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INTRODUCTION

It has been argued by the historians of health and medicine that English/western
medicine needs to be understood in the light of the socio-economic, political and
cultural context in which the British imperialism worked in colonial India. The
English/Western medicine in British India played an active role in the very process
of colonization of Indian society. At the same time through its scientific claims it
tried to establish its hegemony over the indigenous medical systems as well as the
indigenous population. On many occasions the western medical profession in India
worked in conjunction with other colonial administrative mechanisms to exercise its
authority. This Unit tries to draw upon diverse processes through which Western
medicine tried to colonize the body of Indian population.

1.2

LEARNING OBJECTIVES

After studying this Unit, you will be able to:
 understand Western medicine’s approach towards the health care of Indian
population;
 examine the relation of Western medicine with Indian medical systems;
 Highlight English medicine and colonization of Indian Women.
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1.3 WESTERN MEDICINE’S INTERACTION WITH INDIAN
MEDICAL SYSTEMS
Scholars like David Arnold (1993), Mark Harrison (2001) argue that the Western
medicine in India did not automatically occupy a hegemonic place over the Indian
medical systems, once it was introduced by the colonial powers. Contrarily, they
argue that the Western medicine in India was continuously engaged in a conversation
with India. And the relationship of the western medical system with Indian medical
systems has gone through a series of mediations.
In pointing to the interaction between Western medical system and Indian medical
systems, Mark Harrison (2001) argues that the relationship between the Western and
Indian systems of medicine have passed through different stages. According to him
the first stage of interaction between the Western and Indian systems of medicine
begins from “the earliest voyage of the Portuguese until around 1670” (Harrison
2001: 40). In this initial phase of interaction, it is argued that there was willingness
on the part of the Westerners to learn from Indian systems of medicine. Both
Western and Indian systems of medicine were considered to be in par with each
other. Both shared similar view on human body, i.e. human body is composed of
humours. Through differences between Western and Indian systems of Medicine
existed they were not considered to be fundamental differences. However, by the end
of 17th century, much of enthusiasm about Indian remedies disappeared. The
developments in anatomy and physiology in Europe led them to view human body as
fundamentally different from that of Indians. The anatomists became more
concerned with observation and dissection (ibid: 51). Nonetheless, the quest to know
about Indian medical systems remained active by the Orientalist scholars during the
mid-eighteenth century to the beginning of the nineteen century. The orientalist
scholars were mainly preoccupied with translating ancient texts of medicine to
English and other European languages.
David Arnold also points out that even during early nineteenth century the European
physicians often took the help of the practitioners of Indian medical systems “for
practical guidance in the identification, classification, and treatment of diseases,
especially diseases unfamiliar to the West or resistant to their own drugs and
therapies” (Arnold 1993: 46). In Arnold’s view the colonial medicine of the early
nineteenth century was not typically a Western product. Both Arnold and Harrison
view that, by the beginning of nineteenth century the western science was
developing into a self-confident discipline. And such development had a powerful
impact on Western medicine. Followed by this, the practitioners of Western
medicine while on the one hand started proclaiming the superiority of western
medicine on the basis of its rationality, scientificity, on the other hand they started
criticizing Indian systems of medicine as irrational and non-scientific practice. Such
attitude also posed a challenge to the basis of orientalism. Along with the Western
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medical practitioners, during this time the Evangelical Christians and the utilitarian
also continuously started asserting the superiority of the Western thought on the
basis of its rationality. Contrarily, India was depicted to be a land of superstition,
ignorance. The duty of the English to educate Indians and rescue them from the
world of superstition and ignorance got continuously emphasized by these groups.
The propagators of the Western medicine from this period continuously started
advocating for the need of western medicine to maintain a critical distance from the
Indian systems of medicine in order to maintain its sanctity.
The changing approach of Western medicines towards Indian systems of medicine
was evident in the colonial administration’s attitude towards institutionalization of
medicine. A historical view of the institutionalization of western medicine in
colonial India brings to fore that from seventeenth century onwards the East India
Company in India mainly employed Indians as medical assistants and orderlies in its
hospitals. However, from 1760s, such Indian staffs were incorporated into a
Subordinate Medical Service (SMS). This rank of Subordinate Medical Service
existed along with the ‘superior’ medical service, consisting of the European doctors.
Formal training in Western medicine was not received by the SMS employees until
early nineteenth century (Pati and Harrison 2001). A Native Medical Institution
(NMI) was instituted in India in the year 1822. Medical staffs for the subordinate
posts were given training in western as well as Indian systems of medicine. And the
courses were taught in vernacular languages at Sanskrit colleges as well as Madrasa
in Calcutta. Strong criticism started mounting against such kind of medical
Education by mid 1830s. This was followed by move to launch Medical education in
India on British model. From 1830s it could be seen that the western medicine tried
to maintain a critical distance from Indian medical systems. This is reflected in the
British government attitude towards medical education (Harrison 2001). It was
insisted by the colonial regime from 1830s onwards that its medical practitioners be
trained in Western medicine only. And by 1860s the Western medical practitioners
were lobbying for regulation of medical practice, even they were advocating for
outlawing of the Indian medical practices (see Arnold 1993).

1.4

VIEWS ON WESTERN MEDICINE’S APPROACH TO
COLONIZED INDIAN POPULATION

Western medicine’s approach towards the health care interventions for the Indian
population has been a matter of debate among the scholarship on health.
Commenting on western medicine’s approach towards Indian masses, Radhika
Ramasubban (1984) argues that the Western medicine had little impact on the Indian
masses until twentieth century or even later. According to her, the British developed
a mode of health care which was mainly tied to the military requirements of British
and small enclaves of white population. Only after 1918 there were efforts to carry
Western medicine to masses. Even McKim Marriot (1955) has gone further by
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arguing that the western medicine had remained mainly identified with the
requirements of the colonial state. It had only superficial impact on Indian
population. Even as late as 1940s and 1950s Western medical facilities was scarcely
available for the villagers in India.
Contrary to such a view, David Arnold (1993) argues that Western medicine could
be seen as “one of the most powerful and penetrative parts of the entire colonizing
process” (Arnold 1993: 4). According to him “colonialism used or attempted to use
the body as a site for the construction of its own authority, legitimacy, and control”
(ibid: 8). At the outset there was a practical and political need for the colonial power
to know their subject population. From early nineteenth century, it could be seen that
medicine and disease started figuring prominently in colonial surveys. Gathering
medical knowledge about the body of Indian population contributed significantly
towards the colonial power. On the other hand, through the power of diverse
ideological and administrative mechanisms, colonialism extended the western
medical system to the India’s population. Hence, by the early twentieth century
western medicine had ceased to be only the medicine of colonizers in India. It had
begun to penetrate into the lives of the influential sections of Indians. In Arnold’s
words the western medicine had become part of a new “cultural hegemony” of
Indian population (ibid: 12). Among the western educated middle classes there was
growing acceptance of medically prescribed norms. Hence, English/Western
medicine could be seen to have served as a powerful colonizing force.
Though the impact of Western medicine on the lives of indigenous population in
India remains a matter of debate, it has been agreed by most of the scholars on
history of health and medicine in India that medicine in a way served as a “tool of
empire”, to echo Daniel Headrick’s phrase. Medicine primarily served as an adjunct
to the military power of the Colonial ruler. It initially supported colonization by
reducing mortality and morbidity of Europeans in tropical areas (Pati and Harrison
2001). Mortality rate of Europeans were higher in colonies such as in India than in
Britain. Mortality and morbidity of the troops remained a concern of the military
authorities. It was not much the death of the troops but the morbidity of the troops
which concerned the military authorities. It has also been argued that medicine came
to be seen as contributing to the economic efficiency of the nations. Most of the
time, epidemic diseases were considered to be affecting the profitability of the
empire severely. When epidemic diseases happened along with famine, it became
one of the reasons for wiping large scale population, which drastically affected the
state revenues from agriculture (see Arnold 1993: 27). Hence, it is agreed by some of
the scholars that certain forms of medical interventions were taken on Indians
heavily. Instances of medical intervention taken upon by the British administration to
prevent the spread of epidemic diseases like Cholera, plague could be cited as
examples. These interventions were also accompanied by violent reactions against
colonial regime.
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1.5

EARLY ENDEAVORS: ARMY AND PRISONS

Initially when the colonial state started recognizing its obligation towards the health
of its subject population, it acknowledged its primary commitment for the health care
of the soldiers. Indian Medical Service (IMS), the central medical administration,
was initially a part of the military service. Its primary responsibility in the mid
eighteenth century was to provide medical assistance to the military men of the
English East India Company. With the abolition of the East India Company, the
military forces were taken over by the British government. After the British
government’s direct rule over India also, IMS was entrusted with the responsibility
of the health of the Indian Army. Arnold (1993) points out that though by 1910 the
responsibility of the health of Indian army was described as the primary
responsibility of IMS, three fifths of its strength was deployed in non-military
activities. However, for most part of the nineteenth century the colonial medicine
was closely tied to the medical needs of the Army.
It is important to mention that Army in India during colonial period was not a
homogenous group. More particularly, there were marked differences between
Indian soldiers and European soldiers. And the health of the European soldiers was a
matter of great concern for the colonial administration than the health of Indian
soldiers, as British power was conceived to be critically dependent on European
soldiers. The surveys also consistently drew attention to the fact that the European
soldiers were more vulnerable to disease and death than the Indian soldiers. The high
level of mortality and morbidity among the military men during 1850s and 1860s
became a matter of scrutiny for the colonial administration. This was followed by the
growing pressure for initiatives towards promotion of preventive medicine than
curative medicine. Such pressure also led to the appointment of Royal Commission
in May 1859 to look into the sanitary state of military in India. The Royal
Commission published its report in the year 1863. It depicted a miserable picture
about European soldiers’ sickness and death and listed out the leading causes of
morbidity and mortality among the European soldiers as fevers, dysentery, cholera
and hepatitis. The commission recommended for the improvement in the sanitary
condition in military cantonments. Initiatives were taken towards sanitary
segregation of military. It could be noticed that due to such improvements the health
of the army personnel improved drastically in the post 1860 period (Arnold 1993).
Hence, it could be seen that the European soldiers’ health needs was given the
topmost priority of the medical establishment in colonial India.
In a very different way prisons also occupied a special place for the western
medicine. It served as important site of observation and experimentation for the
Western medical establishment, where it could develop its understanding of disease
in India. The severe cultural and political obstacles often made it difficult for the
Western medical establishment to access the body of the colonized Indian masses. In
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such a context the prisons served as important guide through which knowledge about
Indian population could be gained. Data pertaining to hospital admission of
prisoners, causes of death and disease and rate of morbidity and mortality among the
prisoners were compiled during 1830s and 1840s (ibid.). While it was extremely
difficult in gain access to human corpses for dissection due to strong opposition to
this practice by Indians, jails became one of the sources where human dissection of
the dead could be possible. The postmortem of prisoners was considered to be an
additional punishment. By 1860s it became a general practice in jails to conduct
postmortem on prisoners who died in jail. Trails with drugs and vaccinations were
also carried out on prisoners. Initially when medical establishment encountered
strong resistance towards vaccination against small pox, it was made compulsory for
the prisoners. Thus, it could be seen that prison became a site for the western
medicine, where it attempted to exercise its complete authority over the body of the
subjects. Such attempts of colonizing the body of subject population did not get
restricted only to the prisoners, in course of time the western medicine tried to make
inroads in colonizing the body of the Indian masses.

1.6

COLONIZING THE BODY OF INDIAN MASSES

Even a section of scholarship on health argue that the colonial medicine had limited
impact on Indian population, it has been agreed widely that medical interventions
especially in case of epidemic disease weighed heavily on Indian population. On
many occasions such interventions were also accompanied by violent reactions.
However, understanding of colonial medical interventions of epidemic disease
provides us a window to understand the hegemonic process through which medical
power was extended to the Indian masses. In explaining this process of colonization
of Indian bodies, small pox can be cited as an example.
In the nineteenth century smallpox was ranked by the British physicians as
destructive of all epidemic disease. However, small pox was not perceived by the
British as a disease specific to India. The British had familiarity with the disease, as
the disease was also prevalent in the eighteenth century and early nineteenth century
Europe. Because of such the familiarity, the Western medical practitioners claimed
to possess scientific explanation and understanding of the disease. With the advent
of vaccination, the western medical practitioners perceived small pox as a preventive
disease, if not curative one.
The indigenous medical systems in India had also developed their own
understanding of small pox and mechanisms to control the disease. Variolation was
considered to be the most effective and common form of indigenous medical practice
in India to tackle small pox. As the indigenous understanding of the disease was
based on both religious explanation and humoral construction of the body,
variolation was often accompanied by religious overtones and dietary restrictions.
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In the early nineteenth century, more particularly with the introduction of
vaccination, the indigenous practices of variolation of small pox among Indians
came to be considered as absurd and irrational practice by the western medical
practitioners. Vaccination was promoted by the colonial state as a measure towards
the welfare of the Indian population. However, initially there was resistance among
the Indian masses to accept vaccination for various reasons. One of the objections
against vaccination was that it was seen as a secular practice, which attempted to
displace people’s religious understanding of the diseases. Another reason for the
slow acceptance of vaccination was, the vaccinators were seen as strangers to the
community. In order to overcome this obstacle there were attempts by the colonial
state to coopt variolators to do the vaccination job. This attempt failed after a short
duration as on many occasions the western medical practitioners considered the cooption of the low caste variolators as an abuse to the scientific claim of western
medicine.
Contrary to the reluctance of people to accept vaccination, variolation enjoyed
continuous public acceptance and confidence of people. The western medical
establishment in India realized that for the successful promotion of their medical
enterprise, variolation needs to be stopped. Hence, the medical establishment sought
the help of colonial law to prohibit variolation, so that public acceptance of
vaccination can be taken up. From time to time many legislative measures were
taken up to ban variolation. As a first move of legislative measure in this direction,
the ban was imposed on variolation in Calcutta in 1804. Further, the Small pox
commission was set up in the year 1850 and it recommended for the prohibition of
variolation. Followed by this recommendation the government of Bengal prohibited
the practice of variolation in Calcutta and its suburbs. In course of time the ban was
extended to other nearby areas. Hence, it could be seen that different administrative
agencies of the colonial power worked in conjunction with each other to establish the
hegemony of western medicine.

1.7

ENGLISH MEDICINE AND COLONIZATION OF INDIAN
WOMEN

It has been pointed out by scholars like Margaret Jolly (1998), Kalpana Ram (1998),
Geraldine Forbes (2005), David Arnold (1993) that issues pertaining to women’s
health have a distinct place in the history of colonialism. Discussions on women’s
health interventions also highlight the diverse ways in which the hegemonic role of
western medicine came to be established. However, before mid-19th century little
attention was given to women’s health by the colonial state in India. As discussed
earlier, in the early 19th century it could be seen that the colonial state started
acknowledging its primary responsibility towards the health of its soldiers and
prisoners. Army and Jails appeared as the main arenas where western medicine
started intervening in the lives of people. As army and prisons were primarily male
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domains, women’s health became a little concern for the colonial state. Even when
women’s health issues were raised, they were addressed as appendages to men’s
health. In emphasizing such an approach of male centeredness of the colonial state in
matters of health interventions, David Arnold points out that in the early 19th
century the western medical system in India was essentially a “male-oriented” and
“male-operated” medical system (Arnold 1993: 254).
More particularly from about 1830s the army medical offers became concerned
about the high level of morbidity and mortality among European soldiers. In this
context, emphasis on the moral, social and cultural trait of the soldiers became
important. The number of army men hospitalized for venereal diseases became high
towards the second half of the 19th century. And the main source of the venereal
disease was conceived to be transmitted to the European soldiers through the Indian
prostitutes. This kind of claim was accompanied by increased medical surveillance
and control. Such surveillance had a direct bearing on women and more specifically
on prostitutes. Though regimental brothels were established around 1790s, the ‘lock
hospitals’ came to be established for the prostitutes since the beginning of the 19th
century. In these lock hospitals the prostitutes infected with venereal diseases were
detained and treated. However, in the second half of 19th century more formalized
system was in place for such endeavors. Through passing up of “The Contagious
Diseases Act of 1868” the use of lock up rooms and inspection, detention and
treatment of prostitutes became more formalized. It is important to mention here that
it is not the concern about Indian women, rather the anxiety about the health of army
men drew Indian women, and more particularly the prostitutes into the domain of
colonial state medicine. Even though venereal diseases continued to affect Indian
women throughout late 18th century and early 19th century no serious intervention
was initiated (see Arnold 1993, Forbes 2005).
Further, it could be observed that in the second half of the 19th century when
western medicine started making inroads into the Indian households and especially
in matters of women’s health, the interventions were not initiated by the colonial
state. Rather, the British women missionaries and the wives of the British officials
took initiatives towards intervening in Indian households. Such initiatives were
additionally strengthened when they found allies among the western-educated Indian
upper class. Throughout early 19th century different reform movements, such as
campaign against sati, female infanticide, early marriage and debates over widow
remarriage took place. In such campaigns the Indian society constantly came to be
depicted as having barbaric attitude towards its women. Indian households came to
be depicted as primarily sites of ignorance, darkness, superstition and disease.
Penetrating into the Indian households, mainly women’s spaces were seen as crucial
by the missionaries and the Indian intelligentsia in reforming and modernizing the
Indian society. However, it was difficult for the male western medical practitioners
to enter into the women’s spaces in the household. Hence, from 1890s it could be
seen that Christian missionaries came to be established and women missionaries
8

were deployed with the intention of modernizing the Indian households and women
(Arnold 1993). Health and education were taken up as two primary agendas through
which the task of modernizing the Indian household was aimed at. During this time
maternity became one of the crucial sites for intervention. The indigenous practices
of giving birth, rearing children, sexual taboos and dietary taboos during and after
pregnancy came under the acute scrutiny of the western medicine (Jolly 1998). Soon
after western medicine made inroads to the Indian households “new” diseases like
tuberculosis and neonatal tetanus were found (Arnold 1993: 256). In acknowledging
the medical needs of Indian women, towards the end of the 19th century few state
interventions were taken with the initiatives of the wives of government officials.
The efforts of Lady Harriet Dufferin, the wife of the Indian viceroy Lord Dufferin is
significant in this direction. In the early part of 1880s Queen Victoria had urged
Lady Dufferin to promote medical aid for Indian women. Consequently, Lady
Dufferin sought the support of the wives of the governers in India as well as the
sympathy of the kings. A fund to provide medical aid to Indian women was
established in the year 1885, which is commonly known as Dufferin fund. However,
the official name of the fund was the “National Association for Supplying Female
Medical Aid to the Women of India”. This is considered as the starting point of the
history of western medical care for Indian women with the colonial government
support (see Forbes 2005, Arnold 1993).The main objectives of the fund was “to
provide medical instruction, including teaching and training in India, for women as
doctors, hospital assistants, nurses, and midwives; to organize medical relief for
women and children, including the establishment of hospitals, dispensaries, and
wards under female superintendence; and to supply trained female nurses and
midwives” (Arnold 1993: 263).
It could be seen that fundamental to Western medical interventions in Indian
households was attack on indigenous ways of mothering and child birth procedures.
The indigenous ways of contraception, abortion, modes of child delivery came to be
constantly attacked. The traditional birth attendants (TBA) or dais’ ways of dealing
with the birthing mother and the new born child was described as barbaric. In a letter
of appeal to the Queen Victoria for providing fund for the medical aid of Indian
women Lady Dufferin mentioned that Indian women were denied skilled medical
relief and were “subjected to the barbarous practice of ignorant midwives” (Arnold
1993: 257). Similar kinds of opinions could be found to be echoed in the colonial
medical discourse from time to time. Attempts were made to reform the TBAs as
well as replace the TBAs with western trained mid-wives. Surveillance of home
births, training mid-wives in western medicine, hospitalization of child delivery,
home visits by European women became crucial to the western medicine’s
modernizing agenda. Such initiatives of establishing the hegemonic role of western
medicine over the indigenous medical systems could be seen to be finding a strong
support among the educated upper class women. They also advocated for the state
control of traditional birth attendants and training of midwives in Western medicine.
One of such advocacy can be found in the resolution of All India Women’s
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Conference (AIWC). AIWC is one of the premier women’s organizations, came to
be established in 1927. In the year 1934 the AIWC passed a resolution calling for a
legislation requiring “compulsory registration” of the dias (Forbes 2005: 79) And by
mid-1930s most of the provincial governments could be seen to have passed
resolutions for the compulsory registration of nurses and mid-wives (ibid).
From the above discussion, it could be argued that the maternal idioms were used by
the English women (both missionary women and wives of British officials) to
establish their superiority over the colonized Indian women. In this context the
Indian women were constantly depicted as passive victims of Indian customs and
tradition. The British women in India continued to cast themselves as the liberators
of Indian women, who could rescue them from the clutches of barbaric customs and
superstitions (Also see Haggis 1998). Subsequently, they tried to impose western
medicine’s prescribed models of maternity, child care and medical values on the
colonized women. Further, such endeavor of English women was also strengthened
through their alliances with the upper class educated women. The upper caste and
upper class educated Indian women, through their subscription to the colonial
medical knowledge tried to establish their hegemony over the lower class and lower
caste women, such as dais. The alliances between upper class educated Indian
women and the English women missionaries could open door for us to understand
the how the interconnections between diverse forms of power such as western
scientific medical discourse, colonial state and the local forms of power came
together to shape the lives of ordinary women (Also see Ram 1998: 287).

1.8

LET US SUM UP

The above discussion bring to fore that English/western medicine played an active
role in colonizing the Indian society. However, the Western medicine in India did
not automatically occupy a hegemonic place once it landed in India. Its relationship
with the Indian medical systems has gone through a series of mediations. It is
argued that the Western medicine practitioners initially viewed the practitioners of
Indian systems of medicine as equal partners of knowledge and tried to understand
their explanation of diseases of Indian society. By early nineteen century it could be
seen that the western medicine was trying to establish its hegemony over other
Indian medical systems. The claim to scientific rationality became a tool through
which its superiority over Indian systems of medicine was made. Subsequently it
started stigmatizing the indigenous medical practices in India as irrational and
superstitious.
In the initial period of colonization the colonial Army remained the primary focus of
medical intervention. However, within the colonial Army, European soldiers
remained the top priority. Prison in its distinct way also occupied a special place for
Western medicine. It served as an important site for western medical observation and

10

experimentation. In the context when most of the Indian population was inaccessible
for the Western medical establishment, the prisons served a crucial site through
which Western medical professionals could develop an understanding of Indian
population. While dealing with the Indian masses, it could be seen that British
medical establishment’s interventions in matters of prevention of epidemic diseases
became heavy and at times coercive. And towards the second half of nineteenth
century interventions of Western medicine in matters of women’s reproductive
health made active inroads. In case of both epidemic disease and women’s health the
indigenous medical practitioners came to be described as irrational, superstitious and
barbaric. The western medical enterprise worked in conjunction with other statist
administrative and legislative mechanisms to establish its authority over Indian body
and rule out its indigenous rivals. It could also be noticed that alliances between
diverse forms of power such as western scientific medical discourse, colonial state
and the local forms of power made the process of colonization of the body of Indian
population a possibility.

1.9

GLOSSARY

English Medicine:

also known as allopathic medicine, or allopathy, refers
to science-based, modern medicine.

Variolation:

Variolation was considered to be the most effective
and common form of indigenous medical practice in
India to tackle small pox.
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INTRODUCTION

The term “Pluralism” generally denotes more than one person or thing. The term is
used in the political sphere and also in the field of education and religion. A plural
society is one which is divided into different linguistic, religious or racial groups and
communities with inherent cultural heterogeneity and diversity in the institutional
systems. This Unit discusses the concept of pluralism in the field of medicine.

2.2

LEARNING OBJECTIVES

After studying this Unit, you will be able to:
 analyze the concept of medical pluralism;
 understand the dynamics of power and dominance among the different
medical system that exists together; and
 explain the concept of modern and traditional medicine.

2.3

THE CONCEPT OF MEDICAL PLURALISM

The notion of pluralism has evoked a number of scholars in discussions and debates
dealing with its acceptance or rejection. The one field where the debate on pluralism
is going strong is the medical system. Medical system of a society can be perceived
as a cultural system i.e. in terms of concepts, theories, normative practices as well as
a social system in terms of organization of roles and role relationship, between
doctors and patients, patients and health institutions. “The medical system (or
systems) of any society may be defined as a social mechanism that transforms
generalized inputs(manpower, mandate, knowledge, money) into specialized outputs
in the form of medical services aimed at the health problems of society” (Field
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1998:85). The complexities of a medical system depend upon the social and cultural
context of the society. The more heterogeneous a society is, the more complex will
be the medical system. For example in Indian society, the medical system consist
wide varieties of practices ranging from traditional healers and practitioners to that
of modern bio medicine. A society thus may and often does have more than one
medical system which might overlap with each other. The medical system of a
society co-exists with other subsystems having its individual, specific values,
knowledge, rules, legitimacy, practicing techniques that contribute to maintain the
good health. According to Field (1998), the values of a society and the mandate of
the medical system are changing to provide better health facilities.
Medical pluralism is a system that allows varieties of medical knowledge to work
together for a better health care. The term medical pluralism was first introduced in
the 1970’s to characterize a situation in which people resorted to multiple health care
systems and facilities other than biomedicine or western medicine or allopathy. With
people getting varieties of options for healing and treatment, medical pluralism has
become a “way of life” (Sujatha and Abraham 2009). The medical system is a
pluralistic network of different kinds of physicians, practitioners and healers. India in
its rich and diverse cultural setting provides an excellent case in terms of studying
medical pluralism. In this context, Charles Leslie (1998:359) categorizes different
kinds of medicinal systems. These are as follows:
1) The Ayurvedic medicine of the Sanskrit classic text
2) Unani medicine of the classic Arabic text
3) The syncretic medicine of traditional culture, which evolved among learned
practitioners from the 13th century to the 19th century
4) Professionalized Ayurvedic and Unani medicine which continued the
syncretism of the past transforming learned traditional-culture medicine by
assimilating cosmopolitan medical knowledge and institutions.
5) Cosmopolitan medicine. It is often called Allopathy to distinguish it from
indigenous medicine and homeopathy. The term “indigenous” medicine is
used in India to refer to the folk and learned dimensions of traditionalculture medicine, together with the classic texts.
6) Folk medicine which includes midwives, bone-setters, supernatural curers of
various types and other specialists, most of them part time practitioners.
7) Popular- culture medicine that emerges with the institutions of mass societyindustrial production of medicine, advertising, the school system. It continues
the syncretism of traditional- culture medicine, modifying it with the
concepts and practices of western medicine. The popular-culture medicine
utilizes patent medicines and drugs from modern medicine along with
Ayurvedic, Unani and Homeopathic medications.
8) Homeopathic medicine is a special form of popular culture. It originated in
Germany in the 19th century and is based on the concept of creating
resistance to an illness by giving small doses of it.
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9) Learned magico- religious curing. All classes of people in India resort
frequently to magical and religious therapy and practitioners range from
illiterate villagers to sophisticated urban pundits.
These categories of different medicines provide pluralistic character of medical
system in a society.
Hans A. Baer, Merill Singer and Ida Susser (2003) mentions that all medical health
systems across the world are based upon “dyadic core” consisting of a doctor and a
patient. Unlike simple pre-industrial society, industrial societies which are more
complex exhibit wide varieties of medical system or a pattern of “medical
pluralism”. From this point, “medical system of a society consists of the totality of
medical subsystem that coexists in a cooperative or competitive relationship with
one another”(2003:9).
Charles Leslie (1998) in one of his important works on ‘Asian Medical Systems’
critically studies the major medical traditions of Asia. Leslie argues that Asian
medical systems provide opportunities to study both the practices that evolved from
ancient and scientific mode of thought and also analyze the historical processes that
mediate their relationship with modern science and technology. Leslie instead of
using the term “modern medicine” or “scientific medicine” or even “western
medicine” preferred the term “cosmopolitan medicine”. He favored the term
“cosmopolitan medicine” to “western medicine” because it reflected the way in
which bio medicine was integrated into the global life world. (Lock and Nichter
2002). However, the term “cosmopolitan” is now, (in the year 2015), no longer just
limited to allopathic medical system. This is because, the non- western medical
systems like Ayurveda and Unani too are gaining a global identity and in this sense
becoming “cosmopolitan”.
The term “modern medicine” was not preferred as it encourages the traditionmodernity dichotomy. This dichotomy reflects a thought such that modernity is
dynamic and is a creative while tradition is stagnant, static and unchanging. Leslie
argues that the dichotomy gives a false implication that traditional practitioners are
uniformly conservative and does not encourage new knowledge. Tradition represents
an unchanged situation. Ironically what is seen today and labeled as the “tradition” is
often itself a product of change. The so called folk practitioners are innovative and
they are eager to learn new skills. Scholars have pointed out that traditional medical
practitioners are now using new techniques and scientific connotations in their health
treatment. Therefore, it is erroneous to see traditional medicine as age old, stagnant
way of practicing medicine (Lock and Nichter 2002). For example, Reiki, which is a
traditional Japanese form of treatment, is just a 100 years old. This form of
traditional treatment is widely used not only in Japan but also in other countries
worldwide. In China, extensive use of traditional medicine in a modern health
system is an important feature of Chinese health care. Leslie opines that the term
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“scientific medicine” is again misleading. It encourages the assumption that all
aspects of allopathic medicine have been derived from science, but many elements in
this system are not scientific. The term “scientific medicine” also assumes that all
other medicines are unscientific. However the medicines termed here as ‘other’
involve the use of naturalistic theories to organize and interpret their observations.
They have orderly, explicit ways of teaching and practicing their knowledge and
have some efficacious methods for promoting health and for curing illness.
Leslie (1998) argues that although cosmopolitan medical system exists in every
country, most people continue to depend on the folk and traditional practitioners as
well. Thus there are other medical traditions that coexist in various ways with
cosmopolitan medicine in India, China, Japan and other countries. Leslie and Young
(1992) challenge the dominant popular belief that scientific bio-medicine or
allopathy would highly develop along with the processes of modernization and
westernization. Also the idea that people once exposed to modernization and modern
medicine would not depend on “traditional” medicine is refuted. Approaches that see
the ‘other’ only in terms of, or opposed to the West, ignore the internal logic and
nuances of ‘other’ knowledge (Sujatha 2007). The medical systems of contemporary
Asia are intellectually coherent. Each system of Ayurveda, Unani, and Siddha
medicine consists of beliefs and practices having logic and underpinned by networks
of assumptions about therapeutics and so forth. Like medical systems elsewhere, the
Asian systems are embedded in distinctive cultural premises and symbols. It is
important to identify the cultural context in which the medical practices are taking
place. For example the distinction between the urban pundit and a village vaidya’s
version of Ayurveda might be different depending upon their cultural settings. Asian
medical system is linked with the history and should be understood in the context
history as they are intrinsically dynamic and continually evolving. (Leslie and Young
1992)
Paul Brodwin (1996) refers medical pluralism as the social and cultural organization
of healing practitioners. Medical pluralism therefore, is a way of competing medical
discourses that mediate between bodily experiences and the local moral order
explores the struggle for healing power in the context of religious and medical
pluralism in Haiti. Medical pluralism is embedded in Haitian religious pluralism; in
particular the overlapping signs and practices of formal Catholicism, fundamental
Protestantism and the worship of African derived spirits (vodoun). The healers here
authorize their own therapeutic knowledge and challenge the moral legitimacy of
other opinions that are available.

2.4

HIERARCHY AND POWER IN MEDICAL PLURALISM

Patterns of medical pluralism tend to reflect hierarchical relations. These patterns of
hierarchy may be based upon class, caste, religion, region, gender. Bio medicine
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enjoys a dominant status over the other medical systems. Therefore, plural medical
systems may be described as “dominative” i.e. one medical system generally enjoys
a pre-eminent status over the other medical system (Baer, Singer, Susser 2003). In
case of power distribution among the various medical systems, it is the modern
allopathic medicine that is considered to be more powerful, because they control
various assets of rationality, reason and scientism.
While accepting medical pluralism as a reality that is inherent in any medical system
and which has become a goal of any multicultural society, Shamsad Khan (2006)
argues that the issue of power, domination and hegemony should not be ignored.
Amidst these power relations, the traditional medicine was said to encourage
quackery. In this context, Leslie has addressed the allegations that folk medical
traditions involved quackery and argued that quackery was never found in the local
traditions as the folk practitioners were under the vigilance of the village community
(Sujatha and Abraham 2009).
Young opines that those in dominative, powerful positions in the hierarchical
structure maintains the established order and ensure that power and privilege remain
within the same social group (Haralambos 1980:217). Madhulika Banerjee points out
that modern medicine lays down what is or not legitimate in the realm of public
health. “Developments in scientific research are continuously guided by this and are
legitimate until they fulfill criteria set by yardsticks of ‘scientificity’ set by
biomedicine and its allied disciplines” (2009:10). This implies hierarchisation of
knowledge systems that leads to power dynamics.
The preeminence of cosmopolitan medicine leads to identification of its professional
institution with the medical system. All other practices are then considered to be
irregular (Leslie 1998). To the protagonists of modern medical system, the model of
uniform cosmopolitan medical system with monopoly of legitimate practice seemed
more scientific and more desirable than a pluralistic model, which from their
perspective legitimized quack medicine. A key issue in medical pluralism in India is
the existing unequal power relations among different medical systems (Prasad 2007).
According to Prasad, the indigenous systems of medicine have been sidelined and
hegemonized in more than one ways by the western counterparts. Western medicine
had been introduced by the British and hence became a part of the state imposed
health care system in colonial and post-colonial period.

2.5

THE CREATION OF KNOWLEDGE

In India, the British brought with them the concept of modernity and along with that
came a scientific rational temper with its specialized body of knowledge which
attempted to provide explanation of everything in terms of scientific laws. This
organized body of knowledge, which was mainly Eurocentric, got embedded through
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the process of colonialism and modern medical sciences are no exception to this.
During the nineteenth century the administrative and institutional infrastructure
necessary for the practice of western medicine was set up by the state. The hospital,
and colleges established by the state formed the nucleus through which colonial
medicine established its hegemony and marginalized the indigenous system. The
state not only promoted the western medicine but also asserted and established its
superiority over all other systems (Panikkar 1995).
A predominant character of modern civilization is that the varieties of knowledge are
ranked according to the elaborate criteria of scientificity. The importance of
medicine in the constitution of the human sciences arises principally from the fact
that it is within medical discourse that the individual first became the object of
positive knowledge. Modern medical thought leads to the disqualification and
subjugation of those forms of knowledge that are considered to be illegitimate in
terms of the particular criteria of scientificity (Smart 2002). It is a fact that modern
science is based on the laws of physical sciences and therefore it can be directly
perceived and measured. Science developed new instruments like electron
microscope. Therefore all those facts which can be demonstrated and which can be
seen and measured through the physical instruments are treated as science and others
which do not use these methods are treated as unscientific (Udupa 1978). In western
thought what are considered to be principles of reason are those which have proven
to suit the logic of natural sciences. For example the protagonists of modern
medicine argue that modern medicine which is scientific stands superior to the nonscientific medicines such as Ayurveda and Unani that do not use scientific
equipments. In this context, Foucault (Farrell 2005) points out that science organized
itself as a form of knowledge and were used as a mechanism to exclude particular
people and experiences. According to Young (Haralambos 1980) those in positions
of power - in this context modern medicine - would attempt to define what is taken
as knowledge. They define their own knowledge as superior, to institutionalize it in
social establishments and measure progress and development in terms of these
parameters. Science had become the privileged way of accessing truth. The idea was
that to become truth, it had to become scientific (Farrell 2005). Foucault points out
that all forms of knowledge need not be scientific in order to be valid and the
methods and procedures of science are not universally applicable. Scientific
knowledge is not inherently superior or truer than other forms of knowledge.
Scientific disciplines do not mark the emergence of a pure disembodied truth
conquering the errors of myth and superstition. Rather they are produced in
conjunction with a variety of political, social and historical factors. The belief in
science exercises power in terms of excluding and other forms of knowledge and
creates a particular social relations and hierarchies that leads to exclusion and
inclusion. The orders of knowledge and truth should not be reduced to the order of
science (Farrell 2005). Young, further points out that there is no objective way of
evaluating knowledge , of assessing whether or not one form of knowledge is
superior to another. If any knowledge is regarded as superior, it is because those with
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power have defined it as such and imposed their definitions on others. All knowledge
is equally valid. (Haralambos 1980).
The idea of rationality is also important in determining the power relations within the
medical sphere. The modern medicine while constructing the hierarchy on the basis
of knowledge tends to eliminate or under estimate the traditional medical systems as
irrational. What considers a rational justification will be specific to the standpoint of
that particular tradition (MacIntyre 2006). According to MacIntyre when two
traditions of thought are so different that what is considered self-evident or obvious
in one tradition is considered dubious or incomprehensible in the other, the very
principle of reason come under question. There can be no rationality as such, but
only rationality relative to the standards of some particular context. MacIntyre argues
that there are cultural encounters in which one culture admits the superiority of an
alien culture and explains the crisis that occurred in it, adheres to the changes that
solves the defects within it. MacIntrye provides an example of the people of Rome
who accepted Christianity. People saw that their own tradition had reached a point of
crisis, a point at which further progress could only be possible by the adoption of the
new religion. This is similar to the field of medicine wherein the traditional medical
systems in order to be a prominent health care system is adopting to the new
technological and scientific instruments used by the allopathic medicine, without
changing its own dominant features. MacIntyre contends that an epistemological
crisis occurs when different traditions with different languages confront one another.
The standards of rationality to which a tradition adheres are so different from those
which dominate the West that tradition has become incomprehensible. The caricature
of the traditional medicine drawn by the West neglects the particularities of the
character, history and circumstances that led to the development of the traditional
medicine. This makes it difficult to engage in the kind of rational dialogue which
could move through argumentative evaluation to the rational acceptance of the
tradition.
The third world countries and their traditional medicines should in no way be seen as
a reservoir of ‘traditions’. India became heir to a wide variety of different oral and
textual traditions, incorporating both exogenous and indigenous roots. Even within
what is often thought of as the “Indian” tradition, there were several strands of
scientific ideas and practices. Traditional histories of medicine have argued that the
medical practices based on superstition, magic and ancient texts were replaced by an
enlightened empirical science based on observation of the real world. This
corresponds to what Zysk (1991) says, that there was a transition in Indian medicine
from magico- religious ideology to empirico-rational epistemology. Ayurvedic
medicine, for example, presented a distinctive medical epistemology relying
essentially on empiricism followed by explanations of observable phenomena. In
medical field, Indian science was considered to have been remarkably well advanced
before the dawn of the Christian era. The Indian medicines have been sources of
discoveries that were only later taken up and included into Western medicinal system
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(Arnold 2000). The traditional medical systems are manifold and are multiple. A
relatively coherent body of work has emerged which highlights the role of local
knowledge in opposition to modern knowledge. It led to a strategic movement away
from conventional western modes of knowing in order to make room for other types
of knowledge and experience. India is seen as characterized by complex processes of
cultural hybridization encompassing both modernities and traditions. Within this
cultural hybridization, differentiation between tradition and modern, rural and urban
lose much of their sharpness and relevance. Rather than eliminated by modernity and
development, many traditional cultures survive through their transformative
engagement with modernity (Escobar 1995).

2.6

MODERN MEDICINE AND TRADITIONAL MEDICINE

The concept of “development” along with “modernity” has endorsed the claims to
power over the human body as a domain of social knowledge. It has been argued
that development is possible only when the entire society is within the ambit of
modern medicine and is able to dominate folk wisdom, domestic remedies and nonmodern healers. Thus in the words of Visvanathan and Nandy, “language of modern
medicine has contributed handsomely to the language of development” (1997:95).
The body is taken away from the individual himself and is handed over to the power
structures of the society. The body in modern sciences is seen as either a carrier of
hedonistic pleasures or a vehicle of disease and suffering (Visvanathan and Nandy
1997). Modern medicine is said to be the only source of development as it replaces
the benefits of traditional medicine with itself and the only curer for diseases.
Traditional systems of thought and medical practices displayed skepticism towards
foreign or non-rooted systems of healing, including what is called modern medicine
or allopathic. By disconnecting itself from community life which organizes common
sense as a culture, modern medicine has disconnected itself from the individual.
Visvanathan and Nandy (1997) points out the major debates on modern medicine in
the world. The external critics stress on implementation- the social responsibility of
modern doctor, inequality in medical system. The internal critics bring the content of
modern medicine under scrutiny. It is argued that the modern medical drugs have
made the bacteria immune to them. Also there is a growing cost of the treatment in
modern health care. There are now health problems created and sustained by the
urban industrial lifestyle. Modern medicine finds it difficult to deal with such health
issues.
The relationship between the modern doctor and the patient is increasingly
dominated by attempts made by the modern techniques to reduce the patient from a
person to a machine, thus objectifying the body. Modern medicine tries to change the
patient from an experiential reality to experimental one. However, the modern
medicine is considered to be more scientific, reliable and dependable than a
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traditional medicine. The traditional doctor, who trusts the voice of his patients more
than the pathological tests, and its results are considered to be less scientific, he may
be a gifted healer and a more respected and knowledgeable practitioner. The divorce
between medicine and morality has been defended on the fact that medical categories
rests on scientific foundations exempted from moral evaluations (Illich 1976). The
physician has increasingly abandoned his role as moralist and assumed that of
enlightened scientific entrepreneur.
It is also interesting to note that in folk medicine, the practitioners instruct their
patients to procure the prescribed ingredients and prepare it on their own. This
practice of self-medication is generally prohibited in case of biomedical drugs. In the
case of folk medicine, the practice of allowing patients to prepare their medicine
dissolves the knowledge- divide between the expert and the lay person (Sujatha
2007). This knowledge division is however very sharp in the sphere of modern
medicine between the doctor and the patient, where the knowledge of the doctor is
ultimate. According to Ivan Illich (1976), iatrogenic medicine reconstructs a society
in which health care and medicine transforms into a fruitful economic domain.
In a conference held by the World Health Organization (WHO), there were scholars
who opined that traditional medicine is a holistic approach to medical care as it suits
the environment and lifestyle of the community. It considers a person in his or her
totality within an ecological context and usually will not only look after the sick part
of the body in isolation. Besides giving treatment, traditional practitioners usually
provide advice on lifestyles and healthy behavior (WHO 2000). Therefore, healing is
a way of consoling, caring and comforting people while they heal. The traditional
doctors try to show that their medicines are suited to the physical adaptability of the
people. Traditional medicine is based on the needs of individuals. Different people
may receive different treatments even if they suffer from the same disease. It is
based on a belief that each individual has his or her own constitution and social
circumstances which result in different reactions to “causes of disease” and treatment
(WHO 2000). It is patient specific and not disease specific. While modern medicine
was aware of folk or traditional forms of medicine, it did not see them as parties to a
dialogue. “It saw them as a bag from which products had to be taken out”
(Visvanathan and Nandy 1997:129). One of the major contestations between
Ayurveda and modern medicine has centered on the germ theory of disease. While
modern western theory has looked at disease in terms of the diverse objective agents
that invade our body, Ayurveda has looked at disease in terms of internal processes
triggered by external factors. While Ayurveda recognizes the role of
microorganisms, it does not grant them the centrality they possess in allopathy
(Visvanathan and Nandy 1997). Traditional medicine is based on a belief that health
is a state of balance between several opposing aspects in the human body. Illness
occurs when an individual falls out of balance, physically or mentally. The “causes”
of imbalance could be change of weather, intake of certain food; external factors,
such as magical or supernatural powers; mental stimulation and societal reasons.
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Traditional medicine tries to restore the balance using different therapies (WHO
2000).

2.7

LET US SUM UP

Medical pluralism is not only the situation wherein different forms of medical
practices exist but it also is a social and cultural organization of different healers and
their practices. The social and cultural context of the society provides space for
different types of medical knowledge to work. In India, Ayurveda, Unani, Allopathy
etc. all exist as a part of the medical pluralism. However modern medicine has grown
and developed to be the more dominant one mainly because of the so called
‘scientificity and rationality’ that is intrinsic within it. Modern medical practitioners,
with the tools of scientificity and rationality have arisen in the hierarchical table such
that it negates the importance and efficacy of the alternative medical system. The
ways in which western modern medicine progressively subordinates other forms of
traditional medicine are major variables for comparative study of medical systems.
The previous modules on the ayurveda, unani allow us to have a better understanding
of the tradition- modern debate and also understand the dynamics within medical
pluralism and the power relations incorporated within it. To understand the
complexities involved in medical pluralism and the ways through which different
systems of medicines interact and construct unequal power relations between them
requires systematic sociological study in placing these systems of medicine in the
historical, cultural and social context in which they sustain. As the traditional
practitioners continuously interact with socio political, economic, legal and
technological context, the diversity and richness of the traditional medicines
increases substantially. Such context in which they operate is never static but it is
always at the state of flux. These changes also bring new challenges to them and it
would be interesting to look at how they respond and adapt themselves with such
challenges. The study of medical pluralism and the politics within it would open up
various lines of enquiry. In a country like India, which is characterized by
heterogeneity and dynamics with its class and caste, rural and urban divisions, the
understanding of interactions between the biomedicine and the indigenous
Ayurvedic, Unani medicine may constantly give rise to new questions about the
dominant nature of bio-medicine, power distribution, the hierarchy and the
effectiveness of the alternative forms of medicine.
It is important to note that each medical system develops and operates in its social
context. And in doing so, it interacts with several other medical systems which
developed in similar socio historical context or in a different setting. But, the point
here to be emphasized is that none of the medical systems operates in isolation and
every medical system has a context in which it flourishes both in its knowledge and
in its practices.
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This is the prime idea behind medical pluralism, which states plurality of medical
systems that operates in society. This idea of medical pluralism also poses a serious
question that why and on what grounds some medical system is considered more
effective and rational in comparison to other medical systems? How a particular
medical system gains certain degree of authority to claim itself superior with respect
to 'other' medical systems? And in this construction of 'other', how other medical
systems are affected by this power dynamics that operate in plural medical system?
The answers to these questions lies in the understanding of contextual rationality,
which asserts that any discourse emerges and operates from its own socio historical
context and thus, the very notion of rationality and irrationality is subjective.
Scholars dealing with medical pluralism have argued much on such power dynamics
of medical pluralism and have questioned the dichotomies by dealing with in depth
study of various so called traditional medical systems, which are generally nonwestern. Allopathy is also a contextual outcome of several socio historical forces like
any other medical system. Also here it is important to note that Allopathy is not the
only medical system of modern west and thus, the power dynamics within medical
pluralism is not unique to colonial world where modern medicine was imposed from
above by the colonial administrators.

2.8

GLOSSARY

Hierarchy:

a system in which members of an organization or
society are ranked according to relative status or
authority.

Medical pluralism:

the employment of more than one medical system or
the use of both conventional and complementary and
alternative medicine for health and illness.
also called allopathic medicine. It involves the use of
drugs or surgery, often supported by counseling and
lifestyle measures.

Modern Medicine:

Power:

the capacity of an individual to influence the conduct
(behaviour) of others

Traditional Medicine:

It refers to health practices, approaches, knowledge
and beliefs incorporating plant, animal and mineral
based medicines, spiritual therapies, manual
techniques and exercises, applied singularly or in
combination to treat, diagnose and prevent illnesses or
maintain well-being
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INTRODUCTION

The Alma Ata declaration could be seen as a landmark in the history of public
health, as it stated that health is not only an individual human aspiration but a social
goal. Hence, it invoked the role of state towards its responsibility in fulfilling the
health needs of its citizens. By doing so, it redefined the norms and expectations
pertaining to the role of the state with regard to the health of its citizens. It also
placed health concerns within the framework of social justice.
Primary Health care approach could be seen to be propagating health as a human
rights issue. The Primary Health Care strategy called for a comprehensive approach
to health care and called for integration of all systems of medicine as well as
integration of social and economic sectors with health sector for its successful
implementation.
This Unit discusses the implementation of primary health care approach in India also
discusses politics of health in India.

3.2

LEARNING OBJECTIVES

After reading this Unit, you will be able to:
 understand the concept of Primary Health Care;
 enquire into the factors leading to dilution of primary health care;
 map the trajectory of public health in post independent India.
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3.3

THE CONCEPT OF PRIMARY HEALTH CARE

The concept primary health care was defined for the first time at Alma Ata
conference, held in the capital of Kzakhstan (formerly known as Kazakh Soviet
Socialist Republic), from 6-12 September 1978. The conference at the outset
reaffirmed the WHO definition of health “as a state of complete physical, mental and
social wellbeing and not merely the absence of disease” (WHO and UNICEF 1978:
2). and it emphasized that health is a fundamental human right and world-wide social
goal. In stating so, it stressed on the need of action on the part of health sector, in
coordination with other social and economic sectors. Further it expressed “the need
for urgent action by all governments, all health and development workers, and the
world community to protect and promote the health of all the people of the world”
(ibid). The conference defined the concept Primary Health Care (PHC) as:
“essential health care based on practical, scientifically sound and socially
acceptable methods and technology made accessible to individual and
families in the community through their full participation and at a low cost
that the community and country can afford to maintain at every stage of their
development in a spirit of self-reliance and self-determination. It forms an
integral part both of the country’s health system, of which it is the central
function and main focus, and of the overall social and economic development
of the community. It is the first level of contact of the individuals, the family
and community with the national health system brining health care as close as
possible where people live and work, and constitutes the first element of a
continuing health care process” (WHO and UNICEF 1978: 3-4).
The Alma Ata conference was jointly organized and sponsored by WHO and
UNICEF, which was held at Alma Ata, the capital of Kazakh socialist republic. The
conference affirmed that primary health care approach is an integral part of social
development in the spirit of social justice. It called for an integration of all systems
of medicine, and an integration of other social and economic sectors with health
sector. It was argued that health service delivery need to be considered as a part of
whole social and economic development of a nation and any improvement in
services need to take account of whole question of national structures, priorities and
goals. Hence, it called for a comprehensive approach to health care. As opposed to
the top-down approach to health care, the PHC approach was to be carried out
through decentralization of activities of health sector by means of community
participation. The conference fixed the goal for attainment of health for all by the
year 2000. The translation of primary health care principles into action was required
to be made through certain activities, which were considered as the main elements of
primary health care approach. The activities include education concerning prevailing
health problems and methods of identifying, preventing and controlling them,
promotion of food supply and proper nutrition, adequate supply of safe water and
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basic sanitation, maternal and child health care including family planning,
immunization against the major infectious diseases, appropriate treatment of
common diseases and injuries, promotion of maternal health and provision of
essential drugs (ibid.).
Alma Ata conference marks a landmark in the history of public health, as the
declaration made it clear that the governments have the responsibility for the health
of their people. This was no less than a redefinition of the norms and expectation of
the state’s role with regard to health. This was particularly important for the newly
created states, which were challenged to provide health care for their population after
the collapse of colonial system (Kickbush 2000). The PHC approach made it clear
that the attainment of health is not only an individual human aspiration, but a social
goal. It reflected a paradigm shift, a shift from biomedical model of health to a
community-based primary health care model (Qadeer, 2001). Unlike the technocentric approaches derived from the biomedical sciences, the PHC approach
confronts complex socio-economic, political and technological relationships.

3.4

HISTORICAL CONTEXT OF THE EVOLUTION OF PHC

The conceptual background of Alma Ata declaration could be understood in the
decades following Second World War. According to Imrana Qadeer (2011) world
development during the period 1960s and 1970s had two important characteristics,
such as: “the widening gap between countries and growing disparities between
them” (ibid: 338). Alarmed by such disparities the World Bank’s president and the
Willy Brandt Commission Report gave a public call to work towards global
solidarity and welfare of the population in the two blocks, such as North and South
Block (Qadeer 2011). However, such call by World Bank and Brandt Commission
report did not pay any attention neither to the conflict of interest between the two
block nor the structural inequity existing between the global north and south. The
prescriptions of these documents also entered into the arena of health, given the
situation of disparities in health standards between countries and people.
In the arena of health also it was realized by mid 1970s that despite enormous efforts
by national and international agencies to improve people’s health through vertical
disease control programmes, a large section of population were trapped into the
vicious circle of poverty, malnutrition and disease. The disparities in health
standards could be observed between countries, between city and country, between
rich and poor and between male and female (Partow and Bekele 1989). In the health
sector the vertical programmes were a dominant trend in most of the states of the
world for decades. Vertical programmes were designed to attack diseases as single
units, with the assumption that technological interventions are effective in
eradicating diseases. Hence, medical interventions were considered to be having the
ability of solving disease problem (Phillips 1990). Such vertical programmes were
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perceived to be effective till early 1970s.Vertical programmes against malaria,
leprosy, schistosomiasis, tuberculosis, filarisis had started in many developing
countries. One example of such vertical programme is initiative against small pox. In
early 1970s efforts were made to eradicate small pox and by mid 1970s, it was
claimed to be eradicated. With the same euphoria in 1974 the extended programme
of immunization to vaccinate children under the age one started in developing
countries.
According to Imrana Qadeer (2011) the serious doubts on the ability of such vertical
health programmes arouse mainly with the failure in malaria eradication programmes
and slow response to family planning programmes in some countries. The success of
malaria eradication programmes was much highlighted during the 1960s, but
subsequently it could be observed that it again increased dramatically. The
frequently asked question during this period was, why vertical programmes were not
able to solve the health problems? Responses to such query came from different
sectors. The food and Agriculture organization in 1970 pointed out that malnutrition
was the biggest contributor to child mortality in developing countries. During early
1970s it appeared within the political and intellectual centres of the developing
countries that their poverty was an outcome of the pattern of worldwide relations.
The problem was perceived as structural (Navarro, 1984). Research was undertaken
into the issues of unemployment and underemployment by International Labour
Office (ILO) in early 1970s, to conceptualize and measure the social needs of the
Third World. Various ILO studies concluded that the employment problems of the
developing countries were not consequence of ineffective labour utilization but
manifestation of poverty. Due to poverty their basic necessities of life was not
fulfilled and this gave rise to further problems, like diseases and ill health. Hence in
1976, at the World employment conference the “basic needs approach” was
introduced (Macpheron and Midgley 1987). It linked the concept of need directly to
the provision of public services.
Subsequently, it came to established that the diseases of developing countries are
diseases of poverty, poor environment conditions, lack of clean water, inadequate
nutrition. It was realized that disease is not the production of single causal factor,
but multiple factors. The social, economic and environmental conditions have equal
bearing on diseases. It was realized during this period that areas dominated by
poverty and malnutrition are not likely to respond to the narrow vertical
programmes, because most of the diseases of the Third World are manifestations of
poverty. As long as the root cause of diseases is not addressed, the disease is not
going to disappear. Since vertical programmes were fragmented and competitive, it
was only addressing the disease problem, instead of addressing the cause of it. There
was a need for paradigm shift in the treatment of diseases, i.e. a shift from
biomedical model which believes that disease is a production of single cause, to a
holistic model, which focuses on the relationship between human health and total
socio-economic and environmental conditions. The basic needs approach as
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introduced by the world employment conference seemed to be helpful in tackling the
health problem of the developing nations. And this approach was further adopted by
the WHO. This shift in focus from vertical programmes, towards basic needs
approach provided the context for Alma Ata declaration. Adoption of inter-sectoral
approach to developmental with the linkages with health sector, equity, and basic
needs approach and people’s participation were seen as the crucial to Primary Health
Care approach (Banerjee 1991, Qadeer 2011).

3.5

SELECTIVE PRIMARY HEALTH CARE APPROACH

Even within a year of its inception, the Alma Ata formulation of primary health care
concept came under attack as too ambitious in its objective. Selective primary health
care (SPHC) approach was proposed as an alternative to PHC approach. This
approach delinked health from development and promoted health care on the basis of
available technology, not necessarily on the basis of need. Supporting the SPHC
approach Julia A. Walsh and Kenneth S. Warren (1979) argued that comprehensive
version of PHC was too costly and unrealistic. SPHC strategy was highlighted on the
basis of its emphasis on ‘rationality’ and ‘cost savings’. As an alternative to a full
health infrastructure based on primary health care, SPHC propagated to reduce the
scope of health services in accordance with the findings of cost effective analysis.
The cost effective analysis justified a selective elimination of PHC services. Walsh
and Warren argued that if health statistics were to improve, high risk groups must be
targeted. According to Walsh and Warren (1979) SPHC approach can be defined as
“health care directed at preventing or treating few diseases that are responsible for
the greatest mortality and morbidity in less developed areas and for which
interventions of proved efficacy exist” (ibid: 967). The basic objective of SPHC was
the control of major diseases in order to improve the health of the population at
large. Here improvement in health implies reduction of mortality, morbidity and
disability. Walsh and Warren defined the SPHC strategy as disease prioritization in
selecting the intervention towards dealing with health care needs. According to them
four factors should be assessed as prerequisites of disease selection, such as
prevalence of disease, morbidity, mortality and feasibility of control. SPHC strategy
was based on three steps. Firstly, diseases were to be selected on the basis of
importance, secondly their prioritization was to be made on the basis of their
feasibility of control. Thirdly health system was to be created around the intervention
scheme (Unger and Killingsworth 1986). This strategy indicated that those diseases
that can be technically intervened would be taken up, leaving other diseases for the
poor to fend for themselves.
The propagators of SPHC approach perceived PHC approach as idealistic and
unattainable because of cost and the number of personnel required. SPHC approach
differed from PHC approach in many ways. According to Riffkin and Gill (1986)
while PHC approach defines “health” as physical, mental and social well-being of
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the individual, SPHC approach holds the view that health is absence of disease.
Hence, SPHC approach has a narrow understanding of health. The basic ideology
behind PHC is the increase in social and economic justice in the use of health
resources. Hence, it emphasizes on equitable provision of health care to all people. In
contrast to PHC, the SPHC approach fails to address the issue of equity. The SPHC
approach consolidates health care provision in the hands of professionals and gives
high credence to infrastructure, attitude and perception. Contrary to this, PHC
approach recognizes that health is influenced by environmental and socio-economic
factors. It states that management of health needs require inclusion of both
management of health services and management of other activities like agriculture,
education, provision of safe drinking water, in order to eradicate social and economic
backwardness. But SPHC focuses on mobilizing health services to address the most
preventable disease situations. While PHC approach advocates for full community
participation, SPHC approach suggests that medical professionals are best equipped
to handle health problems and involvement of community is not cost effective. The
gap between PHC and SPHC approach can be well understood by looking at the
difference between the two concepts, “health care” and “health services”. While the
former approach is based on the concept on the concept of “care”, the latter one is
based on the concept “cure” model of health, with special reference to address the
disease of a person.
SPHC approach has been criticized by many scholars. Oscar Gish (1982) points out
that SPHC approach stratifies diseases and focuses on 8-10 diseases. It concentrates
on diseases that cause high mortality and ignores those diseases that cause bulk of
pain, suffering and disability among population. Intermediate SPHC goals are almost
related to a single goal, i.e. reducing disease specific mortality rates. This assumption
is uncertain in developing nations where mortality follows from health problems
associated with poverty. He further argues, if we take child mortality rate as an
example, child and infant deaths have no discrete causes. Childhood mortality is a
result of long series of recurrent infections and deficiencies, particularly deficiencies
of food intake. So, the disease oriented technical intervention programmes fail to
achieve their goal. This approach also emphasized on cause-effect relationship. It
was assumed that a particular disease originates from single cause and it can be
cured by medical intervention alone. Though the disadvantages of SPHC approach
was revealed, due to the economic crisis of 1980s and lack of political commitment,
the implementation of PHC approach was not taken up.
While none of the governments opposed PHC model of Alma Ata, from time to time
there were choruses of important voices proclaiming that it would not, could not and
did not work. The same governments were quick to support SPHC strategy. Not only
the governments supported SPHC approach at a national level, international agencies
also patronized this approach. The World Bank washed its hands off comprehensive
PHC in early 1980s. Its president A.W. Clausen in his first health related
pronouncement stated that child mortality of the world could be cut in half through
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the implementation of the new technological break-through of oral rehydration
therapy and vaccinations. The Bank listed immunization as the first priority and by
overtly supporting such vertical programmes it prescribed for SPHC strategy. This
change in perspective also could be found in the WHO’s approach. In 1978, while
WHO was one of the organizers of the Alma Ata conference and propagators of PHC
approach, in 1983 it could be seen that WHO organized a meeting where it
emphasized on cost effectiveness (Qadeer 2011). UNICEF, another organizer of
Alma Ata conference started supporting PHC project till 1981, but in 1983 it
announced that it was adopting a new strategy designed to bring out a revolution in
child survival, at the cost that poor countries could afford. Such strategy of UNICEF
fell clearly within the paradigm of SPHC. UNICEF programme was aimed at
children under five years old. The aim was to reduce third world mortality rate of
young children in half by the year 2000 (Price 1994). This programme prioritized
four important health interventions, bearing the acronym GOBI (Growth monitoring,
Oral rehydration therapy, Breast feeding, Immunization). In response to the
comment that GOBI might be too selective, UNICEF added GOBI-FFF, adding
family planning, food supply and female education (Werner and Sanders 1997,
Werner 2001). Immunization and ORT (Oral Rehydration Therapy) became twin
agendas of UNICEF’s child survival revolution. UNICEF has been criticized for its
silent acceptance to government imposed structural adjustment policies and its
acceptance of narrow approach to health care.
Soon after Alma Ata declaration, in early 1980s many countries were destabilized
due to global economic recession. During this period the structural adjustment
policies were introduced by international organizations such as World Bank and
International Monetary Fund, which led to enforcing economic reform policies in
developing countries. These international bodies used debt trap of the developing
countries to compel them in accepting their economic deals. Such policies of
economic reform were accompanied by severe cuts in public sector spending on
health, education and phased removal of subsidies on basic commodities.
Privatization, liberalization and free market became the dominant slogans of
economic reforms (Sen 2001, Bruycker 2001). The health sector could not escape
from such effects of structural adjustment policy. The drastic reduction of resource
allocation in public sector have led to the deterioration of public health services in
many developing countries and in such a scenario privatization of health services
have become the dominant trend. In such changing economic and political situation,
the concept of PHC has been destroyed and SPHC approach is adopted as the most
suitable strategy.

3.6

POLITICS OF HEALTH IN INDIA

It has been pointed out by scholars like Duggal (2000), Banerjee (1991), Arnold
(1993) that during colonial period in India, various indigenous medicines such as
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Ayurveda, Unnani, Siddha and folk medicines suffered drastically due to lack of
state support. Even though Western medicine in India was mainly a sate sponsored
enterprise during colonial period, it was mainly confined to colonial enclaves such as
army, prisons, and hospitals. It hardly reached to the Indian masses (See Arnold
1993, Khan 2006). It could further be seen that though the colonial state initiated the
process of establishing the hegemony of Western science and biomedicine, the
nationalist leaders in India also contributed significantly towards establishing the
hegemony of Western biomedicine over the indigenous medical systems. However,
in spite of the dominant voice within the nationalist movement being in conformity
with western biomedicine, a small section of national leaders opposed the hegemony
of Western biomedicine.
One of the most prominent criticisms against western biomedicine came from M.K.
Gandhi. He was one of the few within the nationalist movement who rejected the
biomedical regimes criticizing it as a part of British imperialism (Ram 1998). He
also criticized Western biomedicine on the basis of its dichotomous world view.
According to Gandhi the doctors and hospitals only focused on the treatment of the
body, ignoring the importance of human spirit residing within the body. Further, he
argued that doctors and hospitals only concentrate on curative aspect of health. And
this curative aspect of health is only a temporary measure. For him the actual
solution to health lies in prevention (Khan, 2006: 2793-2794). Nevertheless his view
could hardly receive much support from the policy makers and national leaders.
Contrary to Gandhi’s view, Nehru advocated for a central role of Western system of
medicine in independent India (ibid.). And the Western biomedical model of health
care became the dominant model in independent India.
The Indian national movement had also compelled the British government to set up a
committee to enquire into the health situations of the Indian population. The Health
Survey and Development Committee, popularly known as Bhore committee (Sir
Joseph William Bhore appointed as the chairman of the committee) was appointed
by the government of India in 1943, which submitted its report in 1946. Although
Bhore committee was appointed by the colonial government, it was greatly
influenced by the aspirations of the national movement. At the outset it was critical
of the prior neglect of the public health by the colonial government. The committee
noted that the state of public health was very poor, environmental and sanitary
condition as extremely unsatisfactory, inadequate nutrition, protected water supply
and sanitary facility reached to a very small section of population (Karkal 1991:15).
The committee also brought to light the fact that the gap of the ratio between people
and health personnel was very wide. And the majority of the health personnel served
the urban population. Very little attention was given to the general health problems
of women and there was a drastic shortage of women doctors. The committee
criticized the relative neglect of women’s health in the past by the colonial state, and
mentioned that maternal mortality had been underestimated in British India (Arnold
2006).
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Bhore committee recommendations emphasized on the need for the expansion of
health service facilities in rural areas by opening primary health centres in rural
areas. This recommendation was made with the intension of correcting the wide
rural-urban disparity in health service delivery in the shortest possible time. The
committee also pointed out that much emphasis in the past was on curative aspect of
health care. And it suggested for a comprehensive health care with the emphasis on
an equal footing to the preventive, promotive and curative services. From the
recommendations of Bhore committee report it could be derived that the presence of
primary health care approach was articulated in India even 30 years before the Alma
Ata declaration of 1978. It could also be emphasized that the independent India had a
well-studied health policy document and national health plan in the Bhore committee
report. After independence, the Bhore committee report provided a framework for
the development of health services in India.
In independent India, it could be seen that the first health minister’s conference in
1948 accepted in principle the recommendations of the Bhore committee. A start was
also made in 1952 to establish primary health centres in rural areas to provide
comprehensive health care facility to the rural masses. Different medical institutes
were also set up to give social orientation to medical education (Banerji 2005). It has
been pointed out by Imrana Qadeer (2001) that though in the First and Second Five
year plans priority was given to building infrastructure, water supply, and sanitation,
maternity and child health, health sector planning was perceived as a technical
exercise. Even though the link between poverty and disease was recognized the
agenda of dealing with poverty was left for the economic planners. This separation
led to disjunction between nutritional planning, planning of disease control,
sanitation planning, agricultural planning and welfare sector planning. Further Ravi
Duggal (2001) also argues that the five year plans and different committees in the
independent India did not try to implement Bhore committee recommendations
holistically. They only picked up bits and pieces of the Bhore committee
recommendations. The percentage of funds allocated in the five-year plans for health
sector nowhere commensurate to the recommendations of Bhore committee. Third
Five-Year Plan onwards urban based curative infrastructure has been greater focus of
the state health sector and rural primary health centres have suffered to a great extent
due to unwillingness of the urban trained doctors to serve in rural areas. The statist
health planning during this period also in many ways supported the growth of private
health sector. The private health sector received government subsidies which led to
its fast growth. All these factors resulted in relegating the concept of primary health
centre to a part of central bureaucratic structure through which various vertical
programmes could be channelized and national techno-centric targets could be
achieved. The Third Five Year plan also marked another significant shift from the
emphasis on welfare of mother and children to the aim of population stabilization.
This shift in emphasis was due to the results of 1961 census, which showed a higher
population growth than expected. Target oriented family planning consequently
became one of the predominant aspect of the state health machinery. Force and
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coercion became the hallmarks of family planning programmes during the period of
national emergency, which was declared in 1975. During the period of Emergency
people were subjected to officially inflicted coercions and atrocities to accept family
planning in general and vasectomy in particular. This became the main reason for the
downfall of Congress government in 1977 (Antia et al 2000, Qadeer 2001).
With the change in government in 1977, the Janata government introduced a rural
health scheme as a step in the direction of fulfilling the campaign promise of making
available effective health care to the rural masses. Community Health Worker
scheme was introduced as a major thrust of the newly elected Janata government in
1977, which was propagated as entrusting “people’s health in people’s hands”
(Banerji 1991: 38). This scheme was projected as offering an empowering
mechanism for the village community. Through this programme the village
communities were offered to choose among themselves a person who would work as
a community health worker. Soon after India launched Community Health Worker
scheme in 1977, the Alma Ata conference on Primary Health Care took place in
1978. The India government was able to present itself in the Alma Ata conference as
a model of new orientation with its community health worker programme (Jobert
1985). However, the high spirited community health worker scheme could not
sustain in the long run.
India was a signatory to primary health care declaration of Alma Ata in 1978. But
Sixth five year plan did not find any mention about it. The vertical programmes like
immunization and subsequently child survival strategies were promoted, and SPHC
strategy became central to health sector planning. Later in 1982, the government of
India came out with a document sharply criticizing the pattern of health service
development since India’s independence. In 1983, a comprehensive, all embracing
national health policy was formulated. The primary objective of the national health
policy was to attain the goal of “health for all by 2000 AD”. In spite of such promise
of health provision in the policy document, the implementation of comprehensive
primary health care continued to be weak. It could be pointed out that the adoption of
primary health care policy and formulation of national health policy could be seen as
a political move of the congress government in reclaiming its democratic image
which had got damaged during the emergency period (Qadeer 2001).
Though the PHC strategy advocated for decentralization of health services, in India
the health service continues to be centralized in its form. Though Alma Ata accepted
community participation as central to primary health care approach, while translating
the ideology into action India systematically ignored it. Though the national health
policy advocated against vertical disease control programmes and propagated for the
integration of the then existing vertical programmes with general health services, in
practice new vertical programmes against AIDS was set up (Voluntary Health
Association of India 1997)). By Ninth Five Year plan India had already become a
part of World Banks’ structural adjustment policies. After India accepted the
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conditions laid down by World Bank and IMF, there was a drastic reduction in the
allocation of resources for public health services. In such a situation only vertical
disease control programmes get promoted, which destroyed the very concept of
Primary Health Care. The Report of the independent commission on health in India,
brought out by Voluntary Health Association of India (1997) also brings to fore that
between the year 1990 and 1993 the World Bank funding for the programmes like
AIDS went up, while there was a drastic cut for the programmes which are critical
for the poor.
One finds a paradigm shift in Indian state’s approach towards health care as we
moved closer to 21st century. It could be observed that by late 1980s with rapid
growth of private health sector with state assistance happened. And from the
beginning of 1990s with the state support the corporate sector has emerged as a
major player in the health sector. The neo-liberal policies of the Indian state have
also fastened the pace of privatization of health care. With liberalization and
privatization of the Indian economy, profit has become the key word. In such a
scenario one could find a continuous effort to discredit the public health care
institution of the state, in order to privatize the health care sector rigorously. With
such privatization of health services and the state withdrawal from public health
services, the spirit of comprehensive Primary Health Care and the commitment of
Alma Ata declaration get completely diluted.

3.7

LET US SUM UP

The concept of Primary Health Care was defined for the first time at Alma Ata
conference held in 1978. The Alma Ata declaration could be seen a landmark in the
history of public health, as it stated that health is not only an individual human
aspiration but a social goal. Hence, it invoked the role of state towards its
responsibility in fulfilling the health needs of its citizens. By doing so, it redefined
the norms and expectations pertaining to the role of the state with regard to the
health of its citizens. It also placed health concerns within the framework of social
justice. Primary Health care approach could be seen to be propagating health as a
human rights issue. The Primary Health Care strategy called for a comprehensive
approach to health care and called for integration of all systems of medicine as well
as integration of social and economic sectors with health sector for its successful
implementation. However, in the succeeding periods the Primary Health Care
approach came to be criticized on the basis of its cost effectiveness and feasibility.
The vertical disease control programmes have been promoted and adopted by
different international and national organizations in the name of Selective Primary
Health Care strategy. The structural adjustment policies prescribed by World Bank
and International Monetary Fund, which is accompanied by severe reduction in the
public sector expenditure by developing nations, has made it all the more difficult for
the developing countries to adopt Primary Health Care approach. In the context of
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India, it had the advantage of having the presence of the spirit of Primary Health
Care approach as early as 1946, in Bhore Committee report. However, the successful
implementation of it has never become a possibility. Though different policies from
time to time is adopted with the claim of coming closer to Primary Health Care
approach, the adoption of Selective Primary Health Care strategy has remained the
most consistent state policy. The increasing privatization of health sector since 1980s
and entry of corporate sector into the health sector in the post liberalization era of
1990s have diluted the concept of Primary Health Care in India.

3.8

GLOSSARY

Health:

a state of complete physical, mental, and social wellbeing, not merely the absence of disease or infirmity.

Primary Health Care:

a whole-of-society approach to health and well-being
centred on the needs and preferences of individuals,
families and communities. It addresses the broader
determinants of health and focuses on the
comprehensive and interrelated aspects of physical,
mental and social health and wellbeing.
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INTRODUCTION

Right to health approach argues that fulfillment of basic human needs is a
fundamental human right issue. Hence, social and economic rights need to be given
equal emphasis as the civil and political rights. Such articulation of right to health
approach is generally traced to the Alma Ata declaration, where health was declared
as a fundamental human right of every citizen. This Unit discusses about right to
health approach and people’s health movement in India.

4.2

LEARNING OBJECTIVES

After studying this unit, you should be able to:
 understand the right to health approach;
 trace the evolution of People’s Health Movement;
 discuss the articulations and initiatives of people’s Health Movement in
India.

4.3

RIGHT TO HEALTH APPROACH

In articulating the right to health approach scholars like Paul Farmer (2008), Laura
Turiano and Lanny Smith (2008), Leslie London (2008) argue that this approach has
developed as a critique to mainstream approach to human rights as well as
mainstream approach to public health. According to these scholars the mainstream
public health approach introduces a kind of orthodoxy by placing health in a narrow
framework of cost-effectiveness. On the other hand, the conventional human rights
approach also introduces another kind of orthodoxy by making a distinction between
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civil and political rights vis-à-vis social and economic rights. By suggesting such a
split between these rights, the human rights discourse prioritizes civil and political
rights over the social and economic rights. Hence, in the mainstream human rights
discourse the substantive rights such as social and economic rights are considered as
secondary, whereas the civil and political rights are treated as matters of primary
importance. In critiquing such mainstream approach to human rights Paul Farmer
states “when people are able to eat and be well that they have the chance to build
democratic institutions” (Farmer 2008: 11). Therefore, he argues that economic and
social rights need to be given equal importance as the civil and political rights. The
human rights approach to health while critiques the mainstream approach to human
rights and public health, finds its ally in basic needs approach. And argues that
fulfillment of the basic human needs is a fundamental human right.
The propagators of right to health approach generally take the Alma Ata Declaration
of Primary Health Care as the landmark document in articulating the right to health
approach. In the year 1978 international conference on Primary Health Care was
jointly organized and sponsored by WHO and UNICEF at Alma Ata, the capital of
Kzakhstan (formerly known as Kazakh Soviet Socialist Republic). At the
conference, the famously known Alma Ata Declaration was signed by 134 countries
of the world, whereby the signatories to the declaration committed themselves to
comprehensive primary health care. The Alma Ata declaration of 1978 is considered
as a milestone in the history of public health, because for the first time it declared
health as a fundamental right of the citizens and a world-wide social goal. It called
for comprehensive approach to health care, with integration of all systems of
medicine and integration of all other social and economic sectors with health sector.
The emphasis on viewing health as a public good and the stress on government
accountability to public health are crucial to the primary health care approach. The
primary health care approach, which is perceived as a comprehensive approach to
health, is taken as the point of departure by the right to health advocates.
It could be seen that the rights based approach to health integrates three concepts,
such as universality, equity and comprehensiveness (Filho 2008). The right to health
approach is advocated at two levels. Firstly it argues for right to the determinants of
health, such as right to food, water, housing, sanitation, education and healthy
working and living condition. Hence, interconnection between multiple rights based
struggles become crucial to right to health approach. And rights to health approach
acts like a bridge to unite various social movements. Secondly, the rights to health
approach also advocates for right to health care, which includes both the preventive,
curative health services (Schuftan, Turiano and Shukla 2009, Turanio and Smith
2008).
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4.4

PEOPLE’S HEALTH MOVEMENT

The Alma Ata conference on Primary Health Care held in 1978 had put forward the
goal to attain “Health for all by 2000”. As the year 2000 approached it was realized
that the target set by the Alma Ata conference remained a distant dream for people in
most of the countries of the world. Although few gains have been made in terms of
life expectancy, infant mortality rate, it was also realized that instead of the goal of
“Health for All”, “health of only a privileged few” seemed to be assured. Towards
the end of twentieth century it was also realized that the states were continuously
withdrawing from public health services. Along with this, structural adjustment
programme, aggressive economic globalization also were perceived to be posing
severe threat to the health of people.
In the context of international health policy making, it was also realized that the
World Health Organization under the leadership of Dr. Halfdan Mahler launched the
“Health for All” campaign in 1978. However, by 1990s the WHO seemed to have
lost its leadership in global health and its position could be seen to have weakened
over the past few decades. This has given the way for the World Bank to take over
and play a leading role in formulating national and international health policies. This
trend was obvious in the 1993 World Bank publication of “Investing in Health”. This
report saw the articulation of health as a crucial part of economic development but
did not see it as human right issue. This was in tune with the approach of
neoliberalism. Subsequently, actors like International Monetary Fund, World Trade
Organization have also entered into the scenario of agenda setting for public health
policy. And such interventions have worsened the situation of public health in most
of the countries in the world in general and Third World countries in particular
(Baum 2005, Hurting and Sebastian 2005).
This realization has also led many people’s organizations of the world to mobilize
towards the demand of access to comprehensive primary health care. Towards the
closure of the century a group of people committed to the principle of primary health
care started mobilizing different organizations over the concern of primary health
care. And in May 1998 a group of people from various civil society organizations
gathered in Geneva for the Annual World Health Assembly (WHA) decided to
mobilize different groups against the trend of depleting public health condition. This
led to the organization of the first People’s Health Assembly (Hurting and Sebastian
2005).
The first People’s Health Assembly was held at Savar in Bangladesh from 5th to 9th
December 2000. Around 1453 delegates, including scientists, health workers,
activists, academics, NGO workers from 92 countries attended the assembly
(People’s Health Movement: People’s Charter for Health 2000). From the activities
of the first People’s health assembly, it could be argued that the main objective
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behind the mobilization of diverse groups of people for people’s health assembly
was to build an international people’s health movement and to put “Health for All”
back into the agenda of development. The theme of this first People’s Health
Assembly was “to hear the unheard”. At the assembly civil society organizations
across the globe provided testimonies of people on impact of neoliberalism on their
lives, health and well-being (Baum 2005). One of the main themes of the assembly
was to assert that health is a fundamental right of the citizens. An attempt was also
made to examine the health impacts of globalization, more specifically the impacts
of global trade regimes. The role of WHO in terms of its leadership in matters
pertaining to public health also came under scrutiny. Here the delegates unanimously
adopted People’s Charter for Health and the People’s Health Movement formally
took shape during this time.
The People’s Health Movement (PHM) is not an organization in the traditional
sense. However, it is a global network which brings together diverse groups of grass
root level activists, health professionals, academics and civil society organizations
from different countries of the world. During the first People’s Health Assembly,
held in Bangladesh, People’s Health Movement was founded. Most of the groups
join PHM by endorsing the People’s Charter for Health, adopted by the first People’s
Health Assembly (Eade 2006, Turiano and Smith 2008).
The People’s Health Charter has become a widely endorsed document among the
groups arguing for a right to health approach. Built upon Alma Ata Declaration,
People’s Charter for Health seeks to take the philosophy of Alma Ata Declaration
forward and tries to make it relevant to tackle the public health issues of twenty first
century. In addition to this the Charter calls for a radical change in the global trading
system (Baum 2001, Turiano and Smith 2008). This radical tone is well set in the
preamble of the People‘s Charter for Health, which declares that “Health For All
means that powerful interests have to be challenged, that globalization has to be
opposed, and that political and economic priorities have to be drastically changed”
(People’s Health Movement: People’s Charter For Health 2000: 2).
The People’s Charter for Health emphasizes on five basic principles. Firstly it asserts
that health is a fundamental human right. Secondly, it advocates that the principle of
universal comprehensive primary health care which was envisioned by Alma Ata
declaration should be the basis for formulating the health related policies. Thirdly, it
argues for encouraging people for holding the governments accountable for the
health care of the population (Narayan 2002, Bose 2001) and asserts that the
governments have fundamental responsibilities to ensure universal health care access
to its citizens. Fourthly, the charter calls for demystification of health care, health
technologies including medicines, and emphasizes on participation of people and
people’s organizations in formulation, implementation and evaluation of health and
social policies and programmes. Fifthly, it identifies socio-economic inequalities,
poverty and exploitation as the root cause of ill-health. Hence, it calls for a drastic
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change in the political and economic priorities of the countries, and emphasizes that
equity and sustainable development should be priority in national and international
policy making (Narayan 2002, Bose 2001, and People’s Health Movement: People’s
Charter for Health 2000).
People’s Health Movement and other groups advocating for people’s right to health
act as pressure groups for the government and international bodies like WHO
towards reviewing their approach to health. As the year 2003 marked 25th
anniversary of Alma Ata Declaration of Primary Health Care approach and the
vision of “Health for All”, to commemorate the anniversary, the groups involved in
right to health movement launched a new initiative. In May 2003 at the World
Health Assembly in Geneva, different groups involved in health activism such as
International People’s Health Council (IPHC) and the People’s Health Movement
(PHM), Global Equity Guge Alliance (GEGA) and Medact met and assessed the
progress made towards the vision of “Health for All”. In this meeting they called on
the WHO to reorient itself and reiterate the principles of comprehensive primary
health care approach in its programmes. Further they recommended the WHO to
revive its approach to health and treat it as a human rights issue (Baum 2003). In
this meeting they emphasized that the WHO reports were inadequate in highlighting
on the social justice agenda. Therefore they discussed on “the need for civil society
to produce its own alternative World Health Report” (Hurting and Sebastian 2005:
237). And consequently the initiative of alternative World Health Report has taken
the shape of “Global Health Watch”. The first report of Global Health Watch was
launched at the second People’s Health Assembly held at Cuenca, Ecuador from 1822 July 2005.
The second People’s Health Assembly was attended by 1492 delegates from 82
countries around the world. The assembly made calls for actions on the part of
governments, corporate sector and international community, health professionals and
researchers and health rights activists in their own countries and regions and on
international front (Eade 2006: 104). The aim of the assembly was to analyze health
problems at a global level and to develop strategies to promote “Health for all”.
People’s Health Movement at the second People’s Health Assembly launched a
global campaign on Right to Health, which was first initiated by the Indian circle of
People’s Health Movement. The right to health campaigns documents diverse cases
of denial of access to health care. It organizes local level people’s health tribunals,
regional public hearings and argues for universal and comprehensive health care
system.

4.5

PEOPLE’S HEALTH MOVEMENT IN INDIA

The Indian regional circle of the global People’s Health Movement is known as Jana
Swasthya Abhiyan (JSA). JSA is a nationwide coalition of different organizations
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and individuals committed to pursue the aim of the Alma Ata declaration. The
organizations join Jana Swasthya Abhiyan by endorsing the Indian People’s Health
Charter, the consensus document that was formulated out of the discussions at Jana
Swasthya Sabha, held in December 2000 at Kolkatta. The People’s Health Assembly
of December 2000 was preceded by a series of pre-assembly mobilizations and
regional workshops. In India Jana Swasthya Sabha was organized in Kolkatta as a
part of this pre-assembly mobilization, where diverse sections of people, from
networks, organizations to concerned individuals met to discuss “Health for All”
challenge. Eighteen key national health networks including the people’s science
movements, women’s movements and environment movements, diverse groups of
health movements joined together and collectively voiced their concerns for public
health. At Jana Swasthya Sabha held at Kolkatta in December 2000, the Indian
People’s Health Charter was endorsed by the delegates. Subsequently the Jan
Swasthya Abhiyan or People’s Health Movement was formally launched in
December 2000 (Nouman 2002). Presently the Jana Swasthya Abhiyan consists of
over twenty national networks and resource groups, many organizations and
individuals who join the movement by endorsing the Indian People’s Health Charter.
The Indian People’s Health Charter at the outset it condemns the “iniquitous global
system” and argues that under the grab of “globalization”, this iniquitous global
system has inflicted unprecedented misery on the poor people of the world and has
only resulted in extracting profit for the powerful corporate sectors of the world. In
critiquing such a global order the charter commits itself to right to comprehensive
health care and “Health For All” (Sengupta 2003:79). It declares health as a
judiciable right and argues that the provision of basic health care as a basic
fundamental constitutional right of the citizens of India. The Indian People’s Health
Charter consists of twenty points. The commitment to the comprehensive primary
health care as declared in the Alma Ata Declaration forms the basis of the charter.
This is echoed in first point of the Charter, which states that “the concept of
comprehensive primary health care, as envisioned in the Alma Ata Declaration
should form the fundamental basis for formulation of all policies related to health
care” (ibid: 80-81).
In stating about Jana Swasthya Abhiyan’s commitment to place “health” as a human
rights issue, an activist in of the Jana Swasthya Abhiyan, Anant Phadke (2003)
argues that various international declarations have stated in their document for their
commitment to right to health. For example the UN International Covenant on
Economic, Social and Cultural Rights (ICESCR), UN Convention on Rights of Child
(CRC) and UN convention on the Elimination of all Forms of Discrimination of
Women (CEDAW) are some such significant conventions. And India is also a
signatory to all these conventions (Phadke 2003: 4380). Further he argues that the
Alma Ata Declaration of 1978 was signed by representatives of 134 countries. India
is also a signatory to the Alma Ata Declaration which defined health as a
fundamental human right. According to Phadke (2003) “though Indian constitution
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has not included the right to health care as a constitutional right, the Supreme Court
in its judgments has interpreted Article 21 (Fundamental right to life) and Article 47
of the Directive Principles (which mentions improving health of the citizens as one
of the duties of the government) to mean the right to life with dignity, including
access to basic health care as a right” (ibid). However, neither these declarations nor
the judgments have been taken seriously either by the state officials or by the civil
society actors (ibid). And moreover the state is withdrawing from public services.
This is reflected in the central government’s expenditure on health budget. It could
be seen that “the proportion of central government’s expenditure on health care as
proportion of GDP, reduced from 1.3 percent to 0.9 percent during 1990 to 1999” as
opposed to the WHO recommendation of minimum 5 percent of the GDP to be
earmarked for health budget (ibid). Jana Swasthya Abhiyan in India has been very
proactive in listing out the factors that has created roadblocks on the way of
universal access to health care. The activists argue that at the outset the right to
health defined in the Universal Declaration of Human Rights, the Alma Ata
Declaration, and other international covenants and resolutions is not only far from
being realized, but also deliberately and systematically denied to millions of people
living in poverty. Secondly the commodification of health, health services, and
health related research implicitly contradicts the right to health for all. Inequity and
denial of access are the most prominent themes that get articulated by the JSA’s
advocacy. The links with other right based advocacy such as right to food, right to
water, and right to information is also crucial to JSA.
The JSA launched the “Right to health care” campaign at the national level in the
year 2003 to fight against the deterioration of public health system in India.
Subsequently, this campaigning became one of the main agenda of PHM at the
international level. At a national level meeting held at Mumbai from 5-6 September
2003 by JSA on Right to Health emphasized on the dire state of affairs of
deterioration of public health services and the need to make health care as a
constitutional right. As a part of this “Right to Health” campaign JSA started taking
initiatives towards setting up health Tribunals, where the documented cases of denial
of health services were presented before the panel members of the Tribunal and the
public. Such documentation of cases were also brought to the notice of National
Human rights Commission. Further, JSA in collaboration with National Human
Rights Commission had organized a series of regional hearings. And a national level
public hearing was organized in December 2004. After documenting the cases of
health rights violations, in a move towards strengthen public health and
comprehensive primary health care within the framework of right to health, JSA in
collaboration with National Human Right Commission drafted “The National Action
Plan” (Turiano and Smith 2008). It recommended the government to increase its
health budget to three percent of GDP. The National Action Plan’s recommendations
to the government are- establishment of a Health Services Regulatory Authority,
formulating a National Public Health Services Act (to ensure health rights of the
citizens), formulation of Clinical Establishment Regulation Act (pertaining to the
42

regulation of private medical sector) (ibid.: 139).
Further, from 23rd to 25th March 2007, JSA organized National Health Assembly-II,
in order to take stock of the changes in the scenario of public health and also to
evaluate the progress of the movement (National Coordination Committee, Jan
Swasthya Abhiyan 2007). JSA has also been actively engaging in dialogue with the
state machineries like policy makers in advocating for comprehensive public health
care. It critiqued the National Health Policy 2002 for its non-commitment to
universal health care in the policy document. Drug price control advocacy is one of
the important activities of JSA. The issue of access to essential medicine is taken up
by JSA. Here the main thrust of argument is that people’s health need to be placed
before patents and profits. JSA activists criticize the government for its inaction in
terms of drug price control, which allows the pharmaceutical companies to charge
exorbitant prices and exploit the patients. By invoking the Supreme Court order of
2003, which had directed the government to devise a policy that would ensure
essential medicines are available at costs that ordinary people can afford, JSA
activists term such inaction of government as violation of right to life. Hence, they
argue that the government should impose price control on all 348 essential drugs.
JSA has also played a crucial role in carrying out campaigns on gender issues. It is
actively involved in campaign against sex selective abortion and female foeticide as
well as in the campaign on violence against women. All these engagements of JSA
demonstrate its commitment to issues of equity.

4.6

LET US SUM UP

As pointed out in the above discussion, the right to health approach has developed as
a critique to mainstream approach to public health as well as the mainstream
approach to human rights. Departing from these approaches, the right to health
approach argues that fulfillment of basic human needs is a fundamental human right
issue. Hence, social and economic rights need to be given equal emphasis as the civil
and political rights. Such articulation of right to health approach is generally traced
to the Alma Ata declaration, where health was declared as a fundamental human
right of every citizen. And the goal of “Health for All by 2000” was announced
during this conference.
As the year 2000 approached, it was realized that “Health for All” remained far from
being achieved. This led many people’s organizations of the world to mobilize
towards pressing their demand for access to comprehensive health care. Such
mobilization also led to the organization of the first People’s Health Assembly in
December 2000. In this assembly the delegates unanimously adopted People’s
Charter for Health and People’s Health Movement was born. People’s Charter for
Health has become a widely endorsed document among groups arguing for right to
health approach. This document seeks to take the philosophy of Alma Ata
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declaration and make it relevant to tackle public health issues of twenty first century.
The Indian circle of the global People’s health Movement is known as Jan Swasthya
Abhiyan (JSA). The organizations join JSA by endorsing Indian People’s Health
Charter. One of the significant activities of JSA is its “right to health care”
campaign, which was launched in collaboration with National Human Rights
Commission. Apart from this JSA has been very proactive in engaging in dialogues
with the policy makers and other state machineries in its advocacy of universal
comprehensive primary health care. Advocating for the issues of equity, accessibility
and decentralization of public health have been the key agendas of JSA.

4.7

GLOSSARY

People’s Health Movement:

Public Health Approach:

4.8

It is known as Jana Swasthya Abhiyan (JSA) is
a
nationwide
coalition
of
different
organizations and individuals committed to
pursue the aim of the Alma Ata declaration.
provides a useful framework for both
continuing to investigate and understand the
causes and consequences of violence and for
preventing violence from occurring through
primary prevention programmes, policy
interventions and advocacy.
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