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(There is growing interest at the international and
national levels in Health as a development issue, with
Particular reference to government policy in relation to
the planning and promotion of health care. A great deal
of literature on health planning and policy is available at
these levels. It is necessary to progress this debate to
a discussion' of health policy at the State level in India -
.at least for three reasons: (a) Under the Constitution,
the primary responsibility for health care rests with State
governments. A State-level analysis of performance, pro-
blems and prospects, will help to evaluate hov this respon-
sibility is being discharged. (b) Health should be a sub-
ject of interest not only to the members of the Professional
medical and health community but also to legislators, social
workers, and, generally, to all responsible citizens., Even
an overview of the situation in one's own State will be use-
ful in promoting and sustaining interest in the subject.

(c) In Tamilnadu, there are a number of established non-
governmental organizations (NGOs) who are actively engaged
in primary health care. By virtue of the experience they
have gained in the fielg, they are in a position to contri-
bute valuable inputs to health policy and to the design of
health care programmeq) A constructive dialogue between
government and the interested non-govarnmental sector might
be promoted if facts are reviewed and policy issues that

directly arise from such a review are raisedD

0 e i 0 e o 2 o o

The author is grateful to Dr.Daleep S. Mukarji and—.
to Dr.K.S.Sanjivi for helpful commerits on an earlier
draft. ‘ ‘
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This-is “the -context in-which ‘this Working Paper attempts
to put together the wain facts relating to the health situa-
tion in Tamilnadu and~the iséUes of policy and planning to
which they logically lead.

2. It will be useful to begin by outlining the genearal
trend of recent discussions of health policy. The welfare,
investment and redistributive aspects of social outlays on
health are well recognized and do not need much elaboration.
For any human being, his Iife is his most valued possession
and health determines the quallty and longevity of 1life.
Health care is a basic right and a basic need for all; and,
it is the duty of the State to assure this right and to
meet this need.)

(&he pPromotion of health is also an economic investmeée nf}
Tll-health imposes economic costs by reducing the availabi-
lity and pfoduct1v1ty of labour; and creates demands on
.public resources in a variety of ways. Better health is a
‘key element in the reduction of fertility, and in promoting
the demographic transition to economically sustainable levels
~of population.

4, The provision of health care has important redistribu-
tive aspects as well arising from the close inter-relation-
ship between poverty and morbidity. The poor are more vul-
nerable to disease because they are malnourished, and are
forced to live in environments’+hat ars insanitary, congested,
lack adequate or safe drinking water and Proper sanitation,
Malnutrition is a major element in maternal and child morbi-
dity and mortality, Many diseases which are widely prevalent
in poor countries such as tuberculosis, gastro—ent ritis,
malaria, filariasis and leprosy rarely occur in de veloped
countries. While poverty increases vulnerability to disease
it restricts, at the same time, the access of the poor to
health facilities. In the first place, Poverty and ignorance
lead to a suppression or postponment of recourse to CUKath“

1
facilitie ~/ Secondly, health facilities are highly concen-
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trated in urban areas. The rural population, and especially
the rural poor, have very‘limiteé access to: the health care
system., Thirdly, in aVailing“theméelves of- such facilities
as exist, the poor are at a disadvantage because they are
often not in a position to bear attendant costs on. foregone

_éa;ninqs, transport, drugs ete.

5.='C§iven their social context, ill-health as a phenomenon
and health care as a set of measures to pravent, detect and
cure it both have wide systemic ramifications that extend to
such aspects and sectors as incomes, nutrition, educations
housing, water supply, sanitation and so on. Comprehensive
health care will have to concern itself with all these fac-
tors besides facilities for disease detaction, cure and
rehabilitation?) Inevitably, discussions of health care tend
become'qﬁite wide ranging, Some have argued that without a
radical transformation of our economic and social structure
there can be no real or lasting success in attempts to pro-
vide 'health for all’,g/ Regardless of whether one agrees
or disagress with this thesis, it is possible to argue that
our health care system can be wmade morz effective so as to
promote and maintain health to more, and to more of the
poor, if not to all; and if this could be done, it can at
least amount to an attack on the effects of poverty in one
major area, and on one of the causes of pover%y which is ill1-
health itself,

B.a C&n general, there is a close association between a
countty's per capita income and its health status. Poor
countries have relatively high death and infant mortality
rates and relatively low life expectancieéj) However, therc
are interesting exceptions to this genearal pattern. Sri
Lanka provides a well known example 6£ a poor country with

a per capita income of $200 which has been able to bring
down its death rate to 6 per 1000, its infant mortality rate

tb 45 per 1000 and ihprove its life expectancy to .69 years.é/
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Within India, Kerala, although one of the poorest States in
terms of its per capita income, has achieved a health status
that is distinctly superior +o the all-India average. Kerala's
death rate is 7 per 1000 {(all-Indiaz14), its vrural infant
mortality rate is 56 per 1000 (all-Tndia:136) and its life
eXpactancy is 62 years (all-lndia:52)£/ Both:Sri Lanka and
Kerala have high literacy rates,  Better education, parti-
cularly among women, is one major»factor that explaihs their
improved health statts. Limited as these éxamples are, they
Suggest the working hypothesis that the promotion of health
can well proceed as part of, and avsn somavhat ahead of, the
attack on poverty without walting forkthe successful conclu-
sion of the latter.

7. (’ﬁust prior to Independence, health policy and planning
in India received detailed and enlightened treatment in the
Report of the Hszalth Survey . and Development Comﬁittcc, 1946
(the Bhore Committec 2 In terms of general pPrinciples, the
Committee pointed out that (a) no individual should fail to
Secure adequate medical care because Of:inabilitv'to pay for
it (b) the health brogramme must, from the beginning, lay
special emphasis on Preventive work, (c) the need is urgent
for providing as wuch medical relief and preventive health
care as possible to the vast rural population of the country,
redressing the neglect which has hitherto been the lot of

the rural areas (d) health services should be placed as close
to the people as possible in order to ensure the maximum
benefit to the community and (&) it is éssantial to sécure
the active cooperation of the pPeople in the development of
the health programme. .In the words of the Report "no lasting
improvement of the public health can be achievgdxﬁithout
arousing the living interest and enlisting the prdctical
cooparation of the people themselves,"

8. The Bhore Committee recommended a short-term and a
long-term programme for' the expansion- of hospital facilities.?

In the short—term, i.e., ;n ten years, its blue print
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consisted of a primary unit with 4 beds for a population of
40¢OQC &ith 2 doctoré; 5 nurses, 4 midwives, 4 trained dais,
2 sahi%éry inspectors, 2 health assistants and supporting
staff; a 30-bed hospital for 2 primary units (i.a. SQ;OOO
population); and a Secondary unit with 500 beds at the
500,000 population level. In the long-term of about 40
years, the primary unit was to have a 75 bed hospital and
cover a population of 10,000 to 20,000; the secondary unit
was to comprise 15 to 25 priﬁary units and have a bed stren-
gth of 650; and the District unit at a 3,000,000 population
level was to have 2500 beds with a full complement of

specialist facilities.é/

o

Sa The Bhore Committze recommended that in the first ten
years (i.e. by 1956), expenditure on health in India should
be raised to the level of about 3 per cent of the national
incomz. AS a proportion of total government expenditure,
the target it proposcd for expenditure on health was 15 per
cent., The Committes made a specific recommendation that

"it should be a statutory obligation on Governments to spend
a minimum of 15 per cent of their tevenﬁes on health acti-

vities".

10, The Committee adlso went into a number of topics related
to health such as nutrition, health education, physical
education, water supply and sanitation, housing, drugs and
indigenous medicine. These questions, and environmental
pollution, were examined in greater detail by a separate
Committee on Environmental Hygisne in 1949.2/ ‘
1164%It is necessary to remind ourselves of these recommen-
dations of the Bhore Committee, 35 years ago. (Since then, there
has no doubt baen improvement in Ingga-; health-statusi) The
death rate has fallen from around 30 to around 14. The expac~
tation of life has very gradually improved from 41.3 (1951-61)
to 52,1 years of age (1976-81)., But there has been no sig-
nificant decréase in rural infant mortality; primary health
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unlts are available only for an average population of
;120 OOO 1t has not been p0851blu to deploy adequatu
‘medical or ancillary h alth staff in rural areas; as
compared to . a recommundbd.popula+1on—doctor ratio of 2000
by thg Bhore Committee for 1971, the actual ratio in the
1qte 19705 was over 3600: available doctors are heavily
concentrated in urban areas; the level and distribution

of facilities in the short-term blue print of the Committee
is far from realisation évan towards the end of its long-
tétm horizon of 40 years; and outlays on heélth in propor-
tion to total expenditures are -about half of the level
recommended by the Committee, -

1z, @bissatisfaction with the progress so far made has
inspifed the search for "alternative models" of health

care. 1In one sense, this search amounts to an admission

of defeat that re esource, manpower, administrative and other
constraints, have confined actual achievements to levels
which are far behind the expe ctatlons in the Bhore Committee's
report.\ Most 1mportant of all has bppn the lack of polltlcal
will., Another element in this search is the hopo that with
more attention to preventive health measures, and a greater
reliance on peoples' cooperation, the thin spr=ad of doctors,
beds, and curative facilities ‘in rural areas could ‘be com-
pensated,

13. (Some internétional influences$ which have promoted the
search for an altprnatlvb he alth str1t>q§>should b; mhn—
tionead. One 1nflu;nce has been the Chinese approach to

health care with its use-of 'bare-foot' doctors, and indi-
genous méd1c1nes and therapeutic practices: The main ele-
ments of the . Chinese approach have been hzld to be parti-
cularly relevant to India because like China we too are a
large, populous, poor, rural nation. One author has succintly
summarised the basic principles adopted by the Chinese as
"stress on the .rural areas, decentralisation, de-professiona-

lisation and de-mystification of wedical practice, and mass
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participation 1n thc prov1 ion of health care and preventive
measures". 8/ Rhcant thlnklng on India has tried to incor-
porate some of thuse elements and is reflected in the
emphasis on the axtension of health facilities to rural
areas, on Preventive measures, on the appropriate use of
indigenous medicine, and on community participation.

N
14. Another notable development has been the International

Conference on Primary Health Care convened by the WHO and
UNICEF in Alma-Ata, USSR in September 1978, The Alma-Ata
declaration, which has been endorsed by India, calls for

the extension of primary health care "to all" by the year
?OOd)(rbproducgd in the Annvxur‘il It dufanS primary health
care as including at least g edﬁcation coricerning pravailing
health problems and methods of preventing and controlling
them; promotion of proper nutrition, an adequate supply of
safe water and basic sanitation; maternal and child health
care, including family planning; immunization against the
‘major infectious diseases; prevention and control of'locally
endemic diseases; appropriate treétment of common Jdiscases
and injuries; and provision of essential drugs. In the
extension of prlmnry ‘health carb, the Alma-Ata doclarltlon
amphas1s s (a) universality (b) community partlnlpatjon

(c) affordability (a) integration with the country's haalth
‘systém and related sectors of development {e) preventive

‘and promotive measures and () thebuse of front-line workers,
including para-medical personnel and practitioners of

traditional systems of medicine.

15. 1In India itself, a number of experiments in community
health care have been carried out by NGOs in the 1970s in
various parts of the country,g/ Some have been in the area
of nutrition and child care; some are projects undertaken by
hospitals in rural areas around them; some have tried to
combine health care with broad-based rural developnent; and
some have emphasised cost-recovery through health insurance

and/or payments for services. A numbsr of ideas and suggestions
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have emerged from these experiments on what government could
‘do towards establishing an effective primary health care sys-
tem in the country.

16. The debate on a national health policy for India has
sought to be advanced by a recent report (August 1980) of
a Study Group jeintly set up by the Indian Council of Social
Science Research {ICSSR) and the Indian Council of Medical
Research (ICMR).EQ/ Intarestingly, the members of this Group
include not only the representatives of the medical and
health establishments but also social scientists and voluntary
health workers., The report calls for a national health policy
that will aim to provide "a good and adequate hsalth care
svstem for all citizens, and especially for women and childroen
‘and poor and underpriveleged groups" by the year 2000, -It
proposas the specific objectives of reducing the infant
mortality rate in India from 120 to 60 or less, and the
ovarall death rate from 15 to 9 in the next two dscades.
In opetational terms, it proposes a specific health care sys-~
tem to be established “in a planned and phased manner by
2000 A.D." 1In summary, this consists of {(a) a male and female
community health worker in sach village {(b) 5-bed facilities
with 2 multi—purpose workers at the 5000 population (sub-
centre) level {c) a 30-bed community health centre at the
100, 000 population {block) level (&) a 200 bed District
Health Centre at the 1,000,000 population lsvel and
{e) specialist centres at a 5,000,000 population level. A
comparison with the Bhore Committee blue print (paragraph
8 above) will show that what is be%ng proposad. in 1980 for
achievement in the year 2000 is a level of. services that is
encrally below what was proposed in 1946 for realisation

in the subsequent 10 years.

17. The 'Health for all' report is a wids-ranging one. In
addition to outlining its alternative health strateqgy, it

calls for progress on a variety of ‘supportive services' such
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as nutrition,,drinkingXMatér{ supply, sewerage and sanitation,
village and town planning, rural and urban housing, slum
-clearance, control of pollution and health education. Going
beyond these, . it discusses and proposes targets for the rate
of economic growth, full employment, improvement in the

status of women, literacy, adult education, universal elemen-
tary education, welfare of scheduled castes and tribes, rural
electrification, the organisation of poor and under-prjveleged
groups, and the creationnéf a democratic,decentralised and
,participatory form of government. ~Indeed, the title of the

report could well havi besn ‘All'iﬁ Health'}

18, It is beyond the scope of this paper to discuss the
validity of feasibility of this, or any other, alternative-
model except that we might point out in passing that in
evaluating the quest for an>"alternative or appropriate
technol@gy“ for health care some important cuestions have
to be borne in mind e.g.: (a) to what extent do the altar-
native models reilly differ from say the Bhore Committes
blue print which also lald stress on preventive measures,
supportive services and beoples' participation? Are the
differences substantive, or only in emphasis and in rhetoric?
{b) Do ‘the alternative models amount to rationalising the
failure to extend curative facilities to rural areas by
shifting attention to preventive care and decéentralised
participation? {c) will not the same constraints that have
stood in the way of the implementation of earlier blue

_p;;pts‘gontinué to constrain the alternative mpéels as well?éi/

19. Nor will it beféppropriate for us, or within our compe-
tence, to propose yet another blue-print, or widen the dis-
cussion to matters that are, closely-or loosely, ancillary
to the provision of health care. For our limited purpose,
it is- sufficient to aéknowlgdge‘thg basic thesis that much
@ore needs to.be déﬁe; and can be feasibly attempted, in the

direction of preventive and participatory health care; and



10

that simultaneocusly, it is necessary to cdrrect the discri-

mination against rural areas ‘in the provision of curative

personnel and facilities. It is against these rather simple

general principles that we shall procsed to examine the

health situation in Tamilnadu,

1/

K.S.Sanjivi in Planning India’s Health, Orient Longman
1971 points out (p.32)” "...the threshold for suffaring
is inveresaly proportionates to the affluence of the
patient..,, In the Voluntary Health Servicas - Oxfam
Community Health Project a thorough study was made of
certain slums and villages examining every individual
in every family without any selection, During a twelve
month period, out of = total of 4,676 persons examinad,
3674 (80 per cent) reguired help either on account of
the symptoms present or objective evidence of disease
without the patients having any complaints,"

Goran Djurfeldt and Staffan Lindberg conclude their

study of health in Thaiyur village, Tamilnadu by saying
".ooWe must beware also of the repression of one fact .
which so many are apt to forget: the poor health of

the Indian people is rooted in their living conditions,

and in the economic system which denies the majority

aven a mgre subsistence..,. No system of medical care,
however sophilsticated, can o anything in such a situation,
There is no short-cut hersz; just as the economic structure
is the wmain obstacle to a reduction in birth rates, it is
also the main obstacle to an improvemaent of people's haalth.
There is no way to escapes the conclusion that only =&
radical transformation of the zconomic structure can
broduce the really forceful weapons +to wage the battle
against disease and population grovth' - Pills against
Poverty, Scandinavian Institute of Asian Studies, 1975,

There are however sharp disparitizs in Sri Lanka.
among estate workers literacy is much lower and
infant mortality about twice as high as compared with
the averages for the country,

On the Kerala experience sce P.G.K.Panikar Resources
not the constrazint on Health Tmprovem:nts A Case Study
of Kerala, Econcmic and Political\ﬂeeklv, November 3,

1879,
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Under the Chairmanship of Sir Joseph Bhore, this pre
Independence. Committee. inciuded distinguished Indlans
such as Dr.B.C.Roy, Dr.aA.Lakshmanaswami Mudaliar,
Mr.P.N.Sapru and Mr.B,Shiva Rao.  Refersnces to the
Report are from Government of India, Report of the
Health-Survey and Development Committee Volume IV
Summary Now Delhi 1946.

The Report also peointed out that "the provision of

ambulances and telephone connection between all the
three types of hospitals are assential for ensuring
that these institutions ars utilised to the largzst
possible axtent";

Government of India Rgport of the Environmental Hygiens
Committee Naw Dblhl 1949,

David M.Smith Where the Grass is Greener, Living in an
Unegqual World Penguin Books 1979 page 308.

A description.of thesa experiments will be found in
Indian Council of Medical Research New Delhi, Qlternatigg
Approaches to Health Care, 1976, See 'also World Bank
Population and Human Resources Division Discussion

Paper 81-14 on ‘A Survey of Experiments and Special
Projects in India', May 1981.

Health for All: An Alternative Strategy, Report of a
Study Group set up jointly by the Indian Council of
Social Science Resesarch and the Indian Council of
Medical Research, New Delhi, August 1980.

For two critical assessments of the Health for All
Report see D.Banerji Mirage of Health for All in
the Economic and Political Weekly, June 20-27, 1981
and K.S.Sanjivi Health for All by the year 2000 in

the Hindu, Madras of July 14, 1981.
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II Health Status of Tamilnadu
It is nac;ssary'at first to gain some idea of the

‘health st:tus of Tamllnldu.i Although the. concept of health
is a wide and positive one of "physical, wental and social
.well being", health status is usually measured in relation
to iisoasem' Health status has to be assesssd in terms of
both :output -and inputs. Thb output of the health care system
is reduction in worbiditv and mortality through the use of
promotlvg, prQVGntivo and curative Services.i/ The health
‘ sy;tbm can also be assessed with reference to the principal
inputs into 1t such as doctors and hospital beds to unit of
poouiéélon, thb geographical spread or. concentration of
doctors and beds, and the e penditures on preventive and
curative facilities; It»should.be unde;lined that inputs
by themselves do not necsssarily lead to output: although
difficult to measure, the efficiency and utilisation of
inputs, along with their physical avéilability, are crucial
factors. '

2 iihe general measure of mortality is the Crude Death Rate
{CDR) or the number of deaths per 1000 of population in a
particular year or during a particular periodf) Table 1 gives
the CDR -for féhilnadu and 14 other States in India in 1976
based-on estifmatés mads by the nglstrar General and Census
Commissioner of Indlaug/ <Zamllnaau is 8th among the 15
States in the level of its death rate Xviz., 12.8). States
such as Kerala, Maharashtra, Punjab, Karnataka and W. Bengal
are ahead of Tamilnadu. The CDR in Tamilnadu is distinctly
higher than in Kerala which has the lowest figure (viz., 7.0).

3. It is possible to analyse mortality in different age
groups using estimates of age-specific death rates. These

are separatzly available for rural and urban areas in

Tamilnadu in the Sample Registration Statistics (SRS) of the
Registrar General. Table 2 gives the estimates age-wise and the

ruralsurban composition of mortality in Tamilnadd in 1971,
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This table shows that:

(1) 38.9 Per cent of all deaths relate to children

under age 4.

(ii) Under 4 child mortality is 54.3 per cent of all
deaths below the age of 60,

(iii) Infant mortality or deaths of children under age
Oone accounts for 20 per cent of all desaths. Infant
deaths constitute more than 50 per cent of child

mortality under age 4.

(iv) Deaths in the 60 plus age group are 28.4 per cent
of all deaths.

4, (@hild mortality, and within it infant mortality, is
thus the single most important factor in overall mortalityﬁ
In this connection, it is useful to fefer to some major
findings relating to infant mortality in Iniia,é/ Between
1970 and 1978, tha rural infant mortality rate (Egﬁ) has
remained at 136 per 1000 live births. Theare has been some
decrease in the urban IMR from 90 in 1970 to 70 in 1978,
Currently, therefore, the rural IMR is nearly twice that of
the urban IMR. {A high proportion (56 per cent in rural and
60 per cent in urban) of infant deaths are neo-natal or
occur socn after deliveryl) The iMR is significantly higher
among schedulsd castes (viza, 159 as comparad to 136 overall
in rural areas). It varies also according to the level of
education of mothers: among illiterate mothers it is 132 but’
only 64 in the case of mothers who have had education at the
Pprimary level or above . (}he major causes of infant/child
mortality are the combined effects of malnutrition and
infectionﬁ/tetanus, pre—matube deliveries, pneumonia and
diarrohea, Typhoid, jaundice, diphtheria, whooping cough
and measles also figure in the case of older children{)

5.. We ean now turn to where Tamilnadu stands in regard to
infant mortélity‘in the all-India picture.’ Table 3 gives the
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position in 1970 for rural and urban arcas. Tamilnadu is
9th ‘among. 15 States in its rural IMR (134) and 10th in its
urban IMR {90), Its IMRs, rural and urban, arc more than

twice that of Kerala.

63 Some idea of the major causes of mortality can be
gathered from the surveys conducted uniler the Model Regis-
tration Schema. Table 4 gives the comparative picture for
Tamilnadu and all-India in 1976. The pattern in Tamilnadu
broadly conforms to the all-India pattern excert that higher
proportions appear to be contributed in Tamilnadu as compared
to all-India by diseases of the circulatory system and deaths
due to old age, and a lower proportion under disorders of the
respiratory system,

7o In regard to morbidity, information is available on
institutional morbidity in rural areas in terms of riew cases
treated in Primary Health Centres and rural dispepsaries.
Table 5 gives the figures for Tamilnadu and all-TIndia in
1977. These figures relate only to those cases which have
come to, and have been treated in, PHCs and can not be taken
as reflecting the overall pattern of sickness in the commu-
nity. The statistics also suffer from the fact that about
40 per cent of the reported cases have not been classified.
Some facts, however are of interest: (a) although a high
proportion of deaths is due to childhood diseases, a very
low proportion of cases dealt with in PHCs ‘relates to child-
hood infections (b) most of institutional morbidity relates
to water and food borne diseases, nutritional disease and
respiratory infections (c) sexually transmitted diseases (STD)
are an important cause of morbidity and Tamilnadu has a high

proportion under this head as compared to the all-Tndia pattern.

8, (?tudies relating to nutrition and child health have
shown that diarrhoea, malnutrition and specific nutrient

deficlencies, principally of vitamin A are the leading forms
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of morbidity in pre=-school chlldren)—/' In one study, mal-
nutrition was identified as a leading or associated cause

of 41.8 per cent of deaths among pre-schdol children. In
another study it was estimated that prevalence of vitamin A.
deficiency among pre-school children, which can lead to
impaired vision or blindness, was around 27 per cent.(ﬁAmong
adults, a main nutrition problem was anaemia from shortages
of iron and folate which affect more than half of Tamilnadu's

Pregnant and nursing mothersf)

9. Mortality at the other end of the agez spectrum viz., in
the‘60 plus age grdup accounts for nearly a third of overall
mortality,(Malnourishment due to poverty and destitution is
a major factor in old ags deaths:> Estimates are that 6 per
cent of this ages group, and nearly half of landless agricul-
tural labourers who are above 60, are exposed to destitution

. . 6/
in Tamilnadu.—

10. We can also piece together some data on{the incidence

. ; . . . 7.
of major communicable diseases in Tamilnadu:—

- (;n 1978 and 1979, Tamilnadu held a prominent place in
the cholera map of India contributing 24.4 per cent of all
notified cases in the country. There were about 2700 cases
of cholera on an average per annum in 1978-80, the bulk of

them (about 75 per cent) occurring in Madras cityJ

Colnce the early 19703, there has been a recurrence of
ma%irla, (in 1978~80, an annual average of over 81,000 cases
wefe reported. VMadras City contributed 41 per cent of these
cases, Ramanathapuram (particularly Rameswaram island) another
32 per cent with the bulk of the balance coming from Salem,
Coimbatore, Periyar, North Arcot andADharmapuri:>

(Filaria is endemic in Tamilnadun In 1978-80, an annual
average of over 10,000 cases were detected; The population
at risk from filaria in the State is 11.5 per cent (1976) of
the all-India figure,
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/L— An annual average of 11,500 cases of acute gastro-

_enteritis were reported in Tamilnadu in 1978-80.

v/_ About 7400 cases of tuberculosis were institutionally
trzated in Tamilnadu in 1979, The prevalence rate of the
disease will be much higher since according to an ICMR sam-

ple survey (1955-58), it was estimated at around 18 per 1000.

- Tamilnadu has the largs=st incidence of leprosy among
“gIl the States in India with a prevalence rate of around

15 per 1000.) Of an all-India total of 25.59 lakh cases of
leprosy on record in March 1980, 7.15 lakh cases or 28 per

cent were in Tamilnadu,

- Of 1.73 lakh institutional cases of 19 communicable
diseases reported in Tamilnaau in 1979, dysentery accounted
for 62 per cent; gastro-enteritis for about 18 per cent;
whooping cough, tubercu1051s and syphllls together came to

13 per cent:other major contrlbutors were tetanus and tyoh01éi>

11.' We saw that in Sri Tanka and Kerala an improved health
status and high levels of literacy went together. The position
of Tamilnadu in regard to literacy will be of interest. Accord-
ing to the 1981 Census, the overall literacy rate in Tamilnadu
was 45,78 per cent while in Kerala it was 69.17 per cent.
Female literacy in Tamilnadu was 34.12 per cent as compared

to 64.48 per cent in Kerala. Ther=z are wide variations

among districts. In 1981 Dharmapuri which was the most back-
ward district in literacy had an overall literacy percentage

of only 18,28, Tamilnadu has also registered one of the
slowest rates of grovth between 1971 and 1981 in literacqy,

male and female, among all the major states in India. 1In

rural areas, and ameng *the scheduled castes, the literacy

level is abysmally low. Figures in this regard from the

1981 Census are not yet'available but in 1971, the rural

female literacy among the scheduled castes was as low as

8.9 per cent.
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12, (To sum up, Tamilnadu is nhot among the advanced States

in India as far as its health Status is concerned. Tts

death rate and-its infant mortality rates are not much

above the, all-India averages., The health performance of
Tamilnadu mmaaured in terms of output can, therefore, be
d=scr1b~d as only mediocre! As is the case in the rest

of Indl:, and in fact in most developinq countries, the
attack on mortality in Tamilnadu has to concentrate on

reducing child mortality and, in rarticular, the infant

mortality component of it§ . In this connection, special
attention has to 5@ given to rural areas which contain a

high proportion of the total population {about 70 per cent),

have a significantly higher infant mortality rate than

urban areas (about twice) as well as higher proportions of
the poor, the malnourished and the illiterate. Cbiven the

Pattern of mortality and morbidity, the highest priority
attaches to maternity and child health services, 1mmuq1satlon

against childhood 1nfectlons, yreventlve health care princi-

pally directed aqalnSt water-borne and air-borne diseases,
and the control of communicable dise asgs‘> In all these
respects, both rural and urban areas deserve a2qual attention.
As Table 2 will show infant mortality contributes to a Highet
Proportion of deaths in urban as compared to rural areas:
this is because mortality in higher age groups is less in

the urban powulation, (Malaria‘and cholera also have a

high incidence in urban areas, particularly among the poor

who llve in congasted and insanitary dnelllnqs\“ (These
facts)are worth recalling as we proceed to look at the

nature and distribution of health céare facilities in

Tamilnadu,



In recent years, the Physical Quality of Life Index ‘
(PQLI) has attracted much attention. Two of the three

"indicators on the basis of which the POLI is computad

relate to health viz., the infant mortality rate and
expectation of life at age one; literacy rate being
the third indicator. See Morris D, Morris Measuring
the Conditions of the World's roor: Tha Physical

Quality of Life Index Pergamon Press 1979,

Mortality rates are estimated by the Registrar General
on the basis of annual sample surveys conducted as part

-of the Sample Registration Scheme (SRS). Questions can,

and have bean, raised as to the degree of reliability

of these estimates, Particularly when it comes to inter-
State comparisons; the accuracy of the estimate in
regard to one State may be more or less when compared to
that relating to anothor State. Wes are using these
estimates (a) because no other estimates are available
and (b) in the belief that they could be depended upon
at least to give a broad idea of wher= States stand in
relation to one another,

These are taken from Registrar General, India Survey on
g 2o Vey OF

Infant and Child Mortality, 1979 A Preliminary Report,
New Delhi 1980,

An important cause of infection arises from the use of
baby foods in preference to breast feeding,

The Tamilnadu Nutrition Survey (1970-73), and studies
carried out by the Institute of Child Health, Madras
and the Erskine Hospital, Madurai. ‘

S.Guhan Social Security: Lessons and Possibilities
from the Tamilnadu Experience MIDS 1980,

The sources are Government of Tamilnadu,ggmand for
Public Health Grants 1981-82 and Government of India
Pocket Book of Health oStatistics of India 1980,

It is well known that the low 1ife expectancy in deve-
loping countries is largely attributable to very high
death rates among children, Life expectancy at age

5 in developing countries is only six to eight years
less than in developed countries,

In the slum areas of Madras City wherz 30 Per cent
of its population lives, one water tap serves 175
persons and one toilet szat has to be shared by 45
persons,
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- Estimated State-wise Death Rates in India -

Andhra Pradest

ASsam

.Bihar

Gujarat
Haryana
Karnataka
Kerala
Madhya Pradesh
Maharashtra
Orissa
Punjab
Rajasthan
Tamilnadu
Uttar Pradesh

West Bengal

All India

1978

P —— e

‘Per 1000)
B
13.1
12,12
12.7
13.4
11.7
7.0
15.1
10.3
14.1
11.6
15.6

12.8

a/ relates to 1976

Source: Government of India, Pocket Book of Health

Statistics of India

1980
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a/

: Egtimates of age-wise mortality in Tamilnadu 1971~

s et ot o ot o - o D S o gt o e o o

MR mm @ en e e e e e e e wm w me wm mm me W e M em wm me em m o

e e am em e e e e e ae em e mm we e e me Mm me W s e e e W

Deaths Per cent Deaths

in total

Per cent Deaths

in total

Per centy
in total

- e e e e e e mm e e e mm e e e s e e em e e e s e me ma me G® wa ee o m e

10

15

20

25

35
40

45

105,728 20,2

22,128 4.2
7,564 1.4
9,547 1.8
9,476 1.8

11, 494 2.3

12,306 2.4

14,202 2.7

15,754 3.0

17,800 3.4

29,155 5.6

21,957 4,2

146,756 28,0

3.4

128,595
121,729
25,508
10,478
11,720
12, 164
16, 135
14,596
16,721
19,838
21,994
33,867
27,183

182,618

523,568 100.0

119,578

a/ Estimated by applying the infant mortality and aqL—‘

specific death rates for Tamilnadu as given in Regis-

trar General of India, Sample Registration Bulletin

Vol. IX No.4 October 1975 to the 1971 Census popula-

tion in Tamilnadu.
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Table 3 : State-wises Infant Mortality Rates 1970 .

Rural _ Urban

1. Andhra Pradesh 122.2_ 79:1
2. Assam 138.4 78.0
3. Bihdr 106.1  75.4
4. Gujarat 159.2 131.0
5. Haryana v82.1‘ 61.4
6. Karnataka 101.0 73.2
7. Kerala 55.9  39.7
8. Madhya Pradesh  151.7 113.2
9. Maharashtra 102.5 8443
10. Orissa 139.8 103.3
i1, Punjab | iO3°7 86.5
12. Rajasthan 148.5 104.5
13, Tamilnadu 133.9 89.9
14. Uttar Pradesh 165.4 110.2
15. West Bengal 113.4 61,0
All-Tndia 136.4 89.9

- s e am e e e wm e e am e ma e s e =

Source: Registrar General India Sample
Registration Bulletin Vol. IX
No.4 October 1975.
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Major cause Tamilnadu India
1. Accidents and injuries&/ 2.5
2, Child birth and preg- 1.0 1.1
nancyg
3. Feverséf 9.2 12.0
4. Digestive disordersé/ 10.3 9.2
5. Coughs {disorders of
the respiratory system)é/ 10.7 20.9
6. Disorders of the Central
nervous systemé’ 4,3 3.6
7. Diseases of the circula-
tory systemz/ ’ 17.3 8.5
8. Other clear Symptomsg/ Te4 8.2
9. Causes peculiar to
infancy 12,0 12.5
10. Senility ‘ 23,6 17.0
11. Others - 1.7 1.9
100,00 100.0

i/:yainly suicide, vehicular accidents, drowning

2/ Mainly due.to pusrperil sepsis

3/ Largely undiagnosed. Includes influenza and typhoid

4/ Mainly debility and wmalnutrition, abdominal disorders,
gastero-enteritis, ulcers

5/ Mainly tuberculosis, asthma, Pneumonia, bronchitis

6/ Mainly paralysis, meningitis

7/ Mainly anaemia and heart diseases

8/ Includes cancer, diabetes, tetanus, cirrohsis of liver.
Source: Registrar General India Causes of Daath 1975
and 1976 A Survey New DelhI 1979 ani Dirsctorate
of Public Health and Preventive Medicine, Madras
Model Registration Scheme 1975-77.
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i im e o

Percentage of naw cases treated
in PHCs/Dispensaries

Major causes Tamilnadu India
1, Water and food borne o 16.6 16.9
diseases

2. Childhood infections 0.5 0.8

3. Nutritional diseases 8.4 9.3

4. Eye infections and ‘ 345 2.8
disorders

Se Réspiratory infections 5.4 6.8

6., Chronic disorders 4.4 4.6

7. Vector borne diseases 0.1 2.7

8. Animal bites| and injuries 4.0 504

9. Tuberculosis 1.1 VO,5

10. Sekually Transmitted Diseases 16,4 9.0

11. Others 40,0 41,3

Source: Government of India Pocket Book of Health
Statistics of India 1980
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We may now attempt an assessment of health care faci-
lities in Tamilnadu in terms of three principal inbuts viz,.,

hospital beds, doctors and budgetary expenditures,

2% Two widely used indicators in regard to the availability
of health care facilities are the population-bed ratio and
the population-doctor ratioc. Table 6 gives the position of
Tamilnadu vis-a-vis other major States in India in respect
of these two indicators. Tn regard to the population-bed
ratio, Tamilnadu is aménq the more advanced States being 4th
among 17 States but is significantly behind Kerala and
Maharashtra. In the population (allopathic) doétor ratio,
‘Tamilnadu is only the 8th among 17 States. These statistics
are, however, only of indicative value. As the table show s,
comparable figures for the same vear are not available for
all States. Moreover, the number of doctors has been esti-
mated on the basis of registrations with State Medical

Councils and wmay not represent actual availability,

3. Detailed information is available on the distribution
of hospltal beds in Tamllnadu A7 As on lst January 1977, a
total of 42,629 beds were available in Tamilnadu, in govern-
ment, Juasi-government and recognised private institutions,
This figure includes beds in specialised instituﬁions (such
as for maternity, tuberculosis, leprosy, cancer, ophthalmic,®
orthopaedic and mental cases) and beds in institutions thaw
have a restricted clientele (such as those in Employees
State Insurance, Railway, Police, Jail and Port Trust hospi#
tals). Such beds come to a total of 15,361. Excluding them,
the number of beds in "general" medical institutions was

27, 268,
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4. Of these 27,268 general beds, 3850 (or 14,1 per cent)
were in Madras City and 23,418 (or 85.9 per cent) were in

the districts. In 1977, the population of Madras City

{29.3 lakhs) was 6.4 pér cent of the estimated total popu-
lation of the State (458.6 lakhs). The City's share in

beds available was accordingly wmore than twice its population
proportion. The overall population-bed ratio was 1682 in

the State as a whole. In the City, it was 761, 1In the
districts taken as a whole, it was 1833. 1In other words,

the City population was nearly 2% times as well served as

the district population.

5 Of 23,418 beds in the districts, 5215 or 22.3 per cent
were in institutions managed by voluntary and non-governmen-
tal organisations, On the other hand, 3561 out of 3850 gene-
ral beds in the City or 92,5 per cent were in government
hospitals. If the population per government bed is considered,
the disparity between the city and the districts becomes
wider: 822 in the City and 2358 in the districts,

6. Table 7 gives the distribution of beds (government and
private) district-wise and the location of beds within each
district in {a) district haeadquarters (b) other urban areas
{c) PHCs and {d) rural areas. The following table summarises
the location of beds at different levels and the disparities

involved:z
Beds Per cent Population Population-
to total proportion bed ratio
Madras City 3,850 14,1 _ 6.4 761
Dt. Headquarters °.10,238 37.5 10.0 . 448
Dt. Urban 8,568 31.4 14,2 761

Dt. Rural 4,612 17.0 69.4 6901

—— e s g - o o -

Total 27, 268 100.0 100,0 . 1682

——— — —— . o
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7. Table 8 gives a comparison of Tamilnadu with other
States in regard to'the proportion of beds in rural areas.
These figures include all beds, i.e., in general and spe-
clalised institutions. Tamilnadu is below the all-India
average and the 7th among 15 States. Xerala is strikingly
ahead of all other states.

8. Table 9 gives tHe pPopulation-bed ratio district-wise
as also the population-bed ratio in the District head-
quarters. The average population-bed ratio for all the
districts taken together is 1833. Around this average,
there are wide variations inter-se between districts rang-
ing from a law of 773 in the Nilgiris to a high of 4766 in
Dharmapuri., Districts where the ratio is more adverse than
the average are Dharmapuri (4766), S.Arcot (3480), Chengal-
pattu (2536), Salem (2531), Pudukottai (2482), Tiruchira--
palli (2052), and Coimbatore/Periyar (1856).

9. Taking district headguarters as a group, the pdpulation~
bed ratio is only 448. This 1is much higher than the all
district ratio of 1833 and is distinctly better than. even

the city ratio of 76l1. 1In fact, all the district head-
quarters other than Dharmapuri, Salem and Coimbatore-Erode
have a better ratio than the City. Some of them like Chen-
galpattu (114), Thanjavur (151) and Vellore {157) have
ropulation-~bed ratios as good as in the United States of
America (150).

10. Government hospitals in district headquarters are of an
average size of 500 beds while the average bed strength in
taluk and non-taluk hospitals is 50. The hospitals in dis-
trict headquarters are generally equipped with the complement
of X~-ray, pathological facilities, and specialist clinics.

On the other hand, the coverage of the 226 taluk and non-taluk
hospitals in the State with specialities is still meagre. In
1977, there were dental clinics in 70 of them, blood banks in
17, STD clinics in 8, paediatric clinics in 4, ophthalmic
clinics in 4, ENT clinics in 3, orthopaedic clinics in 2 and
psychiatric clinics in 2.2
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11. It could be argued.w1th some justification that hospi~
tals and facilities in the dlstrlct headquarters serve not
only the population in the headqyarters town but also patients
from'outlying,areas. Location admittedly is not the same as
‘coverage. But the fact remains that location greatly influ-
ences the effective acces$s of patients, particularly the

Poor, to available facilities., In 1979-80 for instance, the
total bed strength in hospitals and dispensaries under the
control of the Director of Medical Services and Family Welfare
was 13,713 and the number of out patients tresated in them on
an average ﬁer'day was 1,66,410, 3/ This means that for every
in-patient bed available about 12 out patients weres being
handled. TLocation greatly influences the utilisation of
out-patient facilities., Studies made in Tndia have showvn

that the population of patients attending a dispensary
decreased by 50 per cent for every additional half-mile
between the place of residence and the dispensary. In ano-
ther estimate, it was found that over 60 per cent of patients
came from within one mile of the pPrimary health centre.—=

One can reasonably expect that most inpatients in headquarters
hospitals ars also likely to be from within a fairly restricted

area around it,

12. If the present concentration of hospital facilities in
the City and in district headquarters is to be corrected, it
is necessary {a) to expand and upgrade existing taluk and
non-taluk hdspitals (b) to locate new facilities in a planned
manner to rectify the rural-urban imbalance and (o) in doing
so, reduce inter-district disparities in the availability of

hospital facilities.

13. There is no evidence of any deliberate and conscious
health planning in Tamilnaduxvhich is addressed to these
clear priorities. On the other hand, indications are that
the actual direction of policy in Tamilnadu will continue
to favour urban centres, The Sixth Five Year Plan {1980-85)
for the State contemplates two more peripheral hospitals in
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the City and two in 2 district headquarters. 1000 more beds
are to be addéd to distriqt headquarters hospitals énd nine
intensive cardiac units opened. Addition of beds in taluk
and non-taluk hospitals will be only a total of 300 in 18 of
them. In the Plan period, specialist clinics are to be
established in only 9 of them, X-ray blocks in 2 and maternity
blocks in Z.E/

Docktors

14. Table 6 has shawn that the population-{allopathic)
doctor ratio in Tamilnadu as a whole was of the order of
3400 in the late 1970s and close to the all-India average.
A number of States had wore favourable ratios if the esti-

mates in Table 6 are taken as a basis,.

15.  In order to analyse the distribution of doctors within
the State, we have to depend on two sources of data neither
of which is wholly satisfactory. The 1971 Census gives
figures of "physicians and surgeons”. This occupational
group {07) however includes not only allopathic, ayurvedic,
homeopathic and unani doctors but also dental surgeons,
veterinarians, pharmacists, dieticians and nutritionists,
public health physicians, and physicians and surgeons not
otherwise classified., While'disaqgreqated data for each of
these sub-groups is available for the State as a whole, oﬁly
the group totals are available at the district level. The
second source consists of district-wise figures of allopathic
doctors registered with the Tamilnadu Medical Council. Regis-
tration figures can not be equated with the district-wise
availability of allopathic doctors because various factors
such as death, discontinuance and migration would lead to

a difference between registration and actual availability.

16. Table 10 reproduces the 1971 Census figures for different
kinds of medical doctors in the rural and urban areas of

Tamilnadu. Of a total of 19,317 doctors, 8201 were allopaths,
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6067 were homeopaths, 4564 were éyurvedic and 485 were unani
practitioners. 6614 allopaths or 80,6 per cent of the total
nunber of allopathic doctors were in urban areas. Among
indigencous medical practitioners, 5369 oﬁt of a total of
11,116 or 48.3 per cent were in urban areas. In the rural
areas, there were 1,587 allopaths and 5,747 practitidners

of indigenous medicine. This means that 78.4 per cent of
doctors in rural areas were indigenous medical practitioners.
According to Census data, there was one allopathictdoctor

per 18,108 of population in the rural areas in 1971,

17. As stated earlier, the total number for the Census
occupational group {07) of "physicians and'surgeons” is
available on a district-wise basis. From this, we have

to exclude the numbers in the sub-groups relating to dental
sutgeons, veterinarians, pharmacists, and nutritionists,
public health physicians and physicians and surgeons not
elsewhere c¢lassified to estimiate the total of medical doc-
tors in each district. In order to-do this, we have made
-the assumption that thesa sub-groups together account for

the same proportion, viz., 40 per cent,'in the Census group
07 in each district as they do in the Tamilnadu total. On
this basis, the district-wise availability of medical doctors
(allopathic, homeopathic, ayurvedic and unani) in 1971 has
been:estimated in Table 12, The tablé also gives the corres-
ponding population;doctor ratios. For all the districts
taken together, the average was 2123, Dharmapuri, S.Arcot,
Chengalpattu, Ramanathapuram, Tiruchirapalli and N.Arcot had

ratios higher than the average.

18. Turning to the registration statistics, we find that
progréssive registrations of allopathic doctors upto 1971
was 7,717. This is not far different from the Census figure
of 8201. The district-wise breakdown is given in Table 11,
Registrations in the City (up to 1971) came to 2783 or 36
per cent of the total. If this taken to be the availability
" of doctors in the City, it gives a population - (allopathic)
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doctor ratio of 887 in the City in 1971. On the basis of
registration data, the populatioh dpétor ratio for allopa-
thic dockors in the districts will come to 7,821 in 1971,

In 1976, regiétration figqres for allopathic doctors was
4600 in the City andi8731_ih the districts. The correspond-
ing populatiqn—doctor ratios would be 621 {city) and 4840
(districts). . '

19. The total number of allopathic doctors in Tamilnadu in
1978 could be estimated to be of the order of 15,000.27 of
this total, about 5280 were in government employment, about
2110 in medical colleges and teaching hospitals, about 2650
in hospitals under the Director of Medical Services and
Family‘melfareAand about 520 in the Public Health establish-
ment,z/ There were at the same time .a large number of doctors
on the live registers of employment exchanges seeking employ-
ment. The figure for Tamilnadu as on 31lst December 1979 was
l761,§/ Thus about two-thirds of the total number of doctors
were in the private sector., In as much as government doctors
in Tamilnadu are also alloved private practice, it follows
that the public sector has command over only a wminor portion
of the professional time of doctoré trained and resident in
Tamilnadu,

20. The output of doctors from the 8 medical colleges in
the State is about 1000 per annum.g' Some rough estimate
of the cost to the State of producing a MBBS graduate is
possible., The current annual level of expenditure on medi-
cal colleges is of the ordsr of RSe 7 crores,ig/ Based on
their relative strengths, it can be estimated that 25 per
cent of the staff are on the non-clinical, non-mediczl and
administrative staff. We can also assume reasonably that
50 per cent of the time of the clinical staff is spent on
teaching, including didactic teaching in the teaching hos-~
pitals attached to medical colleges. On this basis, 62.5
per cent of the total expenditure or Fse 4438 crores per

annum could be related to an annual output of 1000 medi&3l
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‘graduates. ™ AS a reasonable rough- estimate, the cost to the
State:td produce one medical graduate can be arrived at as
Rss 44,000,

: /
Expenditures on Medical and Health fac111t1es-j‘-—l

21, An aggregate picturée of government expenditures on
medical-and health facilities ¢an be gained by relating

the level of the outlay in these sectors to the total Plan
and'budgetary expenditures in Tamilnadu. Table 12 gives

the relevant figures. Expenditures.on Medical and Health

in the State Plan have been budgeted at a level of ps.25.89
crores in 1981-82, This figure excludes outlays on Centrally-
sponsored schemes {mainly family planning) and on water supply.
In the three yedrs 1979-80 to 1981-82, Plan expenditures on
Medical and Health have totalled to Rs.44.92 crores or 3.2

pPer cent of the overall Plan outlays in these years. 1In the
Sixth Plan (1980-85), the allocation for Medical and Health

is Rs.67.8 crores in a State Plan of rs.3150 crorzs or 2.15

Per cent.

22. Plan outlays in any year represent the sxpenditures

on additional facilities started.in that yvear and the main-
tenance expénditure on facilities created in the current .
Plan period. The Budget on the other hand gives total expen-
ditures, Plan and non-Plan. Excluding family planmning and
water supply, the revenue and capital expenditures on Medical
and Health in the 1981-82 Budget were 's.97.44 crores or

7.6 per cent of: the total revenue and capital outlays.

23, Inter-state comparigsons of expendltares on health
(including medical) will be of sowbllntbrest, lelb 14
gives the per capita expenditure on health {excluding
family planning) in wmajor Statps in India in 1977 8.
There are obv1ous llmltatlons in taklng these. figures
as a reflection of real rathcr than nom;nal expanditure

on health because of dlffpr ences in patterns of expenditures,
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salary scales, diet and drug costs, and so on. However, the
table shows that Tamilnadu's per capita nominal expenditures
were a little below the all-India average and 7 other States

were ahead of Tamilnadu in their per capita health outlay.

24, An attempt has been made in Table 14 to recast the
budget figures in broad functional categories. It will be
seen that the directly identifiable outlay on the control
of communicable diseases and on primary health care is
Rsa 20,31 crores or 20.8 per. cent of the cverall Medical and
Health budget of m.97.44 crores in 1981-82. This is roughly
the same order of expenditure on medical education and on
City hospitals, (viz., Rs.20.18 crores) and amounts to a per
capita outlay of about Bs.4.2 in Tamilnadu.lz/ The format of
the budget classification does not permit a more detailed
_ analysis . of expenditures at different levels, primarily
because all hospitals in the districts whether at the dis-
trict headquarters or;elsewhere. soe clubbed together., How-
ever, expendiﬂdféé have to be generally related to the
location of physical facilities and the latter, as we have
seen already, are highly concentrated in the City and in
district headguarters.

25, It will be useful to review the present level of expen-
diture on medical and health in relation to certain targets,
It will be recalled that the Bhore Committee's recommendation
was that governments should be statutorily required to

spend not less than 15 per cent of their revenues for health.
On this basis, the normative expenditure on hzalth in Tamil-
nadu should be twice the current level or of the order of

Rs. 200 crores per annum. The "Health for Al1l™ Study Groug
have proposed a target of 6 per cant of the nafional income
-on health to be reached in the year 2000. On this basis,
Tamilnadu will need to step up the outlay on health from
about Ps. 100 crores now to Fs.300 crores (in constant prices)

in-the next two decades., This will imply, in constant
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.Prices,wanfahnuélQaveraqe growth of about 6 per cent. 1In

another recommendation, the "Health for All" group have

proposed an annual increase of 8 to 9 per cent in constant

prices in the health budget. Assuming reasonably an annual

inflation rate of 10 per cent, the annual ircreases to the
health budget will need to be of the ordar of 15 to 20 per

ceﬁt’toﬂachieve a real growth rate of 5 to 10 per cent per

annume.

short-term norm can be reached in only about 10 years from now.

NOTES

Government of Tamilnadu Hand Book of Medical Statistics
Madras 1979,

Ibid

‘Government of Tamilnadu Performance Budget 1981-32

Medical Services and Family Welfare Madras 1981,

World Bank Health Sector Policy Paper 1980 (page 39).

Tamilnadu State Planning Commission Sixth Five Year
Plan 1980-85 A Summary Madras 1981,

Based on a registration figure of 13,300 as on 1,1,1%77
and adding two year's output at 1,000 per annum,

Based on figures in Government of Tamilnadu Report of
the Third Tamilnadu Pay Commission 1978,

Government of India Pocket Book of H=alth Statistics of
India 1980.

Government of Tamilnadu Performance Budget 1981-82
Medical Education Madras 1981,

Ibid

Figures are based on Government of Tamilnadu Annual

Plan-1981=82, Budget Memorandum 1981-82 and Demands

for Grants Nos 18 and 19,  1981-82.

In contrast, the per capita cost in the ESI schame is
around Rs. 150 per annum.

Even with.such a rate of increase, the Bhore Committe's
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Table 6 State-wise ratio of population to beds and doctors

= i B T o e o e - - ——— W

1979
Population prer
Bed Doctor
1. andhra Pradesh 1, 48427 2,789+
2. Assam (and Mizoram) 1,9003/ 2,502
3. Bihar 2,9162/ ; 4'666}/
4, Cujarat 1, 0412/ 2,628
5. Haryana 1,684 5,776
6. Karnataka 1,26% 4,86§é/
7. Kerala " 576 2; 493
8. Madhya Pradesh 3,3102/ 6,825
9. Maharashtta  seeY 1,785
10. Orissa 2,5022/ 3,678
11, Punjab 1,280 2,024
12. Rajasthan 1,8972/ 4, 362
13. Tamilnadu 1,111 3, 408
14. Uttar Pradesh 2, 2553 5, 084
15. W. Bengal 1, 1683” 1,732
All India 1,392 | 3,622
171978 2/ 1977 3/ 1976 4/ 1972

Source: Government of India Pocket Book of Health
Statistics of India 1979,
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Table 7 Distribution of beds in Districts in Tamilnadu 1977

District Other Total PHCs Rural PHC Granc

District headqua- urban urban &, total
~rters areas o rural
1. Chengalpattu 4162 606 1022 162 136 298 1320
2. N.Arcot 1576 744 2320 228 54 282 2602
3. S.Arcot 280 477 757 204 180 384 1141
4, Dharmapuri 50 209 259. 96 42 138 397
5. Salem 618 405 1023 . 210 77 287 1310
6. Coimbatore 14802/ 744 2224 270 135 405 2520
and Periyar
7. Nilgiris 291 371 662 30 16 46 708
8. Madurai 1804 1180 2984 210 457 667 3651
9. Tiruchirra= 925 488 1413 186 122 308 1721
palli
10. Thanjavur 1211 1114 2325 204 204 408 2733
11. Pudukkottai 206 76 282 60 79 139 421
12. Ramanathapuram 175/ 1193 1368 192 157 349 1717
13, Tirunelveli 663 821 1484 186 310 496 1980
14. Kanyakumari 543 140 683 54 351 405 1088
All Districts10238 8568 18806 2292 2320 4612 23418

a/ Chengalpattu is taken as district headquarters
b/ Combined total of beds in Coimbatore and Zrode

¢/ Ramanathapuram is taken as district headquarters.

Source: Govarnment of Tamilnadu Hand Book of Medical
Statistics Madras 1979,
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Table 8 Percentage. of beds in rural areas to total beds 1980

e e s e i o b e S | e o o -t M o o b ot 0 oot

(Per cent)

L. Andhra Pradesh 11.1

2. Assam 9.6

3. Bihar 2.6

4, Gujarat 4.6

5, Haryana 5.0

6. Karnataka 8.6

7. Xerala®’ 50,2

8. Madhya Pradesh 2.3

5. Maharashtra®’/ 6.9

10, orissa®’ 19,2
11. Punjab 20,7
12. Rajasthan 4ed
13. Tamilnadu 9.3
14. Uttar Pradesh?’ 6.8
15, W. Bengal 18.5
All-India 13.1

a/ Refers to 1979

Source: Government of India Pocket Book of Health
Statistics of India 1980
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District G o o e w = m e e e e e e o S aR B
In District For entire
headguarters District
a/ o
1. Chengalpattu 114-~ 2536
2. N, Arcot 157 1589
3., 3. Arcot 457 3480
4., Dharmapuri 1023 4766
5. Salem 833 2531
. , . b/

6. Coimbatore & Periyar 806~ 1856
7. NWilgiris 267 773
8. Madurai 501 1189
9, Tiruchirrapalli 657 2052
10, Thanjavur 151 1424
11. Pudukkottai 427 2482
12. Ramanathapuram 2615 1824
13. Tirunelveli 489 1764
14, Kanyakumari 316 1252
All Districts 448 1833

m em am wm e ww e mm e e em e em mm em m  eh mm es mm mm em mm e e e me e oo

g/ Chengalpattu. is taken as district headquarters
b/ Combined total of beds in Coimbatore and Erode
¢/ Ramanathapuram is taken as district headquarters.
Source: Government of Tamilnadu Hand Book of Medical
Statistics Madras 1979. The 1981 Census

population has been used to compute the ratios
for district headguarters.
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Urban  Rural  Iotal
Physicians and Surgeons:
Allopathic 6,614 1,587 3,201
Ayurvedic 2,599 1,965 4,564
Homeopathic 2,465 3,602 6,067
Unani 305 180 485

Source: Census of India, 19871
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‘Table 11 g;lopathic.doctcrs‘reqisteréd:by districts in

vt i - s s W > o - - o e - e S - 0 o  oa o

Progressive Registrations Up to:

‘1971 1978
1., Madras 2,783 4,600
2. Chengalpattu 167 225
3. N. Arcot 654 1,123
4. S. Arcot 290 474
5. Dharmapuri 48 126
6. Salem . 434 742
7. Coimbatore (includ-
ing Periyar) 662 1,190
8. Nilgiris 102 : 169
9. Thanjavur 512 863
10, Tiruchirrapallil 443 . 829
11. Madurai 718 1,288
12. Pudukkottai - 20
13 Ramanathapuram 336 600
14. Tirunelvelil 429 792
15. Kanyakumari 139 290
7,717 13,331

Source: Tamilnadu Medical Council, Madras
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Tamilnadu, 1977

Madras
Chengalpattu
N.‘Arcot

S. Arcot
Dharmapuri
Salem

Coimbatore (including
Perivyar

Nilgiris
Thanjavur
Tiruchirrapalli
Madurai
Pudukkottai
Ramanathapﬁram
Tirunelveli

Kanyakumari

Tamilnadu
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/
a
Doctors—

Population=-doctor

2,721
995
1,569
557
344
1,278

2,277

533
2,019
1,481
1,887

N.A.
1,029

1,500

907
2,927
2, 394
3,781
4,878
2,342

1,921

a/ Estimated as 60 per cent of the Census 1971 totals
for Group 07 {Physicians and Surgeons including
dental surgeons, veterinarians etc.)

b/ Slightly different from the total of 19,317 in
Table 10 due to rounding off,.
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Capital

Total

41

(rs. crores)

1979=80 1980-31 1981-82

Actuals Revised. Budget
Lstimate Estimate

1.56 14.47 25,89
674 28. 79,30 83,31
l.41 7.15 14,13
68,69 86,45 97 0 44

: Government of Tamilnadu Annual Plan 1981-82

1981~-82 and Budget Memorandum 1981-82
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Table 14 Statewise per capita expenditurs on Medical

and Health 1977-7

——— - - e wmem - an

RSe
1, Andhra Pradesh 13.49

2. Assam (including Mizoram) 12,24

3. Bihar 6.94

4. Gujarat 17.06

5. Haryana 18.91

6. Karnataka 12.64

7. Kerala 19.26

8. Madhya Pradesh 10.76

9. Maharashtra 16.388

10. Oriséa 11.31
11. Punjab 20.94
12. Rajasthah 19,69
13. Tamilnadu 14.73
14, Uttar Pradesh 8f11
15. Weét éeﬁééivA 16.54
All India 15.05

Source: Government of India Pocket Book of

Health Statistics of India 1980,




Table 15°- Functlonal c1a581f1catlon of Medical and

e e 2 e e e i o S o et e M i o Aot o s e it

mxpenditure

{rs. lakhs)

Administrative and

. other overheads

Buildings

Bmployees State
Insurance

Public Health Regulation

Indigenous Medicine

 Medical Education

City hospitdls
District hospitals
Communicable diseases

Primary health facilities

Percentage
to total

14.5

7.2

1.6
1.8
7.6

13.1

28.1
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In this section, we will take a Jbrief ovprv1ew of pri-
mary health care facilities in amllnadu. C&n the rural
aresas, the basic net work of health facilities consists of
the PHC at the block level and sub-centres under the control
of the PHC. The PHCs mainly provide out-patiernt facilities
but also contain six beds for emergencies, maternity cases:
and vasectomies., Each PHC has an operating room, a pharmacy
and a laboratory. Drugs are provided to out patientg) The
sanctioned strength of doctors for each PHC is 3. The annual
allotment for drugs is Bs.20, 000, There are a total number
of 383 PHCs in Tamilnadu, one each in 365 Panchayat Unions/
Development Blocks and 2 each.in 2 unions, On an average,
each PHC at present covers a population of about 1,18,000
and an area of 340 sguare kilometres (or a radius of 18.5

kilometres).

2.(fSince 1977-78, the Tamilnadu government have initiated

a scheme to attach mobile medical teams to PHCs in a phased
programme. This scheme has been conceived of as an alter-
native to the village-level Community Health Workers {(CHW)
scheme promoted by the Central government which has not
been accepted in Tamilnaduj)(ﬂobile medical teams have been
sanctioned)so far in 249 PéCs. In these PHCs, 2 out of the
3 PHC doctors are attached to thé mobile unit which is
required to cover each wvillage in the block once a week. An
additional allotment of ps. 20,000 has been made to the mobile
units for drugs.

3. (Xt the next level below the PHC)(chere are) 3377(éub-
centres) or an average of 9 per PHC. On an averaqe,(éach
sub centre at Present covers a population of about 13,100
and an area of about 40 square kilometre§? If the effective
coverage of a sub-centre is taken as a population of 5000,

the sub-centre net work will provide a coverage of about
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38 per cent for: the district population at present. The
main function of the sub-centres is to provide maternity
and‘childrhealth services. CEach sub-centre is staffed
by an auxiliary nurse-midvife’ {AM) who concentrates on

maternal - care and,deliveriesf)

4. <?he government net&work in Tamilnadu is supplemented

by government-aided mini health centres run by voluntary
organisations. In general, each mini HC covers a poprul a-
tion of 5000. The mini HCs have an annual budget of

Rs. 18, 000 of which 50 Per cent is met Dby qovernment Accord-
ing to the standard Pattern, each wmini HC has one part-time
medical officer, a male and a female héalthxvorker, and lay
first aiders or commuﬁity health workers at the villége
level. Upto the end of 1981, 214 mini HCs have been sanc-
tloned of which 181 were functlonlng In terms of the
populaulon covered by them mini HCs account for 2 per cent
of the population in the dlStrlCtau‘ The mini HCs in Tamil-
nadu are'concentratedwin Madurai {53), Kanyakumari {52),
Chengalpattu {32) and W.Afcot (16), with these four districts
accounting for 153 or 85 per cent of the total number: of 181
mini HCs in the State:B

VZC Government's plans for the future at the PHC level would

» appear to consist of (i) opening additional PHCs. 80 new
PHCs are proposed to be opened during the Sixth Plan (1980-85)
(ii) upgradlng selected PHCs into 20 bed hospitals. One PHC
in each district is proposed to be upgradad in 1981-82
(iii) extension of the mobile medical team to more PHCs.

25 additional mobile teams have been sanctioned in 1981«82,)

\9/ At the sub-centre level, the 1onq—term objective is to
extend fac111t1es to the 5000 Dopulatlon 1evel A beginning
has been made 1n this direction in thp Multi-purpose Health
Workers schem under which a male and a female HW are to be
posted at the bOOO population level. The scheme has been
taken u? in the first.phase in the districts of Chengalpattu,
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//Se Arcot, Madurai, Kanniyakumari and Salem. Under the
health domponent of the World-Bank assisted Tamilnadu
Nutrition Project, construction and equipment, ﬁraininq
facilities, vehicles etc., are to be provided foi 1600 sub-
centres at the 5000 population level in the 6 districts of
Madurai, Ramanathapuram, Tirunelveli, Pudukkottai, Chengal-
pattu and N.Arcot.z/ This project also provides for a
Community Nutrition Worker {CNW) at the village level. 1In
addition to her main functions which relats to nutrition,
the CNW will also discharge certain health functions such
as ante-natal care for expectant mothers, diarrohea manage-
ment, organisation of immunisations and health carsa for pre-
school children. 9000 CNWs are to be employed during the
project period of 5 years in these 6 districts° Under the
DQE}DA scheme assisted by the Danish government, waternity
and‘child health services are to be established or streng-
thened at the 5000 population level in S.Arcot and Salem.é/
Tha DANIDA scheme however does not have the counterpart of
the CNW at the village level.

- altogether, in the Sixth Plan period (1980-85), 2343
additional sub-centres are proposed to be added to 3294 -at
the beginning of the Plan reaching a total of 5637 in 1985°£/
The population in the districts in Tamilnadu in 1985 can be
estimated to be 48.1 million. On the basis of 5637 sub-
centres, the average coverage per sub-centre will be about
8500 population at the end of the Plan. Alternatively,
assuming an effective coverage of 5000 per sub-centre, 5637
sub-centres will cover a population of 28,19 million or, 58.5
per cent of the populatidn in 1985,

.  The core of the facilities being sought to be provided
through sub-centres consists of (i) maternal services viz.,
ante natal car:, assisted deliveries, post natal care and
family planning (ii) immunisation of children under age 2
against diphtheria, tetanus, pertussis (whooping cough),
tuberculosis and typhoid and (iii) school hzalth services
for children in the age group 6-11,
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9. Some available facts about the coverage undar these

programmes will be of interest:

(i) . The- sample survey conducted under the Sample Regis-—

. tration Scheme 1978 showed that 60.6 of deliveries in rural
Tamilnadu were at home and unassisted by trained personnel,

14.7 per:cent were domiciliary but assisted by trained mid-

wives.and 24.7 per - cent were in institutions.

(ii) Figures are available in regard to {a) immunisation
of infants and pre-school children against DPT (Diphtheria,
Pertussis, Tetanus) (b) immunisation of expectant mothers
against tetanus {c) prophylaxis against nutritional anaemia
among mothers and children and (d) prophylaxis against
blindness in children caused by vitamin A deficiency from
1970-71 to 1975-76. Table 15 gives these figures. It also
estimates the coverage under each programme, It will be
seen that under DPT, the coverage is around 27 per cent of
new births. Figures available for 1977-78 to 1980-81 for
DPT immunisation also indicate the same level of coverage.
The ere are obviously variations among dlStElCtS“ the DANIDA
'report for 1nstance, estlmatcs the coveraq in Salem at
“22 7 per cent and in S.Arcot- at 12.5 per cent, In immuni-
‘sation .aof mothers agalnst~tetanus toxoid, it is as low as

5.5 per cent.

ii) In Madras City, the immunisation coverage is very
“Tow. ~In 1978=79, DPT immunisation covered only.about 7 per
cent {primary) and 7.5 per cent (booster). Tetanus-toxoid
'1mmunlsablon for mothers covered onlty 1 per cent. Nutritional
supplemants to mothers covered 20 per cent. vVitamin A sclution
to children covered 2 per cent.é/

(iv) The special school health services programme is in
operation in 103 blocks where the annual target is to cover
2000. children. In other blocks, the annual térget is 1000
children. The estimated number of children in the age group
6-11 is 15,000 per block. The coverage can not therafore be
considered adequate:; in any case, the programme is confined
to children in this age group who are enrolled in, and
attend schools.
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&ﬂ. A number of deficiencies in the working of the primary
health care system in Tamilnadu have come to light. They
include (i) a high proportion of vacancies in the sanctioned
strength, particularly of doctors and pharmacists {(ii) fre-
quent transfers of personnel (iii) multiplicity of Directorates
to which the PHC doctors and staff are accountable (iv) heavy
load of scriptory work on the professionals (v) shortages in
buildings for PHCs and sub-centresé/ (vi)‘under-utilisation

of beds in PHCSZ/ {(vii) shortages and discontinuities in the
supply of drugs and (viii) shortages and frequent breakdowns

in the case of Vehiclesa'

11. In addition to these shortcomings of an administrative
nature, a further set of problems arise from.the preoccu-
pation of doctors with private practice. It results in

{a) neglect of their public duties (b) absentecism {(c¢) slack
supervision of subordinate staff and (d) corruptiony -

1/ Information collected from Government of Tamilnadu

- Demand for Public Health Grants 1981-82 and Performance
Budget 1981-82 Public Health and Preventive Medicine,
and Primary Health Centres.

2/ World Bank Staff Appraisal of a Nutrition Project in
Tamilnadu March 1980,

3/ DaANIDA Strengthening Health Care and Family Welfare in
two districts in Tamilnadu, October 1980,

4/ Tamilnadu State Planning Commission Sixth Five Year
Plan (1980-85) A Summary Madras 19817

5/ Madras Metropolitan Development Authrity Structure Plan
for Madras Metropolitan Area Volums 1 : Existing Situa-
tion, June 1980, :

6/ as at the beginning of 1981-82, dispensary buildings
were short in 75,or 20 per cent of the PHCs and staff
gquarters in 145,or 38 per cent of the PHCs. At the
sub-centre level, deficiencies in terms of the existing
level of coverage are not known. In addition to meating
these deficiencies, buildings will have to be put up for
about 6000 additional sub=~centres including staff quarters
to reach the proposed target of one sub-centre for 5000 °
population.

z/ The bed occupancy was reported to be less than one per
day in S.Arcot and Salem, Vide DANIDA op. cit.
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Average annual Estimated
Scheme benaficiaries covarage

1970-71 to

1975-76

1. Immunisation of infants

and pre-school children 3,07,431 264 7§/
against DPT
2. Immunisation of expsctant
mothers against tetanus 62,939 5.52/
3. Prophylaxis against nutri=-
tional anaemia in children 2,95,821 16.4«}2
4, Prophylaxis against Nutri-
™ /
tional anasmia in mothers 4,26,932 3740~
5. Prophylaxis against bling-
/
ness in children causad 3,81,808 ; 21.29/

by Vitamin A deficiency

a/ As proportion of live births

b/ As proportion of 0-2 age group

Source: Government of TmmllnadL Hand Book of Medical
Statistics 1979,
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We have seen: that startlng from the Report of the Bhore
Committee in 1946 and. exte ndlng up to the 'Health for all'
Report of “the TICSSR-ICMR Study Group in 1980, the basic
thgust of recommendations on health policy has consisted

in emphasising:

{a) a net work of adequate and dispersed hospital faci-
lltleS that will syste >matically reach out to hitherto neg-

lected rural areas:

(b) the provision of faciliﬁies through PHCs and sub-
centres for (i) th; diagnosis and cure of simple ailments
with complicated cases beiﬁq referred to the secondary
lev=l {ii) mate¥nal ‘servicas viz., antenatal and post-natal
care, assisted deliveries and family planning and (iii) the
control of child morbldlty and mortallty through immunization
and school health: serv1ces

{c) Preventive health programmes on similar lines in
urban areas;

(@) specific prodrammes for the control of communicable

diseases; and
{e) improvements %o environmental hygiene.,

2. vThe review of the health situation in Tamilnadu in the
fore=going chapters is not a comprehensive one, Even within
its self-limited Scope, 1t has been constrained by the lack
of data and published ihformation. However, enough facts
have been brought out to show that éémilnadu has a long way
to go in meeting the oft-repeated objectives of health policy
of the last three decades.

3. 1In this context, it is necessary to move in the right
direction and to move faster, if 'Health for All' (or any
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other rallying cry) by the year 2000 (or at any other fore-
seeable date) is not to remain a slogan. It is only the
government that is in a position to formulate detailed

Plans, allocate needed resources, and implement a time~bound
Programme of action to improve the health status of Tamilnadu,
These tasks cannot be systematically approached unless there
is clarity on the major policy issues. Some of the main
issues of policy, and of planning and implementation, that
folldN from our review of the health situation in Tamilnadu
are the following.) '

Resources

VK: It is necessary to increase the size of the health bud-
get and to devote a very substantial proportion of the
incremental expenditure to preventive‘and curative facilities
in the rural areas. Prima facie, and especially in the
context of the removal of Prohibition,'it does not seem
infeasible to accept the target of a 20 per cent annual
increase to the health budget. At current levels, this
will mean an annual increment of the order of Ps.20 crores.
Even if 75 per cent of this amount is devoted to primary
health: and related secondary facilities, it will result in
an annual increase of around 50 per cent to the resourcss
currently being spent at these levels which is of the order
of s, 30 crores. TIf achieved, this can amount to a signi-
ficant rate of growth in resources available for. primary
health care. '

5. Health is an area where financial -contribution at the
local level could be directly related to benefits for the
local population., Mobilisation of local resources would,
however, be possible only under a-decentralised and partici-
patory framework of health care. The government faces the
prospect of having to incur considerable capital expenditures
on buildings for (a) meeting existing shortages at the PHC
and sub-centre levels and (b) extending the sub-centre net
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work to 5000 of population. In this context, the scope for
meeting a good part of such expenditures from local contri-
butions in cash and kind should be explored., Recurring
resources can also be raised at the local level in part
through payments for services, in part through Panchayat
Union and Panchayat taxation, and in some cases, particu-
larly in wurban ar=zas, through appropriate health insurance

schemas,

6. The analysis of existing levels, and the gros8s imbalances
in the population-bed ratio (a) as between Madras City and
the districts (b) inter-se betweesn districts (c) between
district headgquarter towns and other parts of districts, and
(d) between urban and rural locations in districts shows
that, over the years, the expansion of hospital facilities

in Tamilnadu has been both meagre and unplanned. What is

of crucial importance is to ensure that existing facilities
created at considerable cost are fully utilised, and new
facilities are created at locations where they will be

tully utilised. Definite priorities will have to be evolved
for the future on the basis of d=tailed planning, and pri-
orities once arrived at, rigorously adhered to. On the basis
.0f coverage and utilisation statistics, existence of communi-
cation facilities ete., it should be possible to arrive at a
spatiél plan for the upgrading of existing taluk and non-
taluk hospitals and for the location of new hospitals at the
secondary lavel with adequate bed strength, equipment and
specialities. A balance will have to be struck, during
éxpansion, between economic unit size and the requiremant
for dispersal. Considering that the present average bed
strength in taluk/non-taluk hospitals is around 50, it may

be reasonable, in the first instance, to upgrade some of

them into 100 bed hospitals and to open new hospitals with

50 or 100 beds as may be appropriate. In implementing such

a plan, priority will have to be given to districts and sub-
district areas which have a high population=-bad ratio.,
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Tamllnadu has a number of towns with populations of 10,000
and abov well distributed among the districts. This infra-
structure 15 a great natural advantage for a rational and
unltable plannlng of hospltal f1c1lltles. In the absence
of such detailed plannlng, it does not seem optimal. to
convsrt a fqﬂ selected PHCs intd'ZO bedded hospitals or to
’oppn an addltlonal PHC 1n a few blocks on the basis of

ad hoc dec151ons.

7. The referral system between the primary and secondary
levels has to be institutionalised. A system of zoning

‘and linking PHCs to hospitals at the secondary level {includ-
ing where appropriates recognised private hospifals) is
neces;éry along with the provision of ambulance and telephone

facilities in good working order.

Tbe'Village Base

8. The decision in Tamilnadu to do without village-level
“community health workers {CHVs) requires serious reconsi-
deration. In several projects, all over India, the need
for a first level worker of this type, chosen from within
the v1llage, enjoying the confldencp of the village commu-
nity and in close daily contact with them has been amply
demonstrated. An anchot;ng at the village level is a sine
qua non for the entifendémut 6f primary health services -
ﬁaternal services, immunization for mothers and children,
other child health services, health education, distribution
of drugs for simple ailments, the spotting of complicated
cases for referral, post-referral follow-up and so on. The
rest of whatever delivery system is implemented will be

doomed to ineffectiveness unless it is rooted in the village.

9, Besides, in the World Bank assisted Tamil Nadu Nutrition
Project which covers 6 districts, with a total population
that is 46 per cent of the overall district population in the
State, 1t is proposad to have village-level community nutri-

tion workers who also have certain basic health functions
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attached to them. It would be umwise to think of retrench-
ing this large cadre of 9000 CNWs at the end of the 5 year
Project period, especially since at the »nd of this period
they would have gained experience and motivation; nor, does
it apprear that it would be feasible to create such a large
measure of dis-employment. A large beginning having been
made in this ptoject, the sensible course of action would
be to retain the CWs at the =nd of the project period as
CHW's and to decide to have CHis in other districts as well.

10. The supervision of an eventual number of about 16,000
village-level CHWs through normal bureaucratic means will

" be an impossibility and should not be attempted. The

entire rationale of having a CHW is that the health worker

at the village level should be first and foremost accountable
to the village community and enjoy its confidence and coopera=-
tion. This can be ensured only if the CHV is squarely placed
under the guidance, supervision, and control of ﬁhe Panchayat.
This view has been very strongly endorsed in the Health for
All report. '

11. A large scale and systematically planned programme for
the training of dais is called for in order to improve the
proportion of assisted deliveries. Trained dais have also
been found to be one useful source for the recruitment of
CHW's . o

12, School teachers provide‘aﬁdtﬁer important souﬁce of
front=line workers, Thair value in being able to impart
instruction on health and hygiene to school children is

cbvious but it will Have to be supported through training

and the provision of teaching aids. 1In Tamilnadu, a pioneering
effort has been wmade to use school teachers for leprosy
detection. The scope for expanding this scheme should be

explored,



55

M We”haVe seen that over 70 per cent of doctors in rural
areas are practitioners of indiqenous medicine. They are
close to the community and can be utiliSed in the priﬁary
health care net work, principally by training them to
identify and report on the incidence of diseases which nead
specialised allopathic treatment. The use of inexpensive,
locally available herb medicines, particularly for skin

diseases and jaundice could be promoted.

14, Health education has high priority in any concept of
participatory preventive health care. Apart from the use

of CHWs, MPWs and teachers, there is much unexploited

scope for the use of posters, hoardings, the radio and

other media. One may recall the following recommendation

of ‘the Bhore Committee in this connection: "The organisation
of health ?ropaganda is a highly specialised task and it .
should theféfore be entrusted to persons capable of producin
results. The methods of propaganda which commercial organi-
sations have employed with great success should be studied’
and adopted, as far as practicable, in the development of

health education campaign'.

15. While village water supply has receivad attention and
resources for many years, hardly a beginning has been made
to promote village sanitation. Panchayats should be acti-
vated in this matter and given necsssary technical and
financial support by government,

Mobile and Stationary

16. The mobile medical team has been envisaged in Tamilnadu
‘as an alternative to the CHW pattern. Obviously, it is not

and cannot be, an effective or economic alternative. At the
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same time, the reach of the PHC being necsssarily limited,
the need for out-reach facilities through mobile teams is
apparent. The inter-face between stationary and mobile
arrangements will have to be carefully thought out. Tha
attempt to reach every village evéry week is expensive,
has a high ptopensity to breakdowns, and spares too little
time ét each place. if a CHJ is available at the village
level, it may be Sufficient for the mobile team to confine
itself to the 5000 population sub-centre level. Using the
CHW, the multi-purpose workers at the sub-centre level and
the mobile teams, it should be possible to achieve a much
higher coverage in the immunization programme both through

normal means and through special camps and cluster campalgns.

17, The effective functioning of PHCs and of hospitals in
rural areas has been consistently hampered by the large
number of vacancies in sanctioned posts of doctors, high
turn-over due to frequent transfers, and the preoccupation
af govérnment doctors with their private practice to the
detriment of official responsibilities. On an all-India
basis, the 'Healﬁh for All' group have pointed out that

the estimated existing stock of 2,20,000 doctors in the
country with annual additions of the ordsr of 13,000 would
more than suffice for implementing the expansion they have
envisaged for the year 2000, and that in the aggregate,
ovar~rather than under-production of doctcors is the country's
problem., In Tamilnadu, as in all-India, the public sector
absorbs only about a third of available doctors. There is
also an increasing trend in the numbers of doctors seeking
public employment. The real problem is, therefore, to en-
large the recruitment of doctors to public service and
enforce arrangements whereby they are posted to, and retaine
for reasonable spells in, PHCs and rural hospitals. If there
is the will to do so, it is hard to believe that suitable ways

cannot be found. The Shrivastav Committee, for iﬁstance, has
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recommendad thét\evérj doctor in the public service should
be made to spend a period of not less than two consecutive
years at a PHC between the 5th and 15th vear of his career.

18. The Central Government and many of the State governments
have banned private-practice. It is acknowledged experience
that private practice leads to neglect of duty and to corrup-
tion. The banning of private practice is a r=form which is
overdue in Tamilnadu, Needless to add, the strict enforée—

ment of such a ban will also be essential.

19, Tamilnadu has had a strong tradition of voluntary non-
governmental organisations working in the field of hesalth
and government has followed an enlightenéd policy of utilis-
ing them through the mini HC scheme. However mini HCs are
few in number -and concentrated in a few districts. The cass
for encouraging. voluntary agencies is that they are able to

’ achieve favourable benefit—cost ratios as well as a high :
degree of mopivation in their health care projects, confined
though they may be to a few pockets. The most important'
aspect of voluntary effort is that it provides a set of
action—;esearch models for community health care. These
models could provide a seed-bed, as it were, for wider
transplantation in a Panchayat-based community health system,
if such a system could be created. A fruitful interaction
between the government and voludtary agencies necds to be
promoted over time. In particular, there is need for
coordination and constructive cooperation in blocks where
voluntary agencies are operating alongside the governmental

system.

20, We have drawn aﬁtention to the very.low level of immuni-
zation coverage in Madraslcity. Tamilnadu has a relatively

high urban population. The urban poor live in highly congested
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and 1nuan1tary surroundlngq and are particularly wvulnerable

to water borne and fecally communicated diseases. 1In densely

populated urban areas, there is a good scope for implementing

cost-effective preventive and promotive health care measures.

This scope has hardly been exploited. A strong programme for

Primary health care, and improvements to environmental hygicene
in urban areas organised through local bodies should be given

high priority.

Spgaal Seclipd bty
21, Social security for the poor in old age ought to be an
ssential element of health policy. The bulk of our- popu-
lation are employed in the unorganised sector, mainly in
agriculture. With no savings of their own, or State aid in
old age, most of them are condemned to destitution., 0ld age
pensions in Tamilnadu are generally available only after 65
yvears of age and cover only about 6 per cent of that age
group. There is a strong case for extending the scheme to
those abova 60‘years of age in rural areas and for libsralising
the provisions so as to cover a much larger target group. In
particular, landless agricultural labourers and rural: artisans
should be fully coveaig; An expanded scheme of social security
will not only improve/ eXpectation of lifs but also provide a
strong incentive for family planning.

22, One cannot faill to refer to the fragmentation of adminis-
trative control over inter-related aspects of medical and
health care in Tamilnadu. The Public Health department was
formed in 1923, 1In 1966, it was integrated with the Depart-
ment of Medical Services into a unified Directorate . of Health
Services and Family Welfare. In 1976, the Directorate was
split between a Directorate of Public Health and Preventive

Medicine (DPH) and a Directorate of Medical Services and
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Family Welfare (DMS),., In 1979, a separate Directorate of
Primary Health Centres was carved out from the former.
Apart from these three Directorates, there are two others
for Medical Education and for indigenous Medicine. ‘At the
field level, hospitals and family welfare are under the ]
DMS; preventive serviées, supply of drugs and deployment of
vehicles under the DPH; primary, health centres under its
separate Directofate; and indicenous medicine under yazt
another. There is a clear prima facie case for the simpli-
fication and streamlining of the administrative structure
aimad at a closer integration of promotional, preventive

and curative services.

23. We beqan with the rather modest working hypothesis that
something could be done to bring health to more, and to more
of the poor, while 'health for alf' may not be achievaed in

the absende of far-reaching changes in our cconomic and social
structure. We also saw that in respect of health, Tamiinadu
is a mediocre State in a backward, country. It is nescessary,
and should be possible, to improve the health status of
Tamilnadu. It is in this context that we have tried to
outline the kind of changes needed to achiave more rapid and

equitable progress in this sector.

24, One set of the reforms necessary consi§t of increased
resources, detailed planniﬁq, rigorous pribtities, adminis-
trative streamlining and better management. Along with

these, bﬁo méjbr reforms, which will more directly test the
political will of the government, are also necessary.  The
first of these 1s the social use of doctors, in the produc-
tion of each oﬁe of whom a considerable social investment is
involved., More doctors have té be recruited to the public
sector, more madeito Serve in rural areas, and their undivided
attention ensured to the public clientele;] Another is the

simple recognition of the fact that hsalth cannot be brought
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to .the people unlews auw antil the people are also "brought
to health", - Neither will be possible without locating a
genuine 'Community'! health worker in sach village under the
guidance, supervision and .control of Panchayats and Panchayat
Unions, Given such a decegntralised and participatory frame-
work, it will become possible. in a period of years to mobilise
local -resources - finance, manpower and materials - not only
for primary health care but also for nutrition which ought to
be an inteqgral sclement iniit, with malnutrition being so much
at the root of maternal and child morbidity and mortality.
The point. about buresaucratically designed nutrition delivery
projgcts, such as the World Bank assisted project being
implemented in Tamilnadu, is the verguhiqh overall cost and
within it, the large proportion that goes into overheads.
.The .annual recurring cost of the programme, including over-
heads, is, at current costs,'%.23,7 per village child aged

6 to 36 months and ps, 30 for each'preqnant lactating méther,
Projects such as these may have a good "show-case" effect
while they last, and provids useful research material for
aid-givers and nutritionists. But, they cannot be univer-
salised, or sustained in the long term, in view of the

heavy demand they make on scarce financial and administrative
resources. Lass expensive ways for?daliver" nutrition will
have to be found. This again‘impiiéé that active community
participation and local contributions nzed to be widaely
mobilised to have any major advance in integrated health

and nutrition.

25, In conclusion, one might touch upon the nature of the
politics of health, On the dstand side, health is insuffi-
ciently politicised. Curative faciiities ate to some extent

a felt priority athong people but there is little grass roots
demand for preventive cars’ or much awarensss of its importance.
By the same token, Some political dividends are to be obtained
from the eétablishment of curative facilitiss but preventive
health care is not on‘tﬁe7t6p'of thé'aqenda of the populist

politician, However, hcéalth is highly politicised on its
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supply side. The medical lobby and urban intercsts converge
in wanting to concentrate hospitals in urban areas, in add-
ing expensive equipment and sophisticated specialitiés to
them, and in Permitting private practice to doctors. Because
of the nature of their profession, doctors enjoy (and exploit)
acczss to decision-makers at the political level and in the
"higher bureaucracy. -In these circumstances, a strong counter
lobby needs to be created at a political level in favour of
breventiva and curative facilities in rural areas. While
this will not.be an =asy task, a good first step in that
direction can be taken if Panchayats and Panchayat Unions

are squarely gilven the responsibility for community health

at the wvillage and block levels.

dekkrhkkdkx
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Annexure

DECLARATION OF AIMA-ATA

The International Conference on Primary Health Care,
meeting in Alma-Ata this twelfth day of September in the
year Nineteen hundred and ssventy-eight, expressing the
need for urgent action by all governments, all health and
development workers, and the world community to protect
and promote the health of all the people of the world,
hereby makes the following Declaration:

The Conference strongly reaffirms that health, which
is a state of complete physical, mental and social well-
being, and not merely the absence of disease or infirmity,
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 realization requires the

action of many other social and economic sectors in addition
to the health sector.

1T

The existing gross inequality in the health status
of the people particularly between developed and develop-
ing countries as well as within countries is politically,
socially and =sconomically unacceptable and is,: therefore,

of common concern to all countries.,
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