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40 Years of Independence

STATUS OF HEALTH SERVICES IN INDIA
—A COMPARISON

DR MAHENDRA SINGH

Considerable health progress has been achieved during the 40 years of India’s Indepen-
dence through the implementation of various programmes under the Health Services,
strategies of which were reviewed and altered from time to time. These achieve-
ments could have been more spectacular, says the author, if we could have tackled
our population problem more effectively.
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HEA.LTH implies more than an ab-
sence of disease. It indicates a
state of harmonious functioning of
the body and mind in relation to
physical and social environment to
enjoy life to the fullest possible ex-

tent and to attain maximum level

of productive capacity.

For an asséssment of the ‘status of
health services, we have to rely on
health information, which gives us
certain indication of a given situa-
tion in a counftry. Since data on
positive health are rather difficult
to obtain than those relating to ill-
health and death, we will compare
the status of Health Services in the
pre-independence with. post-indepen-
dence period in those variables which
may help to measure the change.
Limitations are obvious both then
and now, because in order to have
better indications, information has
to be reliable, valid and also com-
parable.

Health Services in the Pre-Indepen-
dence Period

Regarding the .review of health
services in India during pre-indepen-
dence period, ie., before 1947, it
may be stated bluntly that the situa-
tion was grim. = Death rate (1937)
and infant mortalitty rate (1937)
were 22.4 per 1000 population and
162 per 1000 live-births respectively.
These rates were one of the highest
in the world. The figures of ex-
pectation of life at birth 26.91 and
26.56  (1921-30) for males and
females respectively were one of the
lowest in the world. The corres-

ponding figures about death rate;

infant mortality rate and expecta-
tion of life at birth for England and
Wales were  12.4; 58; : .and 58.74
(males) and 62.88 (females) respecti-
vely.
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The trained manpower for curative and preventive health was far from
adequate during the pre-Independence period. More emphasis was given on

curative health as compared to preventive aspects.

During the post-Indepen-

dence period, stress has been laid on the re-orientation of medical education

with emphasis on community care.

As for the specially vulnerable
groups of the population, viz., child-
ren and women in the child-bearing

age group, the position was far from
satisfactory.
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Deaths among iafants, pre-school
children and in the school children
below 10 years are indicated in the
following table:

TABLE I : DEATHS AT SPECIFIC AGE PERIOD
SHOWN AS PERCENTAGE OF THE TOTAL

DEATHS IN ALL AGES

Age group 0-—1 .55 10 Total
(in years) below
10
+ Deaths in
Percentage 243 18:6 5:5 48-4

From the above table, it will be
observed that 48.4% of the total
deaths were among children below
10 years and in this highly vulnera-
ble age group, 509, of the deaths
are among infants.

As for maternal mortality, reli-
able figures were not -available.
However, a special Committee ap-
pointed by the Central Advisory
Board of Health to report on Mater-
nity and Child Welfare work in India
has indicated that in 1938, maternal
mortality was “probably somewhere
near 20 per 1000 live-births”.  This,
indeed, was frighteningly high.
Wastage of maternal lives in a phy-
siological process of reproduction
is avoidable and our efforts should
be to pull it down to negligible
level.

The prevalence of diseases is re-
flected in the following table, indi-
cating average annual percentage of
the total deaths during 1932-41.

TABLE II : AVERAGE ANNUAL PERCENTAGE
OF DEATHS IN INDIA (1932-41)

From the above table, it is observ-
ed that information about causes of
death is not specific except for cho-
lera, smallpox and plague, which
combine together to inflict 49, of the
total deaths. The major causes of
death under ‘fevers’: ‘respiratory
diseases’ and  ‘digestive disorders’
must have been malaria, tuberculo-
sis and diarrhoeal discases respecti-
vely.

Other diseases, 2.g., helmenthiases
particularly  hookworm  disease,
guinea-worm; infection, leprosy and
filariasis were responsible for inca-
pacitating the nation by inflicting
heavy morbidity though not causing
deaths.

General health and vitality of the
population  had been completely
demolished by the habitual consump-
tion of insufficient diet both in qua-
lity and quantity. This faulty nutri-
tion was not only responsible for
high incidence of malnutrition, under-
nutrition and deficiency diseases but
also made the population vulnerable
to infection. Unavailability of safe
drinking - water and poor environ-
mental sanitation was responsible
for a very high incidence of diarr-
hoeal diseases, typhoid and parasi-
tic infestation, etc.

Turning to the trained manpower
to man the health services, the
following table indicates the inade-
quacy.

Disease Average  TABLE I1I: INDICATING THE AVAILABILITY
annual OF TRAINED MAN-POWER )
percen-

Eide%il?sf Category No. of Ratio to the
qualified then Popula-
Ao person- tion

Fevertuing: B nel (300 million,

Respiratory disorders * s =650

Digestive Disorders Physicians 47,400 1: 6300

(Diarrhoea, Dysentery) w &2 0 Nurses . © 7,000 1: 43000

Cholera - : : a5 Health Visitors = ° 750 1: 400,000

Smallpox -~ t e 1-19% $4% Pharmacists - . 75 1: 4,000,000

Plague - g : i 0555 ) Dentists : - 1,000 1: 300,000

Other causes . W 200800 Sanitary Inspectors 3,000 1: 100,000

All causes - 2 100_0% Midwives = 5,000 12 60,000
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From. the above table, it will be
observed that the organisation for
curative and preventive health was
far from adequate. Of 47.400
physicians, only 13,000 (27.4%)
were serving in medical facilities of
the Government and other agencies.
Rest of the physicians were self-
employed: in private practice. And
the tendency for the private practi-
tioners as usual was to cluster in
the urban areas. Hence there was
considerable neglect of the rural
population.

Apart from the insufficient num-
ber of hospitals and dispensaries
for providing medical relief, the
quality of services provided were,
indeed, very poor. The dispensa-
ries and the out-patient departments
of the hospitals were over-crowded
and medical services rendercd to
the people were not adequate. Only
a total of 73,000 beds were avail-
able, i.c., about one bed for 4000
population.

From the above, it would be clear
that the organisation both for cura-
tive and preventive health was alto-
gether inadequate. = More empha-
sis was on curative health and the
preventive aspects were given little
importance.

As for the social aspects, the
problems of unemployment and
poverty were indeed acute. The
status of women was at the lowest
and added to this the castoms like
‘purdah’ and early mwarriages (even
infant marriages) made it all the
worst.  This was further diluted
since the literates were only of pri-
mary school level and ultimately
lapsed into illiteracy.

Development of Health Services
in the Post-Independence Period

We paid a heavy price for our
Independence. There was parti-
tion of the country followed by mass
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The primary health centres (PHCs) are a focal point-where health services radiate to the people in rural areas.

At present (as on 1-4-1987) there are 14,145 PHCs
Independence, none existed. Photo shows a child being treated at one such PHC.

migration of the population, never
known before in the history of the
sub-continent.  Apart from the law
and order problem, rehabilitation
of the displaced persons, provision
of preventive and curative services
in the refugee camps had to be dealt
with on a war-footing.

Concept of Primary Health Centre

In 1952, under the Community
Development Programme, one pri-
mary health centre with three sub-
centres were planned to be establi-
shed in one community develop-
ment block. They were rtesponsi-
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ble for the medical care, control of
communicable discases, maternal
and child health, nutrition, school
health, environmental sanitation,
health education and collection of
vital statistics.  In fact, we were
asking for too much.

In 1961, Mudaliar Commitiee re-
viewed in detail all the aspects of
medical care, public health, com-
municable diseases, medical educa-
tion and population problem, etc.
As for the primary health centre
programme, it was recommended
that a primary health centre (PHC)
to be effective should not be given

besides 98,987 sub-centres that serve rural areas.

Before

more than 40,000 population and
it should have full complement of
the staff.© There should be expan-
sion and strengthening of the dis-
trict hospitals. Mobile health teams
of specialists from the distirict/
taluka hospitals should provide
necessary supervisory and consul-
tancy services to the PHCs. The
PHC should also provide residen-
tial accommodation and should
have a bed strength of ten.

The Census in 1961 indicated
disturbing  trend of rising ' popula-
tion in the country. Hence a spe-
cial - committee, -viz, Mukherjee
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Committee was appointed to review
the staffing pattern and financial
provision under Family Planning
Programme. The main recommen-
dations having impact on health
services at the crucial PHC level
need special mention.

These were as under:

(a) One unipurpose family plan-
ning worker for every 20,000
population.

(b) One block extension educator
for every PHC.

(c) One lady health visitor to
guide and supervise the work
of four sub-centres.

(d) One sub-centre for every
10,000 population with a train-
ed auxiliary nurse midwife.

Besides adding to the physical
facilities and equipment, it was also
considered essential to provide one
more medical officer and support-
ing staff at each PHC.

Multipurpose Woikers Scheme

This pattern of development of
health services coatinued up to 1V
Five Year Plan (1969-74). How-
ever, it was observed that though
most of the PHCs and sub-centres
were established according to the
Plan, they were not able to effecti-
vely cover the entire population un-
der their jurisdiction. In other
words, the organisation did not ful-
fil its promise of providing primary
health care to the population.
Hence, in 1974, one of the main re-
commendations of the Kartar Singh
Committee was to establish a sub-
centre for every 5000 population
and thus an integrated approach
for the delivery of the health ser-
vices,—the concept of multi-purpose
workers scheme—-came into being.
Shrivastav Committee Report (1975)
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Last case of smallpox in India, which occurred on 24 May, 1975 India
emerged victorious and smallpox was eradicated.

recommended the speedy implemen-
tation of multi-purpose workers’
scheme and also the introduction of
three-tier plan for health care unit
with- a person from the community
at the village level providing the
base. It also preposed a plan for
a re-orientation of medical educa-
tion towards the need of the coun-
try with emphasis on community
care.

Victory against Smallpox

In the meantime under the
National Smallpox Eradication Pro-
gramme a grim war was being
fought against the dreaded scourge,
smallpox, with the revised strategy
of surveillance-cum-containment,
utilising bifurcated needles with
potent freeze-dried vaccine, India
emerged victorious and smallpox
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was eradicated; last case being Sai-
ban Bibi, which occurred on 24th
May, 1975. This was a public

ealth miracle and a great success
story to boost the morale of all the
health workers throughout the coun-
try and the world. Author had
personally investigated this out-
break for effective containment and
follow-up action to wipe out this
last case of smallpox from the coun-
try.

In 1978, an Iuternational Confe-
rence on Primary Health Care was
held in Alma-Ata (6-12 September,
1978). The objective of the Con-
ference was to focus world’s atten-
tion on the facilities of the existing
health services tc serve the rural
population and the urban poor and
to seek firm commitment from the
Government to remedy the prevail-
ing situation. India, as a signatory
to Alma-Ata declaration has com-
mitted itself to achieve the goal of
‘Health for All by the year 2000
A.D/’

With a view to evolve a national
strategy for securing the objective
of ‘health for all’ and to identify
specific programmes, a meeting of
the health experts, research scien-
tists, medical educationists, social
scientists, health administrators and
representives of the Planning Com-
mission, related ministries/depart-
ments of culture and State Govern-

ments and  voluntary organisations i

was held in February, 1980. The
Report of this meeting formed one
of the important basis for the for-
mulation of the National Health
Policy.

Apart from the other important-
aspects, goals for health and family
welfare  programmes have been
mentioned under 17 important indi-
cators which will show the progress
required to be expected by the year
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Malaria has shown a significant decline "in” mortality with 1.66 lakh cases in 1985. §9

2000 A.D. [Further, health and
family welfare - services have been
given due importance in the New
20-Point Programme. For such
important programmes like ‘Clean
Drinking ‘Water”, “Health for All”
and “Two-child norm”, included in
the new 20-Point Programme 1986,
hawk-eyed supervision, continuous

monitoring, periodic programme ap-
praisal and evaluation, it is absolu-
tely essential to have research and

feedback for prompt corrective
measures.
PROGRESS ACHIEVED, ITS IMPACT

AND A COMPARISON
By implementing the various pro-
grammes under the Health Services,
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strategies of which were reviewed
and altered from time to time as
mentioned above, cousiderable pro-
gress has been achieved in the four
decades of post-independence period
as compared to the pre-indepen-

TABLE 1V I

dence period. These achievements
could have been mcre spectacular,
if we could have tackled our popu-
lation problem more effectively.

The following table shows the
achievements/impact during the last
four decades since Independence.

IMPACT OF HEALTH SERVICES IN COMPARISON TO THE POSITION BEFORE INDE-

PENDENCE AND EXPECTATIONS By 2000 AD.

No. Indicator Before Data available Expecta-
Independence after 4 decades tions by
of 2000 A.D.
Independence
1. Infant mortality rate (per 1000 live 161 104 below 60
births) (1941-45) (1984)
2. Crude death rate 3:=2 12y 9
(1931-41) (1984)
3. Maternal mortality rate (per 1000 live- about 20/1000 3-4 below 2
_births) . (1938)
4. Crude birth rate 45-2 33-8 21
(1931-41)
5. Expectation of life at birth (years) - Male 32-09 ‘ 54-1 64
Female 31-37 54-7 64
Persons 31-72 54-4 64
(1941)
6. Literacy rate - Persons 12-5 Male 46- 10 above 80%

Female 24- 82
Persons 36-23
(1981 Census)

According to the latest available
information as on Ist April, 1987,
as many as 905 community health
centres; 14,145 primary health cen-
tres and 98,987 sub-centres have
béen set up. Before Independence
none existed. As for the buildings
for these institutions, the expecta-
tions are that by the end of VII
Five Year Plan (1985-90), 40%,
80%, and 909% of the sub-centres,
primary health cenires and commu-
nity, health centres will have their
own buildings.

As on Ist January, 1986 there
were 5,35,735 beds as against 73.000
beds before independence.

As for the trained manpower is
concerned, the increase is evident
when Table III is compared with
the following tabie:
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TABLE V : TRAINED MANPOWER AFTER ABOUT
FOUR DECADES OF INDEPENDENCE
Category No. of Ratio to the
qualified 1981 Census
personnel population
(685 million)
Physicians  (Regis-
tered) 1984 - e D QTIOR8 Tk 2305
Nurses (Registered)
1985 , - 1,70,880 1: 4009
Health Visitors
(Registered) 1984 - 11,455 1: 59815
Pharmacists - * 18,216 1: 37614
(Registered) 1984
Dentists (Reg) 1985 9,598 1: 71388
Midwives  (Regis-
red) 1984 - . 1,68,493 1: 4066
Auxiliary Nurse 892952 1617
Mid-wives

(Registered) 1984

Apart from the above, as on 31st
March, 1986, there were 5568 block
extension educators, 90211 multi-
purpose workers (male) 67371 multi-
purpose workers (female), 2711
health assistants (male) and. 14083
health assistants (female) and 538523
trained dais. These categories of
staff were not available before inde-
pendence.

Per capita expenditure on health
and family welfare are Rs. 32.85
and Rs. 4.30 respectively.

Communicable diseases

As for communicable diseases,
smallpox has been eradicated, mno
case of plague has been reported
after 1967. Cholera has shown
marked decline both in morbidity
and mortality. Malaria, toc has
shown a significant decline in morta-
lity (about 150 deaths in 1985)
with 1.66 lakh cases.

Diarrhoeal diseases, and tuber-
culosis are the major problems.
Determined efforts are being made
under National Programmes to era-
dicate leprosy and guineaworm in-
fection and to reduce the incidence
to nil of six vaccine preventable
diseases covered under the Expand-
ed Programme of Immunization
viz., measles, diphtheria, pertussis
(whooping cough), tetanus, polio
and tuberculosis.

In conclusion, it must be mention-
ed that though considerable efforts
have been put in and remarkable
achievements like smallpox eradica-
tion, plague elimination have been
made yet much will have to be done
to attain all those objectives and
goals which we have set for our-
selves in the National Health Policy
and the new 20-point Programme
by the year 2000 A.D.—which is
not even 13 years away from today.
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40 Years of Independence

CHALLENGES IN HEALTH EDUCATION

DR B. S. SEHGAL

All the successive five year plans have impressed that no single measure is as
productive of greater returns in proportion to outlays than health education. Still
[ the contributions of health education to the successful achievement of national health
programme goals has left much to be desired, feels the author. This paper discusses
! some of the reasons responsible for this lecunae in health education development
which stand as challenges to all administrators and planners interested in achieving
national goals. :
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INCE the advent of indepen-
‘") dence, greatest consideration
at the policy-making level has
been given to the willing assent
and active  participation of the
people in the health development
programmes. Realising how much
illness is caused by the ignorance
of simple hygienic laws or indiffe-
rence to environmental hazards,
all successive five year plans have
impressed that no single measure
is as productive of greater returns
in proportion to outlays than
health education. Still the contri-
butions of health education to the
successful achievement of national
health programme goals has left
much to be desired. This paper
aims to explore some of the reasons
responsible for - this lacunae in
health  education development
which stand as challenges to all
administrators and planners intere-
sted in achieving national goals.

India has covered several mile-
stones in the growth of Health
Education. An extensive organiza-
tion at the Central, State, District
and Block levels has been establish-
ed with the Central Health Education
Bureau (CHEB) in'the leadership
role at the Centre. During the past
three decades of its existence CHEB
has developed as a unique institu-
tion and has amply demonstrated
the multi-dimensional contribution
of health education in the field of
planning, training, media production
and research. Its close coordinative
activities with the Ministry of Edu-
cation and with international agen-
cies is creditworthy. Many State
Health Education Bureaux have also
passed through various phases of
development. Some of them have
a high level of competency in pro-
duction and use of educational ma-
terial.
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The National Family Planning
Programme was the first one to ini-
tiate the use of scientific health edu-
cational principles in its planning
and implementation strategy. A
large number of people were trained
and an extensive use of mass media
and publicity material was made.
However, disproportionate emphasis
on mass media and time-bound tar-
get achievement in sterilization made
the staff leave out the people in
planning, decision-making and im-
plementation of the programmes.
This lapse did not allow building up
of a firm community base in pro-
gramme implementation.

The strategy of the other national
programmes like malaria, T.B.,
leprosy, etc., has been formulated
on too much technological considera-
tions and over-confidence in its
scope. People’s role in these pro-
grammes, though considered impor-
tant, has been relegated to the back-

ground and very meagre provision

for it was made in their budget out-
lays.

Since the Alma-Ata declaration
in 1978, India has committed itself
to attaining the ‘Health for All’ goal
by the year 2000 A.D. through uni-
versal provision of comprehensive
Primary Health Care services. These
services integrally linked with the
extension and health education ap-
proach will take into account the
fact that a large majority of health
functions can be effectively handled
and resolved by the -people them-
selves with the organised support of
volunteers, auxiliaries and = multi-
purpose workers of various grades
of skill and competéncy. Though
community participation was already
considered an essential component
of most health activities, but it was
usually equated with provision of
voluntary labour for sanitary or

building construction or financial
contributions to health services. In
the new health policy of Primary
Health Care. individuals and com-
munities have to be involved in the
whole process of programme plan-
ning and implementation with the
ultimate aim to take its responsibi-
lity on the basis of self-reliance.
This is entirely a new dimension of
health development in which health
education has a vital role to play.
New health education approaches
have to be evolved and integrated
into the very fabric of the each
programme activity. =~ These ap-
proaches should be people-oriented
both in terms of technology and
delivery of services. People will
need-to know and understand their
problems in the context of available

.resources and technology and carry

out at the individual and community
level specific activities to solve
them. These are entirely new areas
for which health administrators and
field workers will have jointly to
pool their wisdom for finding a solu-
tion.

HEeALTH EDUCATION. CHALLENGES

Understanding the comblexity of
Human Behaviour by Programme
Planners and administrators:

All health and family = planning
programmes aim to achieve certain
measurable goals many of which
are time-bound. To achieve these
goals people are expected to adopt
new ways of living. The most
serious health 'hazards like malnu-
trition, gastro-enteritis, tuberculosis,
etc., are embedded in the way people
live. Customs, poverty and igno-
rance contribute to the maintenance
of these diseases.

Human behaviour is the net result
of a series of factors—psychological,
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A large majbrity of health functions can be effectively handled and resolved by the people themselves with the
organised support of volunteers, auxiliaries, trained birth attendants and multi-purpose workers of various grades of

skills and competency.

socio-cultural or  situational. To
change traditional beliefs and prac-
tices, mere conveying of messages
based on scientific facts and modern
technology are not -enough. To
change people we do not need know-
ledge alone, but a process has to be

initiated in which people can be

made to go through’'an experience
related to the new habit in the con-
text of their socio-cultural setting.
Such an experience should be a sa-
tisfying one and should include com-
plete information on the benefits
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and limitations of the particular in-
novation or technology used.

The challenge, therefore, is to
develop health technology based on
people’s understanding and prefer-
ences and not something based- on
scientific criteria alone. Health edu-
cators, ' therefore, should develop
procedures and tools by which a
peripheral field worker can collect,
compile and interpret what the
people know, feel and do about a
particular health problem. This will

help in providing an educational
base from which .a strategy and
plan could then be decided upon

and developed.

Clarification of the concept of Com-
munity Involvement for Programme
responsibility and self-reliance.

\

In the new policy of health deve-
lopment, people and the health pro-
fessionals have to work as partners

in tackling local problems. Acquir-
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ing good health will need specific
action by each individual, family
or community. Educational efforts
to inform, educate and motivate
people will be needed to draw and
utilize the community’s conventional
wisdom and resources for solving
these problems.  Community in-
volvement is a process and it is
necessary to evolve a methodology
and steps which can help people to
identify their problems, study the
options and technology available,
choose a suitable plan and imple-
ment it, making maximum use of
contmunity resources.

The provision of adequate health
information and education for an
entire population is a task of great
difficulty. Every community is com-
posed of several groups having diffe-

rent  socio-cultural  background,
interests and needs. No medium
can possibly reach everybody.
Identification of important large
groups is essential to formulate a
realistic educational plan. Their
present knowledge and practices

along with their perception of the
advantages of the new practice
should be collected and used in
planning educational activities.

If community involvement envis-
ages peoples own responsibility in
programme planning and implemen-
tation, then it should be clearly
specified with well-defined objectives
and adequate resources be provided
for it in the programme budget.
Health education activities will be
the single largest input in helping
people organise and implement any
health plan.

The Dilemma of Training

Whenever one is planning a pro-
gramme, Training of Staff is usually
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identified as the first need. It 1is
always a question of large numbers,
limited resources and time constraint.
Health education being a practi-
tioners discipline cannot be taught in
the class-room alone. It is not just
a question of learning concepts,
philosophies and principles, but of
making use of these for community
action in situations, each of which
is quite different. Thus both the
faculty and the training courses have
to be skill based on community ori-
ented. Field practice has to be
the best method and location te
reach. Real experience constitutes
the impressive educational method.
The analytic and ju&gemental skills
needed by health educators are not
gained through  didactic teaching
or even discussions. A delicate
theory-practice mix is needed for
all courses in health education and
a living practice demonstration field
1s a must for all institutions giving
health education training. Without
the right kind of trained people, all
the resources available for health
education get wasted. Training
people to help community self-reli-
ance and organise and support inter-
sectoral cooperation are matters
which need ingenuity, knowledge and
experience. Faculty selection and

its preparation is, therefore, a chal-

lenge which must be met. Resis-
tance of the faculty to modify train-
ing curricula and programmes should
also be tactfully handled.

Problem of measuring .impact

Since behaviour change is the
result of a large number of factors
in a person’s environment, measur-
ing impact of health education  is
sometimes rather difficult. - In com-
munity activities as well health edu-
cation ‘cuts across = a number of
sectors and agencies resulting in

‘include religious

~ health education work so far.

difficulty of assessing contributions
of health education separately. All
this creates difficulties to justify
health education allocations in pro-
grammes. There is thus a need to
develop indices which would reflect
the cost benefit dimension of health

education in various programmes.
Research is needed to develop
models for valid and comparable
indicators which will demonstrate

health education impact in preven-
tive and promotive programmes.
There is also need to make health
education sufficiently specific so that
implementation of educational acti-
vities can be monitored and their
effectiveness evaluated.. '

Role of Vcluntary 'agenci'es

For achieving the goal of ‘Health
for All’, the part to be played by
voluntary agencies is crucial. They
need to be officially recognised and
involved in any health plan. Finan-
cial and technical support for health
education through voluntary agen-
cies can pay rich dividends as those
agencies are an expression of the
will of the people to use their own
initiative in improving their own
lifestyles. Voluntary agencies to be
associated should be the one’s work-
ing in the community and should
groups or bodies
as well. Sufficient attention has not
been paid to involving them in
The
ultimate success of any programme
is invariably linked to the extent of
voluntary agencies, active involve-
ment. Education, support and trust
are the key elements in developing
collaboration with voluntary agen-
Health educators mneed to
know and practice it.

cies.
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CHANGING PERSPECTIVES ON RURAL

HEALTH CARE : AN OVERVIEW

S. SRINIVASAN

The primary goal of any healthldelivery
system to organmise the health services in
such a manner as to optionally utilise
the available resources, knowledge and
technology with a view to prevent and
alleviate disease, disability and suffering
of the people. For making the health
care services more meaningful to our
people, it is necessary, the author feels,
te bring abcut fundamental changes in
focus and approach to the entire health
care delivery system of the country in
general and above all rural care services
in particular.
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T HE HEALTH CARE SYSTEM is intended to deliver the
health care services. It operates in the context
of the socio-economic and political system of the
country- India is one of the very few countries that
had from the very beginning planned health services
as a part of general socio-economic development.
Accordingly, a health delivery system was evolved
in independent India on the lines suggested by the
Bhore ‘Committee (1946). The broad objectives of
health plan are to strengthen the health infrastructure
and to complete eradication of diseases and their inte-
gration into the basic health services. In realisation
of the need for social reconstruction, health care
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system was coordinated with the other nation-build-
ing activities and was part of community development
programme administered through a network of pri-
mary health centres and sub-centres which form the
nucleus for a minimum scheme of health services for
rural population. Health care is one of the most
important of all human endeavours to improve the
quality of life and yet a large proportion of the coun-
try’s rural population has no access to health care
services at all and for many what they receive does
not alleviate their problems. Thus, rural health care
has been a perpetual problem in India. In an effort
to ameliorate the same, a vast network of primary
health centres has been set up in the country for pro-
viding comprehensive health care services to the rural
population. The Primary Health Centre occupies a
key position in nation’s health care system- It is
peripheral, yet most vital outpost, around which rural
health care services are being built.

A three-tier system of health care delivery exists in
India, i.e. provision of basic curative, preventive, pro-
motional and rehabilitative services to the rural areas
through and up to Primary Health Centre level, the
referral complex up to the taluk and district level
and specialist service through medical colleges, teach-
ing hospitals and other specialised institutions. Thus,
comprehensive health care consists of health care de-
livery at the primary, secondary and tertiary levels.

The primary goal of any health delivery is to
organise the health services in such a manner as to
optionally utilise the available resources, knowledge
and technology with a view to prevent and alleviate
diseases, disability and sufferings of the people.

There are three types of health resources that exist
in the rural areas of India, namely, formal, informal
and folk health care systems. The formal health
system consists of the governmental network of pri-
mary health centres, sub-centres and dispensaries (the
P-H.C. complex). This system is highly formalised
and organised bureaucratically. The informal system
consists of a network of private clinics of the full-
time private medical practitioners of various systems
of medicine such as Ayurveda, Siddha, Unani and
Homoeopathy. The folk health care system consists
of a variety of parttime health workers who function
within the context of folk traditions and village organi-
sation. All these systems fulfil the health needs of
the rural population in India, to a varying degree.
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Rural health services and five-year plans

The Five year plans defined the national objectives
for health services in the country. The national ob-
jectives ensure adequate medical care being made
available to every individual. The first five year plan
was essentially a preliminary step towards planning
for rapid future development of health programmes.
In 1952, India established Primary Health Units to
meet the primary health needs of its rural‘population
Commonly known as the Primary Health Centre, this
centre is a central point which links the rural com-
munity and planning body at the district and state
levels. It is also a channel through which the health
and medical care services are rendered to the vast
population of India. The first plan made clear that
virtually the whole burden of rural health services
should be on the States. A significant new step was
taken when it was proposed that the Primary Health
Centres (P.H.Cs.) be associated with the community
development projects, then being contemplated. Thus,
the principle was established that rural health care
services would be part of the community develop-
ment programme- By the end of the first plan period,
only 725 primary health centres had been set up.

The second five year plan allocated somewhat more
to health than the first plan. The second plan, gave
the highest priority for the need to establish more
primary health centres and a regional system of dis-
trict and taluk hospitals. The plan called the pro-
vision of adequate health services for the rural popu-
lations ‘by far the most urgent need’. By the end
of the second plan, 2800 P.H.Cs. were established,
covering most of the development blocks. The two
succeeding five year plans served only to highlight
shortfalls in implementation of health programmes
and the deficiencies ‘of their logistics.

The broad objective of the health and family plann-
ing programme in the third plan was to expand
health services to bring about progressive improve-
ment in health of the people ensuring a certain mini-
mum physical well-being and to create conditions
favourable to greater efficiency and productivity. The
third plan saw the launching of the nationwide ex-
tension approach’ to family planning as an integral
part of the rural health services to educate and per-
suade the rural population to accept the small family
norm. The third plan accorded very high priority
to family planning and due importance to nutrition.
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By the end of third plan it was intended to establish
one PH.C. each in C.-D. blocks. By March 1966,
4631 P.H.Cs. were set up. The third plan directed at-
tention to the shortage of health personnel, delays

in the construction of P-H.C. buildings and staff quar-

ters and inadequate training facilities for the different
categories of staff required in rural areas.

The Fourth Plan emphasised the need for crea-
tion of an effectivc base for health and medical
care such as strengthening of P.H.Cs., subdivisional
and district hospitals, the integration and implementa-
tion of programmes related to the control of com-
municable diseases, family welfare programme, etc.
The P.H.Cs- form the base of the integrated structure
of medical and health services in the rural areas. It
was a widely shared view that the P.H.Cs. were not
able to make significant impact on the health status
of the rural populations. It may be stated that factors
such as the inadequacy and insufficient supplies,
supervision and support were equally responsible for
the failure of P-H.Cs. to fulfil the ideological commit-
ment for which they were established. Therefore, the
Fourth Plan, pleaded for the establishment of effec-
tive machinery for speedy construction of buildings
and improvement of the performance of P.H.C. by
providing staff, drugs and equipment. It was pro-
posed during the Fourth Plan, to establish 508 P.H.Cs-
covering 340 blocks which did not have a P.H.C. so
that there could be, at least, one P.H.C.- in each
block. By March 1974, 5283 primary health centres
were set up throughout the country. During the
Fourth Plan, the P.H.C. complex was further streng-
thened for providing preventive and curative services
and also for ensuring the maintenance phase of the
communicable diseases control and eradication pro-
gramme- Yet despite the fact that health program-
mes which were initiated during the first four five-year
plans had brought about some definite improvement
in the health status of the people, they fell short of
the expectations because they did not meet the laid
down objectives adequately.

The Fifth Plan reformulated the health pro-
gramme in order to ‘consolidate past gains in
various fields of health such as communicable diseases,
medical education and provision of infrastructure in
rural areas’ (Planning Commission 1974, Vol. 1I, p.
234). This consolidation of the past gains was envi-
saged in the context of the new Minimum Needs
Programme (M.N.P.) introduced by the plan:
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The approach of the fifth five-year plan was modi-
fied to integrate health and family planning services,
maternal and child health services, and nutrition in
such a way that a package of services was offered
to the people enabling them to accept family plann-
ing in the context of better health expectancy and
services. Thus, the emphasis in the fifth plan was
on increasing availability of health care services in
rural areas, integration of health, family planning and
nutrition, augmentation of training programmes for
multi-purpose workers, qualitative improvement in
the education and training of health personnel. Tt
was in the fifth plan the minimum public health faci-
lities integrated with family welfare and nutritional
practices for vulnerable groups, children and pregnant
women and nursing mothers were first provided. In
the fifth plan, stress was laid on the ‘Minimum Needs
Programme’ because it was considered to be.of singular
importance for bringing about an improvement in
the health status of the rural people. The health
related components of M.N.P. were (Planning Com-
mission, 1974 Vol. 1, p. 87): (i) ensuring in all areas
a minimum uniform availability of public health faci-
lities, which would include preventive medicine, family
planning and the detection of early morbidity and
adequate arrangements for referring serious cases to
an appropriate higher echelon; (ii) supplying drinking
water to villages suffering from chronic scarcity or
having unsafe sources of water, and (iii) carrying en-
vironmental improvement of slums.

The Minimum Needs Programme was the main
instrument through which health infrastructure in the
rural areas was expanded and further strengthened to
ensure primary health care to the rural population.
The Minimum Needs Programme alongwith the train-
ing of multi-purpose health workers and a miors rigor-
ous pursuit of communicable diseases control and era-
dication was considered as the core of the health
care programme. The Minimum Needs Programme
in the State sector would continue to -be the main
instrument for the development of the rural health
care delivery system. Primary Health Centres at the
rate of one for each C-D. block had been established
by the end of the fifth plan. By the end of March
1978, 5430 P.H.Cs. were set up. Thus, the number
of P.H.Cs: was only 67 at the end of the first plan;
it increased to 2800 and 4631 at the end of the
second and third plans, respectively. After third
plan, the strategy was to establish sub-centres around
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each PH.C. This. too. was pursued wvigorously.
As a result, in 1978, the infrastructure for institutional
facilities for health care comprised 5430 P-H.Cs., 38,
594 sub-centres, 126 rural hospitals, 258 subsidiary
health units and 124 mobile units mostly attached
to medical colleges. It was also proposed to have
one sub-centre for 10,000 population and upgrade
one out of every four selected P.H.Cs. to a 30 bedded
rural hospital to serve as a first link in the chain of
referral services. A community health centre, . a
modified form of the upgraded 30 bedded hospital is
being established for a coverage of one lakh popula-
tion with 30 beds and specialised medical care services
in gynaecology, paediatrics, surgery
Thus, rural health infrastructure would be further
strengthened in order to achieve the goal of ‘Health
for all by 2000 A.D’ The rural health component
of the Minimum Needs Programme was the main
instrument for strengthening adequate infrastructure
for health care services in rural areas but the achieve-

ments during the fifth plan period fell short of its
targets.

The M.N.P. is supported by the Centrally-sponsored
schemes of community health volunteers, employment
and training of multi-purpose workers and reorienta-
tion of medical education which are all continuing
schemes.

New rural health policy

(i) Community Health Volunteers’ Scheme : In the
evolution of countrywide health and medical infra-
structure, the first significant departure from the ap-
proach to rural health pursued since the beginning of
planning was made only in 1977, when the Commu-
nity Health Volunteers’ Scheme was launched. In
October, 1977, a new rural health policy was an-
nounced in the country, advocating a multidimensional
approach which could bring about significant change
in the country’s health status in the near future- The
introduction of the Health Guides Scheme, formerly
known as the Community Health Volunteers’ Scheme
in rural areas, forms an important part of the new
ruaral health policy. Thus, Rural Health Scheme
was launched in 777 selected P.H.Cs. spread over the
country. This scheme concentrates the government’s
endeavour to place ‘people’s health in people’s own
hands’. With the twin objectives of providing ade-

quate medical care where it is needed and simultane-
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and medicine.

ously educating the people in the matter of preven-
tive and promotive health, the Rural Health Scheme
was formulated. The people, particularly the rural
masses, have to be conscious of what they themselves
can do and not merely wait for assistance from out-
side like goverment agencies to achieve better health-
This scheme intends to make them aware of the ser-
vices and at the same time educates them about the
contribution they could make. This scheme was in-
troduced with the objective of preparing a cadre of
voluntary health workers selected by the community.

The scheme began with the training of community
health workers (C.H.Ws-). It envisages provision of
one CHW for every village or community with a pc-
pulation of 1,000. The CHW is selected by the
village panchayat, the medical officer and the Block
Extension Educator and the male and female health
assistants of the Primary Health Centre are mainly
responsible for his training: The training of CHW
is arranged at the PH.C. The training period is of
200 hours to be completed normally within a three-
month period. He is taught the basic elements of
health care and family welfare. He is trained in both
modern and traditional medicine popular in the local
region.
in three instalments of Rs- 200 each during the train-
ing period. After completing the training, each
CHW is provided with a kit containing simple medi-
cines and remedies, educational aids
manual.

and a work
The CHW receives an honorarium of Rs. 50
per month to meet out pocket expenditure, and drugs
worth Rs. 50 per month.

This scheme envisages achieving the aims by allow-
ing the people themselves to select their own health
workers. This scheme as envisaged will go a long
way in fulfilling a long-felt need of the rural popula-
tions in India by providing minimal medical facilities.
For the successful implementation of this scheme, it
is imperative that the selection of CHWs should be
made with care- However, the introduction of the
scheme is not the only solution to the health problem
prevailing in rural areas. The extent to which this
endeavour succeeds depends upon various factors like
the awareness status of the villagers towards this
scheme, the expectation of trained CHWs.

This scheme was evaluated by a number of insti-
tutions. The conclusions of these evaluation studies
were : (i) it has been mostly welcomed by the vill-
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agers; (ii) the CHW has emerged as a vital carrier
for the family welfare programme; (iii) the CHW
acts as a link between the government health func-
tionaries and the villagers; (iv) misgivings do exist
amongst the medical profession about the success of
the scheme. One of the major findings of the Ministry
of Health, Government of India is that while the new
tribe of ‘barefoot doctors’ enjoy greater degree of re-
cognition and acceptance within the rural community,
their assistance is mostly sought for minor illnesses
and first-aid needs. Their usefulness in the field areas
is very much limited.

(i) Multipurpose Workers’ Scheme Multipurpose
Workers’ Scheme provided health package to the rural
masses at their doorstep to meet the growing needs
of intensifying rural health services. This scheme
was recommended by the Kartar Singh Committee
(1973)- The objectives of the scheme were : (i) to
increase the accessibility of medical facility in rural
areas; (ii) to achieve a good rapport with the com-
munity; (iii) to reduce the area and population allott-
ed per worker to improve the quality of health services
by trained para-medical personnel and to extend ser-
vices at the periphery. Thus, the main objective of
Rural Health Scheme is to ensure a minimum uniform
availability of public health facilities which would
include preventive medicine, family welfare, nutrition
and referral services. Instead of a number of health
workers belonging to different national programmes
like malaria, smallpox, tuberculosis etc. operating
vertically without any coordination, it was proposed
to setup a multipurpose health workers’ cadre (both
male and female) at the sub-centre level and Block
Extension Educator and a Health Assistant at the
block level under the supervision of a medical officer
at the PH.C. The area of operation of the multi-
purpose worker was reduced to 10,000 and maternal
and child health was to be integrated with family
welfare. But all these efforts have not made much
difference in the execution of health services in the
villages-

Sixth plan strategy on rural health

The strategy advocated in the Sixth Plan is as
follows: (Planning Commission, 1981, p. 368).

(i) A rural health care system based on combina-
tion of preventive, promotive and curative
health care services would be built-up starting
from the village as the base;

(i1) The infrastructure for rural health care would
consist of primary health ceéntres each serving
a population of 30,000 and sub-centres each
serving a population of 5,000. These norms
would be relaxed in hilly and tribal areas. The
village or population of 1,000 would form the
base unit where there will be a trained health
volunteer chosen by the community;

(iii) Facilities for treatment in  basic specialities
would be provided at community health centres
at the block level for a population of one lakh
with a 30 bedded hospital attached and a
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system_referral cases from the community
health centre to the district hospital/medical
college hositals will be introduced:

(iv) various programmes under education, water-
supply and sanitation, control of communic-
able diseases, family planning, maternal and
child-health care, nutrition and school health
implemented by different departments/ agencies

would be properly coordinated for optimal-

results;

(v) Adequate medical and paramedical manpower
would be trained for meeting the requirements
of a programme of this order and all educa-
tion and training programmes will be given
suitable orientation towards rural health care:

(vi) The people would be involved in tackling their
health problems and community participation
in the health programmes would be encouraged.
They would be entitled to supervise and
manage their own health programmes even-
tually. '

The Sixth Five Year Plan envisages the implemen-
tation of a ‘Mihimum Programme of Rural Health
Care’. In this programme, the schemes which are
included are : (i) Multipurpose workers® scheme; (i)
Health Guides’ Scheme; (iii) components of the Re-
vised Minimum Needs Programme; (iv) Training and
Promotional Training Programmes for Birth Atten-
dants (Dais), ANMs/Health Workers (Female), com-
munity health officers and the setting up of Regional
Teachers’ Training Institutes: These schemes are
expected to ensure availability of adequate infra-
structure and medical and paramedical manpower to
make the universal provision of primary health care a
reality.

Minimum rural health care programme

1. Multipurpose workers’ Scheme : It aims to
establishing a health delivery system in the rural areas
through a team of multipurpose workers, one male
and a female for 5000 population.

2. Training : (a) Seven Central training institutes
conduct training programme for the key trainers and
the district-level medical officers, (b) 47 Health and
Family Welfare training centres impart training to
medical officers and block extension educators of
P.H.Cs; (c) Trained MOs and BEEs organise training
at their own PHCs/selected PHCs for their parame-
dicals.

3. Health Guides Scheme : This is introduced with
the objectives of preparing = a cadre of voluntayy
health workers selected by the community who will

undergo training in promotive, preventive and ele- .

mentary health care at the grass-root level. The
Primary Health Centres (PHCs.), gpgrade‘d PHCs,

(Conid. on page 224)
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Years of Independence

HEALTH IN 1986-87
EMPHASIS ON COMMUNITY
PARTICIPATION

S. S. DHANOA

The Ministry of Health and Family Welfare continued its efforts towards attaining
the twin goals of ‘Health for AIl’ and a ‘Net Reproduction Rate of Unity’ by the year
2000 A.D. through the universal provision of comprehensive primary health care
services. Sustained efforts were made to activate the people through health education
and family welfare communication to avail of the services being provided. The
communication strategy has been revamped to obtain greater community partlclpatmn
in the health and family welfare programmes.
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URING the year 1986-87, the

Ministry of Health and Family
Welfare continued  its efforts to-
wards attaining the twin goals of
‘Health for AIl’ and a ‘Net Repro-
.duction Rate of Unity’ by the year
2000 AD. through the universal pro-
vision of comprehensive primary
health care services. During this
second year of the Seventh Five
Year Plan, concerted efforts were
made for raising the health status of
our people. The preventive and
promotive aspects of health services
augmented, steps for child survival
widened and the educational com-

ponent of the family welfare pro-

gramme strengthened. All this was,
of course, backed with service sup-
port. The services were extended
closer to the door-steps of the peo-
ple by increasing and improving pri-
mary health care facilitiss in rural
and tribal areas and the areas inha-
bited by the weaker sections of the
society.  Sustained efforts
made to activate the people through
health education and family welfare
communication to avail of these ser-
vices. The communication strategy
has been revamped to obtain greater
community, participation in the
health and family welafre pro-
grammes.

WEIe

The focus has been on maternal
and child health care in general and
on reducing the infant mortality in
particular by protecting children
against the six common childhood
diseases—Diphthzria. Tetanus,
Poliomyelitié, Tliberculosis, Measles
and Whooping cough—all prevent-

able through vaccination. The Uni-
versal Immunization = Programme
launched in November 1985, is

operating in 92 districts.. Additional
90 districts ~will be'' taken up in
1987-88.  Our aim is to cover all
the districts in the country by 1989-
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The focus has been on maternal and child health care

90. The Universal Immunization
Programme is expected to further
reduce infant mortality ‘which is 95
per thousand live births at present,

At the same time, stress is being
laid on Oral Rehydration Therapy
(ORT) with the aim of reducing
diarrhoeal mortality by 90% by the
year 1990. Most of the diarrhoeal

deaths are in below five age group.
For this purpose, health education
and' training programmes have been
intensified and ORT salts are being
made available to people.

Primary health care appr‘oach

We have adopted a primary health
care approach that seeks to provide
universal, comprehensive health care
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services relevant to the actual needs
and » priorities of the community.
The health and family welfare ser-
vices ar¢ being provided to the peo-
ple through the length and breadth
of the community via 12,314 pri-
mary health centres; 89.815 sub-
centres; 1.85 lakh multi-purpose
workers of which about 1 lakh are
fémales; 3.9 lakh trained health
guides and 5.45 lakh trained dais.

In order to remeve the imbalances
and to provide  better health care
and family welfare services to the
Scheduled / Tribes, the . population
coverage morms have been relaxed.
For the tribal areas, a sub-centre is
sanctioned for a population of
3,000 instead of 5.000 and a primary
health centre for a population of

20,000 instead of 30.000. Similarly,

in order to benefit Scheduled Castes,
attempts are being made by the

/State Governments to locate Health

and Family Welfare Units in or
around the areas adjacent to the lo-
calities inhabited by Scheduled
Castes. Villages and basties having
more than 20% scheduled caste po-
pulation will be covered under this
scheme. An additional 215 primary
health centres and 660 sub-centres
have been established in the tribal
areas. Thus, the number of primary
health centres and sub-centres fun-
ctioning in’ the tribal areas has
increased to 1,542 and 10.489 res-
pectively.

Today, the expectation of life at
birth is 54.4 years. The death rate
has declined to 11.7 per thousand.
This is a direct result of better
health services now available to the
community. Besides taking up of
ambitious Universal Immunization
Programme, well co-ordinated na-
tional programmes for the control of
communicable - diseases including
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Leprosy, Malaria, Filaria and T.B.
have been going on. Facilities for
early diagnosis and treatment of the
killer disease like Cancer are being
provided throughout the country.

Incidence of Goitre has shown a
decline in many areas following the
supply of iodized salt under the
National Goitre Control Programme.
Nearly 40 million persons are esti-
mated to be suffering from Goitre
‘while a total of about 145 million
live in the endemic regions. The
entire country is to be covered under
the scheme for providing icdized
salt by the year 1992. The produc-
tion of iodized salt is being stepped
up in view of this objective.

The Indian Medical Council Act,
1956 being amended to conier ade-
quate power on the Medical Ceuncil
of India to enable it to enforce the
various provisions of the Act ruore
effectively and ensure maintenance
of minimum standards of medical
education. In pursuance of the Sup-
reme Court direction, a scheme has
been evolved in consultation with
the State Governments, Universities
and - Medical Council of India for
holding an all-India Entrance Ex-
amination for » admission to 15%
seats in undergraduate and 259,
seals in postgraduate courses; these
examinations would be conducted by
the Central Board of Secondary Edu-
cation and All India Institute of
Medical Sciences respectively. Both
these organizations have been pro-
vided adequate funds for tnis pur-

pose.

Assessing health manpower
requirements
" An expert Committee has been
established to, inter-alia assess the
existing and projected national health
manpower requirements for the pri-
mary and intermediate level health
care programmes and to identify the

type of health related courses which
could be incorporated at the + 2
stage of the vocational education.
Besides, it is also proposed to esta-
blish a central body on the lines of
the University: Grants Commission
to lay down broad policies and coor-
dinate programmes and activities in
the field of medical education inclu-
ding the Indian Systems of Medicine.

The Indian Systems of Medicine
and Homoepathy which have a great
role to play in the spread of health
services in the country are receiving,
as ever, due attention from the Mini-
stry. Four separate Research Coun-
cils for these systems are now fun-
ctioning with financial and technical
support from the Ministry. Train-
ing and research in Yoga received
a fillip during the period.

New thrasts to family welfare
programme

The Ministry has been involved in
an exercise of giving a new thrust and
a multi-disciplinary orientation to the
family welfare programme and in this
direction a Revised Strategy was
mooted. The Revised Strategy gives
family planning programme the bro-
adest possible dimensions of social
engineering which include<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>