Jana Swasthya Abhiyan : A brief Introduction

The Jana Swasthya Abhiyan (Peoples Health Movement-India) is a coalition of eighteen national networks, including hundreds of organisations and a large number of individuals across the country, working in the area of health care. We came together on the occasion of the People’s Health Assembly in 2000, to create a platform that brings together diverse concerns related to Health Care.

The JSA works, through its partner organisations and state co-ordinating bodies, in almost all the states of the country. As is underlined in the Peoples Health Charter that was adopted by the networks constituting the JSA, we affirm “our inalienable right to comprehensive health care that includes food security; sustainable livelihood options; access to housing, drinking water and sanitation; and appropriate medical care for all; in sum - the right to HEALTH FOR ALL,  NOW”!

Just prior to the Parliamentary elections the JSA organised a public forum of dialogue on Health Care with political parties in March 2004, which provided the opportunity to share perceptions related to Health care and also to dialogue through a panel of experts.

Based on this dialogue — a partial reflection of which is evident in the portion on health in the Common Minimum Programme (CMP) as well as in the election manifestos of parties who constitute the UPA or are supporting the government – we would like to flag the following issues, which the JSA feels need to be addressed by the health ministry:
Incremental substantial increase in public health budget : The CMP states in unambiguous terms: “The UPA government will raise public spending on health to at least 2-3% of GDP over the next five years with focus on primary health care”. This commitment is indeed welcome, though it still falls short of the WHO’s recommendation that public spending on health should be around 5% of the GDP. However, even in order to achieve the target of 3%, yearly targets need to be formulated for the public health budget, with assured central and expected state contributions. It would require a major increase in budgetary support, as the present public expenditure on health care is just 0.9% of the GDP. It is unfortunate that the 2004-05 budget, presented recently, has not recommended any significant enhancement. If the CMP’s commitment is not to remain on paper, a plan for incremental increase in budgetary support for Health needs to be worked out. This would mean a minimum 30-35% increase each year, and an additional strategy to ensure enhanced budgetary support for health from state budgets. 

We note that a number of states and even the central ministry is often unable to spend  the allotted funds. This is often used as an argument within the bureaucracy to limit further budget expansion. Such an argument is unaccetable in the context of such a widespread denial of the right to basic health care. This failure to spend the sanctioned amount reflects poor governance and poor systems development. A white paper should highlight the amounts of money that went unspent, at central and state levels in the last three years, and it should assign responsibility on systems and persons for this failure. The white paper should further state the criteria of good governance and good health systems that would ensure that the increased budget that is so urgently required would be spent in time and spent without gross leakages that currently charecterise the system..
Centrally sponsored initiatives to support strengthening of public health services in all states: The CMP clearly underlines its commitment to focus on Primary Health Care. Further the Indian National Congress in its election manifesto, states: “The Congress will introduce a new community anchored health worker scheme and implement it with the involvement of people’s organizations and panchayati raj institutions.” Similarly the Communist Party of India (Marxist) states in its election manifesto: “The Primary Health Care infrastructure should include a National Community Health Worker scheme to deliver basic health services at the habitation (village/urban settlement) level.” Given this broad political commitment in this area we would like to propose the following:

National Community Health Worker (CHW) scheme: A woman health worker in every village of the country by 2009. Innovative experiments like the state level Mitanin programme in Chhattisgarh may be taken into account while designing this scheme. Training costs and set of basic drugs for CHWs may be Centrally funded in the initial phase, later costs of drugs and honorarium to be shared by Union and State governments. Design of training modules (to be appropriately adapted at state level) to be supported by the Union health ministry.

Strengthening First Referral Units (FRUs): At least one in three block level community health centres per district and every district hospital in the country should become capable of providing the level of care defined by the ability to do Emergency Cesarean Sections and take care of sick neonates. Building this level of capaibility requires not only a minimum level of infrastructure, humanpower and equipment, but also a number of support systems -- including blood bank facilities, laboratory and  ambulance services and a high degrees of multiskilling of available staff. We emphasie that available work has shown this to be a pragmatic and achiveable goal within a five year period, and this should be included as part of a minimum interpretation of the promise to focus on primary health care.

Reaching out to Medically Underserved Areas: Addressing the problems of areas that do not have any medical or even basic paramedical services must be seen as a priority. As a start it is necessary to identify and notify all the “sectors” (that is an area served by a PHC -- about 30,000 population in non tribal areas) where no doctor qualified in modern medicine has been available in the public or private sector for the last one year and of all “sections” (that is an area served by the usual sub-center -- about 5,000 population) where there are no basic preventives services available -- even as far as immunisation and ante-natal care goes. Following the public acceptance of this failure the states, centre and professional bodies, private sector and civil society representatives must enter into a consultative process to fill these gaps – immediately with some short term measures that would provide a measure of relief as well as simultaneously start building the systems for a more lasting solution to this problem.
Define a basic set of workforce management policeis especially as regards transfers, promotions and incentives that are needed to ensure effective functioning of the public health system and so that the recurrent problems of vacancies can be meaningfully addressed. Unless these manpower shortages and  motivation are addressed it would be difficult to utilise the budget and provide effective health care.
Access to Essential Drugs: The CMP states: “The UPA government will take all steps to ensure availability of life-savings drugs at reasonable prices”. In order to translate this into concrete measures, we propose the following:

· The government operationalise a system and set up a central fund for procurement of essential drugs. Such a central fund could be utilised for procurement of a set of essential drugs in all states, to be made available through Sub-centres, PHCs and CHCs. This fund could be matched by a state essential drugs fund and transparent, rationalised procurement and distribution system at state level. The model being pursued in Tamil Nadu could possibly be examined for this purpose.

· Effective drug price control and promotion of rational drugs: Steps to taken to impose price control on all 279 drugs of the National Essential Drug List in a phased manner. This would require amendment of the DPCO (2002) and a thorough review of the 2002 Drug Policy. A PIL challenging the DPCO (2002) is already pending in the Supreme Court, and the Govt. needs to affirm its commitment to making essential drugs accessible to all by effectively intervening in this petition.

· Strengthening the public sector drug industry: We welcome the CMP’s reference to the revival of Public Sector Undertakings in the Pharmaceutical sector. This needs to be done urgently, in consultation with trade unions and public health professionals, with a view to reviving essential drug production in the public sector.

Regulation of the private medical sector: In keeping with the recommendations of the NHP 2002, the government should undertake the formulation of a Draft National Act for regulation of standards, ensuring adherence to treatment guidelines and ceiling on costs of care by private medical services. This should be followed by enactment of state level legislation in all states in a time bound framework.

Universalisation of ICDS: The CMP states: “The UPA  will also universalize the Integrated Child Development Services (ICDS) scheme to provide a functional anganwadi in every settlement and ensure full coverage for all children”. This should be undertaken in a time bound framework, along with the convergence of ICDS with state health services.

Review of National Health Policy 2002: Given the CMP’s commitment to Primary Health care, the Government should undertake a review of the National Health Policy (2002) to  foreground the Primary Health Care approach and the goal of Universal access to comprehensive health care; along with elimination of measures to promote the private medical sector and ‘medical tourism’.

Repeal of coercive population control measures: We note with dismay the CMP’s reference to “sharply targeted population control programmes in 150 Districts” – which we see as providing tacit clearance to coercive measures to control population. Not only are such measures violative of basic human rights, they have also been shown to be almost entirely useless in stabilising population. The CMP’s position on this stands in clear variance with the National Population Policy 2000, which had been formulated on the basis of a wide national consensus. Instead, in keeping with the spirit of the NPP 2000, steps need to be taken to eliminate all forms of coercive population control measures and the two-child norm, which targets the vulnerable sections of society.

Regulation of Medical Education and Practice: There is widespread dissatisfaction with the function of the Medical Council of India (MCI) and State Medical Councils. The Government needs to review the functioning of these bodies with a view to streamlining norms for medical practice and education. Transparent and clear norms for continuing accreditation of private medical colleges need to be formulated. No permission should be granted for setting up new private medical colleges.

While the above constitute some of the immediate issues that need to be addressed, we also suggest that the Government initiate the following measures to enshrine the concept of Health Care as a Fundamental Right in our constitution and legislate the translation of this into concrete rights for the people: 

· A National Public Health Act mandating assured provision of basic health services: The Union health ministry may initiate the process by having a discussion in the Central Council on Health (including all state health ministers) and developing a consensus on the issue. Passing a ‘National Public Health Act’ (stipulated long back by Bhore committee-1946 and Mudaliar Committee-1961), which would specify a set of basic health services to be available to all as a right, including legal obligations of public and private health care providers, health rights of citizens, standards of care and certain proportion of public funds to be earmarked for public health. State governments to pass corresponding ‘State public health services rules’ within specified time.

· Initiation of constitutional processes towards making the Right to health care a Fundamental constitutional right.
