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Health of women qua women provides
an excellent entry point for a sensitive
analysis of gender issues in India—both
symbolically as well as in practical
terms. Whether reproductive health of
women should be treated as a separate
programmatic area or looked upon as
part and parcel of primary health care is
an issue which has been debated at
length in recent times. While debating
points can be scored on both sides,
success stories in women’s reproductive
health care in India, many of these from
NGO experiences, have shown that
rarely ever have these treated women’s
reproductive health problems in isolation
from their general life situations.

This book is a collection of papers
and proceedings of a seminar on
‘Gender, Health and Reproduction’
organized by the Institute of Social
Studies Trust in November 1995. The
seminar brought together academics as
well as activists working in the area of
community and reproductive health and
on women'’s issues, and provided a
forum for stimulating discussions among
experts from diverse backgrounds
around the central theme of women’s
health. This collection of papers will be
useful to all those who are interested in
women'’s reproductive health issues,
especially those who wish to see it in
the context of public policy and
community involvement.
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Introduction

SwAPNA MUKHOPADHYAY

CAIRO ICPD: THE WATERSHED

Official recognition of women’s health needs in India has been singu-
larly focused on women’s child-bearing functions. This explains why
women’s health has been inexorably tied up with the government’s family
planning programme. The International Conference on Population and
Development (ICPD), held in Cairo in September 1994, marked a
watershed in the rhetoric if not the substantive content of population
policy debates the world over. Its implications have been very
pronounced for Third World countries, including India. From target-
oriented, demographically driven macro-level fertility control pro-
grammes, attention has shifted to concerns of the individual woman—
her rights over her body, her health status and her choice in reproductive
matters. In the aftermath of the deliberations before, during and after
the Conference, the target- and incentive-driven family planning
programme in India has been sought to be replaced with a target-free,
reproductive-health approach. The reoriented family planning
programme has been operative since April 1996. Whether or not it
signals a paradigmatic shift in official policy and thinking, time alone
will tell.

The Cairo document came in the wake of intense negotiations
between a wide range of actors of diverse political and ideological
persuasions. But much as the international feminist lobby may rejoice
in the outcome of the Conference in the shape of the Plan of Action,
and its overtly feminist language and orientation, there is little doubt
Fhat the convergence would not have taken place if a myriad of actors,
lnclud.ing the US State Department, had not decided to put the full weight
of.thelr §UPP0rt behind the pro-abortionist, safe-motherhood platform.
It is a different matter that the explicit nature of the support from the
Cl¥m°" administration may have been activated by the domestic political
exigency of taking a stand against the pro-natalist, anti-abortionist stance
of the erstwhile Republican administration, or that the final outcome
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got tempered by resistance from the rather unlikely alliance of the
Holy See with Islamic fundamentalist forces in favour of traditional
family values and the rights of the unborn.

The traditional population lobby in India, which has generally been
spurred by the alarmist vision of a world bursting at the seams with
uncontrolled population explosion in Third World countries, had for
some time been coming round to the view that targeted population
control programmes have not merely failed to deliver the goods even
in terms of controlling fertility, but they would continue to do so unless
they are substantially revised in favour of greater sensitivity to people’s
needs and priorities. The feminist lobby had already been advocating a
gender-sensitive approach to population and developmental issues. The
Women'’s Health Movement had, within the span of a decade, coalesced
into a formidable pressure group, with protagonists from all over the
world. Feminist scholars, activists and NGOs working in the area of
women’s health in India, who have long been protesting against the
hierarchical and insensitive nature of the official family planning
programme, found a strong base within the international movement for
a pro-woman, reproductive-health approach. All these factors combined
to generate the final convergence of positions that emerged as a
consensus document at the end of the Conference.

The new paradigm of reproductive health that seeks to replace the
fertility control approach of the traditional population lobby, places
the individual woman—her reproductive rights, choice and health—at
the central core of concerns. The reproductive health approach empha-
sizes the agency of people themselves to reproduce and regulate their
fertility. It ensures safe pregnancy and childbirth as well as healthy
survival of mother and child. It also incorporates the need for the
involvement of both partners in the freedom to have sexual relations
without the fear of disease or unwanted pregnancies (Fatallah 1988;
Pachauri 1995).

OFFICIAL POLICY ON WOMEN’S HEALTH

Women’s health per se has never held the centre stage in official think-
ing and policy design in India, except in the limited context of women’s
child-bearing functions. The alarmingly high levels of maternal mortality
and morbidity cited in the reports of the Bhore Committee and a number
of other committees appointed by the government around the time of
independence prompted the government to subject maternal and child
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health to separate programmatic action under the five-year plans. In
terms of the percentage of budget allocation for health, however, MCH
has been a very insignificant component. Considering that health and
family welfare together has barely ever exceeded 3 per cent of total
budget allocations at the Centre, the paucity of financial resources on
MCH services becomes obvious. Krishna Soman’s paper in this volume
traces the history of the MCH programme in the context of health
planning for women in India.

India was the first country to launch a country-wide family planning
programme with the objective of reducing the rate of population growth
in the aggregate. With the exception of the Emergency years of 1975-7,
women have been the primary targets of official family planning drives.
Centrally conceived and centrally administered, the official family plan-
ning programme has been target-driven and non-participatory by design,
and has been known to have led to coercive practices such as mass
sterilizations with little attention to provision of requisite medical advice
or ensuring the delivery of necessary health services to the clients.

The absence of sensitivity in the design and implementation of the
official family planning programme has been highlighted by a wide range
of critics. Female sterilization has been by far the most frequently used
method of contraception in India, with little concern for the women’s
pre-operation health status or for post-operative care. Invasive contra-
ceptive technology has been sought to be promoted without sufficient
information or precaution regarding after-effects. Ihcentives have been
announced for acceptors and field-level staff for pre-assigned steriliz-
ation targets. The idea has been that such covertly coércive measures
would bring down the aggregate rate of growth of population (Sen 1995).
However, apart from the ethical issue of whether State coercion is
Justifiable in an area of one’s life as personal as reproductive behaviour,
coercive measures often turn out to be much less effective than hoped.
Older women who have already reached their desired family size may
opt for tubectomy. Targets would be reached and monetary incentives
taken but the impact on the rate of population growth may be negligible.
In the process, women’s health concerns would be side-tracked in the
urgency of reaching official contraceptive targets.

Therf? has also been a pervasive lack of understanding regarding the
multifarious pressures throughout the lives of women especially from
poor households, that militate against their chances of leading a healthy
life. Poverty, general lack of resources, information and infrastructure,
are one set of factors that affects both sexes. The other relates to
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widespread gender discrimination even in the provision of basic needs
that disadvantages women in particular. Women much more than men
have a raw deal within each socio-economic stratum because they are
discriminated against right from birth. Poor women suffer the most
because household resources are inadequate to start with. Unequal access
to nutrition, health care and education, early marriage, low autonomy in
most areas of operation, the social responsibility for bearing and rearing
of children, maintaining the household and ensuring family survival,
combine with a heavy workload to generate a state of endemic anaemia
and poor health for the majority. The paper by Mukhopadhyay, Tewari
Gandhi and Savithri brings out the nature of interlinkages between
poverty, gender discrimination and fertility behaviour of poor rural
women from a sample survey of 1,078 households in five districts of
the state of Uttar Pradesh. Patriarchal values are so entrenched that the
majority of women can barely assert themselves against forced sex
within marriage and are in no position to handle unwanted pregnancies
safely and in free conscience. The paper by Mukhopadhyay and Garimella
seeks to delve into the complexities and inner tensions associated with
sex and reproduction within marriage by charting out the inconsistencies
in the responses of women and men on issues such as unwanted preg-
nancies, abortion and women’s reproductive autonomy from a sample
survey of households in rural Kumaon and urban Delhi. A hierarchically
structured official programme that fails to integrate such basic para-
meters of the women’s life situation in its design and implementation
processes is unlikely to deliver the goods.

REPRODUCTIVE HEALTH APPROACH:
THE NEW PARADIGM

As a result of concerted pressure from the Women’s Health Movement
and the official commitments made at the ICPD-1994, the Government
of India has started a new target-free approach in family welfare from
April 1996. A manual has been drawn up at the Ministry of Health and
Family Welfare for the benefit of government functionaries who are to
implement this approach. There is an increased tolerance at the official
level to the idea of moving away from targets and incentives to reduce
fertility, to broaden the concept of MCH to that of reproductive and
child health (RCH) and to emphasize a client-centred approach. The
revamped RCH approach, however, despite the wider focus, is still too
narrow. It begins and ends with maternal health, leaving out women
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outside reproductive age groups, thus ignoring the ground reality that
maternal morbidity is to a considerable extent caused by factors carried
over from intra-household discrimination against young girls, or that
old women'’s disabilities are often the result of gender discrimination
earlier. Also, while acknowledging the need and importance of a client-
based approach, the reoriented policy of reproductive and child health
still keeps the target population in the shadow. Women nowhere figure
in the design, implementation or monitoring of the programme. The
policy thus continues to be non-participatory and restrictive.

This is unfortunate, for the central theme—and what many believe is
the legacy of the Cairo ICPD—has been to shift attention from the
demographically driven goal of controlling aggregate fertility to the
concern of the individual woman—her reproductive choice and her rights
over her body. The parameters of such choice and the limits of her
rights are not context-free. They invoke differing issues and problems
under divergent socio-economic and cultural settings. The nature of
such parameters needs to be explored if women’s choice and rights in
reproductive matters in a specific context have to be understood and
mapped out.

There is a point of view that the language and the conceptualization
of the new approach on women'’s health and reproductive rights is foreign
to both the context and major concerns of women of India. It has been
argued that in pinpointing the issues of reproductive health and rights
as women'’s central concern across the world, the varying social contexts
of women from different countries with differing life situations have
been obliterated in favour of an artificial, meaningless homogeneity
(Qadeer 1996). In the process, it is argued, the links between general
health and reproductive health, and their links with the socio-economic
context, have been blurred.

Whether women’s reproductive health should be advocated as a sepa-
rate programme activity or looked upon as part of the broader area of
primary health has been debated in many forums. Protagonists of the
former approach claim that if reproductive health is seen in the totality
of general health, it will lose the much-needed official support and
recogmthn it has received in recent times. They argue that women’s
reproductive health needs are so pervasive and so little articulated that
unless they ge_t separate and distinct programmatic attention, they are
bound to remain neglected. They cite in supportive evidence the strong
pfogr‘an-lmatlc support that HIV/AIDS prevention activities and the gender
dlmens1or'15 of the spread of the disease among single-partner married
have received in recent times from international agencies.
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Those who advocate the holistic approach believe that segregating
reproductive health, besides being artificial, is inimical to treating
women’s health in its totality. By separating reproductive health from
the woman’s specific life situation and by isolating it from the socio-
economic context of her existence, the approach misses out on certain
essential linkages that invests it with meaning and content.

The critics also argue that those who single out reproductive health
as the central issue of women’s health, are oblivious that in a country
like India, communicable diseases kill more women even in the repro-
ductive age groups than maternal deaths do. Superimposing a high-profile
reproductive health servicing package on the already overburdened MCH
programme, they point out, might result in spreading the infrastructure
too thin and side-tracking the more urgent need of bringing down
maternal mortality rates to more acceptable levels, especially so, since
the general health needs of vast sections of the population go largely
uncatered to even now. A whole range of issues dealing with financing
of the public health sector, allocation and use of financial and other
resources within the sector and the impact of structural adjustment
programmes on all these factors assume importance in this context.
Ravi Duggal’s paper in this volume provides the outlines of a compre-
hensive public health policy addressing a number of these issues.

CAN THE STATE DELIVER THE GOODS?

State responsibility in India in health delivery has always had a pro-
nounced focus on curative rather than preventive care, and has always
had a strong urban bias, even as primary health care in the country has
still a long way to go in terms of quality and coverage, and the vast
majority of Indians still live in rural areas. Mohan Rao’s paper in this
volume provides a critical review of health policy in the country for the
last two decades. The primary health care network in the country,
consisting of community health workers, village health workers, angan-
wadi workers, primary health centres and sub-centres, auxiliary nurse
midwives, male multipurpose workers and PHC doctors, has failed to
cater to the health needs of the rural populace. Absence of account-
ability, inefficient planning and inadequate resources have rendered
PHCs and sub-centres built across country in many ways non-functional;
they often lack doctors and medicines. Poor infrastructure across rural
India compounds the people’s hardships. Hierarchically designed pro-
grammes, some of them targeted to specific population groups, have
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jostled for space and prominence at the ground level, on account of
poor synchronization and planning. Often lower level functionaries like
the ANMs and the anganwadi workers have had to bear the brunt of
official experimentation, increasing their work burden on already over-
loaded schedules without any additional infrastructural support. Given
the enormity of the unfinished health agenda and the dismal record of
official performance in the area of both community health in general
and women’s health in particular, one could legitimately wonder whether
the State, with its bloated and entrenched official health hierarchies and
its legendary distance from the people, especially the poor, can indeed
deliver the goods. More so in the field of RCH intervention, which at
present is essentially tentative and incrementalist in nature. Is the State
machinery indeed capable of matching the new rhetoric of reproductive
health with commensurate action? The Manual on Target-Free
Approach in Family Welfare, produced by the Ministry of Health and
Family Welfare, that attempts to spell out the procedures for planning,
monitoring and evaluation of field activities in the target-free era, for
example, envisions virtually no involvement of or role for local women
in the whole process. Other examples can be cited. The draft National
Population Policy prepared by the Ministry in November 1996 recom-
mends, among other things, modifying the service rules in government
employment to debar from recruitment or promotion those who had
married underage or those having more than two children. Obviously, the
inherent coercive inclination in policy planning will take a long time to
change. How then to meet the urgent necessity of providing compre-
hensive health care to the people, especially the poor who cannot afford
private medical care? In this context, the work of non-governmental
agencies, many of which have a long record of dedicated, innovative
community health ‘service, with an emphasis on preventive care and
community participation, assumes much significance.

THE NGO EXPERIENCE IN HEALTH CARE

Non-government organizations in India are very heterogeneous in size,
character, orientation, commitment and motivation. They may be loosely
characterized as private non-profit organizations registered as public
trusts or associations which are voluntary associations of people working
for the benefit of the poor and vulnerable sections of society. Many of
the older NGOs started as charitable organizations, forums for voluntary
welfare work, often with a religious overtone. In recent times India has
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seen a spurt of NGOs, largely of secular persuasion, with a strong focus
on people’s participation and community empowerment.

In health care delivery, quite a few NGOs have displayed innovative-
ness and cost-effectiveness. The secret of success of the better NGOs
stems from their closeness to the people, resulting in much greater
sensitivity of the programmes to the ground realities and flexibility.
The three papers by Antia and Mistry, Ravindran and Chaudhuri on NGO
experiments in health care highlight this aspect. The five year plan
documents have recognized the necessity of bringing about a col-
laborative arrangement between the official agencies and the NGOs for
more efficient delivery of government programmes to the people. Apart
perhaps from primary education, no other area needs such tie-ups more
than health, especially women’s health. Such collaboration should not
just be operational with NGOs delivering government programmes on
the ground. The official machinery has a long way to go in terms of
internalizing the spirit and culture of NGO initiatives both in the design
as well as in the implementation strategies. This involves a holistic
understanding of health—not simply in terms of treatment of illness
but as a function of the overall development of society. The recent
73rd Amendment to the Constitution of India has provided a golden
opportunity to translate such ideas through the mediation of the local
panchayat structure. Some NGO activities along these lines are already
underway (Antia and Mistry’s paper in this volume). The salient features
of such endeavours include community involvement in the maintenance
of overall state of good health and well-being, and the practice of target-
ing the poorest and most vulnerable sections of society.

The present volume contains papers—revised for publication—
presented in a National Seminar on ‘Gender, Health and Reproduction’,
organized by the Institute of Social Studies Trust in November 1995 in
New Delhi. The seminar brought together experts—practitioners as well
as academics—from the areas of community health, reproductive health
and feminist studies. During the four half-day sessions spanning two
days, the participants reviewed the macro scenario and findings from
some recent micro studies on reproductive health of women in India,
examined some of the innovative NGO experiments in the area and
collectively analysed the various dimensions of health policy. Together,
the papers in this volume hope to provide a backdrop to informed analysis
of women’s reproductive health issues in the context of public policy
as well as community involvement. Short summaries of the papers

presented at the seminar and a summary of the discussions are appended
at the end of the volume.
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Planning for Women’s Health:
The Indian Experience

KRISHNA SOMAN

This paper attempts to explore the nature and implications of planning
for women’s health in India. It traces the strategies and priorities in
planning during and after independence, followed by the evolution of
maternal and child health (MCH) programme. It discusses some major
implications of planning for women’s health, and examines the role of
non-governmental organizations (NGOs) in health development in India.

PLANNING AT INDEPENDENCE

In the long history of health provision in India, women’s health has been
perceived by the planners primarily in the context of motherhood. At
independence, there were two important documents, which later influ-
enced the five-year plan documents on health planning. The first report
was the recommendations of the National Health and Development
Committee (1946), more commonly known as the Bhore Committee.
The other was the recommendations of the National Planning Commit-
tee, also known as the Sokhey Committee, which was set up in 1938
and whose recommendations were published in 1948.
The Bhore Committee noted that

the hpalth of the people depends primarily upon the social and environmental
cond1tion§ under which people live and work, upon security against fear and want,
upon qutntional standards, upon educational facilities, and upon facilities for exercise
an.d.lelsure. - A nation’s health is perhaps the most potent single factor in deter-
mining the character and extent of its development and progress and any expenditure
of money and effort on improving the national health is a gilt-edged investment

i’.i‘ggd)i“g immediate and steady returns in increased productive capacity. (GOI 1946,
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This understanding of people’s health, and its importance in improv-
ing national productivity, underlay the Bhore Committee’s recom-
mendations.

The Sokhey Committee in its turn noted that: ‘Mother and child are
very largely helpless and dependent; and for their protection the State
has therefore to step in’ (GOI 1946, IV: 26-8).

Both committees thus gave due attention to mother and child health.
The Bhore Committee, concerned about the high incidence of morbid-
ity and mortality among mothers and children, recommended measures
directed toward a reduction of these ills by setting a high priority on
preventive, promotive and curative care in health development. At inde-
pendence, maternal mortality rate (MMR) in certain provinces was as
high as 12.9 per 1,000 live births and 50 per cent of the maternal deaths
were due to puerperal sepsis and anaemia.

The Bhore Committee’s recommendations were both long-term
(stretching over twenty to forty years) and short-term, spread over two
to five-year periods. The committee evolved a three-tier organizational
set-up at the district level, and also village-level health committees of
five to seven volunteers to help in the activities of the primary health
unit. As an immediate measure, the committee recommended a primary
health unit serving a population of 20,000 with one woman doctor, four
public health nurses (PHN), four midwives and four trained dais. There
would be four beds at the primary health unit, specially earmarked for
maternity cases. Every four such primary health units were to have. in
addition, a thirty-bed hospital with a special medical officer for MCH
work (GOI 1972-3: 76-8).

The Sokhey Committee, in similar recommendations, urged inte-
grated and State-supported curative and preventive services, which were
to be provided by trained health workers for a fixed size of population
(GOI 1989: 1-10). Of particular interest was the committee’s recog-
nition of women’s economic role and concern for their health in relation
to the environment at the place of work. For this it recommended ‘legal
protection of women’s labour in factories’. In addition to the Factory
Act of 1934 (which regulated the hours of work for women and employ-
ment of expectant and nursing mothers), it also recommended that the
establishment of creches must be compulsory in factories which
employed nursing mothers. Another recommendation was to bring all
the provinces under the Maternity Benefit Act. The five year health
planning was initiated in India based on the Sokhey Committee’s recom-
mendations of integrated preventive, promotive and curative health care
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for pregnant, lactating and working women and the Bhore committee’s
recommendations for a three-tier organizational structure for maternal
health at the district level. Provision of health services to the entire
population was adopted as a directive principle of State policy (Basu
1970).

THE FIVE-YEAR PLANS

Health planning in India has been shaped by the strategies of overall
development. Though initially ‘maternal health’ received an emphasis
in the context of national development, its evolution has been influ-
enced by the felt urgency of the planners for family planning and control
of communicable diseases. This is reflected in the trends of allocation
of funds for and within the health sector. The place given to MCH in
the list of priorities has been influenced by the shifts in the strategies
of planning. The development of infrastructure for MCH has also been
influenced by the policies of ‘integration of services’. Even within the
MCH, planning tilted more in favour of child health rather than mother’s
health, till the mid-1970s.

In planning, budget is sanctioned for ‘Health and Family Welfare’.
Accordingly, budget allocations are divided into Family Welfare and
programmes covered by Health (Table 1).

It is seen from Table 1 that, over the five-year plans, investment in
Health and Family Welfare has always remained below the recommended
proportion (10 per cent) of the total allocation on development. Though
investment in health has been higher than in Family Welfare, the gap
between the two has been decreasing over time. Also, within the Health
and Family Welfare sector, Family Welfare has received a higher priority
than other subsectors except water supply and sanitation (Table 2). While
resources for critical public health programmes, viz., control of major
communicable diseases, were curtailed, efforts were made to integrate
these concerns at the periphery through redesignation of uni-purpose
workers. Thus while allocations were curtailed, an attempt was made to
use the existing infrastructure for catering to multiple needs. Theo-
retically, the infrastructure was expected to back up multiple services,
but in reality, public health programmes were neglected (Qadeer 1995).

The Plan documents do not provide information on the allocation
for the specific components within the Plans such as family planning
and MCH (GOI 1990: Annexure 12.6, 329). Nevertheless, while tracing
the evolution of programmes, it becomes clear that even within MCH,
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maternal health concerns have been undermined by allocating more
services for the children.

STRATEGIES

The health strategies chosen for development in the country have echoed
the developments in the international arena. In health, protection of the
health of the mother and her children was of utmost importance at the
initial stage, in order to build a sound and healthy nation through socio-
economic development (GOI 1951, 1956). Since the Third Plan, the
idea of population growth in a scenario of limited resources has domi-
nated the health planning process (GOI 1961). The MCH which included
maternal health, no longer attracted the priority that the family planning
programme did. But the scene changed in the Fourth Plan (GOI 1970),
marking a shift towards a broad-based developmental perspective. At
the World Population Conference of 1974 in Bucharest, India’s health
minister raised the slogan, ‘Development is the Best Contraceptive’.
The change of political power in 1977 following the period of Emer-
gency emphasized ‘People’s health in people’s hands’. A need for
community participation was felt by the planners. This also coincided
with the strategy of ‘Health for All by AD 2000’ declared in Alma Ata
the same year (ICSSR and ICMR 1981). ‘Health for All’ was to be
achieved through primary health care approach which, among its prin-
ciples, emphasized community participation and inter-sectoral co-
ordination. This strategy was adopted in the Fifth Plan. The Plan promised
minimum public health facilities integrated with family planning and
nutrition for the vulnerable groups which included pregnant and lactating
mothers (GOI 1980b).

During this Plan period, the National Population Policy of 1976
(GOI 1976) had recognized poverty as the real enemy of development.
The Working Group on Population Policy in 1980, however, equated
general developmental strategy and population policy as ‘two sides of
the same coin’ (GOI 1980a). Yet again, the Sixth Plan in the early
1980s shifted its emphasis back to limiting the growth of population
(GOI 1985).

Though the National Population Policy of 1976 had asserted that
‘the process of development is apt to be lopsided unless socio-economic
imbalances in the health services are removed speedily’, it had accepted
‘birth control’ as a vital means to the attainment of the goal of ‘Health
for All, in the shortest possible time’ (GOI 1976).

PLANNING FOR WOMEN’S HEALTH 27

TaBLE 1. PATTERN OF INVESTMENT IN ‘HEALTH AND FAMILY WELFARE' (ACTUAL)
(Rs. IN CRORES)

Plan period Total Plan Outlay Health  Family Welfare ~ Sub Total
First Plan: 1951-6 1,960 652 0.1 653
(100) (33) (-) (3.3)
Second Plan:  1956-61 46720 140.8 50 1458
(100) (3.0) 0.1 (3.1
Third Plan: ~ 1961-6 8,576.5 2259 249 2508
(100 (2.6) 0.3) 29)
Annual Plans: 1966-9 6,6254 1402 704 2106
(100 1) (L.1) 32
Fourth Plan:  1969-74 15,778.8 3355 2780 613.5
(100 2.1) (1.8) (39)
Fifth Plan: 19749 394262 760.8 4918 12526
(100) (1.9) (1.2 @3.1)
Annual Plan:  1979-80 12,176.5 2231 118.5 3416
(100) (1.8) (1.0 (2.8)
Sixth Plan: 1980-5 1,09.291.7 2,0252 1,387.0 34122
(100) (1.8) (1.3) 3.1
Seventh Plan: 198590 2,18,729.6 3,688.6 3,120 6,8309.4

(100) (1.7) (14) @3.1)

Notes: 1. Figures in parentheses indicate percentages to total.
2. Health includes Minimum Needs Programme/Rural Programme, Control of
Communicable Diseases, Hospitals and Dispensaries, Medical Education and
Training, Indian Council of Medical Research, Indian System of Medicine and
Homeopathic Medicines, Employees Insurance and other programmes.
Source:  Economic Survey 1991-2 and Planning Commission.

In the 1980s, quite a few interesting shifts took place in the area of
health strategies. Considering the difficulties of cost and personnel in
attaining the goals of ‘Health for All by AD 2000’, a shift from ‘primary
health care’ to ‘selective’ primary health care was accepted. This gave
small attention to maternal health (Banerji 1984). The ‘child survival’
strategies introduced by UNICEF, also, had little to contribute to the
health of the mothers.

When ‘maternal health’ was receiving less and less attention in plan-
ning, the Working Group on Population Policy of 1980 had already
proposed something different. It considered. ‘Women as the best votaries
of family welfare programme’ and replaced the view of ‘motherhood’
with ‘womanhood’. Through the Seventh Plan period, this has been
extended to ‘women’s upliftment’ and documented in the Eighth Plan. It




TaBLE 2. PLAN ALLOCATIONS FOR HEALTH SECTOR (RS IN CRORES)

1986-91

1961-6 1966-9 1969-74 1974-9 1980-5

1956-61

1951-6

Allocations

\%/4

Vi

il Annual A%

/4

1821.1 33922
(27.0) (25.8)

79.5
(34.1)

939 4335
37.1)

(41.6)

1500
(602)

146.0
(64.9)

903
(64.5)

(17.9)

Health

(10.7) (10.5)

©.7)

(11.1) (7.6)
(11.0)

(14.9)

(16.0)

Hospitals, Dispensaries and PHC

(7.8) (7T)

(11.5)

27.7) (10.2)

(28.4)

(16.5)

Control of communicable Diseases
Education and Training

Others
Family Welfare

{3)
63)

9.6) (8.5) (4.8)
(10.2) (10.0)

(14.1)

(16.0)

(154)

(8.5)
(15.0)

(11.1)

(3.3)
(10.8)

4.5)

(13)

(33.8)

(14.7)

(24.7)

(27.3) (22.1)

(36.7)

0.5)
(35.0)

217 352) (43.8) (58.0) (50.5)

(28.9)

Water Supply and Sanitation

23342 6,753.0 13,171.65

1,155.5

2258

2490

2250

400

Grand Total

Figures in parentheses are percentages to grand total.

Note:

Meera Chatterjee, Implementing Health Policy, Delhi, 1988; Health Statistics of India, 1988.

Sources:
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may be noted that the United Nations had officially recognized ‘gender
as a basic social category’ in the Declaration of the International Decade
for Women which ended in 1985.

EVOLUTION OF MATERNAL HEALTH SERVICES

Maternal health was highlighted in the recommendations of the Bhore
Committee where the importance of the ‘primary health unit’ was recog-
nized and discussed. The scheme was put into operation in 1952, with
the principle of providing ‘integrated’ preventive, promotive and curative
health care. Over time, the primary health centre has become the nucleus
of the rural health services (Banerji 1985).

In the First Plan, health was considered fundamental to national
progress. MCH was in the forefront then along with the Malaria Control
Programme. Family planning had a much lower priority. Maternal and
Child Welfare was shifted from missionary and charitable institutions
and was integrated with the basic health services (GOI 1951).

The high priority of MCH continued through the Second Plan period,
which aimed at reaching out to people. Special attention was given to
improving the institutional facilities, specially the proposed primary
health units and training of manpower. In the Second Plan, 2,100
maternal and child welfare centres became an integral part of the general
health services in the rural areas, with missionary and charitable insti-
tutions continuing to supplement the extension projects of these centres.
At the end of the Plan, each of such centres was serving a population of
10,000 to 25,000. Simultaneously, integration of the staff of the national
programmes of communicable diseases at the ‘maintenance’ phase was
proposed (GOI 1956).

The Third Plan period was marked by a very high priority to the
family planning programme, and control of communicable diseases
(including Tuberculosis Control Programme of 1962) received greater
attention from the planners (GOI 1961). The aim was expansion of
services to bring about improvement in people’s health. The emphasis
Was on preventive and curative aspects, and referral services for MCH
were extended at the primary health units. Orientation of the. hospital
staff engaged in MCH work was also improved during this period, but
the Bhore Committee’s recommendation to have one woman doctor,
four public health nurses, four midwives and four trained dais at a
primary health unit covering 20,000 population was not achieved. Even
In the 1960s, each PHC had only one medical officer, a sanitary
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inspector, one health visitor, a compounder and four auxiliary nurse
midwives (ANM) (Dutt 1965).

During this period, two separate evaluations of the primary health
care scheme and health and family planning services were conducted.

The Health Survey and Planning Committee (also known as Muda-
liar Committee), in its evaluation of the primary health care scheme,
stressed that attention should be focused on strengthening the staffing
of existing PHCs rather than increasing the number of PHCs (GOI
1962). The committee proposed that the population should be serviced
by mobile services. The strengthened PHCs would render preventive
and curative services and take over the maintenance phase of the pro-
grammes for controlling communicable diseases. In practice, however,
the number of PHCs increased in association with the adoption of
extension approach in the family planning programme.

At the time, ANMs were responsible for both MCH and family plan-
ning work among rural women while family planning health assistants
were doing family planning advocacy among men. They were supervised
by a lady health visitor and a block extension educator. Similarly, there
were workers and supervisors for malaria surveillance too. Meanwhile
the Chaddha Committee report of 1963 (GOI 1963) proposed that the
health and family planning services be integrated and served through
male and female multipurpose workers, each serving a population of
10,000 at the initial stage. The committees’s recommendations, how-
ever, were counter-productive, since the goal of health service clashed
with that of family planning service. In 1966, the UN Advisory Mission
proposed delinking family planning from MCH. Accordingly, ANMs
who were working at village level for MCH, nutrition and family planning
were relieved of the responsibilities of MCH and nutrition (UN 1966).
Targets were set for the family planning programme, reinforced with
threats and penalties affecting the employment and security of the ANM.
In 1968, however, reversion was proposed once again (Banerji 1971).

Thus, the Third Plan witnessed an attempt at integration of the services
for family planning, control of communicable diseases and MCH at the
PHC level. The result was that on account of the target-oriented pressure
of family planning work, MCH work was ignored.

During the years 1966-9, five-year planning was abandoned in favour
of Annual Plans. These Annual Plans paid special attention to the growth
of the family planning programme which continued over the Fourth
Plan period (GOI 1966, 1967, 1968).
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At the end of the Fourth Plan, targets for MCH were also set as
recommended by the MCH Advisory Committee. In maternal health
services, targets were set for immunization of pregnant mothers against
tetanus, and also for the prophylaxis programme against nutritional
anaemia (GOI 1990). Provision of preventive and curative health services
in rural areas through establishment of PHC in each block, augmentation
of the training of medical and para-medical personnel and control of
communicable diseases occupied the attention of the planners.

In 1973, the Committee on Multipurpose Workers (Kartar Singh
Committee) had reviewed the functioning of the PHCs and criticized
the separation of the duties of various health workers and the poor
coordination among them. The committee suggested that the smallest
unit of population could be better served by coordinating these pro-
grammes and pooling the personnel. A scheme for Multipurpose
Workers was proposed in which maternal health work became one of
the many activities of the primary worker (GOI 1973).

The Fifth Plan paid considerable attention to MCH, and also sought
to remove the rural-urban disparity in health care services. A Minimum
Needs Programme was launched with the aim of meeting the needs of
the poorest. The package provided elements of health, family planning,
nutrition, environmental improvement and water supply apart from
elementary adult education, roads, electrification in rural areas and
housing for the landless labourers (GOI 1979). During this Plan period,
the number of doctors serving PHC increased considerably, as also the
number of PHCs and subcentres. In keeping with the people-oriented
strategies of ‘Health for All by AD 2000’ the community health
volunteers (CHV) joined the PHC network to make services more
fnf:zflningful for the community and the dai training programme was
Initiated and was supposed to help the MCH work (GOI 1991).

: The Sixth Plan had proposed health to be viewed in totality as a part
of the strategy of human development. Horizontal and vertical linkages
were to be established among all the integrated programmes such as
r;?;e'lr Supply_, environmental sanitation, hygiene, nutrition, education,

;g’ﬂzpmng and maternal and child welfare (GOI 1979).
integratioxil;;kélesr’v[ize Plan emphasized infrasFructural development and
e ratzz Ztr;l(l)e PH(fZ level. To bring down the high morpld-
R it o B [r}g infants and mothers, the Plan emphasned
. 1onal status t‘hrough various extensxon. pro-
M ettt the, oot 1on, prophylaxis or supplementary nutrition.

» i€ performance of the MCH programme during this Plan
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period, particularly in the field of immunization and antenatal care, was
‘far from satisfactory’ (GOI 1985). Measures for strengthening the
programme and increasing the child survival rates were considered
essential for the success of the MCH programme.

The Seventh Plan perspective was based on similar considerations.
Thus, within MCH, child survival, intersectoral coordination and
strengthening of infrastructure were emphasized to attain the goals of
‘Health for All by AD 2000’. Special emphasis was given to ‘women’s
health care’ in the hope that raising health consciousness along with
economic activities would enable women to actively participate in the
entire process of socio-economic development, including health. During
this period, AIDS (Acquired Immuno Deficiency Syndrome) emerged
as a new public health problem in the country and the national programme
to contain this new menace was launched in 1986.

IMPLICATIONS OF PLANNING FOR
WOMEN’S HEALTH

Given the high priority to MCH in health planning during the 1950s,
followed by its integration with the general health services, good poten-
tial for catering to maternal health was created. But the task of providing
health services to mothers and children became complicated when MCH
got intermingled with other programmes at the PHC level. In the name
of integration, the constant shuttling between unipurpose and multi-
purpose workers at the primary level has led to confusion and seriously
undermined efficiency.

In the 1940s, the Sokhey Committee had expressed concern for
women’s health by considering their economic role too. The five-year
health plans, however, did not reflect such concern till the mid-1980s.
In the Seventh and Eighth Plan documents ‘women’s health’ has been
given a separate identity, ‘to enable them to participate in the process
of socio-economic development including health’. The reality is some-
thing else. Although MMR has dropped from 12.4 per 1,000 live births
in 1936 to 1.9 at the end of the 1980s, causes of maternal mortality
such as anaemia and puerperal sepsis have got little attention (Soman
1994). During 1985-90, for example, puerperal sepsis contributed to
10.37 per cent of the total maternal deaths as against 31.95 per cent
in 1936; the figure for anaemia remains at 19.10 per cent as against
23.3 per cent in 1936. There may be differences in the quality of data
collected after a gap of nearly five decades, but such bias, if any, would
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be equally present for both causes of maternal mortality discussed here.
In other words, though aseptic conditions of delivery have improved,
anaemia continues to be an important factor for maternal deaths. The
decline in the proportion of puerperal sepsis may have been a result of
an improvement in the people’s living conditions. A rise in the level of
consciousness may also have increased their access to health care
services. The relatively unchanged ratio of home delivery to ‘institutional
delivery’ presumably indicates a better functioning of the trained dais
who are closer to the communities. Moreover, this phenomenon may
also be due to the possible decline in the virulence of the causative
agents in the environment. Nevertheless, the figures reveal that women'’s
general ill-health leading to maternal death remained nearly stagnant over
the decades of health interventions. The declining sex ratio also reflects
on the poor social and health status women have (GOI 1992).

A time-trend analysis of the causes of maternal mortality since the
1970s reveals that within the largely unchanged pattern of maternal
deaths in rural India, avoidable causes like anaemia continue to account
for a large proportion of such deaths (Soman 1994). In an evaluation of
the Anaemia Prophylaxis programme in the country, the Indian Council
of Medical Research noted: ‘the existing nutritional anaemia prophylaxis
programme has not made any noticeable impact on reducing the inci-
dence of anaemia, despite being in operation for fifteen years’. To
ameliorate the situation the Council emphasized the use of functionaries
at PHC level. Ironically, the ICMR expected the ANMs to answer the
queries of mothers in addition to other functions, such as monitoring
and reporting in close interaction with the trained birth attendants, village
health guides, anganwadi workers of Integrated Child Development
Services and also with the local NGOs. This was in regard to the Anaemia
Prophylaxis programme per se, when the ANM’s duties outside the pro-
gramme are multifarious. This is an instance of the mismatch between
recommendations and reality that continues in health planning.

The latest Plan document also admits the continuing inadequacies of
the rural infrastructure. It states: *As much as approximately two-thirds
of the total expenditure on health services is spent on personnel. Yet
]}(1231tehlemn?npower plannipg, production al?d management which constitute

ents for effective implementation of health programmes have
not received enough attention’ (GOI 1990).

The document accepts that there is a mismatch between the require-
ment and availability of health personnel of different categories.

The sum and substance of the convolutions in planning inevitably
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leads to the conclusion that there is a need for understanding women’s
health in its totality, embracing ‘maternal health’ as well as the general
‘ill-health’ of women together. Since the mid-1980s, ‘maternal health’
has been supplemented by ‘women’s health care’ in health planning.
The current discussion on bringing reproductive health services (cover-
ing more problems such as reproductive tract infection, problems of
sterility and abortion) to the community through the primary health
care network (World Bank 1995), therefore, also needs careful reflec-
tion. Given the importance of infrastructural facilities as a prerequisite
to any attempt at rendering reproductive health services to women, there
is an urgent need to improve the existing health infrastructure, especially
in rural areas.

NGO INTERVENTION

NGO intervention in health has been a dynamic process, ranging from
charity orientation to self-reliance and people’s involvement in their
own development; from hospital-based medical care to health care at
the doorsteps.

The NGOs’ relationship with the government health programmes
had been supportive at the beginning of the planning process. Later, how-
ever, it expressed discontent with the government’s inability to fulfil
the tasks of development. In the mid-1970s, the government encour-
aged the NGOs to take over some health programmes which included
operation of a number of PHCs, evolution of methods of delivery of
health care through village health workers and their training. In health
planning during the 1980s, the strength of NGOs was realized and relied
upon by the planners. Active participation of rural agencies was encour-
aged in areas including primary health care and MCH services (Bhatia
1998).

The NGOs, despite facing criticism and having their own limitations,
specially of ‘inadequate coverage’ and ‘lack of uniformity’, continue to
draw their strength from people’s involvement in preventive and curative
health care delivery. They have gathered experience, reconfirming the
proposal of decentralized and people-based health system by the joint
committee of ICSSR/ICMR. They have also learnt that health care cannot
operate in isolation; there is also need for decentralization of all sectors

of development, which is the essence of Panchayati Raj (Antia and
Bhatia 1993).
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In conclusion, one may draw attention to the major trends in the
philosophy of current health interventions. On one hand, there are inter-
national forces influencing State health policies, and on the other, there
are various attempts to bring ‘the people’ to the centre-stage. Amidst
these pulls, how does one assess the performance in the area of health
in the light of the Bhore Committee recommendations made more than
half a century ago? Does one reorient one’s priorities? The answer will
depend on the nature of access to good health that women of India will
have in coming years.
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Health Sector Financing in the Context
of Women’s Health

Ravi DuccaL

PROLOGUE

In the last decade or so, women’s health has been receiving special
attention the world over. From the Nairobi UN Conference, through
the Cairo ICPD and to the recently concluded Beijing Conference,
women’s health and health care has been an important agenda item which
has taken a growing share of attention, and especially so reproductive
health. And the catch lies here.

While recognizing the importance of reproductive health, especially
in a country like India which still has relatively high fertility, an over-
whelming proportion of deliveries being conducted at homes, often in
unhygienic conditions, a supposed unconcern for gynaecological mor-
bidities and an embarrassingly high proportion of abortions being done
illegally, it is even more important to emphasize the need for making
available comprehensive health services to women as a group for their
special needs. However, the danger of beginning with reproductive health
1s narrowing down the focus to the uterus, precisely what the women’s
health movements want to avoid. And pushing for making reproductive
health a special programme under the State’s primary health care pro-
gramme is likely to end up the same way as earlier versions of women’s
bealth programmes like the MCH programme or safe motherhood have,
L.e. in targets for population control programmes, especially hazardous
contraceptives like injectables and implants.

Thus, the demand must begin with provision of easily accessible and
comprehensive health care for all, with a clear recognition and provision
f01j women’s special needs, as well as of other vulnerable groups like
children, senior citizens, tribals, etc. Natural and social justice demands
that society must provide for a basic decent human life. This becomes
€ven more urgent in countries where poverty is rampant, where social
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provisions like health, education, housing, public transportation and other
public utilities are not available to a large majority of the population.

HEALTH SECTOR IN INDIA

Before we look into gender inequalities in the context of health care, it
is important to review the overall availability of health care services in
the country.

Going by statistics, India perhaps has adequate health care infra-
structure available. We have about 8 lakh hospital beds and 10 lakh
qualified medical practitioners, that is 85 beds per lakh population and
110 doctors per lakh population. If distributed rationally, this is a fairly
adequate number. But then reality is different.

First, 80 per cent of the qualified practitioners are in the private
sector and they operate without any regulations or control whatsoever,
and, of course, for profit. The private health sector market is completely
supply induced and the patient is totally at the mercy of the practitioner’s
whims and fancies. Secondly, 60 per cent of those in private practice
are trained in systems other than modern medicine or allopathy and yet
a very large majority of these other system practitioners (Ayurveda,
Homeopathy, Unani, Siddha, etc.) treat patients with modern medicines
(of course, some allopaths also indulge in cross practice). Thirdly,
two-thirds of private practitioners are located in urban areas when 70 per
cent of the population resides in rural areas. Fourthly, the public health
sector, t0o, has an urban bias. As much as 80 per cent of public sector
medical care services and consequently as much of the budget for medi-
cal care is for urban areas. The rural areas have primary health centres
(PHCs) which provide mostly preventive and promotive services like
immunization, ante-natal services and family planning services, but
medical care which is the people’s main demand and need is not available
in rural areas, as even four-fifths of the public hospitals and beds are
located in urban areas.

Apart from the formal health sector discussed above, there is the
informal sector of hereditary, caste-based and/or unqualified/untrained
practitioners of various kinds. Their number, though not known, is as
large or perhaps larger than the formal sector—various types of unquali-
fied practitioners ranging from downright quacks to paramedics, dais,
bhagats, voodoos, witch doctors, herbalists, a variety of others and of
course the local disease/technique specialists like abortionists, white-
discharge experts, jaundice specialists, snakebite specialists, etc.
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WOMEN AND THE HEALTH SECTOR

Given the above dismal picture of health care in India, not much can be
expected in favour of women as clients of the health care system. The
core attention of both the private and public health system towards
women is to view them as mothers. While the private nursing home
sector mostly comprises maternity homes, the public health sector’s
Mmajor concern vis-g-vis women is to prevent them from becoming
mothers. While the private maternity homes cater to the urban population
and the middle classes (about 500 lakh women in the reproductive ages)
the public sector’s health services offer family planning services (over-
whelmingly tubectomy and IUCD) in both rural and urban areas covering
over 10 crore couples. The maternity services available under the public
sector, especially in rural areas, are mostly through paramedics like
auxiliary nurse midwives (ANMs) or trained dais.

Beyond the above and some other occasional services like ante-
natal care and abortion services (both within the context of family plan-
ning), little else is available to women to address their general and
other gender-specific health care needs. Of course, the informal sector
practitioners do cater to some specific needs of women like abortion,
white discharge, psychic problems (what patriarchal literature calls
hysteria), etc., but very little of it is documented to enable a discussion
or make comments. Some efforts are definitely being made to under-
stand the contribution and/or harm of such providers. Some NGOs and
women’s groups have put in efforts to document this and have even
helped in improving the skills of such practitioners.

This gross neglect begins with defining women'’s health care needs
and their low status in society. Women in India, and especially those in
rural areas, given their general living conditions and the double burden
on their shoulders, have never publicly voiced their concern over their
reproductive, sexual and gynaecological health needs. Even something
as obvious as menstruation is grossly neglected and this has serious
consequences because many diseases in our country are related to blood
loss—tuberculosis, malaria, dysentery, kala azar, hookworm—and
hence makes anaemia an extremely important concern of women’s health
which currently receives little attention.

The health system, as indicated earlier, views women’s health only
in terms of their uterus. Thus, historically all health programmes
designed specifically for women have been related to MCH, family
planning (contraception), child survival, safe motherhood, etc. Tragically,
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even this narrow focused approach has failed to provide women services
related to safe pregnancy, maternity, contraception, etc. High maternal
mortality and high levels of unsafe, unhygienic births, especially in the
rural areas, are commonplace.

The poor overall coverage of both private and public health sectors
taken together for the various MCH services as found during the 42nd
Round of the National Sample Survey in 1986-7 and the NFHS in 1992-3
may be seen in Table 1. The rural-urban and the strong class differences
are also worth noting. While the NFHS data are not strictly comparable
with the NSS data, the improvement in coverage, especially of immu-
nization and ante-natal care, over the period due to perhaps the mission
approach and higher allocation of resources, is also worth noting.

The health workers and infrastructure available even for these limited
programmes is grossly inadequate and of poor quality. In rural areas,
the PHCs and subcentres are so poorly equipped for even these meagre
services that doctors and nurses are unwilling to risk even a normal
delivery. Ironically, even tubectomy, the government’s most favoured
‘health’ programme, is not available on demand to women at the PHC
because it is done only in a camp where extra facilities/resources are
made available. Further, the obsession of public health services with
family planning has discredited the entire public health system in the
rural areas.

Even in urban areas where infrastructure and physical access to public
health services is relatively far better, women get a raw deal. Let alone
their special health needs, even women’s general health needs do not
get the necessary attention. This becomes evident when we see the
unfavourable ratio of beds assigned to women as well as the actual
utilization by women of both outdoor and indoor services. Further, many
studies have also indicated that women carry a high burden of chronic
ailments in the absence of care or total neglect of illnesses. This situ-
ation is mainly due to women'’s health needs getting the least priority in
the family.

Given the existing patterns of health care provision, access to general
health care needs for the masses is extremely limited. More so, current
trends of increased privatization and the concept of selective primary
care for public services is going to worsen the situation for the impover-
ished majority. And within this, a place for women’s health care needs
gets further diluted or even more focused towards fertility control.

{
|

TaBLe 1. MCH Services UtiLizaTioN (PuBLIiC AND PRIVATE SECTORS) ACROSS CLASSES AND RURAL-URBAN AREAS:

ALL INnpDIA PerRCENTAGE COVERAGE 1987 anp 1993

URrBAN

RuraL

Class

Completed

Completed

Births
Domi- Hospital

ciliary

Maternity Care
NC

Immunization

Polio

Births

Maternity Care

ANC

Immunization

Polio

PNC

A

Triple

Hospital

Domi-

PNC

Triple

ciliary

1987—NSS

Bottom 10%

441 173 1035 86.75 891 1431 9.54 390 21.16 6205 3375

724

875 8425

39.03 5926 51.16 94.0 5832

2036 5524

41.66

2044

2576

Top 10%

2051 46.8 2376 4685 4820

2682

80.52

7.56 211 1260

10.77

Difference Between

25
576

0.1
415

217

24

81.1

54

4.1
68.8

44
160

06
83.0

20

24

46
56.7

46.6

35

484

Top and Bottom (Times)

1993—NHFS

702

1987—NSS: Compiled from Sarvekshana, 47 (April-June 1991), Tables 2R, 2U, 5R, 6R, 6U, 7R, 7U, 8R, 8U. Data are from the NSS 42nd Round

Survey—1987, and NFHS 1993. Compiled from National Family Health Survey—India 1992-3, Tables 9.1, 9.5, 9.11, IIPS, Bombay, 1995.

Source:




42 WOMEN'S HEALTH, PUBLIC POLICY AND COMMUNITY ACTION

HEALTH CARE SPENDING

While the problem starts at the family level itself wherein women’s
health needs are least important, the actual neglect is due to inadequate
allocations by the State for health care services. The world over it has
been proved that with universal access and assurance of basic health
care, women’s access to health care services has become equitable, at
least for general health services, if not for their special health needs as
women.

With the present level of allocation by the State to the health sector
of less than 1 per cent of the GDP, not even one-fourth of the health
needs of the people are met. The State’s lack of commitment to provide
health care for its citizens is reflected not only in the inadequacy of the
health infrastructure and low levels of financing, but also a declining
people’s support to the demand for health care. This situation has become
more prominent since the early 1980s, coinciding with the process of
liberalization and opening up of the Indian economy to world markets.
Evidence of this is presented in Table 2.

Medical care (hospitals and dispensaries) and control of communi-
cable diseases are crucial areas of concern both in terms of what people
demand as priority areas of health care as well as what existing socio-
economic conditions demand. As with overall public health spending,
both these programmes also show declining trends in fiscal allocations
in the 1980s and 1990s. In fact, in the case of disease prpgrammes, this
decline is surprising because of the large foreign assistance for AIDS
and blindness control. This then means that for other crucial diseases
like tuberculosis, the State’s increasing disinterest in allocating
resources for the health sector (family planning being an exception) is
also reflected in investment expenditure—there has been a very large
decline in capital expenditure during the 1990s. Further, if we take into
account the growth rate of inflation we would get a large negative growth
for the most recent years.

Looking at these same ratios across states, we see that not one state
government shows a significant trend different from the overall trends
(Duggal et al. 1995). This only goes to show how strongly the Central
government influences the states’ financing decisions even in a sector
where the constitutional responsibility is vested with the state govern-
ments and the centre’s grants are only about 10 per cent of state govern-
ment spending. This ‘united action’ has been possible because health
care policy-making and planning is largely done at the level of the central
government and hence the latter can use arm-twisting tactics. This
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TaBLE 2. SELECTED PusLic HEALTH EXPENDITURE 1980-95 (%)

Year 1980-1  1985-6 1991-2 1992-3  1993-4  1994-5

Health expenditure as

per cent of total govern-

ment expenditure 329 3729 3.11 271 271 263
Expenditure on

medical care as

per cent of total

health expenditure 4330 37.82 2678 2766 2746 25775
Expenditure on

disease programmes

as per cent of total

health expenditure 1296 11.69 1059 1084 1041 9.51
Expenditure on family

planning as per cent

of total health

expenditure 1194 1794 1939 1654 16.88 1727
Capital expenditure

as per cent of total

health expenditure 8.15 923 843 420 467 446

Absolute annual
per capita growth rate
of health expenditure
in per cent 15 21 11 13 17 i/

Source: Duggal, Nandraj and Vadair (1995).

structure of planning reduces any initiative that a state government may
want to take for reallocating resources to favour people’s demands for
health care. The result is that people do not get satisfactory services
from: the public system and hence get discouraged to use it.

Low levels of public spending for health and low utilization of public
health services are closely linked. The 1987 NSSO survey on utilization
of health care facilities reveals that for outpatient care, public services
were utilized for only 26 per cent of the cases. But it also reveals that
states with a higher per capita public health expenditure had better rates
of public facility use. Further, states having a weak penetration of the
private health sector had very high public health facility utilization
(NSSO 1987). Similar trends have also been found in studies done by
NCAER, NIHFW, FRCH and others (Berman and Khan 1992; World
Bank 1994). Still, as yet the use of public hospitals is higher because
70 per cent of hospital beds are in the public domain. But with 80 per
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cent hospitals being in urban areas the rural residents, who constitute
three-fourths of the population, have tremendous difficulties in obtaining
such care.

During the 1980s, the State did put in genuine efforts at expansion
of the rural health infrastructure (even though for strengthening the
outreach of family planning), but it is precisely during this period, as
we have seen above, that there was a declining trend in public spending
on health care. This same period also witnessed a massive growth rate
of expansion of the private health sector (Jesani and Ananthram 1993).
The database of the NIPFP shows that real growth rates of public health
spending have declined rapidly during the 1980s, and more so for central
government spending (Table 3).

Since the 1980s, India’s debt burden and interest payments have
galloped at a rapid rate. In this state of the economy the social sector is
the first to be axed. Under structural adjustment since 1991, there has
been further compression in government spending in an effort to bring
down the fiscal deficit to the desired level. The budget expenditures of
the central government have declined from 19.8 per cent of the GDP in
1990-1 to 16.58 per cent in 1993-4. This compression again has been
more severe for the central health sector. The NIPFP database gives
evidence of the compression that has taken place over the last decade.
It shows that the state’s share in health expenditure has increased and
that of the centre declined drastically. Further, the breakdown of central
assistance to states reveals that central programmes or centrally funded
programmes are of a preventive and promotive nature. Decline of
spending on these programmes means serious consequences for the
nation’s health, especially considering that the private sector has no
interest in preventive and promotive care (Tables 4 and 5).

Another serious problem in public health spending is the large and
increasing proportion of the expenditure on salaries. This explains in
part the poor use of public health services because non-salary compo-
nents like medicines, fuel, equipment, etc. are inadequately funded.
The NIPFP database shows that commodity purchases declined steadily
from 29 per cent of total expenditure in 1978 to 22 per cent in 1988 as
did capital expenditure from 9 per cent to 7 per cent. It also reveals that
real growth rate in salary expenditure during that period was 9.8 per
cent and that of commodities was 5.3 per cent (Tulasidhar 1992).
NCAER also found in a district and municipal level study in four states
that non-salary inputs ranged between 5 per cent and 21 per cent (World
Bank 1994). This declining share of non-salary spending will aggravate
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TaBLE 3. REAL GROWTH RATE IN HEALTH CARE EXPENDITURE (%)

Centre/Stae Govts 1974-82 1982-9
15 Major States 9.99 8.42
Central Government 12.13 344
Centre + States 10.03 822

Source: Tulasidhar, 1992.

TABLE 4. SHARE OF CENTRE AND STATES IN HEALTH EXPENDITURE (%)

Centre/State Govts 1974-82 1982-9 1992-3
States’ Own Funds 71.6 799 85.7
Grants from Centre 199 58 33
Centre’s Expenditure 85 143 11.0

Source: V.B. Tulasidhar, Structural Adjustment Programme: Its impact on the Health
Sector, NIPFP, 1992 (mimeo).

TABLE 5. SHARE OF CENTRAL GRANTS IN STATE HEALTH SPENDING (%)

Year Medica! and Public Health Disease Family
Public Health Programmes Welfare
1984-5 6.73 2792 4147 99.00
1989-90 391 16.66 29.12° 74.51
1992-3 370 17.17 18.50 88.59

Note: “Figure for 1988-9.
Source: Same as in Table 4.

the inefficiencies within the system, further damaging the already poor
reputation of public health services.

The analysis and evidence presented above clearly indicate the
urgency of stemming the decline in public spending on health care and
taking appropriate fiscal actions to improve the efficiency and effective-
ness of the public health care system.

The major problem of health sector development in India, especially
in the last two decades, has been that new programmes are begun and
new facilities started with Plan funds (and an increasing amount with
foreign borrowings) but their future sustenance is not completely
assured by additional non-Plan allocations. Health being a state subject,
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its sustainability is dependent on allocations made by the state. The
centre has major control of Plan resources and the states want t> grab
as large a share as they can. Therefore, in the initial years of the Plan
scheme they are willing to provide matching grants, but when it is time
to take charge of the programmes they shirk their responsibilities. The
programme then continues to remain a part of the Plan resources with
the result that new investments get affected because these old Plan
commitments do not get transferred to non-Plan budgets. Further, states
have a tendency to divert programme funds away from components
they are earmarked for. This is largely due to the restricted role they
play in policy-making and planning.

This mismatch of centre-state priorities has proved very expensive
as funds are wasted on inadequately provided tasks causing allocative
inefficiencies and failure of the programme to fulfil its objectives
completely. For example, a recent GOI-WHO-SIDA evaluation of the
tuberculosis programme revealed the following:

— inadequate coverage of TB services in peripheral health institutions;

— underfunding of drugs to the extent that the effective supply was
for only one-third of the cases detected;

— over-reliance on X-ray diagnosis with the result that cases tended
to concentrate in district TB centre;

— ineffective laboratory services due to insufficient human hours of
the microscopist at the PHC; and

— inefficient drug distribution mechanism which results in a very
high drop-out rate after initial symptomatic relief to the patient.

As regards spending specifically for women’s health care, there is
only the MCH programme which gets merely 2 per cent of the national
health budget. This apart, there is the family planning programme which
is targeted almost solely at women (tubectomy and IUCD) but it does
not contribute much to women’s health care needs; if at all, it has caused
more harm than good. As we have seen earlier, family planning budgets
have grown at a steady pace but the corresponding decline in fertility
rates has not been commensurate with such high investments for this
high-profile programme of the State. In 1993-4, for instance, Rs 1,072.5
crore (excluding MCH) were spent on family planning, which was
14.93 per cent of the national health budget. In the remaining expen-
diture, which is the core health budget, women’s stake is extremely
limited because of the problems discussed in an earlier section.
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WHAT CAN BE DONE?

The above picture looks rather dismal. It must be recognized that it is a
consequence of the overall underdevelopment. The new economic policy
and structural adjustment have not been helpful, and especially so for
the social sectors. What does this mean for the health sector and the
people of this country?

Health care access and availability in India has a peculiar public-
private mix which generates a political economy that makes the health
sector purchasing-power dependent. This is a contradiction given that
the large majority do not have purchasing capacities even to sustain
adequate nutritional requirements. In a country where nearly half the
population struggles under severe poverty conditions and another one-
half of the remaining manages at the subsistence level, it is a sad state
of affairs that social needs like health and education have to be more
often than not bought in the marketplace. Thus, when we discuss issues
in health financing, we must not restrict ourselves to money matters
but highlight macro issues like poverty, poor availability of public
services and strong penetration of private sector in the provision of
health care.

Therefore, when we look at issues in health care and its financing,
we must begin with this reality of general impoverishment on the one
hand and the market-led for-profit private health sector on the other.
While the public health sector. accounting for less than one-fifth of the
overall health expenditure, is financed almost wholly through tax reve-
nues, the dominant private health sector is financed by people directly
through fee-for-services. Insurance- and employer-supported financing,
as yet, accounts for a very small proportion of the total funding of the
health sector.

ISSUES OF CONCERN

Defining primary care. Primary health care needs to be defined in terms
of people’s needs and a minimum decent level of provision. Primary
care services should include at least the following:

— general practitioner/family physician services for personal health
care;

— first level referral hospital care and basic specialist services, includ-
ing dental and ophthalmic services;




48 WOMEN'S HEALTH, PUBLIC POLICY AND COMMUNITY ACTION

— immunization services against vaccine-preventable diseases;

— maternity services for safe pregnancy, delivery and post-natal care;

— pharmaceutical services—supply of only rational and essential drugs
as per accepted standards;

— epidemiological services, including laboratory services, surveil-
lance and control of major diseases with the aid of continuous
surveys, information management and public health measures;

— ambulance services;

— contraceptive services; and

— health education.

It must be emphasized that the above minimum care must be seen as
a comprehensive programme and not compartmentalized into separate
programmes as is done currently. These comprehensive primary care
services must be common to the rural and urban areas and should be
sensitive to special needs of groups like women, the elderly, children,
tribals, etc.

The urgent need to strengthen, restructure and reorient public health
services. The urban bias in medical care provision by the State needs to
be removed. The PHCs and subcentres (SCs) need to be thoroughly
reoriented to meet people’s needs of medical care and not be obsessed
with family planning alone. [acilities for medical care need to be
substantially enhanced at the PHCs both in terms of personnel and
supplies. While supplies can be increased through larger budgetary
allocations, the difficulty would be in getting personnel to work in the
public system. Since private individual practice is the norm, it becomes
necessary to involve such practitioners to join a public-sponsored health
care programme on a predefined payment system like a fixed capitation
fee per family registered with the practitioner. Such a system needs to
be evolved both in the rural and urban areas. This would mean a fivefold
increase in primary care costs which may be partly financed from within
the existing resources and the remaining from the organized sectors of
the economy, including insurance, and special health-related taxes. Of
course, this would mean a lot of restructuring, including stronger regu-
lgtlons, control and a mechanism for regular audit of the system’s func-
tioning. This is the only way of guaranteeing universal access to health
care and achieving ‘health for all’. The bottom line would be no direct
payments by patients at the time of receiving care. All payments would
be made through a statutory authority which would be the monopoly
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buyer. People having the capacity to pay should be charged indirectly
through taxes, insurance premia, levies, etc. Such restructuring would
not disturb the autonomy of the individual practitioner or the private
hospitals except that it would strive to eliminate irrational and unneces-
sary practices, demand some amount of relocation of practitioners,
standardize and rationalize costs and incomes, eliminate quackery and
demand accountability from the providers.

Making the public health sector efficient, cost-effective and socially
accountable. The response to the malaise of the public health services
should not be ‘privatization’. We already have a large, exploitative and
unsustainable private health sector. What makes the private health sector
‘popular’ in usage is its better access—irrespective of quality, a person-
alized interface, availability at convenience, and non-bureaucratic nature.
The public health services by contrast are bureaucratic, having poor
access—especially in rural areas, have often inconvenient timings, are
generally impersonal, often do not have requisite supplies like drugs,
etc., and are plagued by nepotism and corruption. There is considerable
scope for improvement of public health services with better planning,
reallocation of existing resources as well as pumping in additional
resources—especially for non-salary expenditure, reducing waste and
improving efficiency by better management practices and separation of
primary, secondary and tertiary care through setting up of referral
systems, improving working conditions of employees, etc. One good
example of enhancing the value, efficiency and effectiveness of the
existing system using the available resources is to assure that all medical
graduates who pass out of public medical schools (80 per cent of all
graduates every year) serve in the public system for say at least five
years without which they should be denied the licence to practise as
well as admission for post-graduate studies. After all the State is
spending Rs 8,00,000 per medical graduate! This measure, if enacted
by law, will itself make available 14,000 doctors every year for the
public health care system. There can be many such macro-decisions
which can help in making the existing resources more effective and
useful. Further, public health services must be made accountable to the
local communities they serve and the latter must both carry out social
audit as well as ensure that the system works properly for the benefit of
patients. As regards the private health sector, as mentioned above, there
is an urgent need to regulate it, standardize charges, and have policies
for location and distribution.
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Modes of financing and payment. While the public sector is funded
through tax revenues, the private sector relies mostly on fee-for-
services. There is a growing trend of thought favouring at least partial
user-charges or fee-for-services for public health services. This trend
must be countered since in the given socio-economic conditions, such
a policy would hit the majority very hard. WHO has been firm about
States spending 5 per cent of GDP on health care. In India, the State
does not spend even 1 per cent. So, the first effort must be to get the
State to commit a much larger share for the health sector from existing
resources. Additional revenues specifically for health budgets may be
collected on the lines of profession tax in some states: funds for employ-
ment programmes, levies and cesses for health could be collected by
local bodies; employers in the organized sector must be made to
contribute for health care services; those with capacity to pay like
organized sector employees, the middle and rich peasantry (so far
completely untaxed), and other self-employed, must do so through insur-
ance and other prepayment programmes. In a vast and varied country
like India, no single system would work. What we would need is a
combination of social insurance for the poor (premia paid by the State),
employment-related insurance for the organized sector employees,
voluntary insurance for other categories who can afford to pay and, of
course, tax and related revenues. Further, payments of any kind at the
point of provision of care must not exist as they usually are unfavourable
to patients. Payments must be made to providers by a monopoly buyer
of health services who can also command certain standard practices
and maintain a minimum quality of care—payments could be made in a
variety of ways such as capitation or fixed charges for a standard regimen
of services, fee-for-service as per standardized rates. The move towards
monopoly purchase of health services through insurance or other means,
and payment to providers through this single channel is a logical and
growing global trend. To achieve universal access to health care and
relative equity, this is perhaps the only alternative available at present.
But this of necessity implies the setting up of an organized system for
which the State has to play the lead role and involve the large private
sector within this universal health care paradigm if it is to be successful.

Apart from the above macro measures which require radical changes,
many improvements are also possible within the existing framework of
the health system. Thus, apart from substantially enhancing resources
for the public health sector, there is also an urgent need to reorient

spending and remove the allocative inefficiencies. This is possible in
many ways:

)
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(i) If the states play a more significant role in health care planr.nng
and measure the cost-effectiveness of intra-sectoral allocations
within the programme, they can assure long-term sustenance
and make the programme meaningful. i

(ii) By ensuring that the non-salary inputs are mamtalch at an
adequate level, especially stocks of essential drugs,‘ rpamtenance
of facilities and equipment, fuel, etc., which is efficient enough
to attract patients.

(iii) By rationalizing the use of hospitals through a referral sy§tem.
This can be achieved if primary care facilities are well equipped
and better funded to meet the demands of basic health care. .

(iv) By improving the mix of health care staff 'in the various faci-
lities and programmes. For instance, improving the nur§e-doctor
ratio in hospitals can bring down considerably the unit cost of
hospital services. . :

(v) By improving drug management and assuring that f)nly ratlonz}l
and essential generic drugs are purchased. International experi-
ence shows that this reduces drug costs by half, and

(vi) By ensuring that allocations are based on actual regmrements
or needs and that once committed, funds are not diverted for

other expenditures.

With regard to women’s special health care needs, while special
attention is necessary, it must be embedded within the frameworkh of
comprehensive health care services and not demgne(.i as a specml/‘
selective programme, because history tells us that special programmes
become ends in themselves and develop their own vested .mterests.
This has been especially true of programmes that were designed for
women which ended targeting their uteruses to stop them from repro-
ducing.

In conclusion, we must reassert the importance of much larger
resources being allocated for public health care"Every effort' must be
made to approximate the WHO suggested guideline for spenfimg .5 per
cent of the GDP on health care. But this will not be pgssxble if the
private health sector is left unregulated and has no links with the public
system. The consequence of leaving the private bealth sector out of the
ambit of State planning has been that with the rapid growth of the prlv‘ate
sector, the wealthy and the more articulate segments of the popglatlon
increasingly seek care in the private sector and any suppor.t. social gnd
political, for a national health system which may be there will get buried
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in demands for privatization, further running down the public sector and
hence the interests of the poor. The global trend is to evolve an effective
public-private mix which functions under a single umbrella of a mono-
poly buyer of health services, which can either be<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>