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 SOCIETAL DIMENSIONS OF HEAITH

C.T.Kurien

The World Health Organisation's Sixth Report on the World
‘Health Situation cevering the period 1973-77 and published in 1980

states that the most Significant devélopment during the period has
Peen "the explicit reCognitioﬁ of the view that health devélopmenf

is a reflection of conscious political, social and economic policy
and plarning, and not merely ‘an outcome (or by-product) of technology™.
The Report goes on to say: "This recognition, in furn, has been
reflected in the very lively discussions that have taken place, both
among and within countries, about the vital links between health and
development and the political, economic and social factors involved."
At the international level the Alma-Ata Conference in 1978 declared :
"The Conference strongly reaffirms that health ... is a fundamental
human right and that the attainment of the highest possible level

of health is a most important world-wide social goal whose realisation
requires the action of maﬁy bther social and economic sectors in
addition to the health sectof“, and indicated "the at{ainment by all
peoples of the world by the yeaf 2000 of a level of health that will
permit them to lead a socially and economically productive life" as a
target for governments; internatiohal organisations and the whole

world community.

This call given at Alma-Ato has been picked up by several
agencies in different~parts of the world and several blue-prints have
appeared suggestingAsfrategies to reach the target. In ocur country.
a study gfoup‘set up jointly by the Indian Council ofiSocial Science
Research and the Indian Council of Medical Research has brought out a
report with the title : Health for All-An Alternative Stretesy(1980).

*Keynote Address, Workshop on "Manpower Planning for Health and
Development", 12th Anmual Conference of; Indian Association of
Preventive and Social Medicine, January 1982.



- This Report states that a comprehensive statement on the health

‘ policy of a society shc_)uld covers

-(1) a _p&i&pﬁog‘lical dimension which deals with issues
like the concept of health, value systems affecting
health, and attitudes to illness, pain, ageing or
death which, in the final analysis, determine the
nature and quality of the health services;

-(2) & cultursl dimension which deals with life-styles of
people which have far-reaching consequences on the

practice of healths

-(3) a social dimension which deals with the social, economic
and political orgenisation of the society as a whole
because this totality has 2 tremendous impact on the

health of the people ...;

-(4) an environmental dimension which deals with problems
like public sanitation, pollution, water supply,
housing, or settlement patterns, with a view to creating

a physical environment that is promotive of health;

-(5) & nutritional dimension whick deals with the fundamental
issue of making adequate quantities of food of the

appropriate quality available to allj

-(6) an educational or promotive dimension which defines the
- roles and responsibilities of individuals and families
in meinteining a healthy society and the oreation of

adequate institutional structures to enable them to play

these roles and to discharge these responsibilities;

-(7) a preventive dim'ens_ion which deals with problems relating
to the prevention of avoidable suffering, disecase, or

untinely death; and

-(8) a curative dimension which deals with measures for the
provision of adequateand appropriate treatment when,

despite all efforts, disease or ill-heelth does monifest itself.



This may appear to be too overwhelming a frame to discuss
matters relating to health. It will be readily admitted, however,
that the medical profession's approach to health is‘ uéﬁally confined to
the last two dimensiqns in the list but a broadér"fi'ame is required
for any meaningful ond effective approach to health, In this paper
I shall attempt to place the problem of health in a wider perspective
taking into account some of the societal faCto:c'F;‘."that have a bearing
on health,

1T

We may, fifst, examine the relationship between health and
economic conditions. It would ha\}e been useful to have this relationship
brought out with reference to our own country. Howéver, iﬁgrmation
necessary for this purpose is not readily available. Hence‘we may rely
primarily on information available from international comparisons. Life
expectancy at birth; fof instance, is seen to be cldsely related to
levels of income. At the world level estimated 1ifé expectancy at
birth in 1975 was 56-57 years., In the more developed regions it was
70 years (North America 73 years, Burope T0 years, USSR T0 years and Japan
T4 yeax_'s) but in the less developed regions it was much 1ov\.rer,'. around
50 yeaérs in South Asi‘a'9 50-55 years in Noxrthern Africa and a little'over
60 years in Tatin Amérida, Infant mortality rates show even larger
variations. In many African countries and Afglg,nistan IMR is 200 or
‘more per 1000 live births, In most Asian and many Iatin American
Countries it is over 100 (India 125 in 1978) whereas in countries with
higher levels of per capita income it is less than 40, in some cases even
less then 10.  According to information compiled by the United Nations,
developed and developing countries differ also in the couses of death.
Infections, perasitic and respiratory diseases account for as high as
43.7 per cent of deaths m developing countries whereas their share is
only 10.8 per cent in the developed countries., On.the contrary, diseases
of the circulatory system cause. _oﬁly 14.8 pér cent of deaths in de\ieloping
countriés, the‘ figure for devel;i)péd countrieé being %32.2. Cancer causes
15.2 per cent of deaths in developed countries, 2nd 3.7 per cent in

developing ones. .
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- Statistics available show that even within countries health
patterns differ according to income levels and socialclasses. Socio-
economic differentials in mortality have been studied in detail only
in a relatively small number of countries, ~But the WHO's Sixth Report
on the World Health Situation.states that in very broad terms the
relatively underprivileged in any society suffer from health risks
and levels of mortality that are substantially greater than average.
Data relating to three Western countries and a combination of twelve
Latin American countries show that the mortality experienced by the
lowest five socio~-economic groupings has been between 20 per cent and
300 per cent higher than that experienced by the highest ranking
grouping. Not surprisingly the greatest relative differentials in
socio-economic mortality operate during infancy. According to data
pertaining to Britainljgn 1970-72, the mortality rate during the first
‘week of life for babies in the lowest social class was just under
twice the rate for those in the highest social class, but by the end
of the first year it was four times as great, which goes to show how
tremendously important social and economic conditions are in determining
who will survive beyond the first year of life. British figures show
that even morbidity statistics show very pronounced cless bias. Thus,
in 1976 chronic sickness rate was 160 per thousand among employers, 185
among professionals, but 270 among skilled manual labourers and 369

among unskilled workers,

Per capita income, of course, is just & short hand representation

of a variety of factors affecting real levels and conditions of life,

It is possible to go into some details of these conditions as they affect
health, According to FAO statistics quoted by WHO, malnutrition is the
"biggest single contributor to child mortality in developing countries".

In some Iatin American countries, for instance, malnutrition has been

found to be the primary or associated cause in. abou} 60 per cerit of all
deaths in the age group 1 to 4 years, 7%%0 study also stated that

"of the 800 million children growing up &t present in developing countries
more than two thirds will encounter sickness or disabling diseases either

brought on or aggravated by protein-calorie malnutrition".



While there is, on the whole, a close connection hetween
levels of living as indicated by per capita income and indicators of
health, there are instances where conditions of health cen be seen
to be far above what could be associated with a g:wen pex capita
income, In inteérnational comparlsons Sri Ianka 1s the frequen‘bly
quoted 1nstance of this dlvergence. Sri lanka's per caplta 1ncom°
in the mid seventies wes similar to that of India's, apprommately
150 US dollars., But life expectancy in Sri Ianka at that time was

. 6v6‘ years and infant mortality Jé'a:te 49 pei' thousand, both of which
would place the covntry among the more developed ones., Within Indin
errala is a case of this kind, In terms of ver capita income Kerala
comes below the low all India average, but in terms of health 7
indicators it is' way above all other States in the Union (See Table I).
Thus, while the all Indis death rate in 1978 was 14.1 and that of
Punjab, the State with the highest per capita income was 11, 6, Kerala. ]
was as low as 7 0, low enough to place it among the most advanced '
countries in the world. TIn terms of infant mortality rates also Kerala's
Couttion 4b seen Yo be‘distinc'tivcly different, In 1970 the rural MR
in Kerala was 55.9 compor@d with the all India figure of lj6 4, of
Punjab's 103.7 and Uttar Pradesh's 165.4, the highest among the States
in'the country. Kernla's urban IMR was 39, 7, Punjab's 86,5 with
Gujarat showing Jm.e highest :mong ‘me States of 131.0 while the '111
India figure was 89.9. In uhe c se of qu Ienka and Kerala tnese
departur’es are uwaﬂly expleme_d’ in terms of their hlgh 11\:ergcy retes.,

p’t‘ctlculerb among t_ae femal eé ‘uhlch goes to show that apart from

per Ca‘pl'tn incone and general cono.1t10n° OJ. 1v1ng9 educational

standards have a mejor beurmg on health Hence the gulf in health
St’wndurds between tne richer znd poorer countries of thc world. and between
upper and lower sectlons within countries must be seen as resultlng from
the comblned lm‘pc«Ot of levels of income and educat:.onal standards. Thus
Scheduled Castes in Indis and est'htn workers in Sri Ianka show sharply
inferior health status compqred \uth the average 1evels for their

populations as a whole,
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‘We may now-turn to a more detailed discussion of the
socio-economic factors that influcnce health conditions in Indie,
Some of these aspects are dealt with in the Report of the IC3SR-ICMR
study. group : Health for All. Only about 64,000 or 10 per cent of
the villages have adequate water supply of acceptable quality. Another
2,14,000 villages have adeguate supply but with pollution risk; 1,85,000
have adequate but unprotected sources. According to the Survey of Infant
and Child Mortality, 1979 by the Registrar General of India, in rural
areas with reasonable water supply the IMR was 108 compared with 134
in places without water supply. In the urban areas the respective IMRs
were seen to be 66 and 94. Health for All states that "there ‘is a close
relationship between housing and health'" and that "there is an overall
housing shortage in the country®™, but does not give any specific details.

There are old classics like John Robertson's Housing and Public Health

(1919) wiich established, on the basis of enguiries conducted in:the
United Kingdom that death rates, and infant mortality rates in particular,
were considerably higher in bad housing areas compared with fajir-class
housing areas. A recent study relating to Iucknow showed that infant
mortality was as high as 222 among persons living without any house and
was less than half of that among those having at least one room, '
Another major factor that has a bearing on public health is sanitation
and sewercge. Health for All states.: "The problem of rural sanitation
has been most neglected. Very little has been done throughout the
modern period and most village people live, even today, in primitive
sanitary conditions", According to & survey conducted by the Nationall
Sample Survey organisation in 1973-T74, 80 to 95 per cent of rural
households in our States did not have access to a latrine, In the

urban areas one third of the households had no latrines whatsoever and
it was estimated that seven million houscholds out of a total of

40 million use the open ground for defecation, -Another one-third had
basket service and about 25~40 per cent of the night soil remained
uncollected. It is well known that many widespread diseases in countries
like ours, are transmitted by human faeces., The faecally-related or

faccally transmitted diseases sharc a common origin: the contamination



of food, water or soil with Inmen waste., VWhere water is not safe for
drinking, or ie insufficient for perscnal hysiene end sewage disposal,
diarrhoeal discases tend to spread more easily. Typhoid, dysentexry
and cholere ere spread in this wey, as also other intestinal infections
which are responsible for many dcaths, particularly among infonts and
children. In a case study in Punjab a death rate of 3,446 per 100,000

infents from ascute diarrhoenl diseases was reported.

A1l these go to show that malmitrition, poor living cohditions §
inadequate and unsenitary water supply and extremely poor sewerage
focilities, which are nll specific manifestations of mass poverty, are
close correlates of low levels of health. Thus a major societal factor
in our health situation is mess poverty with close to 50 per cent of the
population below the 'poverty line' even after three decades of planned
economic development, Health for All is riéht when it says: "Poverty
itself is an cxtremely tenacious disease, It must be directly attaclgid

to improifé.the health status of the people”,.

Ageinst this genersl account we may now turn to some cconomic
aspects of health ond heslth care in the country. In a review of
plenning for social services upto 1978 the ‘then Deputy Chairmah of the
Planning Commission pointed out that expenditure on social services
including éducation, health and housing was very low in our country,
and -public expenditure on these items as a percentage of total public
expcmdit\i‘fe was declining over time, He referred to the findings of
the 28th Round of the National Sample Survey(1973~74) according to which
the per capita monthly private expenditure on medicine was Rs.1.40 in
urban areas and Ps,1.02 in rural ocreas and on doctors, nurses and midvives
was Re,0,17 in urban areas and Re,0,11 in rural areas. There is -
considerable regional variation on these items and the State-wisc details
are given "in Table II. While tho absolute figures nre terribly low they
cmounted to a total of B 843 crores for one yeéar. There was also &
public 'GXpendi’éure ‘of Bs,280 croves that year, This means that 75 per cent
of totdl expenditure on health was private with only 25 per cent coming

from public-sources.. This wos in sharp contrast with the expenditure



pattern on education of that ycar where out of & totel of Rs,1699 crores

as high as [5,1340 crores or close to 79 per cent came from public sources.

The outlays on the health sector in the Five Year Pl&ns(from
the First to the Fifth Plan) are shown in Table ITII, It is scen tlhat
outlay on the health sector as a share of total plen outlay declined from
4,98 per cent during the First Plan to 2,13 per cent during the Fifth
Pian. However, in view of the absolute increase in plan ocutlay over time,
per cépita expenditure on health by the Government (Central and State)
continued to increase during this périod. It was Rs, 1,50 in 1956, Rs.2.35
in 1961, Fs.3.79 in 1966-67, Rs.7.72 in 1973-74, Rs.9.44 in 1974-T5 and
Fs,10,63 in 1975-76. The Sixth Plan has provided for Rs, 1821 crores for
health including medicine which is 1,87 per cent of the total outlay of
F5,97,500 crores, If the cmount of Rs 408 crores provided for rural health
under the minimum needs programme is also included, the total goes up %o

Fs.2229 crores, or o little over 2 per cent of the total outlay,

v It will be useful to see: also how the total public expenditure
on health is actually utilised. The figures for 1979-80 are given in
Table IV. Out of a total outlay of Bs,268.18 crores, a little more then
helf (Rs.156.l98r%£gsspent on various eradication and control ﬁrog:mmmes
jointly by the Central and State governments on a 50 : 50 basis, Another
major amount (Rs,97.21 crores) consisted of plan outlays of States. The
States, naturally differ in the quantum and pattern of their expenditure

. on medicine and health, The total amount that they spend each year is
not confined to plom outlays which represent the expenditure on additional
facilities started in thot year and the maintenonce expenditure on
@cilities created in the current plan period. 4 clearer picture of the
mmer in which a State government spends resources on health and medicines
can be seen from the budget figures which indicmte total expenditure, plon
ond non~plen, Table V gives a functional classification of medical and
health expenditures in Temil Nadu from the 1981-82 budget, It is seen
that over 40 per cent of the total is spent on hospitals, 1% per cent on

primary health facilities, ond close to 8 per cent on medicel education,



An understanding of the expenditure pattern on health is
certainly important, but it is equally important to note that health
conditions do not depend exclusively on the amount of money spent
for the purpose., This has been brought out by a detailed onalysis
of the case of Kerala which, among our States, has the best record
in terms of health indicators, The mejor findings of that study ox
as follows: "Judged in terms of conventional indices of health such
as.genercl mortolity rate, infant mortality rate and life expectancy,
Kerala stonds out frcm\the rest of India, Whot really distinguishes
the performonce of Kernla comprred to thint of other States in Indin
is the improvement in the henlth status of the rural population in
genernl endof children and infonts in particular. Kerala's achievement
in the health field boqome:s all ‘the more sighii‘ioant and -of  great
relevence to low income countries whon viewed agoinst the facts that
the levcl of per capita income, per capita cxpenditure on health, =nd
medical infrastructure mensures in terms of bed-population ratio,
doctor-population ratio ctc, sre even lower here than in some othor
Indisn states;‘ The reasoh for the better health status in Ferala
oy as much in the stote hoving given equrjl‘ importcmée to preventive
and promotive measures like s:znits:'cior;, hygiene‘,v immunisation
programmes, infont end ente-natal care, horlth education, ete. as
curative medicine, Moreover, the sprecd of education, cspecially
among women- in the rurcl parts of Kerole was prébably a crucial
factor contributing to the high degree of awarencss of health problems
ond fuller utilisation of the available health care feecilities, The
conclusion to which this case s:tu_dy lends is that given proper policies
and priorities, lack of resourc"es need not be on impediment to the
improvement of health status oven in low'jincome countries."(P,G.K.Panikzr,'
"Resources not the Constroint on .Hédlfh‘lmprovement - [ Cose Study of

Kercla®, Ioonomic and Political Weekly, Nov.3, 1979).

v

Keraln's experience indicates clearly thet vorking out an

approprinote health policy and ensuring cost-cffectivencss id the actual
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implementation of thnt policy are tremendously important if any

improvement is to be made in the conditions of health of our people.
is o signatory to the Almo-ita Declerotion the country is committed to
the gool of 'Health for AlI by 2000 2.D.'. The ICSSR-ICIR Study group

Heport is right in pointing out thet for the cchievement of this goal

many radical ond far-reeching chonges will be required in other spheres
in society, especiclly in economic sct up end conditions end in education.
hether all these will be reslised in the next two decades is & moot
question. Certainly we must strive towards such cangcs. While so doing
o mecningful question con be raised, and hopefully o,nswered, as to vhat
hould be the direction that health services and henlth policy should
take to reach the gool. I ~m not qualified to examine oll aspects of thaet
question, I can only touch upon some aspects, perticularly those that are

more immedictely related to the broader socicl issues.

One of the first things thai strikes even a casual observer of
the Indian health scene is the heavy concentration of medicol facilities
in the big cities and urban centres to the gross neglect of the rural areas.
To give just one example, in 1977, the population-bed rotio was 761 in
Madras city, but 69C1L in the rural txrea,s/of the State. Veither Madras City
nor Tamil Nadu is oxceptional in this regard. Wnat is seen in this case
is typical of what obtains throughout the country, dccording to figures
availeble for 1974, only 25.4 per cent of hospitals and 11.2 per cent of
hospital beds were located in the maral arcons toking the country as a whole.
Hence, one can fxﬂ 1y endorsc the Sixth Plan's statement : "Emphasis would
be shlf‘oed from development of city based curative services and super-
qpecmlltles to tackling rural health problems, A rurel health care system
based on o combinztion of 'OI’GVenflVGg promotive and curative health care
services would be built up rtlng from the village aos the base.” But
acceptonce of this "in principle” is not enough. Detailed exominction
of how the principle is %o be operationalised is necessary, In so doing
ot least two main societal factors have to be confronted, The first
relotes to the "social use of doctors" as 2 writer puts it, in the

production of each one of whom a considersble social investment is involved,
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More doctoxs hove to be mede to serve in rurcl areas giving theixr
undivided attention to the task of public health scrvices cnd not
merely to private medicnl practice, The sccond is to recognise the
fact thet if the villege is to be the basc and the focus of the health
programne, it is necessary to pass on a great deal of the responsibility -
not merely for implementation, but for decision meking &5 well - to that
level, After realising the foilures of o heavily centralised system of
planning we have been, for o decade or so, paying considerchle lip-service
to the principle of decentralisation., But what we have been trying out
in effect is what T hove clsewhere deseribed as 'centralised decentralisation',
more heavily centrolised decision moking to expect - ond indeed to demand -
a predetermined and uniform pottern of implementation at oll lower levels.
Several exomples of notional policy of this kind con be cited, the
Beckward Areas Programme and the National Adult Education Progromme, for
instance, It is a sod commentory on ouwr civic life that ot o fime when
there is so much of talk about decentralisation, we hove also been
systemntically squoshing all decision-making cgencles below the level of
the State govermments, This is not the ‘place to go into this problém in
any detail, but it can be stoted cotegorically that a village bosed
public henlth programme will not materialise unless the village commmity
is enabled to aoccept it as its responsibility. ILegitimete questions can
be roised as to what kind of 'village community' can be presupposed in
view of the glaring social endcconomic disparities in the villeges, This
question must be seriously exomined ~nd it con be conceded that no genuine
sense of community will cmerge till the socictal barriers are removed,
However, it must be noted also thet health is on aspect for vhich considerable
common interest cen be gencroted in the villages even within the existing
situntion, provided the members of the village are mode aware of the healfh
cgards they are facing cnd of their own ability to tackle meny of them.,
Professional health and medicel progrommes must be situnted within such

o context of cwarcness,

If this is the casc the institutional framework for an effective

village health progfammé"must be cerefully worked out. The pattorn suggested
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in the Sixth Plen for this purpose is the followings The villege or
a population of 10C0 would form the bose unit where there will be o
trained health voluntecer chosen by the commmity, Primcry health

centres serving o populetion of 30,000 with sub-centres scerving a
Pop 20U,

1

population of 5,000 will be the basic institvtional set up. Focilitics

for treatment in basic speciclities would be provided ot commmity
health centres at the block level for a population of 1,00,000 with o

50 bedded hiospital attached cnd o system of referral of cases from the
community health centre to the district hospital/m@diml college
hospitals will be introduced., The pottern recommended by the ICSSR-ICMR
Study Group in Heelil for A1l is similar, "The new heclth care services
should be strongly bnsed in the community so thot the poople could be
intensively involved in plamning end implementing programmes for their
own heclth core, By 2 community we mean a population of aobout 100,000
wiich will have o Commmity Heclth Centre, with & sub-centre for every
5,000 population and o village or neighbourhood service centre for cvery
1,000 population, We ere of the view thot most of the health problems
of this commmity should bz teken care of by the commmity itself end
thot more then half the exponditure on health services should be incurred
within this commmity., It is from this firm cnd solid base that the
health services should rise to the top, providing supplementary, referral,
specinlised, and supcr-specialised services at the district, regional,
state cnd national ievels,,, The second major change wc propose is

that the clmost exclusive emphosis which is placed on large, urban
hospitals in the existing system should be eliminated by establishing

a small, commmity hospitel of about 30 beds in every community of
100,000 people."

Health for All would like to ploce this rurcl health programme

in o much broader fromework consisting of rapid economic growth, more
equitable distribution, employment ot reasonable woge for all adults,
rurcl electrification, universal elementery educaticn for childwen ond
adult cducation, improvement in the status of women, improvement of
housing and protection and improvement of enviromment with special

emphasis on water supply, draincge cnd disposel of night soil. 211 thesec,
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of course, are necessary conditions for henlth, oend one should hope

that these»willrbe realised in large measure before the turn of the
centﬁfy,’sA% %hévoperétional level what the’Sixth Plan hes provided

for at leéét pertial achicvement of these objectives is the Minimum
ﬁcedstrogramme which is described as "essentially an investment in

humon resource development”, In practice it is provision of free

or subsidisedvsérvices through public¢ egenciss to improve the

censumption levels of those living below the poverty line, Its

components ore elementary education, rural health, rural water supply,
rural roads, rural électrification, housing assistonce to rural londiess
labourers, eﬁvironmental improvement cnd nutrition. - The total public
scetor outlay pfovided for the programme is around Rs,5,000 crores

(rural electrification Rs,301 crores, rural roads Rs,1165 crores, elemgﬁg%gg
educetion Rs, 919 crores, rurcl health R5,408 crores, rural water supply Rs. 1407/
rural housing Rs,354 crores, environmental improvement Rs, 151 crores and

nutrition Bs,219 crores),

Another major issue in the context of public health is the
training of personnel, ' Medical educotion is a frighteningly expensive
proposition, On the basis of data from Tomil Nadu it has been estimated
thnt the cost to the State to produce one medical gradunte is R%44100QQ?

Is it such education that is required for public health? Health for All
points out that the estimated existing stock of'Z,Z0,000 doctors in the
comntry with anmnuol additions of some 13,000 would be more than sufficieunt
for implementing the prégromme enviscged in it. But the question is not
only one of quantity, One does not have to subscribe fully to Ivan Illich's
caustic comment that "~mong all our contemporary experts, physicions are
those troined to the highest level of ‘specialised incompetence” to understond
that there are incompotibilities between medical training and medical
profession on the onc hand and public health requirements on the other,

It is well kmown that on the wiole the meédical profession tends to
concentrate on curative aspects, There is a ma jor'societal factor
responsible for this bias, Tn on essentially commefcially oriented society
the curative aspect can easily be converted into & marketable commod ity

whose supply con be determined fnd regulated by medical @ rsonnel. It con
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then be converted into an enterprise of high personal profit because

of the demrnd for private curative services, As incomes increase, and
bulge ot the ‘top, such demand will continue to grow ond those who cen
afford it will find it lucrotive td invest in obtaining the necessary
troining to meet thdt demend, Thot if can be represented as on urge

to serve suffering humonity gives'the_whole commercial operation social
respectability. But what really mc,kc_’s it possible is the fact that
considerable public resources are diverted to this essentielly privote
profit meking cuctiifity. On the cohtrary, there is little private demand
or clamour for health services in general and so fnublic resources do nob
get adequately chiarmelled into activities necessary for public health,

This is on inherent problem of an economy which is basecl‘and run essentially
on considerations of private profitability. And it is for this reason
that some people argue, and rightly too, that problems of community interest
can be tackled only where resources ore ollocated on the:basis of community
decisions, rotier than on the basis of demond indicated by the market, Tt
is doubtful whether such o radical transformition#n‘)f the economy and society
will come about in our country in the immediate future., But in the sphere
of public health the following three steps are possible even und'er existing
conditions, The first is to insist that since the troining of doctors
involves enormous public expenditure, nll doctors will be required to
devote a. part of their professional services for matiers related to public
health, especially in rural areas,' for which they will be paid only
publicly determined service charges. Secondly, public institutions ot
local levels, such as Panchoyats must hove resources available to them

to be allocated for public h 2l th progrommes on the basis of decisions

mede by the local community. Thirdly, public health progrommes must be
entrusted to persommel trained specifically for such purposes, Their
responsibilities must be primorily to identify commmnity activities
necessary for public health; to conscientise the local commmity about
them, end to mobilise local resources and effort., In short they should
not hove the professional training to divert attention from public

health problems into curative operations.

211 these are feasible propositions, Whether professionals and

ley persons strive to have them implemented will be o test of their concern

for public health ond their commitment to social causes,

FEEEE
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Toble I

Per Capite Income ond Selected Health Indicators

of the major States in Tndia,

88 Per Capita Birth Rate Death Rate Infant Mortality Rates - 07
income (per 1000) (per 1000)
() 1978 1978 1978 Rurel Uxben
i Pradesh 1018 33.4 13.2 122,2 79,14
“mam 912 30.6 13.1 138.4 - 78.0
iy 728 N4, N.h. 106.1 . 5.4
et 1426 35,8 12.7 159.2 151.0
ong, 1600 33.4 13.4 82.1 61.4
1.8 Koshmir 986 - 32,7 11,7 U.4, Wodia
~+ako, 1128 28.8 11.7 101.0 73.7
:la 1004 25.2 7.0 559 55,1
Twr Predesh 900 3743 15,1 151.7 115.2
roshtre 1637 26,9 10,3 102.5 8443
820 32,9 14,1 139.8 103,53
inh 1966 29.4 11,6 103.7 86,5
1asthan 969 35.5 15,6 148.5 104.5
i1 Nadu 1051 28,8 12.8 133,9 89,5
T+ Pradesh 949 40.4 20.2 165.4 110.2
5 Bengnl 1263 B.A, ¥.A, 113.4 61.0
Tndia 1210 3742 14.1 136.4 89.¢
~=g: Col. Govi. of Indin, Planning Cornmission,

2
Col. 3 & 4 DPocket Book of Health Statistics of India.
Col. 5& 6 Registrar General Tndin Semple Registretion Bulletin
Volume IX, No.4, October 1975.




A11 India
Andhra Predesh
Assam

Bihor

Gujarat
Hexyena

Jamm: & Kashmir
Karnatake
Kerala

Madhya Pradesh
Meharashtra,
Meghalaya
Nagaland
Orissa

Punjeb
Rejasthan
Tamil Nadu
Uttar Pradesh

West Bengal

Privats Zxpenditure on Heolth(hs.Per copita per month)

Medicine

1,02
0,92
0.56
WA,
0.96
1,68
1,20
0.87
2,32
0.85
0,90
0.58
0.58
0.80
2,17
0.92
0.59
1,20
0.65

Rur:

2.l

ety

Doctors, nmurses
nid-wife

0,11
0.19
0.04
0.04
0,06
0.05
0,01
0.03
0.23
0.23

0.06
0,01
WA,
0,07
0.07
0.04
.01
0.07

Urben

Medicine

1.40
1,19
0.97
1.21
1,21
2,04
1,55
0.95
2,03
1.95
1.74
1,76
0,76
1.33
2,63
1,52
1.00
1.31
.44

Doctors, nurses
mid~wife

0.17
0.34
0.09
0,07
0,16
0.02
0,02
0,12
0.25
0,04
0,58
0.07
0.05
0,24
0.05
0,08
0.13
0.02
0,22

Source: Govermment of India, National Sample Survey, 28th Round (1973-74)
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Table III

Outloys on the Health Sector (Rs,Crores)

Plan Centre Centrally States/UT Total P,C, of total
sponsored - plan outlay
First Plan  13.8 - o7.1 100,9 4,98
Second Pien %.0 - 183.8 237.8 4.58
Third Plan  14.8 5.5 205.6 255.9 | 2,60
1966-69 16.8 11.1 112.2 140.1 2,11
Fourth Plon  53.5 176.5 203.5 '435.5 2.14
Fifth Pln  75.8 177.0 - 5432 796.0 2,13

%
Inclusive of Rs.291.5 crores for minimm needs prograpmes for States,

Sources ICSSR-ICMR Study Group, Heglth for All,
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Toplie LIV

Health Sector Outlay s 1979-80 (Rs.lokhs)

I Central Schemes

1., Hospitals & Dispensarics 538.85
2, Medical Zducntion ond Research 640,40
3. Training TFrogramme 1.80
4. Control/Eradication of
Conmmtmicable diseascs 112.53
54 Indion systems of medicine ond
Homeopatity 365,00
6. Other Programmes 133.80
Total Central Schemes 1792.36

IT Centrclly Sponsored Schemes

1. Schemes to be transferred to States 226,00
2. Schemes to be continued on 10054 basis
(Assistence to Post-graduste Depts.ISM etc.) 60,00

3. Schemes to be continued on 50:50 basis
(Control of Molaria, Filaria,T.B., Leprosy,

'STD, Chulera, etc.) 13619.09

- Total Central Sponsored Schemes 15905,01

IITI Plen Outlay - States 9721.00
IV Plex Outley - Union Territorics 1400.00
Total Health Sector Outlay 26818.37

Source: Govermment of India, Ministry of Health and Temily Welfarc:
Pocket Book of Health Statistics of India, 1980,
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Table V

Tunotional Classification of Medical ond Health Dixpenditure ix

Tomil Nadu 1981-82,

Expenditure in Percentage to

Rse Crores Total

l.Administrative & other overhends 5.18 5.3
2,Buildings 14.13 14.5
B.Employée state Insuronce T.02 Te?
4.P&blicﬁﬁealth Regulations 1.54 ‘1.6
SeIndigonous Medicine 1.71 1.8
6,Mecical: Tducation 737 7.6
T.City Hospitals 12,81 13,1
8.Distriect Hospitals 27.37 28,1
9.Comminicable disenses 7.18 T4
10, Primry Health facilities 13,13 13.4
97.44 100.0

Source; S.Guhan, Health in Tamil Nadu : Pacts and Issues
Working Paper No.21, Madros Institute of Development Studies,
October 1981,
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