressing health inequity in India is a

‘political project’. This conclusion is arrived at through
careful analyses of evidence, that is intersectional,
context driven and historical in nature and gives
recognition to entrenched social hierarchies related to
power and privilege that impact health. As this
landscape is mapped by the authors, they expose
challenges of working across multiple disciplines, how
questions are framed and hypothesize explanations for
certain resilient forms of inequities. To me, the book
posed three fundamental questions - where are we on
the research on health inequities in India, how did we
get here and where do we go from here?
In Chapter 1: Structural Drivers of Inequities in Health,
Ravindran, Gaitonde and Srinivas set the context for
the volume, anchoring the discussion on health
inequities within neoliberal politics. The chapter
outlines a range of ideas, referring to the work of
Dahlgren, Whitehead, Wilkinson, Stiglitz, Picketty and
even Raghuram Rajan (!). Gaitonde in Chapter 2:
Conceptual Approaches to Examining Health
Inequities, provides a cogent summary of the historical
and conceptual roots to researching inequalities
globally. Theories outlined in this chapter are essential
reading for any student of public health, not just for
those interested in health inequalities. However, in
most of this description, Indian scholarship from the
fields of public health and medical sociology/
anthropology is silent, which in itself is a statement to
make. In the next chapter, Gaitonde explains the
contours of the book, describing the methodology for
the literature reviewed and the emergent themes that
led to thematic chapterization in the volume, for
instance including separate chapters on socioeconomic
position, caste/ethnic/Dalit/Adivasi inequities, gender
inequities, socially-constructed vulnerabilities and
health system inequities. The review confirms that
health inequity research studies are predominantly
quantitative and descriptive in nature, with sizeable
contributions from non-Indian authorship/ institutions.
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A Conceptually Clear Chapter and a Trickiest One
Prasanth’s chapter on Health Inequities in India by
Socioeconomic Position is conceptually the clearest
chapter in the volume and provides a critical overview
of the research and meaning of socioeconomic position
in the Indian context. His succinct critique highlights
the overemphasis on the ‘economic’ in socioeconomic,
and he argues that we need to bring forth conceptual
clarity on what ‘social’ and ‘status’ mean through
deeper examination of constructs like discrimination.
Chapter 5: Inequalities in Health in India and Dalit
and Adivasi populations by Sudharshini Subramanian
is well-written providing evidence as well as
explanations for caste-based health inequalities.
Subramanian uses a historical lens to explain these
social categorizations and three explanations for castebased health inequities are hypothesized: namely
historical social exclusion, neo-material factors such
as education or employment differences and
institutional discrimination.
Perhaps the most ambitious and also the trickiest
chapter is the one on Gender Based Inequities in Health
in India (Chapter 6), authored by Priyadarshini
Chidambaram; this chapter in my view merits its own
book! The author tries to cover considerable ground
to describe whether research on health inequities in
India has gone beyond sex-based differences to
understand the nature of gender-based discriminations
faced by women. A sincere effort, and one that tries to
provide the reader a range of relevant sociological
concepts (e.g. norms, gender roles, autonomy); what
is missing is adequate background and references to
those concepts and definitions, which would help the
reader engage with this topic further.
Chapter 7 by G.A. Chitra defines Socially Constructed
Vulnerabilities as ‘‘systemic denial of equal rights to
a group through social sanctions, policies and
programs’ (p.158) and focuses on two groups - people
Living with HIV/AIDS and migrants. This chapter is
interesting as it picks two specific types of
vulnerabilities and examines their intersections; the
qualitative content makes the discussion meaningful
and rich. The final thematic chapter in the volume on
the Role of the Health System (Chapter 7) by Gaitonde
provides a critical analysis of structures and relations
in the health system and equity impacts from the lens
of neoliberal economics. This chapter raises the scope
for reflective discussion on a range of issues such as
accountability, access and coverage, systematic
starvation of the public health system, fragmentation
of the market, political commitment and non-financial
barriers. While the chapter structure is sometimes
chaotic, Gaitonde’s critique is sharp, engaging and
deeply analytical.
This collection of essays on health inequity research
in India comes at a time when private sector models
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for delivering health services are found to be
inequitable and remain out of reach of a large section
of the Indian population, while the public health
system is unable to address health needs of populations
and is underfunded. Systematic investigations into
health inequities such as this volume are a reminder
about the resilient nature of social inequities that lead
to unequal health access and disease development for
Indian populations. The challenge for authors of this
book was to strike the right balance between
description and critique and between evidence and
meaning; this varies across chapters.
Two Particular Epistemological Insights
Two particular epistemological insights reverberated
through the book. First, a majority, if not all concepts
and theories used to study health inequalities
originated outside of India; concepts and theories on
inequalities from Indian social sciences do not seem
to have trickled down to the teaching and practice of
public health locally. Public health is largely an applied
discipline, expected to draw from diverse social and
medical sciences; research on health inequities in India
shows that public health has not capitalized on the
rich knowledge base of social science scholarship from
Indian theorists. Authors attribute this to predominance
of the biomedical perspective in public health practice
and a resistance to engaging in social science inquiry
in medical research. This continues to be a barrier in
transforming public health into a truly interdisciplinary
as a science.
Second, research on health inequities often
demonstrates an inertia in defining, elaborating,
linking and contextualizing definitions, theories and
frameworks, which has impeded conceptual clarity.
Authors in this volume are able to overcome this
sometimes and clarify concepts and distinctions, for
example, differences between inequality and inequity,
or horizontal versus vertical inequity, and definitions
of terms such as exclusion, marginalization and
discrimination. While one may intellectually disagree
with their definition or typology, the effort by the
authors to offer explanations demonstrates meaningful
and mindful engagement with constructs and issues.
To conclude, this new volume represents a welcome
step that contributes to the field on health inequities
research, pushing researchers and practitioners to ask
the right questions, conceptually grounding research
questions to add meaning to findings and provides a
rich tapestry of the past and present research on health
inequities in India.
Nandita Bhan is a research scientist at Center on
Gender Equity and Health, University of California
San Diego, and is based in Delhi.
Email: nab289@mail.harvard.edu
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Book Review

A timely and exhaustive overview of the multiple dimensions of food security in India
Vikas Bajpai and Anoop Saraya (2018). Food security in India: Myth and reality. Delhi: Aakar books.
Sylvia Karpagam

This book, covering several aspects of food security
in India, is relevant to researchers, activists and policy
makers working in the fields of public health, nutrition,
agriculture, economics, poverty, even human rights.
The authors quote national and international statistics
from the International Food Policy Research Institute
(IFPRI) 2016, National Sample Survey Organisation
(NSSO), National Family Health Survey (NFHS) etc.
to forcefully show that hunger is an urgent and pressing
problem in the country, with some groups being
extremely vulnerable. These groups, which fall out of
most social safety nets and lack purchasing power to
access food include the adivasi and dalit communities
as well as vulnerable groups such as the elderly, people
with disabilities, widows, orphaned children, persons
afflicted with serious illness and people displaced by
natural calamities, war, internal strife etc.
The official poverty figures, as well as the caste and
economic census, show that, as a social group, tribals,
followed by dalits, are the most food insecure groups
and have not significantly benefited from poverty and/
or hunger alleviation schemes or programs. They have
the largest number of below poverty line (BPL)
households and are the most vulnerable to food
insecurity shocks, hunger, poor health, discrimination,
exclusion, political powerlessness, physical insecurity
and disarticulation. Women in these communities share
a double disadvantage and are even more vulnerable
to hunger, Chronic Energy Deficiency (CED) and
anemia. The strongest argument in the book is that
the national discourse over the last 25 years,
increasingly dominated by multinational promoted
‘neoliberal economic and development policy
paradigms’ and stop gap schemes, ignores underlying
structural factors and have not, in reality, extended to
locate hunger within a larger social, economic and
political system. This, is in spite of aggressive
campaigns and public interest litigations by the Right
to Food campaign, leading to almost 40 interim orders
in the Supreme Court to expand the food and
nutritional entitlements of the people.
The book argues that chronic food insecurity or
endemic hunger has to be understood, not only due to
lack of purchasing power which itself is an outcome
of poverty, lack of employment and low wages but
should also take into account impoverishment of
farmers who are adversely affected by forcible
deprivation of livelihood, acquisition of their
productive assets, degradation and diversion of their
resource base, volatility of output markets, dumping
of cheap imports, withdrawal of state support and

corporate friendly policies. Hunger has a seasonal
dimension, with risk of starvation and migration under
exploitative conditions for small/marginal farmers and
agricultural labourers.
As defined by the World Health Organisation, health
is located as a multidimensional and complex
phenomenon, of which health services are only a part.
Fairly consistent correlations are made of the State
Hunger index with infant mortality rates, maternal
mortality rate, crude death rate, under five mortality
rate and anemia. The authors also draw evidence from
McKeown thesis to show that declining mortality due
to major disease in England and Wales occurred much
before any major medical interventions, and more
closely related to improved nutrition. They feel that
Indian health administrators have deliberately ignored
the crucial relationship between food and disease,
choosing instead the easy path of purely technological
interventions to address disease, rather than locate how
both mortality and morbidity can be influenced
significantly by appropriate and adequate food intake.
While stating that micronutrient deficiency is
invariably associated with poverty, food insecurity and
undernutrition, they also assert that seldom does a
single nutrient deficiency express itself in isolation
from others nutrients. However, since this would entail
‘engagement with larger societal questions’ and
‘mitigating social exclusion based on class, caste and
gender’, the authors feel that ‘such solutions do not
suit the interests of the ruling elite and the dominant
sections of the society who maintain their domination
precisely because of the present arrangement of
things’. Policies pursued by Indian ruling class are
described as dismaying and aggravating the deepening
agrarian crisis, as evidenced by suicides of more than
a quarter of a million farmers between 1995 and 2011.
While language like ‘hunger’ and ‘food’ are seen to
allow those most disaffected to participate in
discussions to alleviate and address food insecurity, a
deliberate attempt, highly criticised by the authors,
seem to have been made to move everyday experiences
into the realm of the inaccessible ‘scientific’ with its
complex and dense language. “Making issues highly
technical, replacing the commonly understood
vocabulary and idioms in which common people can
express their suffering and experiences with esoteric
term and jargon is a time tested method of regulating
a potentially threatening discourses into safe channels’.
The authors do not see these trends as ‘inadvertent
acts of omission or commission but with an underlying
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base in politics and design’. If the genuine demands
of people had been met, the authors predict that there
would be a dearth of food and the illusion of plenty
only comes because of the crippling lack of purchasing
power of large sections of people.
The book offers a scathing criticism of the Green
Revolution (and its proponents such as the agricultural
scientist, MS Swaminathan), for its contribution to
ecological degradation, episodes of drought, crop
failure, short sightedness, failure to understand
relationships of small farmers with land and issues of
sustainability. Besides worsening land relations, it has
also led to perpetual dependence of farmers for seeds,
fertilisers, insecticides on technological support by
Western ‘experts’. Indian agricultural universities
came to be dictated by these same experts to cultivate
new hybrid varies rather than developing indigenous
varieties of seeds better suited to the local agro climatic
conditions.
The authors have also challenged the Right to Food
campaign for soft pedalling around the vital issues of
land rights and livelihood and instead chasing behind
the more respectable ‘strengthening’ of the public
distribution system. With the poor in India reeling
under unprecedented rise in food prices and the acute
food crisis, the government, instead of responding in
a comprehensive manner, has resorted to providing
subsidised food grains. The authors express strong
concerns that the mostly dysfunctional social security
schemes, supported by activists, economists and even
the “Parliamentary left’, actually pave the way for neoliberalism and serve the purpose of diluting people’s
struggles for land rights. They argue for the centrality
of land reforms to address the current agrarian crisis.
The book, refreshingly, does not take the side of one
government or the other but honestly reviews policies.
Each chapter provides strong technical arguments, but
the conclusions on each chapter provide a good
summary for those who don’t want to go into detail.
Although the authors have devoted entire chapters to
tearing apart the interventions of governments and civil
society, they offer very little in terms of the way
forward, apart from exhortations towards a militant
upsurging by people. Is it not known from past
experiences in India that militant uprising by
communities have been met with vicious and violent
repression by the army and other state arms? Would
the authors see these as worthwhile ‘collateral
damage’? Should India wait for such a time and
channel all energies and resources for that landmark
uprising which will overturn all the ‘weak’ policies
till date? Will the elderly, destitute, widows and orphan
children also participate in militant uprisings? What
should people eat in the meantime? Are communities
expected to mobilise on hungry stomachs for land
rights? Will those who have migrated and settled to
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even distressing lives in the cities go back to till land?
How will land be of value to the elderly, people with
disabilities, orphaned children and those who are
bearing the brunt of internal strife and uprisings? The
authors have breezed past these day to day issues and
talk about a utopian world that one may constantly
aspire to, but may never reach. While land and land
rights have long term benefits, especially for oppressed
communities, it may not be the only panacea to the
pressing issue of hunger.
Although the authors are highly critical of international
agencies and the national elite, they seem contented
to quote from data produced by these very same
bodies. Data from multinationals about India’s hunger
may come with its own vested interest of opening
doors to predominantly market driven ‘solutions’.
Neither the Tendulkar report nor the widely criticised
poverty lines nor IFPRI offer a real database of how
people experience and articulate hunger. Much of the
data available now are funder and agenda driven. If
the country were to accept the data on hunger and
‘micronutrient deficiency’ pushed forward by the
transnational corporates, the solutions will also
necessarily be corporate led and driven. Going
forward, the authors have not put forward tangible
solutions on how hunger should be measured and
articulated. How should tribal and dalit communities
express the nature of hunger experienced by them?
Further how can this be measured? How to ensure
that these experiences influence mainstream
discourse? This discussion has to be had with a variety
of stakeholders and not purely as an academic
recommendation.
Producing cereals, as was the focus of the economists
and the Green Revolution, means that for many people
calorie needs are met almost entirely by cereals
comprised of rice and wheat. While this may be the
cheapest source, it is definitely not the best, but this
was hardly the concern of the predominantly brahmin
vegetarian economists who constantly strived to
provide the cheapest calories to people, especially the
poor. What the country should aspire to is that people
get nutrients from multiple foods and each food
provide a variety of nutrients. The calculation of
poverty line, dominated by economists, should have
been best left to nutritionists.
The PIL in the Supreme court, with its interim orders,
did serve the purpose of bringing the courts and civil
society together for immediate respite to people at
different points in time. Criticising the PDS also
implies criticism of the role of social security schemes
in a society. Anecdotal evidence from communities
that have received even rice through the PDS show
that the burden on women to keep starvation at bay
and negotiate hunger in the family on a day to day
basis, is reduced. Women and men who migrate say
that a functioning PDS gives them respite to look for
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some way of improving the economic status of the
family. The authors are also quiet about the role of
other social security schemes like the mid-day meal
scheme, the ICDS, maternity benefits etc. Would we
rather our malnourished children eat Ready to Eat
Therapeutic pastes manufactured by multinationals
and pushed by our own Minister of Women and Child
Development or a meal cooked at the anganwadi or
as part of the mid-day meal program by local women’s
collectives? State after state has banned the slaughter
of cows and is withdrawing eggs from schools. About
the growing saffronisation, criminalisation of beef
eating and imposed vegetarianism – the authors are
largely quiet.

not lose what we have till now. The understanding of
famines is complex and all solutions may not come
out of a book. The solutions to hunger cannot be
unilateral, top down or academic. One cannot push
for a long term sustained solution while throwing aside
the short term measures. Hunger is an acute problem
that needs urgent solutions. So while the authors are
well within their right to critique the short term
solutions and demand long terms sustainable solutions,
it need not necessarily be about pitting one against
the other. With hunger at bay, the community may
find the energy to come together for a revolution. For
that day, we will all live in hope.

India is already facing the threat of cash transfers,
complete shutdown of the PDS and food production
being handed over to the markets entirely. There are
already concerted efforts by a colluding complex of
multinationals, large financial corporations and the
government to make social security schemes less and
less accessible and more and more undignified and
humiliating. In the quest for long term solutions let us
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Book Review

It works: Tamil Nadu’s Medicines Procurement Agency
R. Poornalingam (2017). Change: Change Management Strategies to Transform your Organization. Madras:
Productivity & Quality Publishing Private Ltd. Paper Back. ISBN-13: 9788185984872
S.Srinivasan

‘A True Story”
The third line in the inside title pages says it is based
on a true story - contrary to a certain genre of Kolly/
Bollywood films which, as the credits roll by, deny
any connection to real life incidents and aver any
coincidence is accidental. But we have it from the you
tube clips1 of the book release function in 2017 that
the book is about the Tamil Nadu Medical Services
Corporation (TNMSC) of the Government of Tamil
Nadu. So the book is a ‘true story’ – a barely disguised
fictional narrative of sorts of factual events where the
fictional quality is sought to be enhanced by giving
different names to all key characters with no dates
given throughout the ‘true story’. A ‘timeless’ story
true still for many parts of India.
TNMSC started as an organisation with the apparently
simple goal of sourcing quality medicines in generic
names, and ensuring their availability, at all public
health facilities in Tamil Nadu. That was circa 199495. The author was the State Health Secretary at that
time and also the first Chairman of the TNMSC. Before
TNMSC came into existence, you could supply
medicines to the Government of Tamil Nadu only by
lining up the pockets of gatekeepers and rent collectors
– as a result there were monumental shortages, drugs

were of poor quality when and if available, and were
priced way above what it should have been. To quote
a popular quip, you would need to take two tablets
instead of one to have some effect.
This book is a gripping (‘rivetting’ according to the
author’s mentor) account of the process of how
TNMSC came to be, and continues to be, an
organisation that procures and distributes quality
medicines in a transparent, efficient way and at low
prices. TNMSC has since been heralded, rightly, as a
success story – defying all cynics including the State’s
own IAS officers and ministers of that time. Most
bureaucrats would have shied off saying it will look
bad for their biodata to handle an unknown devil. But
kudos to the author - he took on the challenge and this
book tells the tale of his efforts and his team.
TNMSC’s Continued Success
TNMSC has sustained its zeitgeist till date and
successfully. Medicine and surgical shortages are
history in Tamil Nadu government health facilities. It
has been so now for over 20 years. All who use the
public health system in Tamil Nadu get free medicines.
Other state governments, at least 11 of them, have tried
emulating the TNMSC; but for the Rajasthan Medical
Services Corporation (RMSC, from 2011), and a
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couple of others, these others have not got their act
together beyond forming a corporation, reinforcing
the stereotype that nothing good happens in the
government.
The author’s character, called Ram in this true story,
first appears in Chapter 1, and is described as (or rather
he describes himself as) a “middle level officer
belonging to the IAS, well-known for his outputoriented management style … a hard-working officer
with a reputation for honesty and integrity, he believed
that a public servant’s primary duty was to address
public concerns.”
The narrative format in third person eschews the
embarrassment of what could seem as a post-dinner
war story – but war story it is not. This is a true story.
At the end of each chapter the author summarises
lessons learnt that would sound like pedagogic
homilies in any other setting but it becomes clear by
the time you are half way through the book, that here
the author and his team have lived through their
lessons, the hard way, and have become organic
experts, as contrasted to academic ones, with
tremendous insights into the process of change, into
what moves and what gives. The author prefers to look
at the change effected in the TN public health system
(of 100,000 government employees) as a series of well
thought out change strategies that clicked at the right
time – and the whole process is seen as a ‘reform’
than the revolution that it was and is. Any series of
sustainable measures taken by elected governments
in the interests of the poorest – that is doing public
service in a public system and efficiently achieving
thereby set targets without scams – and one that
continues to work after two decades, must be indeed
termed as a transformatory act than a reform. Besides
‘reform’ has mixed connotations nowadays.
No Political Interference
The key factors in this transformation of a scam ridden
government drug procurement system, used to sleaze
and grease all the way from top to bottom, to a
transparent, lean, system driven, quality conscious
supply chain organisation, were many. But apart from
the honest, goal oriented IAS officer at the top, the
author was singularly lucky in having a Health
Minister (S. Muthusamy) as his boss, who had his
initial doubts about the whole exercise but after being
open to persuasion by the author, the Minister
promised full support and no interference, and kept
his word – that in retrospect was/is a wonder as the
reader would appreciate, especially when the CM in
power was a strong willed lady, since deceased,
revered by her followers and vilified by her opponents.
The Minister himself had a relative who was a
medicine supplier but the Minister refused to yield to
any temptations to nudge the author into doling out
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any favours. Instead he told the author to make
TNMSC as a model for all states in efficiency and
integrity, which it has become. He also supported the
senior management team in countering the endless
criticism and cynicism by vested interests among
doctors, pharmacists, nurses and politicians and
journalists and patients.
The author during his 3-year term as Chairman saw a
government change and a new party come to power,
the DMK. The new health minister also had his doubts,
having being persuaded by critics and lobbyists and
keen to see the TNMSC fail – vested interests who
tumbled out of the wood works with the change in
government. The new Minister, saw as a good
politician, and let us concede he had public good at
heart, supported the TNMSC effort wholeheartedly
and again promised no interference - and stuck to it.
Credit should also go to both the AIADMK and DMK,
who have alternately ruled Tamil Nadu, for not pulling
down the previous government’s achievements, not
at least the TNMSC.
Functional Autonomy
A fundamental requirement apart from efficient,
sincere, people-oriented IAS officers at the top is
functional autonomy for those who are implementing.
Among the many other important factors for the
success of TNMSC was the author’s team, the
Managing Director Joseph (Jacob in real life, also
IAS), a relentless goal driven achiever, mover and
shaker, rolled into one; the Senior doctor representative
who could garner support from the disbelieving,
unenthusiastic, medical professors/senior specialists
to PHC doctors as to how on earth can governmentsupply medicines be really good, and generic
medicines at that, purchased at unheard of low prices;
the Pharmacist who developed quality systems all
across; the supply chain head who became a crucial
innovator, and a few others – all handpicked by the
author and who grew up to be experts in their
complicated jobs with any international organisation
willing to ‘grab’ them for their invaluable experience.
Orders for those handpicked by the author to join his
team were passed within days by the Government. To
this, two other things stand out: firstly, the author’s
own insight on the primacy of building systems that
would stand even when ‘indispensable’, competent
people get transferred or leave; and secondly, for those
times, the mid-1990s, with only a primitive dial up
internet, and computers that were not as user friendly
as now, developing a computerised supply chain
software with the appropriate software company
(Frontline in the narrative and M. Arumugam of
Broadline Technologies in real life), who would work
with the TNMSC team hands on, eventually totally
identifying themselves with the cause.
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In its first year of operation around 1995, the TNMSC
procured medicines worth Rs 80 crores. In 2016-17,
the figure was around Rs 600 crores with 314 essential
drugs and 591 specialty drugs (all dosage forms).
TNMSC now also operates “CT Scan centers, MRI
Centers, Lithotripsy centers in the medical institutions
of the State on user charge collection basis”2. A plain
CT scan costs Rs 5003.
The author, or Ram, himself seems to have been, a
polite, focussed, no nonsense doer, who sensed that
communication at all times with critics, nay sayers
and shirkers, was an important part of his job in a
change process – even as he himself had as health
secretary the demanding challenge of overseeing Tamil
Nadu’s public health, the medical colleges, the
admissions, the legal challenges, along with the
wrangling and the court cases by genuinely unhappy
and disgruntled suppliers who found they could not
tweak the system to their favour, as in the past. .
Other Reasons for Success
Among the most difficult challenges in the author’s
telling was the doctors, senior and junior, who did not
like being told to prescribe only unbranded generic
medicines from a list of 264 essential drugs. To satisfy
the demands of tertiary care doctors, the simple
technique of allocating 10 % of the total drug budget
to district/teaching hospital for decentralised purchase,
solved the issue. As the procurement system became
more efficient, this 10% would prove superfluous.
The author in all becoming modesty gives credit to
his mentor, Sundar in the book, who in real life is Mr
Anup Mukerji, retired Chief Secretary, Government
of Bihar.
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The concluding Chapter 15, titled “Reasons for the
success of the Reform”, is a back and forth
conversation with the author’s mentor Sundar, with
the latter trying to prise out the many reasons for the
success of TNMSC - not the least of which was the
author’s, rather Ram’s, leadership quality: “fearless,
goal-oriented, reform-focussed and passionate
leadership, willing to take responsibility and share
credit with its team.”
Apparently these qualities are scarce in the ecology
of most other states. More scarce are politicians with
the sense not to interfere when they see a good thing
going.
The book, the reviewer read the paper back, is printed
and edited excellently, justifying the name of the
publisher, and the reviewer has no cause to say that
the book could do with better editing. Nor is he
inclined to pick holes with the author’s effort, for the
sake of ‘balance’. The author could write his next book
on how Tamil Nadu, with usual divisive politics as
any, has a better public health system than most.
‘Chinu’ (S Srinivasan) is an activist in pharmaceutical
policy and is affiliated with LOCOST Standard
Therapeutics, Baroda.
Email: chinusrinivasan.x@gmail.com
Source: https://www.youtube.com/watch? v=x EQv
Foq Zs4g& list = PLFRY pSofe ZTe5KTLX CUf
Xi5MsdxjH4twX, accessed 29/6/18

1

Source: http://www.tnmsc.com/tnmsc/new/html/
services.php#, accessed 29/6/18

2

Source: http://www.tnmsc.com/tnmsc/new/html/
services.php#cts, accessed 29/6/18.
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The stories of Dalit poets’ deaths
Gogu Shyamala

[The mfc egroup has recently carried a self-critical
discussion about caste. While the main question being
addressed was regarding the caste composition of mfc,
discussion also extended along lines of how mfc should
be sensitive to caste: i.e., through questions of
marginalization (Dalits are largely rural/not-permitted
to speak), exploitation (Dalits are mostly poor
workers), linguistic discrimination (most Dalits are
not able to communicate in English). There was
however, a continuing tendency to conflate issues of
caste with issues of class.
This essay by Gogu Shyamala, explores the
complexities of physical health, mental wellbeing,
social/marital stress and (sometimes inexplicable)
disease that resulted in the death of ten dalit poets in
the last twenty years. The question Shyamala deals
with is how the structure caste functions to undercut
even elite dalit individuals — poets (who, by definition,
can write, speak, will be heard and revered), those
embraced in left avant garde groups (thus not at all
marginalized), belonging to middle class professions
(thus not poor by any stretch of imagination).
The essay helps us understand how to isolate the
precise caste dimension of discrimination without
necessarily putting the blame on a specific oppressor
caste. The point made by the essay for the mfc
readership is that while the dimensions of
marginalization, poverty and linguistic exclusion are
important, the caste question is not reducible to them
This essay was first presented at the Development
Beyond the State seminar at Anveshi in January 2018].
The tragedy is that, in the past twenty years ten Dalit
poets died in the Andhra/Telangana region. In this
essay, I would like to look at them as not victims, not
as success stories. I would like to explore how they
lived, died, and the confrontations and battles they
fought.

society with their writings, and activities in the media,
literature, and culture.
1. John Wesley: PhD in Mass media from Osmania
University Hyderabad, taught in Osmania
University and at Andhra University in
Vishakhapatnam. He worked with APCLC, and
wrote book on Globalization in Telugu.
(Kanipinchani Shatruvu or, the Invisible Enemy).
He married a Kamma woman. He became an
alcoholic and committed suicide in the year 1999.
2. Maddela Shanthaiah: Teaching faculty in Potti
Sriramulu Telugu University in Hyderabad. He
was a poet. He died of Jaundice in the year 2003.
3. Madduri Nagesh Babu: he worked in the MRO’s
office. He is a major Dalit writer and has authored
many books. The poems mostly written towards
the end of his life were published in Veliwada,
Loya, Meerevutlu, Naraloka Parthana Putta,
Rachabanda, Nishani. As a Dalit poet he touched
many issues of Dalit life and gave novel expression
to many themes in Dalit literature. He wrote many
poems on atrocities committed against dalits, caste
oppression, institutionalized violence, critique of
cultural practices of caste Hindus, he valorised the
democratic life of dalits and so on. He was an
alcoholic and died in 2004.
4. Nagappagari Sundara Raju: He worked as
teaching faculty at Telugu University. He edited
Anthology called Madiga Chaithanyam. And he
wrote stories and poetry he was published.
Madigodu, Maa Ooori Misamma, Chadaludi
Chatimpu, He committed suicide in the year 2000.
5. Gyara Yadhay: He belong to Nalgonda district,
worked as Teacher. He wrote poetry and published
books like Arkoshi, Goutam Dhebba etc. He
committed suicide in the year 2000.

We are all aware of the reasons for these Dalit poets’
death.

6. Varre Rani: She worked as a Teacher, wrote
poems, published in Nalla Poddu. She married a
Brahmin man. She committed suicide in 2000.

All are below 40 to 45 years of age. All are first
generation educated, they are not dropouts, but have
entered in to main stream institutions with their
professions: teaching faculty in Universities, Mandal
Revenue Officer, social activist, singers and poets,
teachers. They were two sided: one side pursuing their
respective professions, and other side influencing

7. Kalekuri Prasad: He is from Kanchikacharla,
Krishna district. Also called Yuvaka, he worked
as Journalist and activist in Virasam
(Revolutionary Writers Association). He wrote
many poems and songs. He married a kamma
woman. He worked for the Dalit Human Rights
Watch magazine. He also wrote songs for cinema.
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He participated in the Durban conference in South
Africa in 2002. He died an alcoholic in the year of
2014.
8. Chandra Sri: She was from Prakasam District,
one of the great singers, a writer dancer and
composer known across Andhra Pradesh. She
worked with left party politics. She has released
Ambedkar Suprabhatam, also she was founder of
the Dalit Women Theatre Group. Worked with
progressive, Dalit cultural institutions. She
suffered with cancer in her last days, and died in
the year 2013.
9. Paidi Tereshe Babu: He worked in All India
Radio as an anchor. He was a great writer and
singer. He wrote wonderful poetry, published
several books. He was infected with Jaundice. He
died in the year 2014.
10. Koppula Nagaraju: Born in Sarapaka village in
Khammam district, Nagaraju lost his father when
he was very young. We may notice signs and
hoardings signed by Nagaraju in and around
Bhadrachalam town and Sarapaka village.
Nagaraju died of cancer on the morning of 12th
April 2015.
These writers who died lived under conditions that
may be seen and listed as follows: inter-caste marriage
(two), alcoholism (three), health problems (four:
cancer, jaundice – some interlinked with alcoholism).
Four committed suicide.
If these were some visible conditions, I have observed
some more issues around them and I would like to
discuss them here.
How do I see the contribution of these writers?
If I leave out Kalekuri, all the others are first generation
literates. Though these individuals were born in the
velivada (Dalit settlement on the boundary of the
village), they have been the vanguard of community
social and economic development. Thus, they rose to
join the middle class, and were living as neighbours
to non-Dalit society (colonies, universities, offices,
etc,).
Even if there are many other Dalits living in such a
status, I think we need to examine these exceptional
lives more closely. This is because these ten writers
asserted their Dalit identity in the locations where they
lived: as poets, artists, academics and journalists. Thus,
they seemed to be representatives of the strength and
hopes of the community. They were seen as the voices
that were born in the movements after the
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Karamchedu, Tsunduru, Vempenta massacres. These
were Dalit identities rather than welfarist Harijan,
Lohiaite, or Marxist. This is why they inverted
dominant values, asserting the goodness of the Dalit
identity.
Most of them poets, they battled the mainstream
ideology, symbols and usages through their poetry,
songs and writings in general. They wrote against the
national hegemonic canon. For example, in the place
of the veena the canonical instrument of mainstream
music, they praised the kinnera whose strings are made
of cattle veins. In the same way they praised the dappu
which is made of the skin of dead cattle. It is important
to understand that this struggle brought to light the
roots, history and beauty of labour which formed the
Dalit aesthetic. This had two effects. One, it gave a
community that was enslaved and excluded a new
dignity to stand as members of civil society. Two, it
enlightened the dominant castes and made them think
about the routine and habitual insults they used on
Dalits every day.
All this happened in the decade 1990-2000. During
this period many changes occurred in Indian society
and more specifically in Andhra Pradesh. A major
example of this is the SC/ST (Prohibition of Atrocities)
Act. There were many changes in the Dalit community:
consciousness of untouchability, and of forms of
oppression developed. The modern Dalit struggle
learned step by step how to stand up against these
offences, give evidence in courts, say no where they
once accepted their fault. The proceedings of the
Tsunduru and Karamchedu court cases give us
examples of this.
After 2000, the condition of Dalit life, struggle and
literature have changed yet again. Everything our
intellectuals had opposed and criticized in their
literature was hitting back. Opposing conditions
became more reactionary. The stream of Dalit anticaste criticism needed to continue in the mainstream.
In addition, reactionary tendencies among Dalit
communities were to be fought. Media support went
down. The poets had to find their own publications,
money.
Examples of the contributions of these poets are:
1. Madduri Nagesh Babu began writing with the
realization that battles both outside and inside the
community needed to be fought. His Putta explores
how the elite of the Dalit educated get pulled into
mainstream culture and abandon their communities.
It talks about the loss and damage to the community
as a result of this imitation.
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2. Chandra Sri composed a song out of Bhoi
Bheemanna’s poem Ambedkar Suprabhatam cut a CD
and distributed it to Dalit communities in the villages
before she died.
3. Kalekuri Prasad translated more than 70 progressive
books from English to Telugu.
However, these intellectuals who had succeeded in
giving strength to marginal voices through their
literature are no longer with us. We need to understand
why this is so.
What were the struggles these poets had to face in
their lives?
Every step these poets took were ideological battles.
Thinking about these steps took all their energy and
time. They were fully focused on responding critically
to what happened in mainstream society. This led to
strain, lack of interest in proper food (sometimes even
safe drinking water). In need of energy, moods and
tempo, some took to cigarettes and alcohol. Their
bodies and spirit began to fail.
In this context, their communities and families were
unable to support them for two reasons. The
community food culture of the ghetto could not
provide these poets with food support. They could not
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provide emotional support because they could not
understand the struggles of these poets.
In the progressive society where they fought their
battles there was no sympathy. No friendships – those
who were friends abandoned them because they took
the poet’s criticisms of upper castes as individual
attacks. They didn’t have friendships with other dalit
poets and intellectuals because of the mainstream
ideology of individualism.
They were completely alone. Their inter-caste
marriages did not support them. Their health gave way.
Some suicides occurred.
We do not yet have a perspective to understand the
link between their political battles and their personal
health and deaths. We only knew how to talk about
their arrogance, alcoholism, suicide or disease. We do
not have a language to understand our complicated
anti-caste battles.
Gogu Shyamala is a senior research fellow in Anveshi
Research Centre for Women’s Studies. She works in
the area of literature and dalit politics.
Email: gogushyamala@gmail.com
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State of Health In India 2018: A partial snapshot

[Note from editors: This is a new initiative with the
bulletin. The idea of it arose in the context of the MFC
egroup discussions on recent wide-ranging
developments in health. There seemed to be a lack of
knowledge of these developments except with those
directly involved with the activism and policy in
specific areas. We have commissioned the report
segments with the assumption that the longer history
of these issues (e.g., population policy) are somewhat
familiar or will be sought in several other sources.
Our objective was also to avoid putting a burden of a
long essay with full background and references on the
otherwise busy contributors (alas, in spite of which,
many contributors did provide copious notes and
references!). Thus, what follows is a collection of short
critical news reports on developments in different fields
as available. You, dear reader, don’t need to read all
of them in sequence — dip through sections as and
when you have the time. We hope this compilation is
useful, and would welcome feedback from you. We will
continue this trend perhaps once a year (in the midannual issue) of the bulletin.]

commodification. Private medical schools charge huge
capitation amounts and have very high fees and this
leads ultimately to graduates from such medical
schools wanting a quick return on their investment
which in the absence of ethics in medical practice leads
to high levels of irrationality in medical practice,
including malpractices such as unnecessary
diagnostics, referrals, procedures, prescriptions,
implants etc. in order to maximize profits
●

Health insurance’s rapid expansion at over 25%
per year which helps the corporate sector hospitals
to increase its occupancy and rein in profits. Not
only has private individual and group insurance
increased at a rate over 30% in last 5 years but
also government schemes that use insurance as a
route that ultimately benefits the private sector
occupancy and utilization.

●

The dominating private pharmaceutical companies,
which have historically grown on the crutches of
state subsidies through low priced bulk drugs from
public sector companies to protection by state from
product patenting, dictate the medical markets with
price control largely out of their way. The Indian
pharma sector accounts for 10% of global drug
production by volume at $30 billion of which $17
billion are exports. Its one of the most profitable
sectors in India but it is also responsible for
encouraging huge malpractices by enticing the
medical fraternity through gifts and paybacks in
various forms which only helps consolidate the
unethical practices within the profession.

●

The rapidly expanding diagnostics business that
is developing as an independent segment of the
health industry using modern technology to rake
in huge profits. The diagnostics industry is
projected to be worth $10 billion with 70% share
of pathology labs and 30% share of imaging
centres and it is growing at over 15%. This industry
is increasingly operating independent of medical
providers by contacting consumers directly
through aggressive marketing. This direct access
to users, similar to OTC drug purchases, is inflating
medical markets and is one of the strong drivers
for increased OOPs burdens on households.

●

PPPs which transfer public funds to private
healthcare providers who piggy back on such
schemes to make huge profits is a mechanism of
state subsidies to the private health sector. This is
not something new. There have been various forms
of subsidies being delivered to private health
sector. For instance, since Independence or even
earlier hospitals run as Trusts and Research Centres
get huge tax write-offs, earlier many of them were

Reining in the Private Health Sector
Ravi Duggal
The 71st Round (2014) of NSSO reveals that the
private health sector has gained further momentum
with utilisation for hospitalization jumping to 65%
from 59% in 60th Round (2004) perhaps boosted by
the government sponsored health insurance schemes
like RSBY and its state variants. Interestingly in
contrast the private sectors share in the 71st Round
for outpatient care has seen a small decline to 74%
from 79% over the 60th Round, perhaps reflecting
some strengthening of primary healthcare under
NRHM. The consequence is that the out of pocket
burden has also grown substantially and according to
the 2015 draft NHP this pushes over 63 million persons
each year below the poverty line. OOPs in the 71st
Round was as high as Rs 25850 for each
hospitalization and Rs. 575 for each Outpatient ailment
and this added up to Rs.3200 billion for the year (2014)
in sharp contrast to only Rs. 1250 billion that
governments spent in the same year and Rs 220 billion
that went through the insurance route. While at one
level this is due to the failure of the public health
system to meet the healthcare needs of people,
especially the poor and the middle classes, at another
level the private health sector has grown by leaps and
bound over the last two decades.
The drivers of this growth of the private health sector,
apart from the failure of the public health system are:
·
Private medical education which has
distorted healthcare markets by its further
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genuine charities that provided free care to the poor
but now most of them operate within the market
framework and do not honour the law under which
they are registered that mandates 20% free or
concessional care for the poor. A quick estimate
from Maharashtra shows that there are nearly 5000
such free beds that should be available to the poor
and if the value of this is costed at about Rs. 2
million per bed per year then we are talking of a
subsidy of Rs. 10 billion to the private sector just
in one state. This lack of accountability drains the
public exchequer substantially and fattens the
private health sector. There are many other such
subsidies like free land, tax free imports of medical
equipment etc. and these too mandate free care in
some form but there is no accountability of that.
Most PPPs suffer the same fate. They milk out
resources from the state exchequer and enhance
profiteering without any significant benefits
accruing to the beneficiaries identified under such
PPP schemes. Without strong regulation and
accountability PPPs are bound to fail.
●

Unregulated private provisioning of healthcare
which lets unqualified and untrained persons to
set up private healthcare facilities is a huge risk
and is responsible for not only malpractices and
negligence but also for the huge drug resistance
and other adversities we see within medical
practice. It is estimated that over half the health
sector providers are unqualified and even of those
qualified there is an overwhelming number that
practices wrong medicine – for instance over 80%
of qualified non-allopaths practice allopathy. All
this has bloated the private health sector
substantially and is responsible for all the ills that
private healthcare suffers from in India.

The above drivers of the private health sector has
landed us into a scenario wherein the private health
sector is too big to dismantle, suffers from ills that
require very strong medicine, pushes crores of people
into poverty each year, and has been the cause of
destruction of the public health system.
So what can be done to rein in the private health sector?
The private health sector needs huge reformation both
structural and functional. Like in most of the developed
world, except USA, the private health sector needs to
be put on a path of socialization wherein it is
subservient to the needs of the public health system.
A few suggestions below:
● Regulation and accreditation are the first steps that
are required to rein in the private health sector. The
pace of implementation of the CEA is too slow. Infact
the major states like Maharashtra, Karnataka, Andhra,
Telangana and Tamil Nadu which have predominant
private health sector have failed to adopt this
legislation yet. Unless this law is implemented across
the board and strictly adhered to the ills of the private
health sector will continue to grow.
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● Linked to the above medical student and doctors
need a strong course in medical ethics to inculcate a
culture of humanism and professionalism. They must
imbibe a culture that healthcare is a humane service
and not a dhanda or business from which one can make
obscene profits.

Prices in medical markets need strong regulation
and control. We need to go back to the old price control
regime of the seventies. Not only drug prices but also
all other health related consumables, devices,
procedures, interventions, consultant charges, hospital
charges etc.. need to be strictly regulated. If we can
regulate, petrol prices, taxi fares, air fares etc, there is
no reason why prices for health care services and
commodities which often relate to life death situations
cannot be controlled. The present policy of responding
to public outcry and reducing prices of specific items
like anti-cancer drugs, stents or knee implants is not
the right approach. What we need is a comprehensive
policy of determining costs and working out the
appropriate price bands for all health services and
commodities across the board.

●

● Remove all subsidies from the state to the private
health sector. Give them an option to work in a
regulated partnership with the public health sector or
operate within markets without any state subsidies.
Where there is a public health system deficit there
private health providers could be reined in with a
regulated contract like for instance NHS in UK or
Canada.

After graduation and post-graduation an
overwhelming proportion of doctors and nurses join
the private health sector or migrate abroad. This too
needs regulation. The government spends Rs 30 lakhs
to train an MBBS doctor and over Rs. 50 lakhs to
train a specialist. This contribution from the public
exchequer needs a return on investment. This can be
done through compulsory public service for 2 to 3
years ( or what is called supervised practice in some
countries) after their graduate and PG degrees. All
graduates must serve PHCs for atleast 2 years and PGs
for 2 years in CHCs and public hospitals before they
can get their license for independent practice. This
will strengthen the public health system substantially
and improve its credibility in the eyes of the people.
Nurses and other paramedics should be given
opportunities for lateral entry into medical schools
after completing 5 years of public service. This will
not only make the public health system more attractive
for them but will also eliminate the unqualified
practitioners from the market.

●

● Health insurance needs to be weeded out, especially

the publicly financed health insurance schemes. These
only benefit the insurance company profits and do not
help the beneficiaries in any significant ways. Even
individuals who buy insurance are often at the
receiving end and have to struggle for benefits and
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ofcourse they do not get cover in their older ages when
they need healthcare most and insurance companies
don’t want them. For those who work social insurance
like ESIS must be made compulsory and universal (no
income ceiling barriers as currently). This will bring
in all the resources needed to double public health
spending and will also create a collective voice of class
neutral beneficiaries who will demand an efficient
working of the system.
● Finally

the overall healthcare system in the country
needs transformation if we have to move towards a
universal healthcare system which is equitable and
non-exploitative. Healthcare has to be removed from
the market framework and needs to become a public
good through a public health legislation. Once this
happens a NHS kind of healthcare system can be
evolved wherein the private health sector would get
socialized and become an integral part of a healthcare
system that is driven by public mandate.
Ravi Duggal is an independent researcher and activist
in public health.
Email: rduggal57@gmail.com

Fractured approach towards the critical
public health sector
Tejal Barai – Jaitly

The recent, move by the Bombay Municipal
Corporation (BMC) to bring on board private players
to manage intensive care units (ICU) at civic hospitals
in Mumbai is amongst the more recent public private
partnerships (PPP) announced (Singh, 2018). The
government will be giving around Rs. 25 crores over
a period of two years to manage about 200 ICU beds.
The cost of an ICU bed in the public sector for patients
needing it is Rs. 200 per day. Through the PPP, the
government will give about 10 times this cost to a
private agency and how this ensures care for the poor
is not clear. While the patient will continue to pay the
original cost, clearly, such a move diverts funds away
from the public sector towards the private. These are
dangerous trends right in the face of clear and clinching
evidence against PPPs in the health sector as in case
of public health insurance schemes including Rajiv
Gandhi Jeevandayee Yojana (RGJAY, now called the
Mahatma Jyotiba Phule Jan Arogya Yojana) in
Maharashtra and Seven Hills Hospitals (Wagle and
Nehal, 2017; Godbole, 2018).
Is the public sector redundant?
Proponents of PPPs have commonly used the argument
that the public sector is redundant, which is clearly
not true. Public facilities continue to remain relevant
and a sizeable population in the country still accesses
the public sector in both rural and urban areas.
According to the NSSO 71st Round, relatively high
percentage of treatment at public hospitals was noted
in the rural areas of Assam (84%), followed by Odisha

(76%), Rajasthan (44%) and Tamil Nadu (42%). It
was also high in the urban areas of Odisha (54%),
followed by Assam (44%) and Kerala (31%) (NSSO,
2014).
It has also been argued that with insurance coverage
through PPPs, services will be more accessible to the
poor and people in rural areas and they are more likely
to therefore opt for private sector services. The next
section presents evidence against this.
Do Public Private Partnerships increase access?
Through continued government patronage, promotion
and subsidies, the Indian private health care industry
has expanded phenomenally and is now valued at $40
billion and is projected to grow to $ 280 billion by
2020 (GoI, 2017). Notwithstanding this achievement,
it has failed miserably on several counts. Charitable
hospitals have violated the legally mandated
commitments to the poor that they were obligated to
give in return for the free land and subsidies that they
have received from the government (Kurian, 2013).
Secondly, the private healthcare sector has managed
to escape regulatory mechanisms that would make it
accountable. Despite this entire context, PPPs continue
to be promoted.
In a study by the Centre for Enquiry into Health and
Allied Themes (Wagle and Shah, 2017) on the RGJAY
in Maharashtra, revealed that the private sector was
using the scheme to increase profits by selective
promotion of procedures which were quick exits and
therefore more profitable for them. Despite the
schemes enrolment of the private sector, there was
continued high accessing of the public sector; turning
the theory upside down that insurance coverage would
result in people turning away from the public sector
and preferring the private sector. In Mumbai, for
instance, there are more private hospitals empanelled
under the scheme (19 public hospitals and 32 private
hospitals under the scheme in Mumbai). Most of the
pre - authorizations under the scheme were raised in
Mumbai (37%); and more than half of these were
actually in the public sector. There is also evidence
that enrolling the private sector has not necessarily
increased access to health services. Merely 12% of
the total empanelled hospitals belonged to the 12 least
urbanized districts of Maharashtra put together. In
several districts it was found that even though the
private sector dominates the proportion of empanelled
hospitals, it has not been utilized. In Chandrapur, for
instance, there were 9 empanelled hospitals under the
scheme of which 8 were in the private sector and yet
more than 90% preauthorizations from Chandrapur
were outside the district. Also in terms of increasing
access to rural and marginalized groups, lack of private
sector presence in itself is an indicator of the fact that
such a PPP would fail to increase access. Nandurbar ,
has more than 65% ST population, has only one
empanelled hospital, which is a public hospital, and
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no private empanelled hospital. Moreover, medical
oncology is unavailable across 12 districts,
intervention radiology across 17 districts and radiation
oncology across 16 districts through the private sector
under the RGJAY. There are also other critical issues
that plague the scheme including continued high out
of pocket expenses, whereas the scheme was
envisaged as cashless. There was also evidence of poor
quality of care and poor responsiveness towards a
grievance.
The public health sector continues to be relevant and
evidence indicates that it can be equipped to perform.
Findings of a pilot study in Tamil Nadu revealed that
post the strengthening the primary health care there
was an increase in the utilization of the sub centers
for outpatient services, reduction in the outpatient
share of the private hospitals in the area as well as
reduction in out of pocket expenditures
(Muraleedharan, et al, 2018).
PPPs come at a high cost - worsening access for the
poor and further jeopardizing the public sector marked
by the movement of funds away from it. Critically,
the government needs to reflect on its role in promoting
these PPPs; as it continues to do so despite the fact
that public private partnerships have led to the
exclusion of population as against universal access.
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Public Private Partnership / P3s in
Health Sector in India
Bijoya Roy

Introduction
Public Private Partnerships (P3s) in health sector in
India has become popular and private sector is being
increasingly seen as an alternative in meeting the
provisioning and infrastructure gaps. Clearly a greater
role of the private sector by mean of contracting out
of services and in infrastructure development is being
envisaged. Today the role of state is being restructured
as a regulator and transferring of the management of
the public entities.
At the international level, Sustainable Goal
Development 17 (2015) places greater emphasis on
partnerships to achieve the SDGs. In India third
National Health Policy 2017 reiterates the need to
involve private sector in achieving public health goals
through contracting out, selective purchasing of
services and private financing in meeting the
infrastructure gaps. Increasingly, the expansion of P3s
is justified on declining and scarcity of public
financing for healthcare services (both infrastructure
and workforce), more than 70 percent of the population
accessing private sector both in the rural and urban
sites and ‘the private sector provides a complementary
means to expand health services, products, and
infrastructure’. Lastly, but not the least private sector
realizes that public sector can provide links for their
expansion in the underserved areas or to the
marginalized communities. Overall, now there is a
political climate favouring private investment, market
expansion and P3s in the health sector.
P3s for Services and Infrastructure Gaps
Contracting-out and PPP of clinical and ancillary
services that began as ‘an innovation’ by the end of
1990s within the public sector healthcare services is
now in the process of further change. A second
generation of complex P3 projects is emerging with
the private sector participating in raising of capital,
design, construction of public infrastructure, long-term
management and delivery of services.
In 2017 NITI Ayog proposed P3 model based on
Model Concessionaire Agreement to deliver services
related to Non-communicable diseases at the district
level, even though it was not later followed up. These
are much complex long-term concession PPP models.
It was not the first of its kind. There have been repeated
attempts earlier as well to get into these kinds of
ventures. In Uttar Pradesh in 2010 and 2016 the state
government had invited bids based on Management
Operation and Maintenance model for district level
and below health services and Operate Maintenance
Transfer model for primary health care respectively.
Both of them are long-term concession model. Despite

30

mfc bulletin/July 2018

the proposal for creating infrastructure assets it did
not operationalize. Overall this shows state’s
continuous preference for the private sector provision
and deep embedded belief of private sector’s
superiority over the public sector healthcare facilities.
In other sectors like roads, urban development and
infrastructure, education and energy P3s have emerged
as one of the preferred ways for creating infrastructure.

provisioning, financing and management of the
crumbling public services. In 2012 Deloitte came out
with Global PPP Market report that clearly mentioned
about the ‘growing appetite for PPP in emerging
economies’. Transition countries like India are seen
as the future P3 markets. These international consultant
agencies play as important roles as multilateral
institutions and the state in the spread of P3 policies.

P3 contracts in healthcare are overall changing the
process of procuring services. In different states and
at the central level in order to enable and promote P3
policies, designing of complex infrastructure P3
projects, and capacity building for economic and social
sector PPP cells have been created. Along with this
financial and legal frameworks in India are being
developed for furthering the partnerships for
infrastructure.

Ensuring Universality or Market
It is important to note that P3 models in health sector
vary across different states and within states as well.
There is high level of heterogeneity and complexity.
P3s are contributing to organisational transformation
of public health care services i.e. creation of internal
markets with a split between the purchaser and
provider. These contracted-out and P3 based services
range from short term (5 years) to long-term (10-30
years) contract. The designs of such contracts are not
simple with multiple private partners and results in
high transaction costs. Almost after 15 years of such
services in different states it is clear that outsourcing
and PPPs have emerged for services, which can bring
in certain revenue to the private sector. In the field of
high end-radiology and general diagnostics presence
of P3s can be found in a major way followed by
dialysis. They have proliferated with for-private profit
sector. This very nature reflects that P3s undermine
universality of provisioning and fragments the service
provisioning.

Promotion of P3 Policies
In developing countries international consultancy
companies like PwC, Deloitte, McKinsey; multilateral
institutions like World Bank, its financial arm
International Finance Corporation (IFC), regional
banks like Asian Development Bank (ADB) and donor
governments are playing a major role in the transfer
of P3 policies, promotion of P3 projects, and
developing capacities at various levels. Non-state
actors and international agencies have played an
important role in the transfer of P3 policies in India.
Evans (2013) argues that in this process of developing
and implementation of P3s, private sector interests are
fundamental.
World Bank Group along with UK’s DFID has been
pushing for greater privatisaton of health services.
Beside IFC investing in private health sector in India
it is also helping different state governments like
Meghalaya, Bihar, Jharkhand 1 and Odisha in
developing PPP modalities in health sector. IFC in
Jharkhand helped in developing a 10-year concession
PPP model for the radiology and diagnostic services
in 24 district hospitals and 3 state medical colleges.
Lethbridge argues that through all these projects IFC
contributes ‘to the expansion of Indian commercial
healthcare companies, rather than focussing…. on
assuring health outcomes’. Beside IFC other active
financial institution is ADB. Since 2006, ADB has been
assisting Government of India to develop PPPs across
the sector including health and education. ADB with
KPMG consultants have done an assessment study to
develop PPP solutions for the health sector.
International Consultant companies across regions and
sectors have promoted P3s through country level and
or generic reports on how PPPs can contribute in the
development of infrastructure. In 2010 PwC published
a report titled Build and Beyond: The (r)evolution of
healthcare PPPs. This reported elaborated how
governments in different countries are looking forward
to PPPs as a means to solve the problems of

Concerns have been raised about the welfare of the
patients. PPP contracts take longer to negotiate and
are costlier than the normal procurement process (Hall,
2017). It is found these kinds of contracts are largely
based on the output specifications and inputs are little
specified. The private operator as a result has high
probability of cutting down costs bearing an impact
on the quality of personnel and care (Karpagam et al.,
2013, Roy, 2015). The district level health departments
are not well equipped to monitor and regulate such
P3s on a regular basis. Further there is little evidence
of transparency of the outsourced and PPP contract
negotiations. This limits their public accountability.
The long-term concession contracts usher in new kinds
of problem. Some of the states with IFC negotiated
P3 model have embarked upon 30 yearlong contracts.
In this context it is important to draw upon the UK
experience of Private Finance Initiatives (PFI) in the
hospital sector. The private sector borrowing is always
costlier than the government sector; almost double the
later deal (Hall, 2017; Hellowell and Pollock, 2010).
Moreover this increases the cost of PFI hospital
services and resulted in 30% reduction in hospital beds
and staff (Pollock and Price, 2013). The NHS
organizations pay much higher for the use of the PFI
buildings than the capital charges they pay to the
treasury within the traditional regulations. This
transforms the power relation between the two sectors
and the provisioning of services is then governed by
market and profitability concern.
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Conclusion
With the turn of this century public health services in
India across primary, secondary and tertiary level care
have increasingly been exposed to commodification
and marketization through outsourcing and P3 models.
Health movement and academicians have time and
again raised concerns about subsidizing P3 models
and enabling the expansion of private sector in health
care at the expense of public fund. This has contributed
to the fragmentation of health care services, creation
of newer structures, indirect governance, and increased
the tensions between the different partners competing
for resources. P3 models have scarcely addressed and
contributed towards strengthening of the public health
services. The future high costs of P3 will bear an
impact on the provision of merit good impeding equity,
sustainability and quality of care. Despite its unproven
efficiency track record P3 continues to be promoted
in India.

describing signs and symptoms of illness. Genderbased inequalities between women and men have also
not been factored-in as critical social determinants of
health and disease. One of the consequences of genderblindness in medicine is the limited gender-sensitivity
among medical practitioners, contributing to the
compromised quality of care. Another manifestation
of gender inequities is violence against women and
children; laws in India cast legal obligations on the
health sector to provide comprehensive services to
survivors of violence against women(VAW) and
children. Years of struggle by civil society
organisations in India have led to some reforms in the
health sector in the context of seeking accountability
of the sector vis a vis violence against women. This
piece describes two important efforts made with the
formal health system to mainstream gender sensitive
response to VAW and integrate gender concerns in
the medical education system.

Bijoya Roy is Assistant Professor, Centre for Women’s
Development Studies, ICSSR Institute, New Delhi.

Creating gender responsive health services for VAW:
An evidence based model Violence of any kind is
known to have an adverse impact on the health of those
impacted. Despite an association between violence and
health, health sector in India has yet to take cognizance
of it in a systematic manner. One of the first efforts to
address violence as a public health issue was made by
MCGM (Municipal Corporation of Greater Mumbai)
in collaboration with CEHAT. Such a joint venture
led to setting up of a public hospital based crisis center,
Dilaasa for responding to violence against women and
girls. Key features of this model comprised of
engaging health providers to recognise reasons for
occurrence of violence, health consequences of such
violence, their legal responsibilities to respond and
refer survivors to Dilaasa centers. Over the past 17
years,4000 survivors accessed Dilaasa services, 75%
of who had reached hospital with health consequences
of violence, such as assaults, suicide attempt, sexual
violence, unwanted pregnancies, sexually transmitted
infections and the like.

Email: bijoyaroy@gmail.com
Note
1
http://blogs.worldbank.org/ppps/sustainable-healthdiagnostics-network-in-Jharkhand-India
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Reorienting Medical Education to
address Health Inequities
Sangeeta Rege

Despite an established role of social determinants in
health care , neither medical education nor public
health services in India have taken cognizance of it.
Scholars have critiqued the field of medicine as being
gender-blind and male-biased because the body of
medical knowledge views the male body as the norm,
with men’s experiences forming the basis for

An important reason that has enabled the continued
functioning of Dilaasa centre was the recognition of
its relevance by the public hospital, namely, that
counselling is a health care need and health providers
have a role to play in mitigating consequences of
violence. As responding to VAW was enshrined in the
job responsibilities of health providers it became a set
practice to orient newly appointed resident medical
officers and nurses to be oriented to VAW as a health
issue as a part of the existing hospital orientation and
seek reporting from respective departments on
referrals made to Dilaasa. The next step was to
mainstream these centers in the health sector. The
following important and visible indicators helped in
the process of mainstreaming the Dilaasa model; one
was the evidence that this model had sustained for
more than 17 years in a public hospital within the
existing resources of the hospital, second was the
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emerging evidence from Dilaasa regarding the sheer
number of survivors accessing services because of the
health consequences suffered by them as a result of
violence. NUHM as a flagship program had the scope
to allocate budget for training of health providers as
well as appointment of counsellors for providing
psychosocial care. Strategic dialogues along with
existing evidence enabled the replication of 11 Dilaasa
centres in public hospitals of Mumbai. The replication
is a clear acknowledgment by Maharashtra
government of violence being a health issue and that
the public health sector has a role to play in responding
to it.
Integrating gender concerns in medical education:
An experiment As far as medical education is
concerned, WHO (2006) recommendations of
integrating gender concerns in medical curricula both
in service and pre-service provided the foundational
base for an experiment; Maharashtra department of
medical education and research(DMER) in
collaboration with CEHAT made efforts to facilitate
gender perspectives in medical educators of seven
medical colleges in Maharashtra. Medical educators
from disciplines of medicine, gynecology and
obstetrics, psychiatry, community medicine and
forensic science and toxicology underwent a rigorous
training to understand associations between gender
and diseases, gender biases in diagnosis, gender
discrimination in health services planning and delivery
and the like. The training enabled medical educators
to review their medical textbooks and teaching
critically. Having developed a gender lens, educators
collaboratively designed gender integrated curriculum
for MBBS students so as to facilitate gender sensitivity
in health care. The efficacy of the gender integrated
modules was also tested through a research study
which clearly showed a positive shift in gender
attitudes of medical students. An important learning
of this effort was that ‘gender” cannot be relegated to
just an introductory lecture but should be integrated
in all medical topics where social determinants have a
role to play. This enables better retention of concepts
and enables a continuum of gender informed health
care. Importantly medical educators teaching gender
integrated curriculum achieved doing so in existing
lecture time dispelling the myth that additional
teaching time is required if gender concerns have to
be integrated in MBBS curriculum. These modules
were reviewed by board of studies and academic
council and approved by the Maharashtra university
of medical science (MUHS) for implementation in all
medical colleges of Maharashtra from 2018 . This
successful experiment at Maharashtra has come at an
opportune time where the NHP 2017 speaks of creating
patient centered high quality care and strongly
recommends strengthening access to care for
marginalized groups. Additionally, MCI is also making
efforts towards competencies based medical
curriculum. There is a clear opportunity to use the
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gender integrated medical curriculum by MCI and
other states for developing competencies in students
to deal with medical illnesses and also prevent gender
biases. Gender mainstreaming by strengthening access
to health care for marginalised communities ,
addressing social determinants of health and
responding to violence against women are key
principles in NHP 2017; each of which fit well with
the successful initiatives described in this piece and
therefore there is a clear opportunity to use emerging
evidence and the policy directive to make the health
sector responsive to gender and other social
determinants of health that play a pivotal role in
addressing health inequities.
Sangeeta Rege is the coordinator at Cehat and her
interests include gender, public health and medical
education.
Email: sangeetavrege@gmail.com

The impact of NEET on an individual
institution
Anand Zachariah

This article is a view on the ground as a teacher in
CMC, Vellore indicating how NEET is affecting our
medical education. Christian Medical College is
celebrating its 100th year of medical education. At
this time we are both looking back at the developments
in our education over 100 years, and looking forward
on how to address the challenges of medicine in our
country at the present time. Towards this, CMC Vellore
has initiated a process of curriculum renewal to
strengthen and energise our undergraduate and
postgraduate education. It is at this critical juncture in
our history that the force of the NEET regulations is
beginning to affect us.
CMC’s model of medical education and selection process
Through its 100-year history CMC, Vellore has tried
to orient its medical education towards meeting health
care needs. CMC is owned by about 50 protestant
churches that run over 200 mission hospitals across
the country many of them in rural and underserved
areas. Students of all courses both undergraduate and
postgraduate courses are sponsored from these
hospitals. Students are selected by a combination of
academic merit based on an all India entrance
examination followed by a second stage of assessment
that includes interview and skills test to assess aptitude,
teamwork and motivation to work in needy areas.
CMC’s entrance examination was not based on CBSE
but a more pan-India secondary board syllabus. The
selection system at the undergraduate level, is based
on inter se merit, which allows for equity of
opportunity between different churches, so that there
is geographic representation of students from across
the country. This allows students who are from a
disadvantaged background from Orissa or Jharkhand
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an equal opportunity to applicants from Kerala.
Therefore the selection combines assessment of
academic merit and suitability for training at CMC
and work in rural areas.
All undergraduate students work for 2 years following
training in sponsoring hospitals towards their service
obligation in lieu of the subsidised education that they
have received. Sponsored postgraduate students also
have a 3 year service obligation.
The undergraduate MBBS curriculum also has
gradually developed to prepare the graduates for
working in primary and secondary care through
community medicine, family medicine training and
exposures in rural secondary hospitals across the
country. Through all these initiatives CMC has
developed a unique model of medical education
towards relevant training of doctors to meet the health
needs of the country. An important element of this
model of medical education has been the process of
selection.
When examined in the international context, CMC’s
selection method is not unusual. In the majority of
countries across the world selection for undergraduate
and postgraduate medical courses combines academic
assessment, aptitude tests and interviews.
NEET regulations
In the background of the dissolution of the MCI, the
Supreme Court directed the Medical Council of India
to conduct a common entrance exam as a way of
regulating the private medical education industry. The
NEET was notified in 2010. The purposes of NEET
were: (a) that there be only one entrance examination
to reduce hardship for students who have to write
multiple examinations; (b) admission be only based
on merit in the NEET examination; (b) To prevent any
form of malpractice such as donations, profiteering
and capitation fees. The only institutions that are
exempt from NEET are the Institutes of National
Importance (INI) such as All India Institute of Medical
Sciences and Jawaharlal Institute of Postgraduate
medical education and Research (JIPMER),
Pondicherry.
These regulations were challenged by several
organisations, institutions and the state governments
of Tamil Nadu and Andhra Pradesh in various courts
across the country. The cases were eventually
transferred to the Supreme Court. Close to 178 writ
petitions were filed and heard in the matter. In the
review petition on NEET case judgement 2013 (CMC,
Vellore & ors vs Govt of India ors), the bench headed
by Chief justice Kabir quashed NEET on 18 July 2013.
On April 28 2016 a 5 judge bench of the Supreme
Court headed by Chief Justice Dave (who was the
dissenting judge in the earlier judgement) recalled its
earlier judgement on the grounds that there had been
no discussion among the judges before the judgement
was delivered and there were some binding precedents
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which required reconsideration of the judgement. The
Supreme Court allowed MCI and GOI to go ahead
with NEET. In 2016 the parliament passed the Indian
Medical Council Amendment bill 2016 that provides
constitutional status to the NEET examination.
Following this all admissions in medical colleges
across the country have been based on NEET
excepting in the institutes of national importance.
CMC’s argument in the NEET case
The NEET examination system was implemented as
a means to regulate the private medical education
industry. However the new system adversely affects
CMC’s selection process and education system of
selecting students based on their suitability for training
at CMC and for work in needy areas.
CMC is not against the purposes and merits of NEET.
It does not disagree with the need to regulate the
private medical education industry. It has accepted
NEET as a qualifying entrance examination. Its case
is that (1) minority rights need to be protected.
Establishing and administering minority institutions
also includes the right to selection (2) its own selection
method has been fair, transparent and non-exploitative,
(3) merit cannot be defined only by marks in an
entrance examination. (4) The method of selection and
sponsorship has benefited rural mission hospitals in
providing human resources and thereby in providing
health care in needy parts of the country.
The impact of NEET on CMC
Selection has been a significant part of the system of
education at CMC and has contributed to the quality,
culture and distinctiveness of the institution. There is
concern that a change in the selection method may
have adverse consequences to the different dimensions
of our work.
Teachers: There has been significant negative effect
of NEET on the morale of teachers. This has been
consequent to the inability to select suitable candidates
and concerns regarding maintaining the distinctive
form of CMC education.
Services: Patients come to CMC from across the
country and neighbouring countries (Nepal,
Bangladesh, Bhutan) to access the quality and
affordable specialty care. There is a close balance
between the quality of service and training. We are
able to maintain the quality of these services because
of the postgraduate training programme. If there is no
provision of assessing the suitability for training
including clinical skills and aptitude and interest for
the particular postgraduate course, this could affect
the quality of patient services.
Medical education: It remains to be seen how NEET
will affect the process of CMC education. There is
likely to change in the student profile at the
undergraduate and postgraduate level. They may be
academically focussed with a more limited range of
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broader interests and social skills that are essential for
the practice of medicine and to be good doctor. There
is concern that the students selected based on NEET
at the undergraduate and postgraduate level may not
be able to adapt to the requirements and orientation of
CMC education. This may in turn affect the quality of
our education.
Service obligation: CMC has given weightage for
fulfilment of rural service to enter postgraduate
training. Students prefer to join coaching centres to
prepare for the NEET examination rather than work
hard and fulfil the requirements for the service
obligation.
Mission hospitals: There is concern that NEET may
affect CMC’s ability to provide MBBS, general
specialty postgraduate doctors and super specialists
for the mission hospitals. This would have negative
consequences to the services in the rural areas where
the hospitals are located.
Conclusion:
Medical education in India is in crisis. There are
concerns about the overall poor quality of education
and inability of the medical education system to meet
the human resource requirements of the country
particularly at the primary and secondary level.
Privatisation of medical education is obviously an
important contributing factor.
There are several medical colleges such as Christian
Medical College, Ludhiana, St. Johns Medical
College, Bangalore and Mahatma Gandhi Institute of
Medical Sciences, Sewagram that have a societal
orientation and a distinctive process of selection that
assesses both academic merit and suitability for
training. In a bid to control the commercialisation of
medical education through the NEET regulation,
government policy is stifling such well performing
institutions.
The potential long-term impact of NEET on medical
education and health care in the country is yet unclear.
The government’s position is that the NEET is
functioning well. However when viewed from the
perspective of a single institution, the negative fallout
is already becoming evident. If there should be hope
in medical education, it is important for well
performing institutions to be provided autonomy in
their selection methods and the processes of education.
It is important that selection for medical training
should combine both academic merit and a second
stage assessment of skills and interview to assess
suitability and aptitude for entering medical training.
Postscript
The postgraduate selection for MD/MS/Diploma
courses at Christian Medical College (2018-19) was
completed through Tamil Nadu state counselling with
categories for candidates who were sponsored by the
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CMC network hospitals, those who had completed 2
years of service in areas of need and for general merit.
All candidates after completion of the PG course
would have to fulfil a service obligation.
Anand Zachariah is Professor of Medicine at Christian
Medical College, Vellore.
Email: zachariah@cmcvellore.ac.in

Integrated Child Development Scheme:
current status
Dhruv Mankad

BACKGROUND Nearly 40 percent of India’s
population consists of children out of which over half
the children in the country are moderately or severely
malnourished and 30 per cent of newborns are
underweight. While acceleration of infant mortality
rates have declined from 126 in 1974 to 34 deaths per
1000 live births in 20161, malnutrition is not declining
at the same speed. In this context, the Integrated Child
Development Services (ICDS) scheme, world’s largest
community based programme is yet to prove itself to
be a relevant programme to make India a malnutritionfree country. This scheme is targeted at children upto
the age of 6 years, pregnant and lactating mothers and
women 16-44 years of age. The main objectives are
to improve the health, nutrition and development of
children.
ICDS provides directly health, nutrition and hygiene
education to mothers, pre-school education to children
aged 3 to 6, supplementary feeding for all children
and pregnant and nursing mothers, growth monitoring
and promotion services, and it is linked to primary
health care services such as immunisation and vitamin
A supplementation.
Each Anganwadi has Anganwadi Worker and a helper.
The Anganwadi Worker is supposed to undergo a onetime induction training of 8 days, job orientation
training of 32 days and refresher training of 7 days,
while the Helpers, a one-time job orientation training
of 8 days and refresher training for 5 days.
Immunization, health check-up and referral services
are delivered through the public health infrastructure
i.e. the Health Sub Centre and Primary Health Centre
under the Department of Health and Family Welfare.
Remaining through ICDS overseen by the Ministry
of Women and Child.
Launched on 2 October 1975, the scheme has
completed 43 years of its operational age and has about
1.3 millions active Anganwadis and 1.4 million
Anganwadi workers providing its services to more
than 102 million of 0-6 year old children, pregnant
women and lactating mothers2.
In a nutshell, the ICDS was set up with two central
purposes: Early Child Care Education and
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Supplementary Nutrition for integrated approach for
Early Child Development.
Early Child Care Education (Pre-school Education):
One of the main purposes of sending children to
Anganwadi is to provide them with “…stimulating
and enriching physical and psychosocial environment
so as to form a foundation for inculcation of social
and personal habits and values that are known to lasts
lifetime. Such early habits inculcated in preschool
years will shape his/her personality for the future”3.
Curriculum is shaped to encourage the child to imbibe
the skills and values.Children going to the Anganwadi
can learn through play, experimenting, observations
etc. Recently, Government of India has recognized this
part and under the approved National Early Childhood
Care and Education (ECCE) Policy in 2013 4 ,
“Strengthening and Restructuring of ICDS”, the
Anganwadi is to become the first village outpost for
health, nutrition and early learning and the
Government has also proposed minimum 6 hours of
working of AWCs.
Supplementary Nutrition (SN):
Six months to six year old children, pregnant and
lactating mothers belonging to low income group
families are entitled to avail the facility of SN for 300
days in a year. 500 calories and 12-15 grams of protein
to children in the age group 0-6 years 800 calories
and 20-25 grams of protein to severely malnourished
children under 6 years of age while pregnant (3rd
trimester) and lactating mothers (first 6 months of
lactation) are given 600 calorics and 20 g proteins per
day as SN. Usually it consists of a hot meal cooked at
AWC. It contains a combination of pulses, cereals,
oil, vegetables and sugar. Some AWCs provide a
‘ready-to-eat’ meal while a ‘take-home’ strategy for
2–4 weeks at a time for children under 2 years and
pregnant and lactating women.
ICDS: CURRENT STATUS
During the past 43 years, several reviews, evaluations,
assessments of these laudable but faltering services
have been carried out; policies, programmes and
advocacies have been changed and implemented. But
in a nutshell, challenges remain to strengthen and
restructure this programme5. There are some key
issues:
Effectiveness of ICDS to achieve its objectives:
Most of the evaluation studies have found that, the
ICDS programme has impacted positively children’s
growth, development and their survival6,7,8,9. For
example, a study conducted in “…rural areas of three
southern states (Tamil Nadu, Andhra Pradesh and
Karnataka) found that the programme had a significant
impact on the psychosocial development of children,
for both boys and girls. The study also showed that
undernourished ICDS beneficiaries attained higher
developmental scores than well-nourished children

mfc bulletin/July 2018

who were not enrolled in the programme”10. One of
the recent evaluation study of 19 sample states and
UTs carried out by the Niti Ayog indicates that around
75% of AWCs were functioning smoothly, monitoring
the growth and development of the children as they
are required to do11. However, this does not undermine
the criticism, published often because these studies
are considered credible even though not subjected to
rigorous peer reviews.
Here we can look at the following components of the
current status of the ICDS: Physical Infrastructure,
Quality of services like pre-schooling and
supplementary feeding, Human Resources- their
monitoring, training and status.
Anganwadi Centres: the Physical Infrastructure of ICDS
Most of the studies indicate that the Anganwadis are
performing in community owned building and were
inaccessible distances (100-200 metres). However,
around 40%-60% were ‘proper’ buildings with
adequate space to accommodate 3-6 year old children.
One of the key gaps in the evaluation is that it is not
clear whether there is enough space for the activities
for pre-school education. There is enough evidence
from micro-studies particularly from urban areas that
inadequate space is a major concern impacting the
AW’s performances12,13 Going by findings of another
study 24% of sample AWCs did not have safe drinking
water facilities and 62% AWCs could not maintain
good hygiene condition. No update is available about
toilet facilities at Anganwadis which was a challenge
as shown in earlier studies.
Quality of ECCE and Nutrition Services
A groundbreaking, 5-year longitudinal study about the
short-term and long- term impacts of the quality of
early childhood education has been recently
published.14 This study included 13,686 children in 362
villages in Telangana, Assam and Rajasthan states and
identified the quality of the preschool physical setting
as one of the most important predictors of school
achievement at the age of 7. Children who had
participated in ECCE performed significantly better
on overall cognitive achievement than those who had
not. Notwithstanding this, preschool education has
been found to be a weak component of these
programmes and children graduate with low levels of
school readiness. This is a sad situation as NIPCCD
has made available Guidelines of planning and
implementing ECCE universally, thanks to NITI
Ayog’s reinforced directives. On the other hand, what
the left hand considers important, the right does not.
The budgetary provision is reduced at state level or
its share to ECCE is meager.15,16
ICDS is a centrally sponsored scheme to be
implemented by the States/UTs. Responsibility of
ameliorating the complaints received against the
Quality of supplementary food is theirs. The Food and
Nutrition Bureau had analysed and had found
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nutritional quality of 515 samples not upto the mark.17
This is a challenge which despite several recomm
endations remains a operational glitch recognized by
NITI Ayog recently as one of the factor which may
improve nutritional status of children.
Human Resources- monitoring, training and status.
Monitoring the ICDS staff performance
The Central Level ICDS Monitoring Unit of the
MoWCD monitors the ICDS scheme. MoHFW also
monitors immunization, health check-ups etc. The
primary objective of the report is is on the input side.
For example, data are collected on the number of
beneficiaries of supplementary nutrition, number of
beneficiaries of preschool education and number of
AWCs etc. Although, the AWC maintain weight
registers and charts, its coverage, timeline, accuracy
is weak and unreliable due to many reasons:
inadequate archaic instruments, absence of its
maintenance system, inadequate skills of using the
instruments and recording, maintaining growth charts,
pressures from above to show improving reduction in
levels of malnutrition. Recent studies done by
MoHFW in Maharashtra at district level, the
discrepancy was evident18. This was recorded by NITI
Ayog in its quick evaluation of Anganwadis.
Monitoring their performance in ECCE is not the same.
There is no regular curriculum transaction unlike
Supplementary Nutrition, hence no supervision or
monitoring.
Training and Qualification of the ICDS staff:
The evaluation by the Planning Commission found
that AWWs are satisfactory about their qualifications
but they did not have required skills, apart from the
fact that they had heavy workloads and were poorly
paid during the training/performance.
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if one goes by the data available. This exceeds the
norms of 60 for SN,19 and 20 for ECCE.20 Considering
the existing levels of malnutrition, on an average she
has the responsibility of making 5 SAM children, 8
MAM children normal if the malnutrition prevalence
as per NFHS 4 is applied.21 Strictly speaking, there is
no such norm of this service in any document referred
from but all the fingers always from their Program,
often by media and sometimes by us, too. If one looks
at spent by an AWW for all activities against the
recommended by NIPCCD, the main gap of burden
emerges. A study shows that out of the total
recommended 270 minutes, on an average, anganwadi
worker spent 35 to 131 minutes on record keeping
against 30 minutes! In supplementary nutrition almost
same time was devoted which was recommended i.e.
30 minutes. Mean time spent in preschool education
in all the Anganwadi centre was nil to one hour against
the recommended time of 120 minutes. Mean time
spent on home visit was only nil to 7 minutes against
the recommended time of 60 minutes. Time spent on
record keeping is a major strain, this is shown in many
other studies.22,23,24
Last Challenge
Recently, there have been instances where an AWW
has committed suicide due to overburdening or
underpaying etc. Personally, I sincerely feel that the
burden of curing (not caring) malnourished children
has been passed on to the ones who formed a backbone
of Child Care. Any new intervention for malnutrition
reduction should take this into consideration as AWWs
– the women, are often the key intervenors and
therefore the ‘targets’.
What needs to be done?
It’s simple!
●

Put the last first – make the scheme human (child
and AWW) centric scheme

According to NITI Ayog, regular training should be
provided to AWC workers and their supervisors
including on-job training to handle registers regarding
and other records independently. For SN these include
child registers, growth chart, stock registers of grains
and take home rations (THR), distribution registers
on supplementary nutrition (SN) and THR.

●

Increase the number of AWCs and human
resources required

●

Improve training, quality of performance and
grievances of the human resources

●

Ensure participation of children – and their parents/
family in all activities: SN, ECCE etc.

However, it should be noted that the one-month- long
job training and one week refresher training in ICDS
covers all six services of the ICDS including, SN and
ECCE. The training curriculum has about four days
in the job training and one day in the refresher training
for ECCE. This duration of training in ECCE is itself
highly inadequate to enable Anganwadi workers to
execute a quality preschool programme.

●

Design a child centric schedule and curriculum for
ECCE

●

Have more space available for children to play,
learn and experience

●

Involve community to understand that it is the
experience, plays, observations which make
children ready for the 3Rs which the parents want

●

Make adequate financial packages available for
all of the above

Work Satisfaction and Status of Anganwadi Workers
Almost all evaluations have recognized that
Anganwadi Workers are overburdened and underpaid.
As of today, the Anganwadi Worker has to provide
SN to 81 beneficiaries and ECCE to 31 on an average,

Dhruv Mankad is Managing trustee, Anusandhan
Trust, Mumbai, Director, Vachan. Nasik
Email: dhrvmankad@gmail.com
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Population Policy and Population
Stabilization: Where are we today?
Smitha Sasidharan Nair

The current framework for population stabilization
programmes in India is embedded in the National
Population Policy 2000 (NPP). The policy portrays
an understating that family planning should be an
informed choice; a marked departure from the history
of coercive population control programmes of the
country. The document at a conceptual level elaborates
the importance of inter-sectoral convergence and
decentralization for population stabilization but at an
implementation level these ideas have been narrowed
down to the achievement of certain socio-demographic
goals. The goals set by NPP included free and
compulsory school education up to age 14, reducing
Infant Mortality Rate and Maternal Mortality Rate,
delayed age of marriage, institutional deliveries,
increasing the basket of choices of contraception and
registration of births and deaths. After the formulation
of NPP, the tenth five year plan (2002-2007) witnessed
increased funding for population stabilization and a
renewed interest in increasing the ‘basket of choice’
for contraceptives. The reproductive and child health
programme got a boost after the NPP, where the focus
was to provide ‘continuum of care’ for every stage of
a woman’s reproductive life so as to ensure population
stabilization. The notion of women as ‘only’
reproductive beings was cemented in the eleventh five
year plan (2007-2012) with the introduction of
National Rural Health Mission (NRHM). Since the
1990s’, privatization of health care has received great
impetus and state’s role has reduced to that of a
mediator. In this context health was narrowed down
to individual responsibility, limiting the small family
unit was considered as a responsible decision, one in
which the male members were to take equal
responsibility.
Where are we today?
The decade of 2001-2011 has witnessed the steepest
decline in population growth rate from 21.54% to
17.64% and has added lesser number of people
compared to the other decades. The state
acknowledges that the 2011 census report is an
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important milestone and that the population of the
country is in an inflexion but views population
stabilization as an important factor in the development
process.
The National Health Policy (NHP), 2017
acknowledges the importance of improved access,
education and empowerment to achieve population
stabilization.But in reality the efforts for population
stabilization focus on individual responsibility and are
visible in the targeted steps taken by the state. These
include schemes like Mission Parivar Vikas formulated
to increase access to contraceptives and Family
Planning services in 146 high fertility districts.
Expanding the basket of choice to include Injectable
contraceptives and enhanced sterilization
compensation in 11 high focus states. Incentive based
schemes of Jansankhya Sthirata Kosh (JSK) is
implemented in eight empowered action group states
and targeted towards increasing private sector
intervention in family planning and rewarding the
delay in age of marriage. It is evident from the steps
that there is an increased focus on meeting the unmet
need for contraception and increasing the role of
private sector in family planning.
Over the years the efforts to achieve sociodemographic goals have yielded results with a decline
in maternal mortality rates (130/1,00,000 live births
in 2018) and infant mortality rates (34/1000 live birth
in 2013). But a worrying trend is visible in the Global
Nutrition Report, 2017 which shows that about 38 per
cent of the children under five are affected by stunting
and about 21 percent of children under 5 have been
defined as ‘wasted’ or ‘severely wasted’. Fifty one
percent of the women of reproductive age suffer from
anemia. The high levels of malnutrition in the country
point to the fact that there is a neglect of the overall
health and well being of the population.
The situation is complicated by poor budgetary
allocation for public health care. Although on paper
the NHP emphasized the role of the government in
health and importance of increased budgetary
allocation, in actuality only 0.29% of the budget was
earmarked for health. The current public health care
is driven by insurance based schemes and is focused
on secondary and tertiary infrastructure development.
There is a neglect of primary health care and nutrition
programmes such as the Integrated Child Development
Services (ICDS). There has also been a decline in
allocation for the Mahatma Gandhi National Rural
Employment Guarantee Act (MNREGA) scheme,
primary education and even the much hyped Swachh
Bharat Abhiyan. It is argued that the budget decline
of allied social sectors will have an adverse impact on
the health and nutritional inputs of the population.
Another concern that is accepted as challenge to
population stabilization is the disturbing trend of
decreasing child sex ratio (919 females per thousand
males in 2011) which signifies the gender biasness
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that exists in the country along with the poor standard
of living for children. The two child norm that has
been linked to many of the welfare schemes of the
Indian government harms the most deprived and
contributes to the decreasing child sex ratio of the
country. The rise of Hindu fundamentalism in the
country has led to baseless theories like ‘love jihad’
and ‘population jihad’ being propagated through the
manipulation of census data. They have called for the
coercive limiting the size of the Muslim community
and other minorities and the two child norm will also
become a weapon to that effect. It can be concluded
that in letter the state acknowledges and commits to
larger structural changes, social determinants of health
and inter-sectoral convergence as important factors to
achieve population stabilization. However in spirit it
remains market driven within the intersections of
religion, power and patriarchy.
Smitha Nair is assistant professor at the Centre for
Health and Mental Health, School of Social Work, Tata
Institute of Social Sciences, Mumbai.
Email: smitha.s83@gmail.com
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Then and Now: From the boondocks
Sunil Kaul

Then
Chhota saghar hoga, baadalon ki chhaaon me, asha
deewani man me, baansuri bajaae Hum hi hum
chamkenge, taaron ke uss gaaon me, aankhon ki
roshni, har dam ye samjhaaye!
(“A small house we shall have, under the shade of the
clouds” - a flute in my heart, crazy hope plays.
“Only we shall shine in that hamlet of stars”- is what
the sparkle in the eyes tells me, always!)
This old Kishoreda song may summarise what many
like me had entered the rural development sector, some
decades ago. The nation was poor, the people illiterate, and we thought we could help put our shoulder to
the yoke that the Government was trying to bear. Then
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called sanstha or a (voluntary) organisation, we used
to feel satisfied, nay happy, to do our bit through it.
Some of us came down to settle in the hinterland with
a patriotic zeal, others came with socialist or Gandhian
idealism to try and make an egalitarian society bereft
of caste or class or gender disparity. Yet others came
for a few years in their prime, before they could settle
down to think of a better future for their family, especially the children. No roads, no electricity, no toilets
or bathrooms either – funnily these added glitter to
our haloes. Many of us dropped out of the rat race
much before Manmohan Singh unleashed the Indian
economy. We were fortunate that the difference between the standard of schools or hospitals that we had
got used to in the cities we came from, and the standard that our children had to now face in the boondocks was not much. The jhola, the khadi kurta – often faded and with holes, defined us. Unlike the notfor-profit sector of our neighbours like Bangladesh
and Pakistan, possibly Mother Teresa and Gandhi had
set the bar high for us in India for a life of austerity,
self-abnegation and sacrifice. It helped us actually as
it allowed some respect and dignity to pass off from
them onto us who were trying to do charitable social
service in the voluntary sector.
But sooner than later the organisations were found to
get transformed where professional social workers
worked in NGOs (Non-Governmental Organisations)
and tried to bring sustainable development.
Though there always was a wide variation in terms of
the issues that the founders and their followers in the
organisations would passionately follow in various
regions of India, the general aim of organisations then
was to do small meaningful work, which could be
shown to the Government or rarely to the corporate
sector as a model.
Gradually the Government got richer and under pressure from international donors, decided to fund the
NGOs. With its classical anti-Midas touch, it not only
brought corruption into the sector, but also sucked in
the wrong kind of money-minded people and brought
the sector to disrepute. Traditional philanthropy that
would either fund religious bodies or spend on issues
like blindness or TB, etc. was soon to see the rise of
Indian entrepreneurs who were not loathe to spending money on organisations that could translate their
impact to larger areas. Funders started pressurising
NGO leaders to up-scale, to work on issues that could
impact more people in shorter time and to do work in
more than a few districts or a few states, as the need to
depict their work graphically or on the website, dictated work to be carried out at a much larger scale.
NOW!
Let me admit that by now, I have lost it. I no longer
have the time to feel the zing, the smile, or the sparkle
of many an eye. The smile of a child that I helped, or
the moist eyes of an old lady for whose surgery I ar-
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ranged for some money, can’t perk me up today. My
life now has no place for such things. Between the
auditor, the banker, the funder and the Government, I
have lost my sleep and my bearings, both. All of them
seem to be doing things to help me to help the poor,
but I seem to have lost it all.
The PF authorities want me to file PF from day one
for every new employee, but I can’t register them because they don’t have an Aadhar and can face a big
penalty. There is only one Bank in the town close to
my village which registers Aadhar only for its own
customers and even if I shifted all my accounts there,
it only receives 10 odd applications a day as it already
has a pile of 4000 applications pending. For the older
ones, I can only file and pay the PF online, but my
Bank doesn’t allow any online transactions from my
FCRA account meant for donations given by foreign
citizens or organisations. As I am the only one who
has activated an Internet Banking I help out by paying the PF from my Bank and get reimbursed by my
NGO, but this is a risky affair as the Income Tax authorities keep a watchful eye on any money that the
Trustees have received!
Also, the Bank is scared of the Home Ministry that
regulates foreign contributions, and has made its software so tight that its left hand doesn’t know what the
right hand is doing. So it usually takes 4 to 6 weeks
for me to receive foreign donations sent for legitimate
social work. The Bank also asks me for a certificate
stating the purpose of every payment that I make. Rules
are rules, I am told. I complain to the Home Ministry,
but to no avail.
I get fed up ask the Home Ministry to change my Bank
account that has been registered for receiving foreign
funds. I have to do this online. And I just can’t upload
the documents for weeks, until I realise it is the slow
internet speed that is corrupting and blocking the several documents to be uploaded for the change. Finally
I manage this in July 2017. It is June 2018, but the
Home Ministry site continues to show “Under Process.” Meanwhile the new Bank Account I opened has
become dormant. Any new application can also not
be filed unless the previous one is cleared. So we now
face legal action because we were to inform about the
changes in the Board of our Trustees within 15 days
of the change – in the same online application form. I
tried meeting the Home Ministry people directly, but
to avoid corruption, they do not encourage such practice and turn down my request.
Meanwhile a funder notices that the District mentioned
on our letterhead is not the same as given in the FCRA
registration renewed a few years ago. We explain with
great difficulty to this donor that district on our letterhead was freshly carved out in 2005 and though it
exists in many Government sites, the Home Ministry
online process doesn’t show the new districts in Assam
and hence we can’t click on it for permission for a
change in address. And yet, the show goes on!

40

mfc bulletin/July 2018

The other big change is about donors. Foreign donors
have been warned off from J & K, Chhattisgarh and
the northeast. So the purse has shrunk. Some others
have started inviting Global bids that require sophistication of a kind that can be found usually only in the
big metros, so the smaller grassroots NGOs like us
have lost the charm that earlier enticed funders to us.
The Corporate Social Responsibility funds have become available, but a majority of the corporates would
like to use them in close vicinity of their factories, or
oblige the areas pointed out by their concerned Minister. Our areas have only the rare industry and hence
are unlikely to attract such money.
Last but not the least is the clampdown on NGOs who
even remotely question the policies of the Government. In a move akin to the US McCarthyism of yore,
NGOs are being targeted. Public protests have become
rarer by the day and the Civil Society tries only with
great difficulty to remain relevant on behalf of the poor
and the marginalised.
Majoritarianism has been fraudulently legitimised in
the name of democracy. NGOs partial to the Dalits,
the poor or the minorities are now seen to be hurting
India’s image and are easily bandied as Western, or
Communist or even Pakistani.
In other words, the work has lost the zing that one felt
just 10 or 15 years ago. With so much time gone in
fretting about the documentation, in filing reports and
returns, and in hitting a blank wall while doing many,
many things, there is very little pleasure left in the
work that we do. Maybe that is what THEY want. To
bore us enough to get out and leave the field open for
them to exploit. To push us enough to bang our head
against the wall till it bleeds.
There is no energy left and it seems the best way is to
surrender to the might of the State and sing Que sera
sera…….
Sunil kaul is a medical doctor who heads a voluntary
organisation based in rural Assam.
Email: sunil.theant@gmail.com

Health Budgets 2017-18
Ravi Duggal

Public health budgets in most states continue to remain extremely low. Budget estimates for 2017-18
show that the Centre and state governments together
have allocated about Rs 2,00,000 crore or Rs 1,538
per capita, which is a mere 1.18 % of the GDP and
which is less than half of the promise of 2.5% of the
GDP made in the National Health Policy. The shortfall is Rs 2,37,000 crores. Graph 1 shows the pattern
of per capita public health spending across states.
There are 14 states that are spending below the
national average, but they account for 84% of the
population and include big states like Uttar Pradesh,

Maharashtra, Bihar, Madhya Pradesh, Rajasthan, and
West Bengal, amongst others. There are 17 states that
spend more than the national average, but amongst
them only seven spend more than Rs 2,592 per capita,
which is equivalent to 2.5% of the GDP. These top
spenders are Arunachal Pradesh, Sikkim, Goa,
Mizoram, Puducherry, Jammu and Kashmir, and
Haryana. Most of these states have robust health indicators and have strong primary healthcare services
being delivered through the public health system. What
is also worth noting for these states is that, except
Haryana, the other states do not have a significant private health sector, and hence the public health system
is forced to invest substantially in healthcare. In contrast, almost all the 14 states that spend less than the
national average have a well-developed private health
sector, and this is perhaps the biggest reason for
underspending by these states. Other states that spend
less than Rs 2,500 per capita, but more than the national average are Kerala, Delhi, Himachal Pradesh
and Meghalaya, and they also do reasonably well in
terms of health outcome indicators.
Table 1 shows public health expenditure trends across
the last 4 years, and it is evident that we are not seeing
any significant shifts in public health spending. The
pattern of spending across states remains more or less
the same as discussed in the preceding paragraph,
though some states like Bihar, Assam, Haryana, and
Jharkhand have shown a spurt, albeit at a lower level.
The same states continue to spend above the national
average, as well as the seven states mentioned above
that continue to spend more than Rs 2,500 per capita.
The National Sample Survey Organization’s (NSSO)
71st Round (Table 2) further provides evidence that
out-of-pocket expenditure for both inpatient and outpatient care continue to increase, adding to the misery
of households of not only the poor but also the middle
class, and contributing to increasing pauperisation
because the state is unable to commit a mere 2.5% of
the GDP towards universal access to healthcare for
all. The 2017 NHP roll-out is going to damage further
the budgetary commitments for health if we go by the
recent NITI Aayog recommendation that district hospitals be converted into teaching hospitals through
privatization for strengthening non-communicable disease care and expansion of RSBY into the National
Health Protection Mission using insurance as a mode
of financing which will facilitate access of the bottom
half of the population to private hospitals for hospitalization care. So, in the coming years, we may be
witnessing further expansion of the private sector and
the next round of the NSSO would be recording a
much higher out-of-pocket burden on households.
Further in states that already have a strong private
health sector, especially amongst the 14 states spending below the national average, there is an increasing
reliance on health insurance schemes for secondary
and tertiary care through state-sponsored schemes like
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the RSBY, Arogyashri, Jeevandayi, Yashaswani, etc.
In 2015-16, government health insurance schemes
almost doubled the coverage to 27 crore persons from
14 crores in 2012-13. This has resulted in Rs 2,500
crores from the public exchequer each year being
utilised mainly to subsidise the private sector (see
Table 3). Further, private health insurance has also
been growing rapidly by 30%-40% annually in the
last decade. The total premiums being collected are
over Rs 24,000 crore (over Rs 27,000 crore if we include travel health insurance), and these mostly translate into spending in the private health sector.
In Table 3, we see that the burden of insurance premiums is mostly on individuals and in private group insurance policies. The government insurance schemes
have started showing a declining trend because of the
huge frauds unearthed and dissatisfaction amongst
beneficiaries. Several state governments, like
Karnataka, Tamil Nadu and Andhra Pradesh, eliminated the insurance company in their schemes and have
set up a Trust Fund instead. Despite this adverse experience with insurance, a number of states are in the
process of setting up insurance-based schemes because
of the push by the NITI Aayog. Given the experience
with insurance-based schemes across states, especially
because these tend to be targeted at the poor who do
not have the capacity to negotiate with the providers,
it is clear that insurance cannot be an option for
healthcare financing, and the government should revert to strengthening tax-based financing of healthcare
through substantial budgetary increases for strengthening public provisioning of services to move quickly
towards the 2.5% GDP target to begin with.
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What is even more interesting is that NSSO data reveals that these very states which have resorted to the
insurance model are also states where out-of-pocket
expenditure has increased (Table 2). So, the insurance
route is clearly undesirable because not only does it
divert resources to the private health sector and deprives public health services adequate budgets, but it
also fuels the private markets in health and increases
the out-of-pocket burden on households.
So, the differential patterns of health spending we see
across states convey an honest message that to provide for a reasonably robust healthcare service states
need to invest immediately at least Rs 2,500 per capita
(and in the next few years reach Rs 3,400- 3800 per
capita, which would equal 2.5% of GDP at current
prices). This will ensure that the required infrastructure is in place and is well-maintained, that all needed
human resources are in place, and all other inputs like
medicines, diagnostics and equipment are adequately
provided for. Further, the unregulated growth of the
private health sector and the increased reliance on
health insurance to finance hospitalisations become
barriers to an effective functioning of the public health
sector. We do have good models of robust public health
systems in states like Mizoram, Sikkim, Puducherry
and Goa, and have seen transformations in Tamil Nadu
and Kerala. So there are no reasons why other states
should not learn from them and emulate them.
Ravi Duggal is an independent researcher and activist in public health.
Email: rduggal57@gmail.com

Source: Respective State Budget Documents and the Union Budget 2017-18. States with asterisk refer to 2016 - 17
budget estimates.

42

mfc bulletin/July 2018

Table 1: Trends in Per Capita Expenditure on Health (in Rs.) across states 2014-2018
States
Andhra Pradesh
Arunachal Pradesh
Assam
Bihar
Chhattisgarh
Delhi
Goa
Gujarat
Haryana
Himachal Pradesh
Jammu & Kashmir
Jharkhand
Karnataka
Kerala
Madhya Pradesh
Maharashtra
Manipur
Meghalya
Mizoram
Nagaland
Odisha
Punjab
Rajasthan
Sikkim
Tamil Nadu
Telangana
Tripura
Uttar Pradesh
Uttarakhand
West Bengal
India average (Rs.)
India (Rs. Crores)
India (%GDP)
Source:

2014-15
Actuals
4496
605
356
920
1551
846
839
1634
1181
478
931
1090
624
682
2250
2106
3329
—
766
869
911
4131
1117
1012.2
1783
526
1403
681
980
121600
0.99

2015-16
Actuals
578
4893
891
558
1050
1596
1427
950
1851
1756
1565
650
894
1347
683
820
2069
2205
3601
2081
878
940
1078
4096
1229
1539.1
1684
564
1335
834
1252
157743
1.15

2016-17
Revised Budget
652
6706
1280
952
1591
1907
2310
1079
2337
2227
1763
881
1040
1640
779
1040
2019
2595
5396
2716
1154
1123
1175
4865
1276
1769.5
2648
726
1346
875
1411
180657
1.19

2017-18
Budget Estimates
789
—
1485
898
1671
2299
2536
1160
2667
2334
2797
912
1069
1905
978
975
—
2567
4304
2565
1329
1215
1319
5575
1457
—
2000
892
1787
806
1538
200000
1.18

State Budget Books - for data on State Health Expenditure; India includes Union Govt. and UTs; Population
data from Population Projection for India and States 2001-2026, Registrar General

Table 2: Average total OOPS medical expenditure for inpatients in last 365 days and outpatients per
ailing person in last 15 days (in Rs)
States

Avg Exp Inpatient

Andhra Pradesh
Arunachal Pradesh
Assam
Bihar
Chhattisgarh
Delhi
Goa
Gujarat
Haryana
Himachal Pradesh

18551
6247
14810
12865
14475
34658
26270
16952
24214
19431

Avg Exp Outpatient
437
868
610
716
893
778
656
343
726
569
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States

Avg Exp Inpatient

Jammu & Kashmir
Jharkhand
Karnataka
Kerala
Madhya Pradesh
Maharashtra
Manipur
Meghalaya
Mizoram
Nagaland
Odisha
Punjab
Rajasthan
Sikkim
Tamil Nadu
Telangana
Tripura
Uttar Pradesh
Uttarakhand
West Bengal
A & N Islands
Chandigarh
Dadra & N. Haveli
Daman & Diu
Lakshadweep
Puducherry
All States & UTs

9536
11270
17148
16775
16713
24085
7226
6974
11031
8394
12095
28539
13976
8543
18006
20021
6942
22540
13985
15910
5437
34604
5821
7309
8744
11821
18268

Avg Exp Outpatient
854
566
527
379
673
599
1196
182
795
405
589
621
601
263
384
827
1114
771
660
475
409
586
269
375
154
526
556

Source: NSSO 71st Round, 2016

Table 3: Health Insurance Premiums and Coverage
Category
Premium (in Rs crore)
Govt Schemes
Pvt Group
Pvt Individual
All
Public Sector
Private Sector
Pvt Standalone
All
Coverage (in Lakh persons)
Govt Schemes
Pvt Group
Pvt Individual
All
Premium per Insured (in Rs)
Govt Schemes
Pvt Group
Pvt Individual
All

2011-12

2012-13

2013-14

2014-15

2015-16

2225
5948
4896
13069
8015
3445
1609
13069

2348
7186
5919
15453
9580
4205
1668
15453

2082
8058
7355
17495
10841
4482
2172
17495

2474
8899
8772
20145
12882
4386
2828
20096

2425
11621
10353
24399
15591
4911
3946
24448

1612
300
206
2118

1494
343
236
2073

1553
337
272
2162

2143
483
254
2880

2733
570
287
3590

138
1983
2377
617

157
2095
2508
745

134
2391
2704
809

115
1842
3454
699

89
2039
3607
680

Source: IRDAI Annual Report 2015-16
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