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BLOCK: 4

HEALTH SECTOR REFORMS OF THE
GOVERNMENT OF INDIA

The present Block discusses the health sector reforms of the government of India. Unit
1 deals with the health policies of the government of India. Unit 2 describes the role of
ICDS and how the program has been contributing to the overall health issues of the
children in India. Unit 3 gives a comprehensive idea of the protective and preventive
measures taken to improve the health sectors in India. Unit 4 provides insights into
both modern and indigenous measures being taken towards reorganizing the health
sector in India by the Government of India.
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1.1

INTRODUCTION

In this unit, we will discuss the health policies of the Government of India. Health is a
human being’s greatest possession, his greatest wealth and his real source of
happiness. Health is a fundamental right of every individual living in modern states.
Most of the countries of the world consider the health of their citizens as a
fundamental right. The Constitution of India in its Article 21, in a different tone,
proclaims ‘rights to life as a fundamental right’. The Constitution of India regards
public health as a state subject. Hence, our Constitution in Article 47 of the ‘Directive
Principles of State Policy’ declares that it is the primary duty of every state to raise the
level of nutrition and the standard of living of its people and to improve public health.
In fact, the Indian Constitution regards the provision of health to its people as a
primary duty. Keeping in view these objectives, the Government of India has designed
and implemented many health plans, policies and programmes during different periods
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of time. Before discussing the health policies in details, let’s understand the evolution
of health care and health policy in India.

1.2

LEARNING OBJECTIVES

After going through this unit, you should be able to:
1. Know the evolution of health care and health policy in India.
2. Understand the National Health Policy 1983.
3. Describe the major objectives and goals of National Health Policy 2002.
4. Explain the National Health Policy 2017.
5. Compare and contrast various health policies of the Government of India.
1.3

EVOLUTION OF HEALTH CARE AND HEALTH POLICY IN INDIA

India had its own systems of medicine in ancient times. This is evident in Charaka and
Sushruta Samhitas and among other medicinal texts. Universities like Takshashila,
Nalanda and Kashi were provided formal training in Indian medicine in ancient times.
The little evidence that exists today shows that such structured medicine existed
mostly in towns around the courts of the rulers, and in the rural area, healers operated
as practitioners of what we term today as ‘folk medicine’ (Duggal 2005). During the
Mughal rule, the rulers set up hospitals mainly in cities and health care was provided
to the patients free of charge. In addition to the kings, rich traders and wealthy people
living in the kingdom provided health services through charities. In colonial times, the
modern system of medicine and health care was initiated in India. However, during
that time hospitals were mostly state-owned and located mostly in urban centres.
Private health practitioners and indigenous practitioners also played an important role
in health services delivery in rural areas. After Independence, the government of India
focused on the development of health infrastructure and health care in its five-year
plans. Occasional committee reports are also recommended for the health care of the
Indian population. Rural health care was controlled by folk-medicine practitioners. But
official health care policy was non-existed till 1983. In 1983 India launched its first
official National Health Policy. It was the combined effect of the cherished dreams of
Odisha State Open University, Sambalpur
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freedom fighters, five-year plans, various health committee reports, and the global
debate on health during the seventies, the Alma Ata Declaration on primary health
care (1978) and the ICMR-ICSSR Joint panel recommendation.
1.4

NATIONAL HEALTH POLICY 1983

According to World Health Organization (WHO) “Health policy defines health goals
at the international, national or local level and specifies the decisions, plans and
actions to be undertaken to achieve these goals. An explicit health policy can achieve
several things: it clarifies the values on which a policy is based; it defines a vision for
the future, which in turn helps to establish objectives and the priorities among them;
and it facilitates setting targets and milestones for the short and medium-term”.
Duggal (2001) defines ‘a health policy is the expression of what the health care system
should be so that it can meet the health care needs of the people’. Thus the health care
policy of a state is required to be people-centric.

Taking cognizance of the health needs of the people, India launched its first official
National Health Policy (hereafter NHP 1983) in 1983. The NHP 1983 declares that an
integrated and comprehensive approach is required for the future development of
medical education, research and health services in the country keeping in view the
actual health needs of the people. It is in this context that India was able to evolve its
first National Health Policy (NHP 1983, 1). NHP 1983 begins by highlighting the
Constitutional responsibilities of the state to look after the health needs of the people.
It has reviewed the existing picture of health conditions throughout the country and
asserts that despite much progress in the health sector, the demographic and health
picture of the country was a cause for serious concern. The high rate of population
growth had an adverse impact on the health and quality of life of the people. The
maternal and infant mortality rates were very high. One-third of the total deaths
occurred among children below the age of five years. The infant mortality was about
129 per thousand live births’ (NHP 1983, 2).
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The NHP 1983 aims to accomplish the objective of ‘Health for All by the Year 2000
A.D.’ The policy envisages that it would be possible by the universal provision of
comprehensive primary health care services by a fully integrated planning framework
which intends to provide universal, comprehensive primary health care services
appropriate to the practical needs and priorities of the community at a cost which the
people can afford, ensuring that the planning and implementation of the various health
programmes is through the organised involvement and participation of the community,
adequately utilising the services being rendered by private voluntary organisations
active in the Health sector (NHP 1983, 3). The NHP 1983 recommended that the
nature of health infrastructure development in the country should consider the revised
20-point programmes. This 20-point programme gives importance to the promotion of
family planning as a people’s programme on a voluntary basis; gradual development
of primary health care facilities on a universal basis; control of Leprosy, T.B. and
Blindness; hastening up the welfare programmes for women and children; nutrition
programmes for pregnant women, nursing mothers and children, especially tribal, hilly
and backward areas.

It is important to highlight some of the important initiatives of the NHP 1983:
a. The policy mainly focused on a preventive, promotive and rehabilitative
primary health care perspective.
b. It focused on a people-centric approach where both private and voluntary
sector’s efforts would be integrated with the government efforts.
c. It emphasised a standard quality of health worker’s training for the success of
the Primary Health care perspective.
d. The policy suggested the decentralisation of health care by emphasising
individual self-reliance and community involvement.
e. It stressed the building of an effective referral system of health care delivery.
f. It felt the need to set up a chain of sanitary-cum-epidemiological stations
throughout the country.
g. The location of the curative centres should be related to the population and it
should ensure maximum utilization.
Odisha State Open University, Sambalpur
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h. In order to decrease the government’s spending on health, planned
programmes should be designed by public and private medical professionals
and encourage voluntary agencies to set up curative centres.
i. It emphasised the need for private investment in the government set up for
ensuring adequate care to the poor section and affluent section by paying
clinics.
j. The policy emphasised the need to launch mental health care and a special
programme for the prevention of disabilities.
k. Organised efforts are required to full fill all objectives.
l. The policy recommends private practice by government professionals.
m. In order to achieve successful preventive, promotive and public health
objectives, the policy sought to integrate the indigenous and modern health
systems medicine.
n. NHP 1983 emphasised the need for adequate nutrition for all sections of
society.

To achieve this objective, the policy also recommended many measures.
Apart from these, NHP 1983 also recommended the following points to achieve in a
time-bound manner:
a. Prevention of food adulteration and maintenance of the quality of drugs.
b. The provision of safe drinking water and proper sanitation.
c. Environmental protection.
d. Launching of organised, nationwide immunisation programme to control
preventive and communicable diseases.
e. Launching of special programmes for the improvement of maternal and child
health with a special focus on the underprivileged in a decentralised manner.
f. School health and occupational health programmes.
g. Health education to the general public.
h. Health insurance scheme.
i. Health legislation all over the country.
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In addition to these objectives, the policy emphasised the need to develop basic
medical research as well as applied and operational medical research all over the
country. The policy also gave importance to promote inter-sectoral cooperation in the
fields of health and family planning, medical education and research, drugs and
pharmaceuticals, agriculture and food, water supply and drainage, housing, education
and social welfare and rural development. Finally, the NHP 1983 recommended
making periodical monitoring and review of all efforts.

1.5

NATIONAL HEALTH POLICY 2002

After the launching of the NHP in 1983, the morbidity and mortality rate was still
unacceptably high in the country. The incidence of Malaria had re-emerged
contributing to more morbidity. The prevalence of TB, as a health challenge has not
been declined significantly. A new communicable disease- HIV/AIDS has emerged as
a new public health challenge. The common water-borne diseases like Gastroenteritis,
Cholera, and some forms of Hepatitis- have continued to play havoc contributing to a
high level of morbidity in the country, even though the mortality rate may have been
somewhat moderated. The 1990s also saw an increase in mortality through ‘lifestyle’
diseases- diabetes, cancer and cardiovascular diseases. The increase in life expectancy
has increased the requirement for geriatric care. Similarly, the increasing burden of
trauma cases is also a significant public health problem. Another important area of
concern in the public health domain was the persistent incidence of macro and
micronutrient deficiencies, especially among women and children. In the vulnerable
sections of women and the girl child, this has a multiplier effect through the birth of
low birth weight babies and serious ramifications of the consequential mental and
physical retarded growth. The ramifications of these factors paved the way for the
launching of the second National Health Policy in 2002 (hereafter NHP 2002). The
policy begins with praising the noteworthy initiatives of NHP 1983 and reviewing the
existing health scenario in the country.
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Objectives:
The main objective of the NHP 2002 is to achieve an acceptable standard of good
health amongst the general population of the country. The policy emphasised
decentralised public health systems by establishing new infrastructure in deficient
areas and by upgrading the existing infrastructure. It gave more importance to
equitable access to health services across the country. It also emphasized the
substantial increase of the central government’s contribution. It expected the
strengthening capacity of public health administration at the state level for rendering
effective service delivery. The policy sought the private sector involvement in
providing health services to the affluent section of the society. Primacy will be given
to preventive and first-line curative initiatives at the primary health level through an
increased sectoral share of allocation. It emphasised the rational use of drugs within
biomedicine and ensured increasing access to traditional medicines (NHP 2002, 20).
Within these broad objectives, the NHP 2002 targeted the following goals to achieve
in a time-bound manner.
a. Eradication of Polio and Yaws by 2005
b. Elimination of Leprosy by 2005
c. Elimination of Kala Azar by 2010
d. Elimination of lymphatic Filariasis by 2015
e. Achievement of Zero level growth of HIV/AIDS by 2007
f. Reduction of mortality by 50% on account of Tuberculosis, Malaria and Other
vector and water-borne Diseases by 2010
g. Reduction of the prevalence of blindness to 0.5% by 2010
h. Reduction of IMR to 30/1000 and MMR to 100/lakh by 2010
i. Increasing utilisation of public health facilities from the current level of <20% to
> 75% by 2010
j. Establishment of an integrated system of surveillance, National Health Accounts
and Health Statistics by 2005
k. Increase health expenditure by Government as a percentage of GDP from the
existing 0.9% to 2.0% by 2010
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l. Increase share of Central grants to constitute at least 25% of total health
spending – 2010
m. Increase State Sector Health spending from 5.5% to 7% of the budget - 2005
n. Further increase of State sector Health spending from 7% to 8% - 2010

NHP 2002 suggested some policy prescriptions. They includea. Financial Resources- The policy aims to increase the health sector budget by 6
per cent of the GDP. The policy prescribes to increase the public health
investment.
b. Equity- To reduce inequities in health care, the policy prescribes increasing the
primary health care allocation to 55 per cent of the total health investment.
Further, it aimed to strengthen the rural health infrastructure.
c. National public health programmes- The NHP 2002 envisages a principal role
for the central government in designing national health programmes.
d. The state of public health infrastructure- The policy prescribes reviving the
primary health care system by providing some essential drugs under central
government funding through the decentralized health system. The policy
emphasised the need for more frequent in-service training of public health medical
professionals at the level of medical officers as well as paramedics.
e. Extending public health services- The NHP 2002 envisages that in the context
of the availability and spread of allopathic graduates in their jurisdiction, state
governments would consider the need for expanding the pool of medical
practitioners to include a cadre of licentiates of medical practice, as also
practitioners of Indian system of medicine and Homeopathy.
f. Role of local self-Government institutions- The NHP 2002 emphasises the role
of local self-government institutions to implement different health programmes
throughout the country.
g. Norms for health care personnel- NHP 2002 set some stringent norms for the
doctors and nurses as per the provisions of the Medical Council Act and Indian
Nursing Council Act respectively.
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h. Education of health care professionals-The policy emphasises establishing
‘Medical Grants Commission’ to improve and revamp medical and dental
education in the country.
i. Need for specialists in public health and family medicine- The policy stresses
increasing the number of post-graduate seats in the medical training institutions to
tackle the shortages of specialists’ doctors in public health and family medicine.
j. Use of generic drugs and vaccines- The policy prescribes the use of some
generic drugs both in private and public health hospitals. It also suggests making
the uninterrupted supply of vaccines in the National Programme for Universal
Immunization against Preventable diseases.
k. Urban health- NHP 2002 also gave importance to urban health care. It suggested
a two-tier system of infrastructure for urban health care. The first tier consists of a
primary health centre with an OPD facility covering a population of one lakh. The
second tier constitutes a Government general hospital with a referral facility. The
policy also emphasises trauma care facilities to reduce accident mortality.
l. Mental health- The policy sought to establish decentralised mental health care
services by general medical staff. It also emphasises treating the mental disorders
of patients of vulnerable sections of society.
m. Health research- NHP 2002 envisages increasing the government-funded health
research spending to 1 per cent of the total health spending by 2005 and further
increase up to 2 per cent by 2021. It also encourages private-sector health
research.
n. Role of the private sector- The policy encourages the participation of the private
sector in all areas of health activities- primary, secondary and tertiary. The policy
envisages the co-optation of the non-governmental practitioners in the national
disease control programmes so as to ensure that standard treatment protocols are
followed in their day-to-day practice. The policy also recognizes the immense
potential of information technology applications in the area of telemedicine in the
tertiary health care sector.
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o. Role of civil society- The policy welcomes the contributions of civil society and
NGOs in the health care sector. For this purpose, the policy suggests to earmark
not less than 10 per cent of the total health budget.
p. National disease surveillance network- NHP 2002 envisages the full
operationalization of an integrated disease control network from the lowest rung
of public health administration to the central government by 2005.
q. Health statistics- The policy emphasises conducting national health statistics in
different diseases throughout the country so that it can design evidence-based
policy in future.
r. Women’s health- The policy attempts to identify specific programmes and make
central government funding for women’s health care needs. The policy also
recognises the need to review the staffing norms of the public health
administration to meet the specific requirements of women in a more
comprehensive manner.
s. Medical ethics- The policy emphasises the need for common medical ethics so
that the common patients may not experience irrational or profit-driven medical
practices. The medical ethics will be designed by the Medical Council of India.
t. Enforcement of quality standards for food and drugs- The Policy envisages
enforcing a quality standard for food and drugs throughout the country.
u. NHP 2002 recognises the need for the establishment of statutory professional
councils for paramedical disciplines to register practitioners, maintain standards of
training and monitor performance.
In addition to these policy prescriptions, the NHP 2002 also suggested ensuring
environmental and occupational health. It also provided medical facilities to users
from overseas. In order to fulfil these objectives, the policy emphasised greater
budgetary provisions by the central government to the states. Further, the policy
sought the wholehearted and empathetic attitudes of the service providers for the real
success of the policy.

Odisha State Open University, Sambalpur

13

1.6

NATIONAL HEALTH POLICY 2017

Ministry of Health and Family Welfare launched its third health policy popularly
known as National Health Policy 2017 (hereafter NHP 2017)

on 15th March 2017.

In this policy, the government shifted its orientation from ‘sick-care' to wellness by
emphasising preventive and promotive health care orientation. The policy aims at
achieving universal health coverage and delivering quality health care services to all at
affordable cost. The main objectives of the policy are the following.
Objectives:
a. The policy emphasised universal, improved, affordable and comprehensive health
care to all sections of the population.
b. The policy aims to strengthen the trust of the common man in the public health
care system.
c. The policy envisages private sector collaboration for strategic purchasing,
capacity building, skill development programmes, awareness generation,
developing sustainable networks for the community to strengthen mental health
services, and disaster management. The policy also advocates financial and nonincentives for encouraging private sector participation.
d. Increase the health sector expenditure of the Government from the existing 1.15
per cent to 2.5 per cent of the GDP by 2025. Increase state sector health spending
to more than 8% of their budget by 2020.
e. Increase Life Expectancy at birth from 67.5 to 70 by 2025.
f. Reduction of TFR to 2.1 at national and sub-national level by 2025.
g. Reduction of Under Five Mortality to 23 by 2025 and Maternal Mortality Ratio
(MMR) from current levels to 100 by 2020. The MMR in India during 2016-2018
was 113 per 100,000 live births.
h. Reduction of infant mortality rate to 28 by 2019.
i. Reduction of neonatal mortality to 16 and stillbirth rate to ‘single digit’ by 2025.
The neo-natal mortality rate was 22 in 2019 in India. In India, the stillbirths per
1000 births were 13.9 in 2019.
Odisha State Open University, Sambalpur
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j. Achieve global target of 90:90:90 by 2020 in HIV/AIDS i.e. 90% of all people
living with HIV know their HIV status, - 90% of all people diagnosed with HIV
infection receive sustained antiretroviral therapy and 90% of all people receiving
antiretroviral therapy will have viral suppression.
k. k.

Elimination of Leprosy by 2018, Kala-Azar by 2017 and

Lymphatic

Filariasis in endemic pockets by 2017.
l. Reduction of the prevalence of blindness to 0.25/ 1000 by 2025 and disease
burden by 1/3rd from current levels.
m. Reduction of premature mortality from cardiovascular diseases, cancer, diabetes
or chronic respiratory diseases by 25% by 2025.
n. 50% of people should have access to public health by 2025.
o. Antenatal care coverage and skilled attendance at birth should cross above 90%
by 2025.
p. Newborn infant (within 1 year age) immunization programme should cover more
than 90 per cent of infants by 2025.
q. Coverage of national and state family planning programmes should cover above
90% population by 2025
r. 80% of known hypertensive and diabetic individuals at the household level
maintain ‘controlled disease status’ by 2025.
s. Reduction in the use of tobacco to 15% by 2020 and 30% by 2025.
t. Reduction of 40% in the prevalence of stunting of under-five children by 2025.
u. Access to safe water and sanitation to all by 2020 (Swachh Bharat Mission).
v. Reduction of occupational injury by half from current levels of 334 per lakh
agricultural workers by 2020.
w. Ensure availability of paramedics and doctors as per Indian Public Health
Standard (IPHS) norm in high priority districts by 2020.
x. Increase community health volunteers to population ratio as per IPHS norm, in
high priority districts by 2025.
y. Establish primary and secondary care facilities as per norms in high priority
districts (population as well as time to reach norms) by 2025.
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z. Ensure district-level electronic database of information on health system
components by 2020. It emphasised strengthening the health surveillance system
and establishing registries for diseases of public health importance by 2020. The
policy wanted to establish federated integrated health information architecture,
Health Information Exchanges and National Health Information Network by
2025.
In addition to all these provisions, the policy envisages improving the environment of
health by focusing on the following aspects:
1. The Swachh Bharat Abhiyan
2. Balanced, healthy diets and regular exercises
3. Addressing tobacco, alcohol and substance abuse
4. Yatri Suraksha-preventing deaths due to rail and road traffic accidents
5. Nirbhaya Nari- action against gender violence
6. Reduce stress and improve safety in the workplace
7. Reducing indoor and outdoor air pollution
The policy aimed to create Swasth Nagrik Abhiyan- a social movement for health. The
policy recommends restructuring public health care delivery at seven key aspects.
They include a. Primary care, b. Secondary and tertiary care, c. Public hospital, d.
Infrastructure and human resource development at the underserved areas, e. Urban
health care, f. National health programmes, g. AYUSH service. The policy also aims
to address malnutrition and micro deficiencies at various levels. It recommends
universal immunization programmes throughout the country as per the National
Vaccine Policy 2011. It intends to control Tuberculosis, HIV/AIDS, vector-borne
disease and elimination of leprosy by 2018. The policy gives emphasis to the mental
health provisions as envisaged in the National Mental Health Policy 2014. It also
suggested improving the quality of medical education in the country by strengthening
the existing medical colleges, converting the districts hospitals into medical colleges,
expanding the AIIMS like institutions and conducting common entrance examinations
for medical education aspirants. Apart from this, the policy envisages that an
implementation framework be put in place to deliver on these policy commitments.
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1.7

HEALTH CHALLENGES

In the last few decades, India has made remarkable in the health sector. The Life
expectancy rate has increased from 41.42 in 1960 to 69.42 in the year 2018. Infant and
under-five mortality rates have declined to 28.3 (2019) and 34.3 (2019) respectively.
Many diseases like Polio, Yaw, Smallpox, Guinea worm illness, and Tetanus have
been eliminated in India. Despite these achievements, we have many health
Challenges.
In India, 60 per cent of all deaths accounted for Non-communicable diseases (NCDs)
in 2011. NCDs include what the NHP 2002 called ‘Lifestyle disease’. The lifestyle
diseases include heart disease, cancer, diabetes, and chronic pulmonary diseases.
NCDs already represent 52% of mortality in South Asia and have been projected to
account for 72% of total mortality in this region by 2030.
Communicable diseases have also posed a serious threat to Indian society. They
include TB, malaria, neglected tropical diseases, and endemic disease HIV/AIDS. The
Vector-borne diseases which include dengue and acute encephalitis syndrome are of
particular concern. Antimicrobial resistance is one of the biggest health challenges
facing humanity that must be tackled with all seriousness.
WHO estimated that globally over 450 million people suffer from mental disorders.
Currently, mental and behavioural disorders account for about 12 per cent of the
global burden of diseases. A study conducted in Pune mentions that India accounts for
5 per cent of mental disorders. This is another challenge to the health sector of the
country (Reddy 2019).
Maternal mortality, infant mortality and under-five mortality rates although have
declined to some extent in India, rates do not show good in comparison to other
developed countries in the world. Utmost importance should be given to ta ckling this
problem at the policy level.
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1.8

LET US SUM UP

Health is a source of happiness and an individual’s prosperity depends upon his good
health. Every nation should give utmost importance to the health of its citizens. Till
now, India has had three national health policies. India has also made considerable
progress over the years since Independence. But the country has many health
challenges. In section 4, we have described briefly the major health challenges the
country is facing recently. To get rid of all these problems, we need to have a
paradigm shift in our approach to health care. Increasing public health spending in
health should be the top-most priority. The 2021 Economic Survey sets out the
importance of increasing public health spending. It showed that an increase in public
health expenditure from the current levels in India to 3% of the GDP can reduce out of-pocket expenses (OoPE) from 60% currently to about 30%. As is well known, the
out-of-pocket expense on health burdens not just the poor but also the middle class of
this country. Needless to state that the current health sector expenditure of India is
about 1.2 per cent of the GDP. Out of the total health budget allocation for health, at
least 80% of the fund should be earmarked for disease prevention, health promotion,
and improving the quality of health services at the primary level. Health should be
declared as a people’s right. Based on the national health policy, each state should
design their own health policy keeping in view the health needs of their people.
1.9

GLOSSARY

AIDS: Acquired Immune Deficiency Syndrome
GDP: Gross Domestic Product
HIV: Human Immunodeficiency Virus
IMR: Infant Mortality Rate
MMR: Maternal Mortality Rate
NHP: National Health Policy
TB: Tuberculosis
TFR: Total Fertility Rate
WHO: World Health Organization
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1.10


CHECK YOUR PROGRESS
What is Health Policy? What are the major health policies of the Government of
India?



Discuss the major factors for the evolution of the national health policies in India.



Discuss the major initiatives of the National Health Policy 1983.



Describe the objectives of the National health policy 2002.



Describe the objectives of the National health policy 2017.

1.11
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2.1

INTRODUCTION

In this unit, we will discuss the role of ICDS in India and the various approaches such
as services of ICDS, funding pattern as well as the team of ICDS. We will also discuss
the role & responsibilities of AWW and Helpers.

India is a nation of regional

deprivation, social stratification, and the plurality of culture at a high level. Due to the
high degree of economic and social inequality, inequality in health and nutrition is also
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widespread and persistent. In India, the current mortality rate for children under 5
years of age is approximately 74 per 1000 live births (NFHS3, 2005-06). Children
from disadvantaged communities struggling to achieve the United Nations Millennium
Development Goals (MDGs) have poor health and nutrition.
2.2

LEARNING OBJECTIVES

After studying this unit, you will be able to:


Describe the Importance and main purpose of ICDS Programme



Study the Services provided under ICDS



To know the Funding pattern & Team of ICDS



Study the Role & responsibilities of AWW and Helpers

2.3

INTEGRATED CHILD DEVELOPMENT SERVICES (ICDS)

The Government of India has started the Integrated Child Development Services
(ICDS) program based on trials on October 2, 1975, to minimize infant and child
mortality to deal with this situation. ICDS is also one of the biggest early childhood
learning programmes in the world. The main goal of the plan is to meet the
developmental needs of 6-year-old children. Pre-school education aims to ensure the
overall growth of children and provide them with a learning environment that helps
promote children’s social, emotional, and cognitive development.
The main purpose of integrated development services (ICDS):


Improve nutrition and health status of the children under the age group of 0-6
years.



Build a basis for the appropriate psychological, physical, and social development
of children.



Reduce the incidence of mortality, morbidity, malnutrition, and school dropout.



An effective adjustment of the policy and implementation is carried out in several
divisions to promote child development.
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Examine children's health and nutrition needs to improve the ability of the mother
through adequate education of nutrition and health, to improve capabilities.

2.4

CONVERGENCE OF DIFFERENT MINISTRIES & SCHEMES

During the implementation of the ICDS programme, convergence was achieved
between many central ministries and their services supervised in the 4 different
components of the ICDS. The sets of ministries for convergence with ICDS are shown
in the figure below.

(Convergence of Different Departments through Anganwadi Centres)

2.5

SERVICE UNDER ICDS

Anganwadi Centre (AWCs) fulfils the six aspects or services of the ICDS scheme i.e.
1. Supplementary nutrition,
2. Immunization,
3. Health check-up,
4. Referral services,
5. Non-formal preschool education
6. Nutrition and health education
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a) Supplementary Nutrition
Supplementary Nutrition is one of the most crucial agents to maintain the equilibrium
of the nutritional status of the children. This encloses supplementary feeding and
growth monitoring; and against vitamin A shortage and control of nutritional anaemia.
A survey of all families in the community was conducted and children under the age
of 6 years and pregnant and lactating mothers were identified. Anganwadi workers
benefit from supplementary feeding supports 300 days a year. For nutritional
purposes, ICDS provides 300 calories (including 8-10 grams of protein) daily for all
children under 6 years of age. For adolescent girls, that's up to 500 calories, including
up to 25 grams of protein each day.
The Supplementary Nutrition Programme has two components:
1.

All the children under the age group of 3-6 years receive daily morning snacks
and hot cook meals at the AWC by attending Preschool.

2.

AWC also provides take Home Ration in the form of RTE Energy Dense Food to
children under six (6) months to three (3) years and pregnant/lactating mothers.

Chart of Take Home Ration (Sahoo, 2021.73)
For supplementary nutrition programme, AWWs maintain 2 register i.e. 1-Paripuraka
Gachita Khadya and 2-Paripuraka Prustikara Khadya Bantana. In the Paripuraka
Gachita Khadya register, they maintain the information regarding Take Home Ration
(THR), morning snacks, and daily routine wise hot cook food information of preschool
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children. In the Paripuraka Prustikara Khadya Banana register, the AWWs maintain
the information related to Take Home Ration (THR) of pregnant women, nourishing
mothers and children from 7month to 3 years. In the THR program each pregnant
woman, nourishing mother gets 4 kg 250gm satu and two boiled eggs twice in a week
and severely underweight children get 5 kg 100gm satu, 100 gm ladu and two boiled
eggs twice in a week. The children from 7month -3 years get 3kg 400gm satu and 1kg
suzi. All the AWWs follow the food menu provided by Government.

Supply of food to Pre- School Children Sahoo, 2021.76)

By giving supplementary foods, Anganwadi tried to seek the gap between the
recommended intake of children and women in low-income and underprivileged
communities and the national average intake. Growth control and nutrition are two
main actions that are taken. Once a month Children under three years of age are
weighed and every three months children of 3-6 years are weighed. Keep Weight-forage growth cards for all children under 6 years of age. This supports obtaining the
growth flattering and helps in measuring their nutritional or dietetic status.
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Growth Measurement of Children (Sahoo, 2021.74)
b) Immunization
To prevent children from having health-related problems, immunization is very
necessary. Immunization safeguards pregnant women and infants protect children
from six vaccine-preventable diseases, tetanus, tuberculosis, and measles. These are
the main preventable measures that help prevent infant death, disability, morbidity,
and related malnutrition. Tetanus vaccination of pregnant women can also reduce the
risk of maternal and neonatal death.

Immunization in Anganwadi Centre(Courtesy: Sahoo, 2021.77)
c)

Health check-up

The health check-up encloses prenatal care for children under six years of age,
mothers, and postpartum care for breastfeeding mothers. The various health services
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offered by AWW for those children and the staff of the Primary Health Care Centre in
addition to that regular physical examination, weight registration, vaccinations,
malnutrition management, diarrhea treatment, and simple drug distribution.
d) Referral Services
During the health check-up and timely medical treatment of malnourished children, if
needed they are referred to the Primary Health Care Centre or its sub-centres. AWWs
are also spread awareness that young children are incapable of understanding their
health. She records all these cases in a special registry and refers them to the PHC.
e)

Non-formal preschool education

Non-Formal Preschool Education (NFPSE) is part of the ICDS and the service deals
with Anganwadi, so it is considered a backbone of the ICDS program. The objective
of Preschool education is to make sure the holistic development of children, gives
children a learning environment and enhances the social, emotional, and cognitive
development of children. ICDS focuses on the comprehensive development of
children under 6 years, basically the debarred groups.
f)

Nutrition and health education

Nutrition, Health, and Education (NHED) are important features of AWW. This comes
under the BCC (Behavioural Change Communication) strategy. It is specifically aimed
at empowering women aged 15-45 years to take care of their health, nutrition, and
development requirements, as well as the needs of their children and families.
2.5.1 Deliveries of Services to the Beneficiaries are as Follows:
Services

Target Group

Services Provided by

Supplementary nutrition

Under the age group of 0- AWW & AWH (MWCD)
6 years Children, Pregnant
& Breastfeeding mothers

Immunization

Under the age group of 0- ANM/ MO (Health system,
6 years Children, Pregnant MHFW)
& Breastfeeding mothers
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Health check-up

Under the age group of 0- ANM/ MO/ AWW (Health
6 years Children, Pregnant system, MHFW)
& Breastfeeding mothers

Referral services

Under the age group of 0- ANM/ MO/ AWW (Health
6 years Children, Pregnant system, MHFW)
& Breastfeeding mothers

Preschool education

Children of age group (3-6 AWW(MWCD)
years )

Nutrition
education

&

health Women of the age group ANM/ MO/ AWW (Health
(15-45 years)

system,

MHFW

&

MWCD)
Source: http://icds-wcd.nic.in>ICDS

Check your progress Exercise 2.1
Notes:
I.

Write your answer in the space given below.

II.

Compare your answer with the one given at the end of this Unit.
Q.1 In which year Integrated Child Development Services (ICDS) was implemented?
…………………………………………………………………………………………
…………………………………………………………………………………………
…………………………………………………………………………………………
………………………………………………………………………………………..
Q.2 There are how many aspects or services of the ICDS scheme?
…………………………………………………………………………………………
…………………………………………………………………………………………
…………………………………………………………………………………………
…………………………………………………………………………………………

Odisha State Open University, Sambalpur

27

2.6

FUNDING PATTERN

Before 2005-06, it was the responsibility of all states to offer supplementary nutrition,
and the Indian government offered 100% administrative expenses as extensive
support. The cost of nutrition is low, and the coverage of plans for all
villages/households is bounded and not general.
As many states could not provide enough supplemental nutrition due to in short
resources, in 2005-06 it was planned to assist up to 50% of the state / UT financial
standards or to help 50% of their spending on supplemental nutrition, based on the
amount of the two, whichever is minimal. Since 2009-10, the Indian Government has
customized the sharing of the ICDS plan between the centre and the states.
The pattern of additional nutrient sharing for the north-eastern states between the
centre and the states changed at a ratio of 50:50 to 90:10. For other countries/UTs, the
existing shared pattern regarding supplemental nutrition is 50:50. The existing costsharing ratio of the other components is 90:10, and the new component approved by
Strengthening & Restructuring is 75:25 (90:10 for NER).

2.7

TEAM OF ICDS

The ICDS team consists of Anganwadi workers, Anganwadi helpers, supervisors,
Child Development Program Officers (CDPO), and District Programme Officers
(DPOs). Anganwadi Worker is a woman chosen from the local community and is a
front-line honorary worker of the ICDS Programme. She is also an agent of social
change, mobilizing community support to better care for young children, girls, and
women. In addition, medical staff, Auxiliary Midwife (ANM) and Accredited SocialHealth Activists (ASHA), and ICDS staff form a team to achieve the integration of
different services.
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2.7.1 Existing Monitoring System under ICDS Scheme:
The ICDS programme works in four levels, the central level, the state level, the district
level and the village level (Anganwadi level).The Ministry of Women's and Child
Development (MWCD) has overall responsibility for overseeing the ICDS program.
The various quantitative inputs captured through CDPO's MPR / HPR are compiled at
the state level for all projects in that state. At the block level, the Child Development
Project Officer (CDPO) is the chief of the ICDS project. The CDPO, MPR and HPR
have been specified at the block level. At the grassroots level, Anganwadi Centre
(AWC) provides various services to target groups. AWC is managed by Honored
Anganwadi Workers (AWW) and Honored Anganwadi Helper (AWH).

(Project Monitoring Structure)
2.7.2

Institutional Arrangement

At the District level to involve the community at different levels, the implementation
framework

prescribes

community-based

monitoring

committees

and

also

administrative committees to oversee the implementation of the programme.
District Level:
At the district level, the District ICDS scheme is led by the District Collector or Zilla
Parishad Chairperson .The composition of the ICDS group committee in District is
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detailed below. District programme officer works as the District ICDS scheme
director.
At the administrative level of the District, the administrative management committee
is called District Level Monitoring & Review Committee (DLMRC), which is
responsible for monitoring the progress of the scheme. The committee will meet
quarterly or when convened by the Chairman and submit a report to the Chief
Secretary/ Secretary (WCD) explaining the actions taken by the State Government and
the support needed.
Block Level:
At Block Level, Block ICDS Scheme Committee is led by the SDM or Chairperson of
the concerned Panchayat Samiti as Chairperson or Co-chairperson of the Block ICDS
Mission Committee The composition of the committee is detailed below. CDPO is the
Convenor of Block Mission Committee. Administratively, BDO and CDPO are
responsible for conducting meetings and providing the committee with the necessary
information, coordination and management etc.
At the Administrative level at the Block, the administrative committee is called Block
monitoring Committee (BLMC) in ICDS, which is responsible for overseeing the
implementation progress of the scheme.

The committee is recommended by the

implementation framework and the state government can list the officials at Block
level to represent the departments recommended by the Committee.
BLMC is chaired by Sub Divisional Magistrate (SDM) and BDO is the subchairperson. ICDS is represented by the CDPO supporting the committee.
Village Level:
At the village level, Village Health Sanitation and Nutrition Committee (VHSNC) is
the Community monitoring centre and they are supported by the Supervisor and
Anganwadi Worker. VHSNC functions as sub-committee of Panchayat Raj Institution.
Anganwadi Level Monitoring & Support Committee (ALMSC) on ICDS with Gram
Panchayat/Ward member as Chairperson and Anganwadi Worker as Convenor and
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other community-based village members. The committee will hold regular monthly
meetings to discuss various issues in the Anganwadi and will send copies of the
meeting minutes to the Block level Committee and CDPO.

2.8

STATUS OF ANGANWADI WORKERS

ICDS services are provided by a large network of ICDS centres, called "Anganwadi".
The word Anganwadi is derived from the Hindi word "Angan" and refers to the
courtyard of a house. The "Anganwadi Centre” (AWC), provides comprehensive
services including supplementary nutrition, immunization, health check-up, referral
services, pre-school education, and health, and nutrition education. For fulfilling the
needs of the health and education of children under the age group of 0 -6 years, a one
trained woman is chosen under the ICDS scheme. This person is an Anganwadi
(AWW) worker. The Anganwadi workers are the most important agency of the ICDS
program. She is a volunteer and community frontline employee of the ICDS program.
The Integrated Child Development Services (ICDS) program is used to help families,
especially mothers, ensure effective medical and nutritional care, early identification,
and timely treatment of diseases.

2.8.1 Training Programme of AWWs & AWHs
Training and capacity building are two essential mechanisms to attaining the goals of
the ICDS Scheme, which is highly dependent on the effectiveness of frontline
Anganwadi worker and Helpers. Training details under ICDS for Anganwadi workers
and Helpers are as Follows;
Sl. No

The Training programme of ICDS

1

Job Training Course for Anganwadi Workers

2

Refresher Training for Anganwadi Workers

3

Orientation for Helpers

4

Refresher Training for Helpers
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2.9

ROLE & RESPONSIBILITIES OF AWW AND HELPERS

Anganwadi workers and helpers are the ICDS’s core functionaries who run the
Anganwadi centre and implement the ICDS program. Some of AWW's duties and
responsibilities include:


They maintain the directed files and records.



Help ASHA to spread awareness of health care problems such as the importance
of nutritious or healthy food, personal cleanliness, pregnancy carefulness, and
immunization or vaccination.



Coordination with block and district healthcare establishments to take the
advantage of medical schemes.



Helps to mobilize pregnant or lactating women and babies to supplement their
nutrition.



Discover immunization or vaccination and regular health treatments for all



To maintain records of pregnant women, the birth of children, and any other
diseases or infections.



Maintain referral card for referring the high-risk pregnant women and highly
malnourished children to the primary health centres and sub-centre.



They also visit the house of beneficiaries monthly and organize health surveys of
families.



Organize Preschool activities for children under 5 Years.



For the feeding of infants and nursing mothers, AWWs also organize
supplementary nutrition programs.



To spread the educational awareness on issues such as right breastfeeding, family
planning, immunization, health check-up, pre, and postnatal check, etc, AWWs
conduct counselling or workshops with Auxiliary Nurse Midwife (ANM) and
Block Health Officers (BHO).



Visit the house of the nursing mothers to provide knowledge on a child’s
education and development.



Let the supervisor know about villages’ health progression or issues that require
attention and intervention.
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To make sure that Kishori Shakti Yojana (KSY), Nutrition Programme for
Adolescent Girl (NPAG), and other like programs are implemented as per the
guiding principle.



If required the AWWs refer the children with disability cases to PHC or District
Disability Rehabilitation Centre



Notify ANM in case of emergency (such as diarrhea, cholera, etc.)



To monitor Accredited Social Health Activists (ASHA) involved in the National
Rural Health Mission

2.9.1

Role and Responsibilities of Anganwadi Helper are:



Cook and provide food for children and mothers.



Clean Anganwadi's centre and bring water for children.



Maintain cleanliness among children.



Take the village children to the Anganwadi centre



Help primary health care personnel deal with health problems.

2.10

RECORDS AND REGISTERS

The details of the various records and registers are maintained Under the ICDS
Scheme are mentioned below. However, the records and registers are to be maintained
as per the Government guidelines.
Records and Register maintained by AWWs:
There are total of 11 registers are maintain by AWWS i.e.
1- Family Register
2- Supplementary Food Stock Register
3- Supplementary Food Distribution Register
4- Pre-School Education Register
5- Pregnancy and Delivery Register
6- Immunization and Village Health and Nutrition Day (VHND)
7- Vitamin A Biannual Round Register
8- Home Visits Planner
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9- Referrals
10- Summaries( Monthly & Annual)
11- Weight Records of children

Registers and Records by Supervisor at village level:
1- Monthly Progress Report
2- Annual plans of the respective cluster
3- All the information collected from AWWs under the supervisor’s jurisdiction in
the respective registers
4- Attendance and other Administrative registers pertaining to AWWs.
Material and Records to be maintained at CDPO:
1- Manual on ICDS Booklet
2- Guide book for AWWs/Supervisors
3- Growth Monitoring Manual
4- Growth Chart Register
5- Compilation of Guidelines & Instruction of ICDS
6- PSE Kit Material
7- NHED Lit Material
8- Booklet on SHG/ Mahila Mandal and Community Participation
9- MPR & MIR Manual
10- Records and Register collected from the supervisors
11- Availability of Beti Bachao Beti Padhao Guidelines
12- Five Tier Monitoring System Guidelines

Check your progress Exercise 2.2
Notes:
I.

Write your answer in the space given below.

II.

Compare your answer with the one given at the end of this Unit.
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Q.1 From which word “Anganwadi’ is derived?
…………………………………………………………………………………………
…………………………………………………………………………………………
………………………………………………………………………………………….
Q.2 Give any two duties & responsibilities of AWWs?
…………………………………………………………………………………………
…………………………………………………………………………………………
………………………………………………………………………………………….

2.11

LET US SUM UP

The AWCs under the ICDS projects are centres meant to provide ECC to all children
under the age group of 0-6 years and provide them free health services and
supplementary nutrition. The function of the AWCs is to prepare children for primary
education by providing enriching experiences which could incur development in the
children. A non-formal educational system is employed and children are encouraged to
express themselves and given due freedom to learn from their experiences with others.
The Anganwadi centre is helping the mothers to have some relief from child care
responsibility and siblings care responsibility for a few hours a day. The elder
children, as a result, are now free to go to school. It is also bridging the caste and class
gaps eliminating discrimination between rich and poor children. They can eat, play
and study together.

2.12

GLOSSARY

ICDS-Integrated Child Development Services (ICDS) is India’s largest childcare
development programme to minimize infant and child mortality to deal with this
situation.
Immunization- To reduce health-related issues among infants and children,
immunization is very important.
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Non-Formal Education-Non-Formal Education is a part of the ICDS programme,
which provides a joyful and learning environment to children.
2.13

ABBREVIATIONS

ANM-

Auxiliary Nurse Midwife

ASHA-

Accredited Social-Health Activists

AWC-

Anganwadi Centre

AWH -

Anganwadi Helper

AWW-

Anganwadi Workers

BHO-

Block Health Officers

BLMC -

Block monitoring Committee

CDPO-

Child Development Project Officer

DLMRC-

District Level Monitoring & Review Committee

DPO-

District Programme Officer

ECC-

Early Childhood Care

HPR-

Half-yearly Progress Reports

ICDS-

Integrated Child Development Services

KSY-

Kishori Shakti Yojana

MHFW –

Ministry of Health and Family Welfare

MO-

Medical Officer

MPR-

Monthly Progress Report

MWCD-

Ministry of Women and Child Development

NFPSE-

Non-Formal Preschool Education

NHED-

Nutrition, Health, and Education

NPAG-

Nutrition Programme for Adolescent Girl

PHC-

Primary Health Cares

SDM -

Sub Divisional Magistrate

THR-

Take Home Ration

UT-

Union Territory
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2.14

CHECK YOUR PROGRESS: THE ANSWER KEYS

Answer to Q.1: On 2 nd October 1975 Integrated Child Development Services (ICDS)
was implemented.
Answer to Q.2: There are six aspects or services of the ICDS scheme.
Answer to Q.3: The word Anganwadi is derived from the Hindi word "Angan".
Answer to Q.4: Two duties & responsibilities of AWWs are:
1. They maintain the directed files and records.
2. Help ASHA to spread awareness of health care problems such as the importance of
nutritious or healthy food, personal cleanliness, pregnancy carefulness, and
immunization or vaccination.
2.15
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3.1

INTRODUCTION

In this unit, we will discuss protective and preventive measures in the health sector
taken by the Government of India. Health and well-being is a fundamental right of the
citizens. While protective and preventive health measures form an intrinsic part of the
health care system of the country. As per World Health Organization (WHO) “Health
is a state of complete physical, social and mental well-being and not merely an
absence of a disease or infirmity’. So, to keep citizens healthy, the country needs a
robust health care system.

The Government of India is committed to deliver quality healthcare amenities to all at,
that too at reasonable affordable cost to all. With the recommendation of Bhore
Committee, there has been increasing growth of the health sector in India. The
Committee was formed in 1943 to understand and document a national survey of
Odisha State Open University, Sambalpur

39

Indian health status. It provided its recommendation in 1946 which paved the way to
set up the fundamental structure of health planning in India. There are many
recommendations from these committees. One of the important ones was to establish a
well structured public health system in India with the main focus remaining on
proactive measures rather than reactive measures.
Protective and preventive measures are those actions taken to minimize the effects of
detrimental events. So, they are an important determinant of health since prevention
means avoiding the cause and source of disease itself. This becomes an essential
prerequisite for a good quality of life. Justifying the proverb ‘prevention is better than
cure’, there are more and more people who are more concerned about the health
related issue in managing overall health and wellbeing of life.
In this unit, you will learn about various government reforms related to the health
sector. It includes the promotion of landmark policies, acts and programmes meant for
the good health and wellbeing of the countrymen. The Indian health care system
witnessed dramatic changes from independence. In this changed system, preventive
health care systems become more preferred to curative health facilities. Preventive and
protective health care measures become the thrust area for identifying and minimizing
the risk of disease by focusing on overall health and well-being of the citizens. We
will discuss more elaborately about these measures, as well as, the overall health
sector of the country in the next section.

3.2

LEARNING OBJECTIVES

After going through this unit, you should be able to:


identify the structure of the health sector in India;



state and describe the objectives of National Health Mission and National Health
Policy;



state the role of constitutional provisions and explain judiciary aim to provide
health for all;



explain what is the role of international treaties and agenda for benefit of Indian
citizens’ health; and



discuss various protective and preventive measures by the government.

Odisha State Open University, Sambalpur

40

3.3 HEALTH SECTORS IN INDIA-STRUCTURE, ROLES AND FUNCTIONS
Health systems and policies have a pivotal role in determining how health services are
delivered, utilized and affect health outcomes. The following section briefly describes
the Indian health structure in the country.
The Indian health care system has a three-tier structure - primary, secondary and
tertiary. The delivery of primary health care is provided to the rural population through
local sub-centre, primary health centers (PHC), and community health centers (CHC).
While secondary care is delivered through district and sub-district hospitals and
dispensaries. They also form one of the important nodal health care centers in rural
India. On the other hand, tertiary care is extended at regional/central level institutions
or super-specialty hospitals. These institutions are mostly found in cities.
Health care in India is characterized by different systems of medicine - Allopathy,
Ayurvedic, Unani, Siddha and Homeopathy. Three major groups in health care in the
country, the public health sector, the private health sector and the households who
utilize health services. The public health sector consists of the central government,
state government, municipal & local level bodies. The ownership of these health care
systems also varies.
The ownership of the Indian health sector is a mixed type. It includes public or
government and private or individual owned sectors. The public sector healthcare
comes under the purview of the ministry of health and family welfare (MHFW) of the
central government. It consists of several kinds of health care services such as health
care centers, various dispensaries, hospitals and super-specialty hospitals that follow
pluralistic medical systems.
Private sector health providers, on the other hand, are registered health care facilities
under the purview of the medical establishment Act. These health care institutions are
owned, run and managed by private persons.
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Figure 3.1: Indian Healthcare Ecosystem

Source: (Source: dristiias.com) https://www.drishtiias.com/pdf/1590579065-public-healthsystem-in-india.pdf

The roles, functions and duties of these two sectors differ from each other. While the
private sectors are more inclined towards providing curative dimensions of health, the
government sector looks at health as a more holistic subject with inclusion of health
and wellbeing together. It also comprises more preventive dimensions. This includes
their concerns for research on health, control and prevention of diseases, dealing with
sanitation and cleanliness of the environment etc. At the level of operation, the
Odisha State Open University, Sambalpur

42

Constitution’s Seventh Schedule describes health-related subject matters, their roles,
duties, and responsibilities in three lists namely Union, state and concurrent lists
(Table 3.1).
Table 3.1: Responsibilities of Health system in Federal Government System
Union list
Relations on international health
and port quarantine (such as
happens in Covid 19)
Administration
of
central
institutions
Promotion of research

Concurrent list
State
Birth
and
Death Public health
Registration
Prevention of
adulteration
Drug control

food Sanitation
and
medical care
Hospital/dispensaries
(other than central
institute ) etc.
census Labour welfare etc.
health

The
collection
of
information including
related statistical data etc.
Source : Tekhre, Rani and Singh, 2005:142

The centre has a larger health related concerns. It is the main organisation setup for
collection, analysis and interpretation of health related demographic data (please refer
to Figure 3.1). The centre’s department of health basically deals with public health
related matters including drug control and food adulteration. The DGHS headed this
post. The DGHS stands for Director General of Health Services. It is the principal
technical advisor post that advises the Government on health matters. It manages
actual implementation of health programmes (Tekhre, Rani and Singh, 2005:143).
Check your Progress 3.1

Q.1What is the basic structure of the Indian health care system?
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------Q.2 In which sector comes the health care facilities managed by the
non-profit organization?
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---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Q.3 What is DGHS and what is its function in the health care system?
-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

3.4

GOVERNMENT’S ROLE IN PREVENTION AND PROMOTION
HEALTH MEASURES

After understanding the structure of the health system in India, we will now move to
look at its functional part. In this section, we will learn about the role of the
government in the prevention and promotion of health measures. The government
provides a wider framework and direction for the prevention and promotion of health
and wellbeing related to varying health affected diseases like malaria, smallpox,
tuberculosis, HIV/AIDS, leprosy and others. Programmes related to these medical
cares are implemented uniformly all over the country. The ministry of health and
family welfare (MHFW) is accountable for the execution of several schemes, policies
and programmes.
Apart from these directives, MHFW also embark on research work, provide practical,
technical and management assistance and disseminate capitals for management of
recurrent diseases and epidemics. Several programmes having national implications
come under the concurrent list. This includes the execution of medical education and
prevention of food contamination and family welfare and population control. The
majority of these programmes can be clubbed into two major categories- the national
health missions (NHM) and the national health policy (NHP) of India.
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3.4.1

National Health Mission (NHM)

In order to have an overall health controlling body, in 2013, Government of India has
launched the National Health Mission (NHM). It encompasses its two sub-missions
namely the National Rural Health Mission (NRHM) and National Urban Health
Mission (NUHM). Both NRHM and NUHM are now two of six components of NHM.
The NHM include the following six components:
1. National Rural Health Mission
2. National Urban Health Mission
3. Flexible pool for Communicable disease
4. Flexible pool for Non-communicable disease including Injury and Trauma
5. Infrastructure Maintenance
6. Family Welfare Central Sector component.
This mission is directed by the Mission Director. While its day to day management has
been executed by government appointed national level monitors. The programmatic
components of the mission include Health System Strengthening, ReproductiveMaternal- Neonatal-Child and Adolescent Health, and Communicable and NonCommunicable Diseases.
All the programmes were managed by both state and union governments. Within
wider parameters, states have an authority for planning and implementing statespecific actions plans. It has the option to delineate main strategists and health outputs.
It combines the information at the local levels from the respective district, city, and
block-level information for the preparation health care series. The central government
manages the flow of funds from states and UT in a procedural manner.
The mission visualizes the achievement of universal access to equitable, affordable
and quality health care services that are accountable and responsive to people’s needs.
It also includes the provision of providing universal access to free generic essential
medicines in a government health institution in a phased manner. The mission was
initially for five years. However, in 2018, NHM extended it to continue until 2020.
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The NHM has had significant achievements within seven years of its launch (20132020). It has several key areas related to public health. Some of the focus areas are:
1.

Reproductive, Maternal, Newborn, Child Health and Adolescent Services

2.

Prevention and Management of Reproductive and Sexually Transmitted
Infections:

3.

Gender-Based Violence

4.

Universal Immunization

5.

Adolescent Health

6.

Family Planning:

7.

Addressing the Declining Sex Ratio

8.

National Vector Borne Diseases Control

9.

National Tuberculosis Control Programme

10. National Leprosy Control Programme
Moreover, it also has several other features for overall development that may include
the health components. Recently, under its sub-programme Swachh Bharat Mission
(2014–19) several projects were launched to attain sanitation conveniences and a
cleaner environment for all. One of the several purposes of the promotion is to stop
open excretion in all areas. It was implemented through the construction of more
toilets in remote areas and generated awareness among the general public.
For helping patients’ pockets in the area of non-communicable diseases it also has
several initiatives. In 2015, the AMRIT programme was launched to reduce
expenditure on life threatening diseases like heart and cancer ailments. Similarly, in
the year 2018, the government of India has launched the world’s biggest health
insurance scheme, Ayushman Bharat Yojana also called National Health Protection
Mission. It promises every poor family a health cover of up to Rs five Lakhs for
treatment of life threatening illnesses (Table 3.2).
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Table 3.2: National health mission in India
Sl. No

Year

Name of the Mission

1

1996

Intellectual

disability-related

schemes

Gharuanda, Niramaya, Sahyogi,

(Vikaas,Samarth,

Gyan Prabha, Prerena,

Sambhav, Badhte Kadam and Disha)
2

2002

Sarwa Shiksha Abhyiyan

3

2005

National Rural Health Mission (NRHM)

4

2008

National Mission on Medicinal Plants

5

2012

National AYUSH Mission

6

2013

National Urban Health Mission ( NUHM)

7

2014

Swachh Bharath Mission (Clean India Mission )

8

2015

Affordable Medicines and Reliable Implants for Treatment (
AMRIT)

9

2018

National Health Protection Scheme Mission ( Ayushman
Bharat Yogna/ Pradhan Mantri Jan Arogya Yojana -PMJAY)

Source: Govt. of India, 2021. National Health Mission, Ministry of Health and Family
Welfare, Accessed on 17 08 2021.
https://nhm.gov.in/index4.php?lang=1&level=0&linkid=445&lid=38
3.4.2

National Health Policies (NHP)

After independence till 1983, various health schemes have been planned under
purview of different five-year plans. These schemes had explicit objectives. During the
1950s and 1960s, the objective was to control and manage recurring seasonal
epidemics. Many extensive national and regional level operations were started to
protect the population from various diseases such as malaria, smallpox, tuberculosis,
leprosy, filaria, cholera and others. They followed a techno-centric approach. In this
health workers were trained in the skills to prevent and protect disease spread. These
were highly dependent on the international support for technical expertise, necessary
chemicals, medicines and vaccines.
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Finally, the first national health policy (NHP) was formulated in 1983. It aimed to
achieve the goal of affordable universal health care. The basic emphasis was laid on
preventive, promotive and rehabilitative primary health care; decentralization and
community participation and the increased role of private investors. It will take almost
two decades until the next NHP. The NHP 2002 was focused on achieving acceptable
standards of good health for the Indian population, decentralization, equity,
accessibility of health services and provision of affordable private health care (Duggal
2014). Other than the main or dominant medical, allopathic medical system, other
health systems were also integrated. The traditional medical system and its role for the
overall health and wellbeing of the people were also acknowledged by this policy.
These two policies, NHP 1983 and NHP 2002 have served well in guiding the
approach for the health sector in the Five-Year Plans.
The latest NHP was launched in 2017. From 2002 to 2017, during the 14 years, the
context of national health and wellbeing has been changed in many ways. These
changes have contributed to modifications in NHP 2017. The increase of noncommunicable and communicable diseases; the increase of the private sectors;
increasing expenditure on health and rising economic growth has shaped the 2017
policy (Gupta and Kumari 2017). The NHP aims to provide health care services in an
‘assured manner’ to all. A kind of shift observed from patient-care to the person’s
well-being. AYUSH is given special prominence on traditional medical system,
particularly yoga. The policy is yet to see its success and achievements (Government
of India 2017). The policy recognizes the essential importance of Sustainable
Development Goals (SDGs). Several list activities with time-bound quantitative goals
aligned to ongoing national efforts to improve the health sector of the country.
Table 3.3: National Policies for Promotion of Health and Well-being
Sr.

Year

Name of the Policy

1

1983

National Health Policy

2

1992

National AIDS Control and Prevention Policy

3

1993

National Nutrition Policy

No
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4

1999

National Policy on Older Persons

5

2000

National Population Policy

6

2001

National Policy for Empowerment of Women

7

2002

National Blood Policy

8

2002

National Policy on Indian System of Medicine and
Homeopathy

9

2002

National Health Policy

10

2003

National Policy for Access to Plasma-derived Medicinal
Products from Human Plasma for Clinical/Therapeutic use

11

2003

National charter for children

12

2005

National Rural Health Mission

13

2006

National Environment Policy

14

2009

Right of children to Free and Compulsory Education Bill—
2009 (education to children aged between 6 and 14 years)

15

2012

National Pharmaceutical Pricing Policy

16

2012

National Water Policy

17

2013

National Policy for Children

18

2015

National Youth Policy

19

2017

National Health Policy

Source: Govt. of India, 2021. National Health Mission, Ministry of Health and Family
Welfare,

Accessed

on

17

08

2021.

https://nhm.gov.in/index4.php?lang=1&level=0&linkid=445&lid=38
During these years (1983-2017), other than NHPs, many other associated policies
were also announced to improve the overall health and wellbeing of people of India.
These include several other national policies related to population, nutrition, water,
and environment of the country (Table 3.3).
Check your Progress 3.2

Q.4 Discuss the main features of National Health Policy 2017?
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---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Q 5. What is the national health mission and what is its focus area?
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------Q.6. What is the National Health Protection Scheme?
-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

3.5
CONSTITUTIONAL PROVISIONS FOR CITIZENS’ HEALTH IN
INDIA
According to WHO, providing optimum health and wellbeing care to all must require
socio-economic and political determinants side by side with medical expertise,
knowledge and skills. It is true that in the original sense, the Indian constitution is
nowhere concerned with the term 'health' or 'right to health'. However, through
thorough judicial interpretation, it has been observed that 'right to life’ also includes
'right to health'. Hence it is one of the fundamental rights of every citizen of India.
This section focuses on constitutional provision to analyse health in the judicial
decision and related institutions.
The Government of India envisions ‘health for all as one of the important components
for social security and development of Indian citizens. Hence, in the constitution set
up, it promotes important measures to tackle these components. It includes the acts
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and statutes and the role of the judiciary in protecting and promoting the health of the
country’s citizens.

3.5.1

Acts and Statues

The constitution of India directs state machinery to take necessary measures to
advance the health condition of the country’s population. Through various judicial
interventions it has established several legislations to cover the health care services of
the citizens. It clearly defines the health care facilities among the state, centre and
concurrent list. The state list includes the components such as management of
sanitation, dispensaries, hospitals and public health in the state. While concurrent lists
include the issues such as population control and family planning. The Centre supports
all these lists (Gupta, 2002). It also has several obligations to fulfil to provide the basic
right to health to every citizen. To cater for these components it has several
constitutional provisions related to health (Government of India 2015).
a. Article 21 guarantees the fundamental right to life. It casts an important obligation
on the state to preserve the life of every person by providing immediate medical
aid to him/her.
b. Article 23 prohibits human being trafficking.
c. Article 24 prohibits child labour below the age of fourteen.
d. Article 38 instructs the state to minimize the inequalities in income, facilities
including health services.
e. Article 41 is related to the provision of public assistance in case of old age,
sickness and disability.
f. Article 42 is about the provision of just and humane conditions of work and
maternity benefits.
g. As per the 7th schedule of the constitution, the provision of health care is the
responsibility of the State governments but the central government also plays a
vital role in supporting access to quality health.
To provide health care services to all citizens, the government passes various acts and
laws from time to time. These acts are related to the medical profession and education,
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drugs standards and medicines and inhibition of contamination and adulteration of
foods and drugs.

3.5.2 Role of Judiciary
Implementation of every act and statute is very important along with the set up of law
pertaining to health for all. The Indian judiciary recognized Article 21 of the
Constitution as equivalent to ‘right to life‘. So the main responsibility of respecting,
protecting and fulfilling the right to health has not only limited to the medical
profession but also with the public functionaries. Through their provision of several
acts they protect and promote health and wellbeing for all.
3.5.2.1 Important Legislation Associated for Health
There are several acts pertaining to health and related issues. Some of them are
directly related to the health and medical system such as the Indian Medical Council
Act, 1956 and it’s Regulation Act 2002. It also develops several sector specific acts.
For governance and management of Nursing the Indian Nursing Council Act, 1947;
for dentistry medical system, the Dentists Act, 1948; for the medicine system, it
developed the Pharmacy Act, 1948. It also developed several acts for governance of
the pluralistic medical system of India such as the Rehabilitation Council of India Act,
1992; the Indian Medicine Central Council Act, 1970, and the Homeopathy Central
Council Act, 1973. Some other acts such as the Clinical Establishment Act 2010 are
related to training and education of health personnel (Kishore 2012; Government of
India 2011).
There are more acts related to the health of the citizens of India. These are:
Registration of Births and Deaths Act, 1969; Spread of Epidemics Disease Act, 1994;
The Cigarettes and other Tobacco Products (Prohibition of trade, commerce,
production, supply and distribution) Act, 2003; The Mental Health Act, 1987; The
Narcotic Drugs and Psychotropic Substances Act, 1985; The Drugs and Cosmetics
Act, 1940;The Prevention of Food Adulteration Act, 1954; Persons with Disabilities
(Equal Opportunities, Protection of Rights and Full Participation) Act, 1995;Various
women health-related acts are The Maternity Benefit Act, 1961, Family Court Act
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1984; The Dowry Prohibition Act, 1961; and The Immoral Traffic (Prevention) Act,
1956.
For the protection of workers and their families, many acts have been passed. These
include the Minimum Wages Act, 1948; The Dangerous Machine (Regulation) Act,
1983; The Plantation Labor Act, 1951; The Factories Act, 1948; The Mines Act, 1952;
The Employees State Insurance (ESI) Act, 1948; The Workmen’s Compensation Act,
1923; The Bonded Labor System (Abolition) Act; The Trade Union Act, 1926; The
Dock Workers (Safety, Health and Welfare) Act, 1986; The Mines Labor Welfare
Fund Act, 1972; The Bidi Workers Welfare Fund Act, 1972; The Cigar Workers
(Conditions of Employment) Act, 1966; and The Contract Labor (Regulation and
Abolition) Act, 1970.
Environmental legislation is very important to ensure good health and wellbeing. In
this regard, the government has enacted several such as the Destructive Insect and Pest
Act, 1914; Wild Life (Protection) Act, 1942; The Atomic Energy Act, 1962; The
Water (Prevention and Control of Pollution) Act, 1974; The Air (Prevention and
Control of Pollution) Act, 1981; The Environment Protection Act, 1986; and The
Motor Vehicles Act, 1988.
All the legislation is implemented through several government ministries. Because
health is often overlaid with numerous other aspects, a number of ministries come
closer to work for providing health care services. Of the total government ministries,
there are 25 ministries which are associated with the promotion of good health and
wellbeing services to citizens of the country (Grover and Singh, 2019:262-3).
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Check your Progress 3.3

Q.7 Discuss the main act related to women's and children's health in India.
--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------Q 8. When pictorial health warnings on tobacco products started in India?
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------Q9. How many ministries are related to promotion of good health and
wellbeing services?
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

3.6

INTERNATIONAL TREATIES AND CONVENTIONS

Global committee on health, the world medical association (WMA), has committed to
protecting and promoting the right to health of global citizens. To achieve this goal,
several essential aspects have been focus areas such as providing affordable health
services, safe environmental conditions, adequate housing and nutritious food for all.
The global citizen’s right to health was first expressed in the WHO constitution in
1946 by stating that 'enjoyment of the highest attainable standard of health is one of
the fundamental rights of every human being...'. It wanted to include every person
from every nation.
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India is also part and signatories of several health-related treaties and declarations that
affected the direction of the country’s health policies. When international nation-state
communities engrossed in curing communicable diseases, India's health system too
planned consequently. So, India has aligned itself with the global need and associated
concerns for health for all programmes. Although it has made several contributions
with the help of international support, the next section delineates some important
landmarks in this sector.
Alma-Ata Declaration (1978): This declaration was a major milestone in global public
health initiatives by global citizens. Emerged in 1978, in an international conference
held in Kazakhstan, its primordial goal was to achieve ‘health for all' with a focus on
the local level of health related systems.
International Conference on Population and Development (ICPD) (1994): This wellthought-out International conference was coordinated by the United Nations in Cairo
to deliberate several health-associated concerns like child and infant mortality, birth
control management, family planning, and protection for women. The resulting
outcome of this meeting is the steering document for the United Nations Population
Fund (UNFPA).
Millennium Development Goals (MDGs), 2000: The MDGs were eight international
development goals initiated in the millennium summit in 2000 and set to achieve by
the year 2015. This 15 years goal was signed by 191 United Nations member states
and 22 international organizations.
In 2016, these goals succeeded in 17 interlinked global sustainable Development
Goals (SDG) designed to be a blueprint to achieve a better and more sustainable future
for all. The sustainable development goal three is good health and well-being.
3.7

LET US SUM UP

In this unit, we had to understand the health sector and its reforms with special
emphasis on protective and preventive measures taken by the Government of India.
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Indian health system is a three-tiered structure consisting of primary, secondary, and
tertiary healthcare services. It is characterized by a mixture of different systems of
medicine - Allopathy, Ayurvedic, Unani, Sidda and Homeopathy. It has a pattern of
mixed ownership in three major health service sectors- public health, private health
and the households’ remedies. The public or government health sector consists of the
central, state, municipal, and local levels of government bodies. The people’s health is
the state’s subject. However, the central government contributes through grants,
programs and schemes. Whereas, private health care services are owned by persons or
groups of persons. At the same time, household remedies are generally the first point
of health care providers exited in the home.
Reform in the health sector is a continuous process. It deals with change and
modification in the process of policies, programmes, missions, acts and institutional
arrangements of health services. These are usually guided by different levels of
government interventions. The policy process generally covers four core functions of
the health care system such as governance, provision, and financing and resource
generation. Though it has many health-related functions. The basic aim of these
policies is to improve the function and performance of health care facilities to increase
the health status of the citizens. The essential role of government is to provide a
healthy life and wellbeing to its citizens within the umbrella framework of health
related missions, policies, programmes, acts, and other modalities.
3.8

CHECK YOUR PROGRESS: ANSWER KEYS

Answer to Question 1

The Indian health sector is mixed type having both

government and individual own health care facilities. The MOHFW takes care of the
public health sector. It incorporates the management of various clinics, nursing homes,
dispensaries and hospitals which followed a pluralistic medical system. This includes
the practicing of different medical systems such as Allopathic, Ayurvedic,
Homeopathic or Unani. On the other hand, private health providers are owned, run and
managed by individuals or groups of individuals.
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Answer to Question 2

The health care facilities managed by non-profit

organizations come in the private care health care sector.
Answer to Question 3

The DGHS stands for Director General of Health Services.

It is the principal technical advisor post that advises the Government on health matters.
It manages actual implementation of health programmes.
Answer to Question 4

The National Health Policy 2017 comes into existence after

the national policies 1983 and 2002. The policy came up to respond to several changes
happening in the health sector of India. This policy aims at achieving universal health
coverage and delivering quality health care services to all at affordable cost. The
policy recognizes the essential importance of Sustainable Development Goals (SDGs).
As per the policy, there is a shift from sickness and disease care to the well-being of
the people. It is moved to provide health and wellbeing care to all.
Answer to Question 5

The NHM was launched in the year of 2013 by combining

two main missions namely NRHM and NUHM. The main aim of this initiative is to
address the health needs of under-served rural and urban parts.The six main focal
components of the NHM are as follows:
1. National Rural Health Mission
2. National Urban Health Mission
3. Flexible pool for Communicable disease
4. Flexible pool for Non-communicable disease including Injury and Trauma
5.Infrastructure Maintenance
6.Family Welfare Central Sector component.
Answer to Question 6

National Health Protection Scheme is also known as

Ayushman Bharat Pradhan Mantri Jan Arogya Yojana. It is a national public health
insurance fund of the Government of India. It aims to provide free access to health
insurance coverage for low-income earners in the country.
Answer to Question 7

As per the Constitution of India, the government of India

enacted various acts and statutes for the health and wellbeing of women and children
of the country. These are not related specifically to particular diseases among women
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and children but focus on their overall well-being. The women’s health-related acts are
The Immoral Traffic (Prevention) Act, 1956; The Maternity Benefit Act, 1961; The
Dowry Prohibition Act, 1961; and Family Court Act, 1984.
The children’s health-related acts are The Child Marriage Restraint Act, 1929; The
Juvenile Justice Act, 1986; The Child Labor (Prohibition and Regulation) Act, 1986;
The Infant Milk Substitutes, Feeding Bottlers and Infant Foods (Regulation of
Production, Supply and Distribution) Act, 1992; and The Prenatal Diagnostic
Techniques (Regulation and Prevention of misuse) Act, 1994.
Answer to Question 8

Graphical health warnings on tobacco products have been

started in 2011.
Answer to Question 9
3.9


B) 25
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INDIGENOUS)

Structure
4.1

Introduction

4.2

Learning objectives

4.3

Medicine and State

4.4

Public Health in India

4.5

Indigenous medicine system and Indian Society

4.6

Why is the Integral system necessary?

4.7

Let Us Sum Up

4.8

References

4.1

INTRODUCTION

In this structure, we will discuss the modern and indigenous medicine knowledge
system. In this thread, we also discuss the promotional steps taken by the Indian
government in the health sector to integrate modern and Indigenous medicine
knowledge systems. Generally speaking, this unit will also talk about health promotion
as a specific area of knowledge. It also discusses medicine as a manifestation of
human eros. Indeed it also covers the meaning, types and scope of indigenous
medicine.

In this unit we discuss what modern medicine is? We begin with the description of the
major differences between indigenous medicine knowledge system and the modern
one and how the state facilitates indigenous medical system in a very inclusive
manner. Indeed, there are some constraints in integrating the both knowledge systems
in one public health policy programme of the state.
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4.2

LEARNING OBJECTIVES

After going through this unit, you should be able to:

4.3



Understanding of Modern medicine



Understanding of Indigenous medicine and its types



Health promotion as a subject of State knowledge apparatus



State promotive measures and integration of Indian systems of Medicine
MEDICINE AND STATE

Medicine served various functions for the state. Indeed, in this scientific era, it is
becoming a major institution of social control. Modern medicine became a kind of
biopower (Foucault 1976). In his seminal work, society must be defended, Foucault
defined biopolitics as a new site of power complementing discipline. Taking biopower
and biopolitics is necessary to understand the relationship between state and people.
Biopolitics here refers to the regulation of a new political object; the population
(people) of the state. Medicine became a carrier of the modernity that is symbolized i n
state policy of public health. Indeed, medicine as a biopower belongs to the ‘state of
the police’. State facilitation of medicine was a means to control and regulate medicine
while it also acted to improve the health of the population of the particular territory. It
gave birth to social medicine where the state used it to increase its power in different
spheres. Industrialization, the condition of modernity, the rise of cities, urbanism and
social mobility of that time disturbed the social system and various kinds of anxiety
and fears in the form of epidemics and life threatening diseases were linked with them.
Indeed, it gave birth to modern medicine and attempts were made to control diseases
and conditions. It’s not only limited to preventive measures although it also made an
attempt to promote the hygiene conditions and practices through medicalization policy
and practices. The birth of modern medicine was a cultural production of capitalism.
As Foucault (1974: 137) argued
Capitalism, which developed from the end of the eighteenth century to the beginning
of the nineteenth century, started by socialising a first object, the body, as a factor of
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productive force, of labour power. Society’s control over individuals was
accomplished not only through consciousness or ideology but also in the body and
with the body. For capitalist society, it was biopolitics, the biological, the somatic, and
the corporal, that mattered more than anything else. The body is the biopolitical
reality; medicine is a biopolitical strategy’
As Foucault argued, medicine acts as a biopolitical strategy, the modern state
facilitated modern kind of social medicine because it was in a form of positivist
notions and can be a part of the discursive regime. Indeed it has also an ability to coopt the alternative system of medicine usage and knowledge regime. Medicine as a site
also produces legitimacy effects and state facilitation and regulation of medicine
(modern, indigenous or integrative form) shows how the state used public health as a
subject to produce bio legitimacy.
Medicine is associated with the discourse of healthy life and living. It helps in
medicalizing the body and daily life by associating medicine with the label of healthy
and ill. This kind of knowledge production is much facilitated by the modern state
because it has a capacity to deal with the population effectively. Science and reason
legitimize the practices of modern medicine by giving more emphasis on its ability to
be an effective mechanism for interventions at the time of illness. In India, the public
health system largely relies on one singular kind of knowledge system (for example
modern medicine). The public health system of India mainly depended on the research
and innovation in the field of modern medicine and life sciences. Indeed, it became a
limitation of the singular health system where modern medicine gets prioritized over
the other medical system. This kind of limitation of modern medicine is due to the
reductionist theoretical framework of modern medicine. Modern medicine treats the
body at the cellular level. The knowledge system only allows partial understanding of
the biological phenomena and also having an issue of affordability and adaptability.
The clinical trials and the treatment cost along with the others miscellaneous market
based patent issues made it more expensive. In spite of these modern medicine acts as
a lifesaving carrier of modernity but the understanding of modern medicine is now
shifting towards system biology. Earlier its philosophy and mechanism lies at
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molecular level but progress within the field of modern medicine now takes care of
combinatorial drugs but it is also a fact that the philosophy and mechanism of modern
medicine is disease oriented and it often ignores the patient's relation with its
environment.

Check your progress 4.1
1)

Discuss how medicine can be a carrier of modernity?
Ans-

2)

Discuss the issues of affordability and adaptability in modern medicine?
Ans-

3)

What is social medicine?
Ans-

4)

Define biopolitics and biopower in relation to discourse of public health?
Ans-

5)

Discuss how the state used public health to gain bio- legitimacy?
Ans-

4.4

PUBLIC HEALTH IN INDIA

The nature of public health in India is a three tiered pyramid structure. It consists of
primary, secondary and tertiary health care services. As discussed in an earlier section,
the public health system of India largely depends upon modern medicine. The Indian
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government invested gradually in the health care system. Indeed, the Indian
government has recognized eight systems of health care. The seven systems of
healthcare areAllopathy, Ayurveda, Unani, Naturopathy, Siddha, Yoga and
Homeopathy. It is also a matter of fact that most of the national budgetary allocation is
for the promotion of the modern medicine system while very less is allocated for other
medical systems. The discourse around the modern medicine and state facilitation of
modern medicine over the others make allopathy as a first preference for the common
illness and treatment. Indeed, the poor infrastructural system is one of the realities of
the Indian medical system but if we locate our discussion in the boundary of health
seeking behaviours of the Indian population. We found that the majority of the
population exercise the pluralistic choices. Their pluralistic choice is mainly
determined by the traditional ecological knowledge and the availability of the
resources in particular regions. As argued, health is influenced largely by culture,
social, environment and genetics factors. Discourse of health refers to the mere
absence of disease. In this connection, being healthy has gained popularity among the
larger mass of India and it is determined through the daily practices and health seeking
behaviour of the population. The preferences, strategies, people employed to be
healthy and address the illness showed the cultural pluralism in availing the medical
facilities. Health seeking behaviour mainly refers to the pattern of health care
utilisation by the population and the practices along with remedial actions that
individuals use in order to address the illness. To understand the health seeking
behaviour, there can be two ways. First is to focus on the end point and second is the
process. End point here refers to utilization of the healthcare system where process
refers to illness response of the individual. Indeed, the health seeking behaviours can
be categorised into three categories. First is preventive behaviours and it is mainly
dependent upon the adaptation of various measures guided by culture and region
specific knowledge of the people to be healthy. Most of the behaviours or activities are
for the maintaining of their health. Popular saying of modern epidemiology is
prevention is better than cure. Second is the illness behaviour. It refers to actions and
activities people employed after perceiving the illness. It is mainly done to control the
illness in its very initial stage. Seeking advice from friends, uses of herbs and
Odisha State Open University, Sambalpur

63

searching for home remedies can fall under this category. The third one is sick role
behaviours. Indeed it is mainly associated with a person who is diagnosed with a
disease and opting the various public health systems to get cured.

Check your progress 4.2

6)

What is health seeking behaviour?

Ans-

7)

How health seeking behaviour is determined by many factors?

Ans-

8)

What are the major health systems in India?

Ans-

9)

Why is the allopathy system used as a first preference for the medical professions?

Ans-

10) Discuss the mono culture in public health in India?
Ans-

11) How is health seeking behaviour determined by the discourses of modern
medicine and other alternative medicine knowledge systems?
Ans-
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4.5

INDIGENOUS MEDICINE SYSTEM AND INDIAN SOCIETY

In the above section, we briefly discuss the health seeking behaviours and public
health system of India. In this section, we discuss the Indigenous medicine system.
Knowledge regarding the usage of minerals, bhasma, plants, herbs, animals and other
substances go back to the prehistoric times. Several historical myths, narrations show
that the Indian subcontinent has had a rich medical heritage. Usages of ethnobotanical
plants, minerals are already mentioned in the literature of Ayurveda. The diversified
land like India also has a developed diversified medicine system but lacking the same
in nature of practicing. The historical invasion, migration and other macro factors also
enriched the heritage of medical history of India. We discuss it because, since the time
immemorial Indian society practised a largely diversified medical system based on
their choice and belief. The colonial modernity gave birth to a new kind of
biomedicine which ruined and degraded the Indian traditional medical system. The
facilitation of biomedicine (allopathy) during the colonial state formation significantly
eroded the alternative indigenous medicine system of India. As discussed earlier,
apart from allopathy, a modern one, there are six other medicine systems associated
with the public health system of India. An indigenous system is a natural form of
medicine (herbs) outside the domain of allopathy practised by the majority of the
doctors. There are many diversified forms of traditional medicine. Not only herbs but
animal based medicine also played an important role in this medicine. It has enriched
the traditional medicinal system but there is also a distinction between the codified
system of traditional medicinal knowledge and non codified medicinal knowledge.
The peculiarity of folk medicine was that it has a historicity and medicinal knowledge
is handed over orally from one generation to another. The traditional medicinal system
as a form of indigenous system can be translated as people’s health culture. After a
brief discussion about the traditional medicinal system as a form of Indigenous system
of medicine, we also talk about the other six indigenous smedicines as a part of Indian
society.
Ayurveda: It is one of the popular indigenous medicine systems and can be also
categorised in the scientific system of medicine. The word Ayurveda is made from
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two Sanskrit words. The first is Ayu (life) and the other is Veda (knowledge or
science). Indeed, Ayurveda is a healing system significantly practiced in India from
the time immemorial. The institutionalised Ayurveda has a history and it has gained
popularity and recognition as a modern medicine system. We argued it because the
Ayurveda interferences with modernity give new dimension and directions to this
knowledge system.

The additions and insertion of new practices, theories and scientific views came due to
the reactionary response against the Allopathy and modern medical system. The
history of Ayurveda faced three major challenges in its progress. The first one was the
colonial state knowledge system and dominance of modern medicine; the second one
is the process of modernization. Ayurveda has a traditional root and it didn’t come
under the knowledge parameters of modern science at the time of colonial modernity.
Third one is the commoditization of Ayurveda and other trends of its globalised and
varied avatar from the practices of the south Asia region. It is a matter of fact that the
literature of Ayurveda has been talking about natural remedies and it can be observed
from its complete branches. The branches of Ayurveda show its medicinal ability.
Here we are discussing the significant branches of the Ayurveda.
Fig.4.5.1. Branches of Ayurveda

CharakSamhita

Its focused on internal medicine

SusrutaSamhita

Its focused on Surgery

AstangaSangraha and Astanga Hridya

Combine knowledge of Charak and
Susruta

MadavaNidana

Focusing on disease

Bhava Paksha

Focussing on additional information
related to
plants and diet.

SarngadharaSamhita

Focussing on formulation and dosage
form.
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Apart from this Ayurveda is also categorised into eight major subdivisions. These
categories are kayachikitsa popularly known as internal medicine, shalyatantra
(surgery), salakya disease of supra-clavicular origin, kaumarabhrtya (paediatrics,
obstetrics and gynaecology), Bhutavidya (psychiatry), Agadatanta (Toxicology),
Rasayanatantra including geriatrics and rejuvenation) and Vajikarana (aphrodisiaclogy
and eugenics).
After colonial modernity, Ayurveda also commenced its process of professionalization
and institutionalization and it can be said that the revival of indigenous medicine
including Ayurveda can also happen due to the effect of modernity. Secularization of
the profession and also the establishment of the Ayurveda pharmacy was the
reactionary response of the Ayurveda to modernity. New form of Ayurveda and its
form of self-representation in the global world shows how Ayurveda became
pharmacopoeia. Additionally, there are diverse trends in Indigenous systems and one
of the basic features of this system is that it treats the body as a whole and works to
stimulate the self-healing capacity of the body. This kind of practice is culturally
determined and also may be incapable of handling the situation due to unavailability of
the universal system and non-monitoring system.
Second one is Siddha. The Siddha system of medicine was mainly aligned with the
Tamil region. It was mainly popularised and originated in southern areas of India and
invented from Dravidian culture. It is also enriched by Taoism. It is said that this
medicinal knowledge was popular in the Indus valley system.
Third one is Unani. Unani as a medicinal system originated in Greece and later
developed in Arabia. In India it was mainly popularised by Mughal power. It is a
traditional medicinal system used for both healing and health maintenance. Like the
Ayurveda, it treats the body of the person as a whole not as an organ.
Fourth is Yoga. It refers to the ‘equanimity of mind’. It refers to oneness and unity
and is derived from Sanskrit world Yuj. It means to join. Unity here refers to the union
of the individual with the universe consciousness. It is done through Asana,
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pranayamas, mudras, shatkarma, and meditation. Indeed, it works to bring the different
bodily parts into a coordinated body whole.
Fifth is Naturopathy. It refers to the philosophy of self-cure. It focuses on body
capacity to cure and heal itself. It is also known as naturopathic medicine. Indeed, it
has originated from a combination of traditional practices and health care approach in
the continent of Europe during the initial phase of nineteen century. The practitioner of
naturopathy avoided drugs and surgery and mainly believed in natural therapies. It
included fasting, nutrition, therapy, water, exercise etc. In India, it is believed that
human life is made of five components and associated with nature. Naturopathy
argued that ‘five mahabhut’ made human life. The key of healing, cure and survival is
located in nature itself. Hydrotherapy, Mud therapy, Manual Therapy, fasting Therapy,
and Aquatic exercise are the main practices of healing under Naturopathy.
Sixth is Homeopathy. Homeopathy is the only western medical system that originated
during the arrival of modern medicine. It has two approaches to treatment. One is
holistic and it aims to treat the body as a whole while the other is based on an
experimental method. It originated at the end of 18 th century from the seminal work
and experiments of C.F.S. Hanemann and now it is one of the popular traditional
medicine systems of India.
Check your progress 4.3

12)

What are the different medical systems in India?
Ans-

13)

What do you understand about Ayurveda?
Ans-

14)

How is modern medicine different from indigenous medical system?
Ans-
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15)

How does naturopathy work?
Ans-

4.6

WHY IS THE INTEGRAL SYSTEM NECESSARY?

This section discusses why there is a need to integrate the medicine system of India.
The Government of India seeks to shift the pathy parts of medicine and argues for
integration of both indigenous medicine and the modern medical system. The current
Modi Government plans to implement a one nation one health system policy by 2030.
Indeed, the ministry has signed 13 MoUs for setting up AYUSH academic chairs with
other global institutes to facilitate AYUSH. MoUs have been also signed with 23
countries for the research, training and innovation etc. in the field of AYUSH. Current
government also introduced several fellowship programmes and degree, postgraduation and doctorate courses for the recognition and popularity of medicine. It
also aims at achieving acceptance at global level. The ministry also launched yoga
certificates and encouraged yoga as a drugless therapy for promotion of health. Yoga
certificate board was also established to achieve its recognition at global level. State
facilitation brings more uniformity and institutionalisation in Yoga. Not only the
establishment of such institutions for promotion of Yoga, the government of India also
implemented a centrally sponsored scheme of national Ayush Mission ( NAM).
Traditional lifestyles for behaviour change based on AYUSH are also promoted by the
Government of India under the concept of AYUSH Gram. State also arranges training
for village health workers to identify the traditional herbs at the local level. To
promote and popularize the medicines, the celebrations of Yoga day, Unani day,
Siddha Day are celebrated in the country every year. Arogya fair at local, state and
national level are also organised to facilitate AYUSH. In this present pandemic era of
Covid 19, the state also promoted and publicized AYUSH. State also provided
incentives to AYUSH pharmacy entrepreneurs. Currently more than 50 products
belonging to indigenous medicine system have been registered and recognised
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internationally. State also established 33 AYUSH information cells in 31 countries to
disperse the authentic information regarding the AYUSH systems and products. At
policy level, NITI Aayog Also proposed a comprehensive integrative health policy. It
aims to achieve evidence-based quality health care with affordable health care for
disease prevention and promotion of health. If we trace the genealogy of medicine
promotion in India, we found that the Mudaliar Committee of 1959 prioritised modern
medicine as a state subject of promotion while long after in the year of 1983, National
Health policy of 1983 talked about Indian system of medicine and Homeopathy. In the
year of 2003, AYUSH as a medical system (Ayurveda, Yoga, Unani, Siddha, and
Homeopathy) was created and eventually, it was integrated with NRHM in the year of
2005 and in the year of 2014, ministry of AYUSH was established. It showed the
integrative role of the state in the field of medicine.
The national health policy (NHP) mainly has a people centric approach and it also
argued for the integrated courses for Indian system of medicine. It also talks about the
combination of modern medical science and Ayurgenomics. Here Ayurgenomics
refers to the combination of Ayurveda with the study of genemics, genomics is the
study of all the genes of an organism. The integral practices of State facilitation and
promotion of AYUSH with the modern medical system is also a national health goals
and objectives. State promotion of the modern and indigenous medicine system also
covers the public demands of medical pluralism. To expand the pluralistic choice of
people, the Indian government not only promoted AYUSH but also documented more
than two lakh herbal formulations. More than 6500 species of ethno plants, 300
animal products and 70 metal and minerals are available in the AYUSH system. The
global estimates of modern medicine ( allopathy) formulations is 4000 whereas due to
the efforts of the State, India possessed 100000 medical manuscripts on different fields
of medicine and surgery which includes a refined knowledge of wellness, prevention,
therapies, pharmacy and treatment of illness.
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4.7

LET US SUM UP

We need to utilise the knowledge of medical heritage. The Indian state started to
facilitate an integrative agenda for the promotion of modern medicine and indigenous
medicine. There are many practical challenges of the integration of modern and
indigenous medicine but it is a need of hour to promote medical pluralism. State
facilitation of AYUSH and consideration of the holistic health care system can reduce
the out of the pocket expenditure. Out of the pocket expenditure is one of the major
issues that induces the power asymmetry in the health sector. The integration of
AYUSH with modern medicine can be proven as a milestone in future for the people
of India. It can address the issues of access, choice; adaptability and affordability,
State promotion of medicine also bring change in health seeking behaviour of the
Individual.
4.8
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