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OPERATIONALISING THE ‘CMP’ ON HEALTH 

Options To Make India World Class

Ritu Priya, Alpana Sagar, Rajib Dasgupta, Sanghamitra Acharya

The new PM has spoken of making India ‘world class’. What do we mean by ‘world class in health’ and how do we attain it? Do we mean that health services achieve international standards in terms of state-of-the-art medical technology, specialists, and corporate hospitals with five-star comfort? Or do we mean appropriate, trustworthy health care through user-friendly primary level health services accessible to all, with equally trustworthy secondary and tertiary level public hospitals? Or that the Indian people attain the highest international indices for health status– e.g. life expectancy reaches the 80 years of Japan, infant mortality and maternal mortality decrease to the 3 per 1000 and 5 per 100,000 live births respectively of Sweden (UNDP, 2002)? 

One could well ask– are these mutually exclusive, can we not strive for all three together? If the first is the goal it will provide world class medical care for those who can afford it (or who get it as employees in the organised sector institutions). It will also set ‘high’ standards for all health services and bring the country financial resources and foreign currency through medical tourism. The second goal will provide the common people with affordable, comprehensive, preventive and curative health services. The third is, of course, the final outcome of all developmental activities. The writings of health policy analysts deal with these as very different visions of public health.  The National Health Policy-2002 (GoI, 2002) speaks of all three, but has been criticised for favouring the first and distorting the second. In the practical world divergent visions have often to be put together, especially within a democratic polity. When they cohere into a shared national vision they will lead to more coherent policy choices and a synergy of actions. 

I

Improving Health Status

Discussing measures for improving health status places the importance of health services development in perspective. Required are improved livelihoods through economic growth with distributive justice; a healthy environment through a sanitary and ecologically friendly development; healthy lifestyles that overcome under-nutrition without increasing over-nutrition; and good quality health care services accessible to all– in that order of priority. Nutritional and environmental conditions determine communicable disease prevalence and mortality, which despite a marginal improvement still constitutes 54% of causes of death. Even today 48% rural children under 5 years of age are moderately and severely malnourished and only 9% are normally nourished. Well over one-third of adults suffer a chronic insufficiency of basic calorie intake (National Nutrition Monitoring Bureau, 2002). Additionally, over the last two decades unnatural causes (suicide, homicide and injuries) have increased manifold among the most productive age of 15-49 years of rural Indians (computed from Survey of Causes of Death, Registrar General of India). Deaths under conditions of destitution (due to excessive heat, cold and natural calamities) as well as those due to cardiovascular disease have doubled. Prevention of these causes of death requires amelioration of conditions of poverty and over-consumption, situations of social violence and mental stress. Some of this suffering and premature mortality can be averted by preventive services and timely medical care. Access and quality of health services become relevant here.

 The public plus private out-of-pocket expenditure on health in India is 5.1% of GDP, higher than most ‘developing’ countries including China and several Latin American countries which spend 3.5-4.5% and close to Japan and the West European countries that spend 5.5-8% (UNDP, 2002). However, the public share of expenditure on health in the country is only 17.5%, among the lowest in the world (0.9% of GDP). Countries with much lower % of GDP spent on health but a greater share of it through the public sector have achieved much better health indices, such as Sri Lanka and China. 

However, the much lower levels of poverty in Sri Lanka and China ie 6.6% and 18.8% of population living below $1per day compared to India’s 44.2% (GoI, 2002), could be responsible for their better health indices. The relative importance of levels of poverty and public expenditure as determinants of health status is debated, but that both need urgent attention for improving health status is well accepted. 

Besides the issue of greater public funding, an equally serious consideration is the nature of spending of public funds for health.  For instance, the USA has the highest GDP, spends the maximum on health through both public and private sectors, has the most hi-tech medical care and generates the maximum state-of-the-art medical technology. Paradoxically, it has lower health indices than Japan and Sweden. It also has extremely high levels of iatrogenic ill health i.e. disease and death due to medical treatment (Steele et al 1981; Brennan et al 1991). This highlights the importance of defining the optimal standards of health care for ourselves.   

The rest of this article focuses only on the options for health service development. 

II

State of Health Services 

The large public health infrastructure that brought modern medicine to the masses after Independence and implemented the malaria and smallpox programmes in the 1950s and 60s, declined in functional quality over the years. The primary level services grew in the 1960s and 70s largely by the impetus and funds of the ‘vertical’, single disease control programmes and the family planning programme. This detracted from their delivery of comprehensive services and the quality of care, a trend that has only escalated over the 1980s and 1990s. The private sector grew alongside the public, but until the mid 1980s public institutions led the private in terms of reaching unserviced regions and in expertise and technology. 

  In the 1940s itself an estimated three-fourth of the doctors were in private practice. But the ideological premise then was of a responsibility of society to ensure health care to all citizens through structures of the state (Bhore Committee, 1948). The ‘Health Sector Reforms’ over the 1990s changed the conceptualisation of health care from a 'service' for all irrespective of the capacity to pay, to a ‘commodity’ with the pervading ideology of the market. 


 During the 1990s there has been stagnation in the number of rural public health institutions and beds in public hospitals,with a decrease relative to population. Simultaneously, there has been an increase in beds in private hospitals.. The National Sample Survey data shows that respondent perceptions of not accessing care due to financial constraints increased from 10% to 20% in rural areas and 15 to 25 % in urban areas from 1986 to 1996. The rate of untreated ailments increased by 40% for the poorest expenditure decile. Also, the poor still resort to the public services for more of their secondary and tertiary level care than do the better off (Iyer & Sen, 2000).

Presently there is a large public health infrastructure that provides 20% of outdoor and 45% of indoor curative services, preventive services through single disease ‘vertical’ programmes and family planning services at community level. It also maintains surveillance for diseases, regulates medical research, education, production and use of drugs etc. (Baru et al, 2001). The private sector is also gigantic but restricted to medical care, providing 80% of outdoor consultations and 55% of indoor care. This unregulated private sector includes a range of service providers–the non-formal practitioner, the general practitioner formally trained in modern medicine, the nursing homes and polyclinics with groups of doctor-proprietors and the hospitals with small or big corporate structure (Ashraf  & Rodrigues, 2002). 

Also to be considered for public health service system analysis are the 25,990 public institutions of indigenous systems and homeopathy (ISM&H), which constitute about 13% of all health care institutions but get only 0.75% of the allocation on health. This is despite the fact that these alternative systems are being increasingly sought after globally due to limitations of ‘modern’ medicine (GoI, 1999). 

Vertical Programmes

Vertical programmes that have received major attention and funds with support from international and national health planners, need to be examined for their effectiveness. Data from the National Family Health Survey (NFHS), comparing 1992-3 with 1998-9, shows that Maternal Mortality Ratio (MMR) increased from 424 to 540 per 100,000 live births, a difference not considered ‘statistically significant’. However, this clearly indicates failure of the Reproductive and Child Health (RCH) programme in fulfilling one of its primary objectives. Morbidity among children due to non-specific infections increased– acute respiratory infections increasing from 6.5% to 19%, fevers from 20% to 30% and diarrhoeas from 10% to 19%. Crude death rate remained stagnant and actually increased in several states - the less developed ones like Rajasthan, Orissa and several North-Eastern states as well as and more developed ones like Andhra Pradesh, Maharashtra and Tamil Nadu (IIPS, 1995, 2000). While Rajasthan, Uttar Pradesh, Kerala and Tamil Nadu registered a decline in the prevalence of pulmonary tuberculosis and malaria, states such as Madhya Pradesh, the North-Eastern states and more developed states like Andhra Pradesh and Karnataka registered an increase for these diseases with dedicated ‘vertical’ programmes. The limited outcome of these programmes is even more serious since, as the NHP-2002 recognises,  “each disease programme is extremely expensive and difficult to sustain”.

The Pulse Polio campaign and the Hepatitis-B vaccination drive respectively target lameness in children and chronic liver disease in adults.  However, a major proportion of lameness in children is due to waterborne viruses other than the poliovirus or a neurological syndrome of unknown cause. Major cause of cirrhosis of the liver is alcoholism and malnutrition. Vaccination drives tend to create false promises, divert attention from basic underlying causes and 'create demand' for medical technology that has marginal benefit, at best. This technology-fixation transfers itself to curative technologies as well. 

The mass application of medical technology through strategies not suited to local epidemiological, social or health services context may even be potentially dangerous. Public health analysts have argued that the DOTS strategy for tuberculosis control is likely to increase resistance to anti-tuberculosis drugs in India where it was low in the early 1990s when this strategy was adopted (Banerji, 1994). It has been also argued that the Pulse Polio strategy may lead to pockets of high resurgence of paralytic polio (Sathyamala & Mittal, 2004). Such socially marketed programmes also provide legitimacy to irrational use of medical technology at mass level   (Priya, 1995). 
III

Action Now: The CMP and Beyond

It is within this scenario that the thrust of health service development has to be decided. The Common Minimum Programme (CMP) of the new government contains four measures for the health sector– 1) increasing allocation to 2-3% of GDP, 2) major expenditure on primary health care and communicable diseases with political backing for AIDS control, 3) health insurance for the poor, and 4) regulation of drug prices for ‘life-saving’ drugs and revival of public sector production units. These are all significant commitments. Now their details need to be worked out.

Some hard steps towards ‘an Indian model of reforms’ in the health services are necessary if the dream to become ‘world class’ is to be achieved. Merely increasing funding for the current programmes will do little to improve health if the structure, content and functioning of the public services is not revamped. While restructuring the health services, lessons should be learnt from the mistakes of the ‘Reforms’ of the 1990s.  We need to set priorities and the most cost-effective ways to address them, ensuring that issues of quality are not undermined in the name of cost cutting and feasibility. Optimal criteria for quality will have to be set for our context. 

Strengthening Primary Health Care
The goal of strengthening ‘primary health care’ requires effective and affordable comprehensive primary level health care services becoming accessible and user-friendly for all sections and in all regions of the country, with back-up referral to equally appropriate and user-friendly secondary and tertiary level public hospitals. Two approaches exist for the primary level – one focusing on  ‘vertical’ single disease control programmes (for TB, malaria, leprosy, filariasis, AIDS) and the RCH/ family planning programme. The second focuses on the general health services that deal with all health problems comprehensively. Past experience reveals the dilemmas here. 

Overall, there has been a neglect of the general health services that caters to the immediate ‘felt needs’ of people at primary level. The financial resource at its disposal has been less than one-fourth of the 15% budgetary allocation envisaged in the blueprint adopted at the beginning of planned health service development in Independent India (The Bhore Committee Report, 1948). There has also been a top down development alienated from the common people and their realities; the very anti-thesis of the vision of primary health care. This has increased since the mid-1990s. The ‘vertical’ programmes are becoming almost synonymous with primary health care, while the general health services are allowed to deteriorate. If the general health services are to be strengthened the following measures appear to be necessary and feasible. 

Integration

There needs to be clarity on the proportion of attention to be given to the family planning programme, the general health services, and the disease control programmes. A review of all vertical programmes to evaluate the strategy of each and take concrete steps towards their integration into the general health services with a time-bound plan, could lead to the entire 2-3% of GDP being allocated for the general health services. The dilemma is that international funds have always come tagged to such vertical programmes. If in the name of primary health care we continue to focus on the vertical programmes, it only means ‘more of the same’.  If the government cannot generate adequate finances from within the country must it not insist on ‘untagged’ funds for health with the international funders? 

Strengthening existing public sector services of ISM&H through increased funding and promotion of research (linking them to folk practice and their own fundamental principles on one hand and assessing their epidemiological effectiveness on the other) is another dimension for strengthening primary health care. Several experiments are available to build upon for this integration of all available knowledge into a home to hospital continuum of the health service system.

Improving Functioning of Public Services

Functioning of the public sector general health services at primary, secondary and tertiary levels can be improved by 

· strengthening health analysis and planning capacities at district level,

· rationalising the existing infrastructure and personnel through a block, district and state level restructuring with linkages between the three levels of care,

· ensuring adequate supply of essential drugs and basic equipment.

· improving health personnel functioning through administrative measures to support persons providing conscientious service and to discipline those who provide poorly or engage in unethical practice, then linking this to social checks
· a review of medical education so as to strengthen the understanding of public health issues and rational therapeutics

A critical section of leaders of the profession, policy makers and administrators do not believe it worthwhile to attempt improving morale and quality of performance of health personnel.  The public sector professional has been demonised and the services presented in the worst light possible. It needs to be recognised that the management structure in the public sector has been distorted by the 'transfer-and-posting raj' as well as by the vertical programmes and campaigns that arise in an ad hoc manner. The blame is however put on the public sector health personnel, painting them black being a favourite pastime of those who do not face the over-crowded OPDs or the emergency cases with little equipment or drugs to deal with them, with a majority of the patients being poor. Economists currently add to this by projecting staff salaries as some kind of wasteful expenditure in a service sector based on the human touch!

The solution offered is to shift the onus of provision of services to the private sector and NGOs so as to avoid the central issue–that of improving functioning of existing health care infrastructure. The National Health Policy-2002 wants to 'leave it to the community'. The only measure it envisages is to ensure an adequate supply of drugs so that the community perceives its stake in the public services and therefore builds pressure. The other mechanism often suggested for community controls is to give Panchayati Raj Institutions (PRIs) authority over health care personnel; but attempts to implement this have been effectively countered by the technical health professionals.

One basis for the perception of better quality services in the private sector has been greater use of state-of-the-art technology. However, studies of management of tuberculosis, fevers, and obstetric practices show that the public institutions continue to make more rational use of medical technology than the private (Uplekar and Rangan, 1996; Phadke, 1996; Pai etal, 1999). A rough comparison of proportion of doctors engaging in malpractice and commissions from labs and chemists also shows up the public sector in a better light than the private. Weakening of public health services and of state controls in the economy has limited the possibility of formal regulation of the private sector (Qadeer, 2000).

Improving Quality of Private Health Care for the Poor

Even 2-3% of India’s GDP is not enough for the public sector to provide comprehensive health services to all its citizens. Therefore the imperative for private services will remain. The issue is what kind of private services should the government promote– the ‘informal’ providers that the poor access most easily, formally trained generalist private practitioners who are a varied group and cater to different classes, or the corporate sector that does not cater to the poor even when it avails of government subsidies. The ‘informal’ providers often lack sufficient training, and even the ‘qualified’ medical practitioners indulge in irrational overuse of diagnostic tests, drugs and procedures. These formal and informal private general practitioners accessed by the poor need to be strengthened by upgrading knowledge and skills for rational management.  
Social insurance has a very limited application in our context when over 90% workers are in the informal sector and the poor among them find it difficult to avail of any such provisions. The experience of the USA shows us the over-medicalisation and disparity in access that follows the insurance-based development of private health care with social insurance for the poor. Certainly that is not where we want to reach in our desire to become world class! 

Corporate Hospitals and Medical Tourism


If we attempt to become world class through promotion of private, for-profit hospitals and medical tourism, we take an entirely different trajectory for health service development. Quality of service gets equated with high cost institutions. Supported by the dominant medical mindset that sees medical technology as the panacea for all ills, high-tech state-of-the art medical facilities, short waiting time and commercial management approaches are hallmarks of their quality and efficiency. 


However, except for the tertiary level ‘brand leaders’, much of the private nursing homes and hospitals sector has under-utilised facilities, while many who really need them go without accessing them. Even studies undertaken by and for the private health care industry and insurance sectors acknowledge the economic non-viability of this model (CII-McKinsey, 2002). To meet costs and make profits, irrational overuse of diagnostic tests, drugs and surgery become rampant. Corporatisation and medical tourism can make these institutions financially ‘viable’ and profitable. However this has multiple negative fallouts for health systems development. One of these is further legitimisation of  the irrational costly standards for quality of services as the accepted model even for public institutions and smaller private health care providers. 

One way out is that all subsidies to the corporate sector services end. Given that they follow the logic of the market, rules of commercial establishments must apply. Also, public funding of these institutions eg through treatment of beneficiaries of the CGHS and ESI, will need to be terminated once strengthening of public sector institutions begins, if there is to be sustained pressure for their improvement. No public sector institutions should cater to medical ‘tourism’ since it is likely to affect the distribution of medical personnel away from the poor and distort definitions of ‘optimal’ quality. Thereby the corporate hospitals could develop primarily as a niche market for medical tourism and the rich, while the strengthened public sector sets standards for the middle class and poor.
Social Check Mechanisms

Good examples of community action linked with strong administrative measures have developed for individual institutions, e.g. public hospitals in Madhya Pradesh and Rajasthan (Kumar 2002). But more importantly, structures are needed at systemic level covering the primary, secondary and tertiary services.  Social audit of health services for both the public and private sectors should be fed into management and policy-making mechanisms. Structures other than the PRIs are needed to create checks on the technical quality of services in both public and private sector. Coalitions of multiple actors that have been developed at community and regional levels in several third world countries can provide lessons for evolving such mechanisms in diverse Indian contexts (George, 2001).

Regulation of the Drug Industry

 A National Drug Authority under the MoHFW to ensure availability and price control of all essential drugs, not only life-saving drugs is desirable (LOCOST, 2004). Revival of public sector units for pharmaceuticals and all possible mechanisms to prevent rise in drug prices by the new patent regimes are urgent tasks. Reports of the pharmaceutical industry pressurising the government for lowering standards of regulation and ethical requirements for medical research (Sharma, 2004), highlight the need for strict monitoring of clinical trials and other health research so that the Indian people are not used as guinea pigs by the multinationals by ‘outsourcing’ of hazardous research.

Thus, within available resources we can move towards achieving the optimum in health services for all Indians, given the resolve to rethink prevailing paradigms and take some hard steps.
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