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Access to health care depends on how health care is provided. This Block examines
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INTRODUCTION

Epidemics and diseases are one of the world largest problems which largely affected
most third world countries. Some may be an outbreak of virus due to unhealthy
contact of animals and some due to environmental surroundings. This Unit, first, will
try to see the historical narratives dynamic of malaria causes like land pattern,
environment, poverty and social development and will also examine Malaria control
and policies focusing on the context of India. Second, this Unit try to examine the
history of epidemic diseases in India, understanding the different outbreaks of
epidemic in various geographical lands, the course of treatment and cases. Epidemic
in India could be examined in reflecting the political, economic and social contexts
of India.

1.2

LEARNING OBJECTIVES

After studying this Unit, you will be able to:
 analyze the health policies and program of Malaria in India;
 Highlight the health policies and program of Epidemics in India;
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1.3

Describe the health policies and public health regime the government has
taken up.

MALARIA AND INDIA

Malaria is well-known as a disease transmitted by mosquito biting. The disease
carrier is a female mosquito called Anopheles. According to scientific study, Malaria
is caused by parasites which are micro-organism of the genus Plasmodium (Raina:
1991). These parasites affected many creatures like animals, birds and humans.
Medical science has stated that there are four parasite species that have affected
human. One is P. falciparum. This species is largely common worldwide. It is said to
have infected at least one million of the world population. Simply known as Malaria
P.f, the parasite cause harmful effect on cerebral which could be severe as the
parasite clog the blood vessel leading to blood loss. P. vivax is another common
malaria parasite which is said to be found in Africa, some part of South America and
Asia. Malaria P. vivax is common during the seasonal month of March-July (Raina:
1991). Malaria P.v sometimes affected the gastrointestinal, gives joint pains and
vomiting sensation. Like P.f it may also cause cerebral fatal. And thirdly, P. ovale is
a parasite that is found distinctively in Africa but not in Asia or Latin America. The
parasite may cause mild fever. Lastly, the fourth parasite is known as P. malariae,
which is a quartan malaria. This kind of parasite infection if not treated well will lead
to chronic infection.
The earlier symptom of Malaria is fever and mosquito. Malaria is said to be
commonly found among in tropical and sub-tropical areas and also in developing
countries due to unhygienic standard of livelihood and ill-health education. It is said
to believe that in India, Malaria is not a modern disease but was found way back in
1500 BC. A record of seasonal fever and occurrence due to climatic change is said to
be recorded in the Atharva Veda. Even in the medical history, Malaria is said to be
known during the Hippocrates somewhere in the 500 BC.
Malaria is considered to be the worst epidemic that has taken many lives, worse than
smallpox and cholera in terms of mortality rate. Malaria has been a nuisance disease
that has affected India for many decades. Haldane (1951) stated that Malaria has
made a history where he did not accept the British as superior to Indian, but British
without malaria of course will make them powerful. Samanta (2001) argues that
malaria during the colonial was due to the depopulation of fauna and flora, and fish
population. Mosquitos tends to increase with the less population of flora and fauna,
and the depopulation of fish brought affected the economic development of the
Bengal province. It can be argued how the depopulation of flora and fauna affected
crop cultivation and increase in malaria fever, which affected both the social
administration and economic development. The deterioration and deforestation are
believed to have linked with malaria causes. With agricultural shift, man adopted in
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damaging river banks, irrigational drainage are introduced, soil is wasted. The
changes in ecosystem led to increases of mosquito population. The whole question of
malaria causes can be said as related to the environment improvement or
impoverishment.
During the colonial India, malaria has been conceptualized within the context of
environmental change in relation to economic, diseases and ecosystem. Epidemic
diseases in India like cholera, smallpox, diarrhea and even malaria were seen to be
the outcome of polluted, filthy and unhealthy environment by the British colonial.
Scientifically or even from the very basic knowledge of traditional medicine,
environmental influence can be understood to have contributed a great deal in
attaining a healthy body or body with disease. Mukherjee (2008) cited the work of
Walter Raleigh’s History of the World where the tropical area of the earth is
considered to be fearful with dangerous thunders and lightings and dreadful diseases
and venomous beast and worms are everywhere. The attitude of the British colonial
towards Indian tropical area, geographical land pattern with unplanned town and
housing was not undeniable. Bengal especially was the region during colonial period
where almost all epidemic diseases have been cursed upon with cholera, malaria,
Burdwan fever and smallpox. The western medicine which came along with the rule
of the British studied and observed the climatic change, vegetation and monsoon rain
of India relating with environment caused diseases. Twining (1832) wrote that
irregular or intermittent fever in Bengal was due to the climatic changes. The
changes of season, the commencement of cold weather after a hot and human climate
causes intermittent fever, especially during the cold season of November-December.
Malaria fever takes its reign during the month of September, when autumn season
started with climatic temperature subsiding towards cold winter. The observation or
studying of the relation of disease and environment indisputably is true in the context
of Bengal during the colonial India. Mukherjee (2008) mentioned that all the
necessary essential for malaria causative agents were there in Bengal jungles, lakes,
marshes, over-crowded garden, stagnant water wells and pits, dirty pools and others.
It is recorded that in 1935, 100 million cases of malaria with nearly one million death
occurred. When India got independence in 1947, 75 million people is said to have
been affected by malaria out of 330 million populations and the mortality was 0.8
million per year (Voluntary Health Association of India: 1997). Malaria season in
India differ from state to state with the climatic change. High temperature after
rainfall and wet land makes malarial fever a great opportunity to spread. For
instance, during the month of March to June and September to November after
monsoon rain in Assam and Brahmaputra valley and North eastern region is affected
by malaria fever, Central India during March to November, South India depending
on the terrains. (Raina: 1991). Kumar (1998) refers to the British colonial time when
malaria was said to be associated with rain, heat and wind which spare no area with
its disease. During the eighteenth century many theories were experimented- chill
theory, germ theory, drinking water theory, subsoil moisture theory and most popular
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one was the vegetable decomposition which was most convincing with the case of
Bengal province.
Even after the British colonial, continual malaria control and prevention is a major
focus of the government of India on public health administration. In attempt to
control malaria, India has launched a program and different strategies to check on the
challenges and issues related with malaria. In 1953 the National Malaria Control
Programme (NMCP) was launched by the government of India hoping to evaluate
malaria causes and eradication program. And in 1958 the National Malaria
Eradication Programme (NMEP) was founded. With the launched of these programs,
the incidence of malaria seems to drop a little.

1.3.1 Malaria control and anti-malaria measures
The Health Survey and Development Committee which was launched by the
government of India in 1943 make recommendation on the control and prevention of
malaria. Among them are the establishment of malaria control organization, training
staff and medical worker, supply of drugs and other requirements, production of
quinine and mepacrine, distribution of anti-malaria drugs at low cost and
strengthening the medical experts (Raina: 1991). The government of India took
immediate action in planning and framing anti-malaria measures and policy by
drafting adequate objectives. However, National Malaria Control Program (NMCP)
was short lived due to various financial, administrative and technical problems.
During the launch of National Malaria Eradication Program (NMEP) focus was put
only towards rural India. NMEP was later change into National Anti-Malaria
Program (NAMP) as the aim is shifted from eradication to control. The cases of
malaria in urban has contributed many nuisance towards health, economic and
lifestyle of the people. In the 1977 Modified Plan of Operation (MPO) was
introduced with new concept and decentralizing laboratory work from district to
block level. MPO was designed for both rural and urban India and under its plan;
anti-larval and anti-parasite measures are to be covered. There is Urban Malaria
Scheme (UMS) which was approved to cover malaria control in town area. UMS is
said to have protect 115.1 million populations from mosquito borne disease.
The NAMP Directorate is later renamed as Directorate of National Vector Borne
Disease Control Program (NVBDCP) in 2003. NVBDCP is presently one of the
most prominent health care systems and is an integral part of National Rural Health
Mission too. NVBDCP main activities are to evaluate and monitor, guiding technical
work, logistic and planning policies, training and research and controlling activity in
the border or inter-state level. There are 19 regional offices of NVBDCP and these
19 states are responsible in controlling malaria under the Health and Family Welfare
Department. In every state where there is NVBDCP, it sees to the necessity and
requirement of spray equipment and other anti-malarial needs, while the central
government provide them DDT and larvacides . At present, Urban Malaria Scheme
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is protecting 115.1 million populations from malaria as well as from other mosquito
borne diseases in 131 towns in 19 States and Union Territory. Malaria Control and
Research Project (MCRP) was established in Surat, Gujarat. This project aims to
control and study effective remedies against malaria and contributing it into National
malaria control program. The goal for the Strategic Plan 2007-2012 aims to reduce
the mortality rate of malaria at least by 50% as per the National Health Plan Policy
2002. It aim to set a goal where at least 80% of people suffering from malaria gets
proper treatment and medicine by 2012 and at least 80% of malaria risk area receive
anti-malaria measures like IRS, INT and anti-larva.
Continuous research on the species of mosquitos has been conducted under Vector
borne diseases program. Due to variant land pattern and climatic region, the
measures of anti-malaria differ with region to region depending on the success and
efficiency of the anti-malaria measures. The anti-larval measures proposed linked
with the environmental condition, housing construction, and pipeline for water
sewage and many more. Anti-larva is recommended to be used in epidemic prone
region-Haryana, Rajasthan, western Uttar Pradesh and Punjab. Anti-larva measure is
categorized into source reduction, biological and chemical. Source reduction mainly
aims to reduce the source of breeding of the larva eggs. This mostly is concentrated
on spots like drainage system and water filling like canal, irrigational pit, and
sanitary land fill and garbage it. As female anopheles lay millions of eggs in its
lifetime, so the destroying of the breeding spot of the larva is one of the best possible
ways to control malaria. This practice is harmless to ecology and requires a simple
mechanism of human participation. Anti-larva measures demand human
participation more than technology. The lack of human interest and ignorance
contributes to multiplication of egg breeding.
Two interventions that are introduced as part of anti-malaria program are Indoor
residual spraying and Insecticide Treated Net (ITN) which are practiced under the
guidance of NAMP to reduce malarial parasite. Indoor residual spraying (IRS) is
undertaken in primary health center where there are expert staffs under the guidance
of health supervisor and health inspector. Insecticide Treated Net and Indoor residual
spraying are two of the main intervention carried out by the government in malarial
control and is recommended to use in the hilly terrains and rain forest area of North
East India and in rice cultivation region. IRS was first carried out in 1958 but later it
then focus mainly to the rural area. Bhatia and others (2004) study the costeffectiveness of these two interventions where it is found that ITN is more efficient
and better than IRS compared with the cost and fund. The success of ITN over IRS is
not the discussion. However, the inefficiency of IRS may be due to the concern of
not attending every household for spraying insecticides. There would be chances
where people hesitate to let their house sprayed due to fear of poison from the
chemical of spray or because of the whitewash and some dislike the smell of the
chlorinated hydrocarbon. Some issues also rises on the environmental pollution due
to insecticides, lack of knowledge on social, economic, ecological and health
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facilities of the vector control areas.

1.3.2 Community participation and awareness in Malaria control
Disease control and prevention failure and success depend largely on the
participation of the community. Health education and awareness of malaria control is
the target of health workers among the people, especially in a low literacy rate place.
Convincing the perspectives of the community against health and health care,
treatment and prevention may not be a very easy task or health workers. Each society
has its own culture and perception, tradition and rituals. Breaking the norms of
others’ social practice, especially on health and traditional healing and medical
system by introducing new medical system and intervention is a challenge. Public
health education as the first step to acknowledge is a concern for the government
when introducing or launching new health policy or program. Since the health
program and policy are made for the layman, training the people in understanding
the programs and measures of malaria should begin with a simple activity.
Malhotra and Ojha (1993) in their study of Haldwani in Bhabar belt gave a list of
activity of health education among the people. This activity consist of health camps,
villages covered health camps, group meeting, exhibitions, slogan writings,
pamphlets distribution and video show. The people in their participation of
controlling malaria are educated and trained towards taking care of fishes in
domestic tanks. People would refill the water tank with fresh water, removing
predator fishes and preventing overcrowding fishes and regularly checking the
mosquito larvae breeding. Educating the public requires to understand the situation
and problems of the pubic masses. It is essential to first see how to approach, talk,
and then convince the public in recognizing and appreciation of the free lesson on
health. Public meeting is one significant way that attracts people rather than time
consuming health camp. The health staffs or medical experts however, has to be
convincing in public education on health and health benefits and prevention, hence,
even the uneducated could perceived in the simplest narration.
Focusing on rural health education is a major task that requires patience and time. In
most rural area, especially in some tribal area, people tend to spend most of their
time in field or their working place with no proper cover at night. Due to their simple
livelihood, occupation and economical background, people could not enjoy and
access basic needs of health education. In terms of malaria control, the rural
populations with their busy schedule of occupation are not very much aware of the
requirements and necessity of malaria control agents like IRS, ITNs and others. And
due to the demand of their occupation, giving time to health education by medical
and program staffs is not easy. This is one of the challenges in awareness campaign
and community participation despite availability of fund and resources.
Bio-environmental control of malaria is one of the most efficient ways of controlling
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malaria through the involvement of community. It is one of the most influential
involvements of the masses in malaria control program. Environmental contributes a
great mechanism of controlling malaria, which often is mistreated and ignored
despite knowing the causes and effect of unattended water sewage, pot hole, rain
drenched vehicle tyre in street, ponds and other areas. A low lying land with swamps
bring an outbreak to malaria disease, which modern study exclaimed that anopheles
mosquitos reside in a low shallow pool and breed its eggs (Samantha: 2001). Herein,
masses are taking great zeal of participation in keeping the pond clean, constructing
soak away pit for water management, promoting planting trees and production of
carnivorous fish (Tiwari et al.,:1993). In rural areas there are numbers of old wells
which are not actively used. Such wells are a good hideout place for mosquitos to
breed. Hence, carnivorous fish eats the mosquito’s larvae, killing the eggs from
becoming adult mosquitos. Regular checking of the well debris is required and the
people are quite co-operative with positive response towards the control of
mosquitos and malaria through the method of using old well debris with fishes
(Srivastava et al.,: 1993). Shramdan organizing of filling the pot holes, repairing
filled-water road and construction of the roads contributes the representation of the
people as collective masses. People are motivated when worked in shramdan without
financial profit or expectation. People would contribute their physical strength and
those who could not Physically contribute would donate an amount of money for
repairing and construction of roads or playground.
The contribution of community in an action against malaria cannot be a triumph that
should be celebrated with each malaria cases dropping down. The malaria control
program may have seen positive results over the past years by controlling mortality
rate and cases of malaria in India. However, new strategy of how to completely
eradicate malaria diseases is not yet found in spite of malaria being more than a
century life taking disease.

1.3.3 Issues and problems of anti-malaria program and measures
On the global level, malaria control is a world concern. The World Health
Organization has taken up many programs, policies and schemes promoting antimalaria especially in the third world countries. Serious misuse of medical
prescription and medical commercialization, lack of sufficient fund and trained
medical staff are the concern of health administration in the development of antimalaria program. Voluntary Health Association of India (1997) discuss that one of
the biggest deficiencies of the malaria control program is the lack of scientifically
functional diagnostic facilities. The diagnostic in health care system lack proper
blood test and examination, lack of maintenance of microscope and lack numbers of
expert technicians. Early diagnostic of malaria disease can save life and be treated
regaining good health. The deficiency of expert technicians and facilities led to
worsening of malaria epidemic, which is also one cause of the 1995 malaria
outbreak. And due to this, many clinics are left unattended or some get close down.
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The decentralization of malaria control at the rural and urban was to promote antimalaria program however led to confusion and inadequate responsibility among
health workers in carrying out proper system slow in progress highlights the need of
adequate fund and well function health system. In a larger framework, the private
sector of health care and practitioners occupied larger space and place in both rural
and in urban areas. However, it is surprise to see the insignificant participation and
role of private sector in the malaria control program. On the other hand, it is
undeniable that private health care is more commercialized and unethical in
prescribing drug or following the regime of drug policy. Malaria diagnosis,
utilization of treatment regimes, educating the private as well as public sector health
worker is much necessary in the contribution of malaria control program.
Dev and others (1993) discussed the problem of carrying out malaria control among
the tribes in Sonapur, Assam. The practice of traditional medical system and
witchcraft create among the population of the tribe reluctant towards using ITN or
hesitancy of giving blood examination when sick. The lack of education and
knowledge contributed largely for the slow-in-progress of the malaria control
program. To educate the people towards malaria control, the health staffs have to
distribute bed nets impregnated with synthetic parathyroid. The free sample seems to
be a success among the people with more requests for supply of bed nets.
Implementing malaria control program and policy requires a regular follow-up
session and continuity. However, most health worker in vector borne disease are
teacher, students, young ladies and social workers (Singh et al.,: 1993), thus
continuous effort of malaria control education is irregular. This lack of staff led to
negligence among the masses and inadequacy of practicing further more on malaria
control program. The deficiency of human resources and lack of skill is one problem
faced in malaria control. The government has provided malaria training to Primary
Health Care workers and to Volunteers in laboratory as technician, smear technician,
monitor and supervisor in areas of epidemiology, entomology, treatment and
prevention strategies and so on. Voluntary Health Association of India (1997) also
highlighted the corruption inside malaria control program as one problem which
affected the efficiency of the program to progress. Bribery during tender, purchase of
drugs and necessary equipment, bribery within the administration and involvement
of politics within drug manufactures are all present within the program framer and
researchers which may contribute in the loopholes of policy and program of antimalaria measures.

1.4

HISTORY OF EPIDEMICS IN INDIA

It was during the rule of the British colonial that most epidemics were largely found
existed. Dutta (2008) argue the cases of kala-azar that took place in Bihar, where he
stated that some epidemics are introduced by the European who settled in their
colonies, highlighting diseases like measles and smallpox as being imported by the
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Spanish colonials. Not to forget, Dutta stated how the Europeans carry syphilis into
the colonies they entered. Arnold (1993) examined the historical cases of diseases in
India in the nineteenth century. He has mentioned how the nature of India’s
environment may be responsible for some epidemic, however, citing his argument
that disease in India could not be same with disease in England. Several studies have
been done for identifying specific diseases and illness occurring among the British
and Indian army troops. The first cases of cholera in India was said to be registered
in 1817. And this cholera epidemic was known to be the first prevalent epidemic in
India (Rogers: 1926). In 1843 it was found that three big diseases were reigning over
the army troops: fever, cholera and dysentery by an army surgeon, W. L.
MacGregor. The Royal Sanitary Report in 1863 released that 40 percent of the death
causes of the British troops was fever, and three-fourth of the death causes were
cholera, dysentery and diarrhea (Kumar: 1998).
One of the oldest destructive epidemic records in India is smallpox. Smallpox is one
of the most dreadful epidemics that has swept one-tenth of human races. Holwell
(1767) stated that smallpox occurred in Bengal every seventh year, where the cases
recurred every March, April and May, but stops when monsoon season comes. In the
fifteenth century it was known as a red plaque. Though the first record of smallpox is
not recorded, it was believed that smallpox epidemic was introduced in 10,000 BC
ago. This dreadful disease left people with skin rash, blisters, boil affecting eyesight
and limbs. Those who survived smallpox are slightly intended to have deformed
body and eyesight problem as their cornea is severely infected.
Before the British colonial, smallpox may have placed its name among the Indians.
Hinduism has goddess called Sitala who is their protector. She is known as goddess
of pox, pustules and sores. In the north India, Sitala was worshipped and inoculation
of smallpox diseases would be performed by special practitioners who are known as
tikadars. Smallpox was regarded more as a possession than a disease where the
goddess Sitala entered the body of a person. The religious practice on healing seems
to void with no cure and medical knowledge. Cooling drinks were offered and to
keep the feverish body cool wetted neem leaves were applied on to the body,
grounded lentils, turmeric and flour were sprinkle on the body (Arnold: 1993). The
infected person would be isolated from the rest because of fear of contracting the
disease. The story of Sitala and inoculation of smallpox highlighted the social caste
context where the physician, nurse, caretaker and priest were handed by the
malakars, the attendent of Sitala. The purohit (priest) and vaid (physician) would
abandon the person once the disease erupted with dreadful symptoms, when the
disease is beyond their control (Kumar: 1998).
Though the mortality rate was not recorded in the earlier smallpox cases, however,
as much as 11,000 people were said to be death during 1837-1851 and 9,549 death
tolls between 1851 and 1869. Variolation has been conducted among the Indians
before the popularity of vaccination. Holwell during his visit to Bengal first made an
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observation of variolation in India in the mid eighteenth century. By 1870,
variolation was witnessed in Bengal, Assam, Bihar and Orissa, and then spread its
popularity across the western province. The mortality rate seems to come down with
the introduction of vaccination by Edward Jennar in June 1802. The Imperial
Gazetteer (1907) shows that from 0.93 deaths per 1,000 populations in 1871-1880, it
came down to 0.38 in 1891-1900. Smallpox vaccination was a savior for the British
colonial. Taking the scenario of the religious ritual and goddess Sitala context, the
western medicine may not have been convincing among the Indian. But the success
of vaccination over variolation proofs the colonization of the medical knowledge and
the body of the Indian by the British colonial.
Cholera is another epidemic that has taken many lives of the population, especially
the Indian sub-continent. Cholera is caused by eating and drinking contaminated
food which contains bacteria known as vibrio cholerae. Kumar (1998) defines
cholera as morysey, mairtirissa, virucega, mordeyin and mordechien, which is a
reference of cholera by different languages of India. The first case of cholera
epidemic in India was during 1817-21 and during this period household statistics of
Indian population was not done. Hence, the exact number of mortality rate was not
known. However, an estimate calculation was being done by a French physician,
Moreau de Jonnes in 1831. Moreau in his attempt to calculate cholera mortality rate,
he estimated that during the period of 1817-1831 one and a quarter million
succumbed to cholera, making it to eighteen million deaths (Arnold:1986).
The high incidence of cholera in India varies with the regional geography and
climatic condition. The Brahmaputra and valleys of Assam lower Bengal were the
highest incident cases of cholera, followed by the Chittagong and Burdwan divisions
of Bengal, then the densely and greatly irrigated of the South east Madras. The dry
land areas of Gujarat, Agra had the lowest record of cholera incidence (Roger:
1926). In 1817 cholera outbreak, it was believed that at least 37,000 cases occurred
alone in Bengal. Kumar (1998) mentioned that the endemic area of cholera in India
is Bengal, where the village and street are filthy and proprietors were negligence
towards the sanitary and hygienic livelihood of the tenants. Also the advantages of
connectivity and communication through railway system added to the main reason
for the outbreak of the disease.
One feature of the causes of mortality due to cholera was the poor living standard
and lower economic crisis among the people. Cholera was seen to have affected the
lower income class group because of the polluted water supplies and insanitary
household. Cholera outbreak clearly pictures the social situation of India under
colonialism. The Indian population poor living condition raised the mortality rate.
Meanwhile, the white Europeans accessed better material comfort and relatively
supply themselves with better nourishment and hygienic food and water
consumption. However, the governor of Madras, Sir Thomas Munro succumbed to
cholera was a living proof of the impossibility of avoidance of cholera. Adding to
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poverty, Arnold (1986) brings out the unfortunate coincide of cholera cases and
famine. The Guntur famine in Madras Presidency in 1833 led to a high death toll
reaching 2 million. However, there is no evidence of the correlation of cholera and
famine. But Arnold stated that death toll of cholera reached high where there is a
case of famine, especially during the Guntur famine which took place till 1877.
Cholera epidemic in India coincides with the colonial conquest and political turmoil
adding to scenario of poverty and death.
Another epidemic that cannot be written off from the history of India is kala-azar,
malaria and Burdwan fever. Kala-azar was misdiagnosed as malaria before because
of the similar fever and symptoms. When was kala-azar found in India was not
known. Since many lives were swept away by fever, so the case of kala-zar would be
similar with the malarial fever like Burdwan fever in Bengal during 1863-1874.
Dutta (2008) has accused the entry of kala-azar into Bihar as the cause of British
economic policy. The agricultural failure followed by famine forced the population
of Bihar to migrate to neighbor Bengal and Assam as a laborer in plantation. Dutta
later mentioned that Assam got laborer from Bihar and in return the Bihar laborers
got kala-azar from their workplace.
India witnessed a tremendous mortality rate between 1871-1921 with major
epidemics caused by cholera, smallpox, plague, malaria and influenza. Malaria alone
was believed to have swept 20 million of lives in India till 1930. The epidemics in
India contemplate the political intervention of the colonial and pose a question of the
medical authority of the western medicine. Anil Kumar (1998) argues the confidence
of western medicine during the period of plague in India. The failure to control
incidence forced the British colonial to seek answer outside the medical. Kumar
argued that India under the Raj lacked to meet the development of medical
consciousness disappointing the Indian masses.

1.4.1 Epidemic, Colonization and the Incorporation of Western
Medicine
Arnold (1993) stated that the western medicine in India is explicitly colonial science.
Malarial fever, cholera, smallpox may have occurred even before the arrival of the
colonial; however, they were not scientifically proven the causes and cases. India
experienced infectious and deathly diseases largely by the nineteenth century during
the British colonization. Silva (2008) has mentioned how the British raj utilized the
land and geographical area according to their advantages that contributed to their
power and wealth. The British record disease identifying with the regional name,
such as Burdwan fever, kala-azar Bihar, Bengal fever and so on. Silva argued that
the intention of the British was to determine a healthy and unhealthy region in
favoring to them, the British on their economic policies, administration and political
development. Endemic region are ignored by the colonial to avoid calamities or
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disaster that could have adverse effect on their policy and development plan. The
epidemic that occurred in India like cholera, malaria, smallpox was seen as the result
of dirty livelihood, shabby household, malnourishment, congested neighborhood and
poverty. The Annual report of Sanitary of Commissioner (1894) stated that the
British in India will never be safe if the native population continue to be unclean,
dirty and diseased. The colonial on one hand were not ready to pay in uplifting the
town planning, sanitation planning and establishing public health for the people. It
has been noted how during the time of cholera epidemic, the colonial practice a
different nourishment and livelihood, trying to escape from the frame of infected
dirty area as perceived by the colonial. Arnold’s “colonizing the body” signifies the
colonial subjects who were identified as fragile and disease prone.
Western medicine slowly took its turn to reign in India by 1900. The contest of
western medicine and treatment was carried out for the well-being of the British
officials and their troops. The British colonial embraced the western scientific
medicine over the indigenous medical system and the religious healing rituals for the
Indian masses. However, in the beginning the Indian masses were not so much in
favor of western medicine. In the scenario of India, the British colonial rule sees the
entry of the Christian missionaries. The western medicine enclosing within the reach
of the British was over taken by the Anglicists and ended the Orientalists (Arnold:
1993). Basalla (1967) drew that western medicine spread across the world as an
observation, dependent and independence questioning the accusation of western
medicine as a conquest of other culture.
The western medical practice learns and observed not just the body and disease of
the colonial subjects, but they had to adjust with the Indian medical practices. The
incorporation of Indian medical knowledge by the western medicine was to
understand the Indian medical text, which could be referred to as imperial rule within
the medical system. The western physician employed the Indian local as informant in
understanding the indigenous medicine, plants, herbs and observing the tropical
diseases through indigenous medical knowledge. The western medicine incorporated
Indian medical system to acquire the treatment that is unfamiliar for the western
medicine. However, Arnold (1986) mentioned the western medical practitioners
remained to glorify their medical system as superior over indigenous, in spite of
adopting the indigenous knowledge of healing and medical practice.
As said, epidemic in India witnessed different diseases during British colonial. And
it was the nineteenth century that western medicine spread its wing across the world.
The epidemic diseases, colonial rule and western medicine fall in the same period of
time. Western medicine was tested during the cholera, influenza, malaria, smallpox
epidemic. Soon enough by 1835 with the establishment of Calcutta Medical College,
western medicine reached within the Indian medical education. Western medical
education was soon established in Bombay, Madras, then to provincial town of
Lahore (Harrison: 2001). Harrison expressed that the medical registration act was
12

passed in 1912 only after seeing the criticism of the government in failing to see the
needs of the public during the epidemic. This act was feared by the vaidyas and
hakims, the practitioners of Ayurveda and Unani, opposing that this might led to
legal and illegal medical practice. The numbers of Indian native acquired western
medical knowledge and produces sufficient practitioner, however, during the 1896
plague, the indigenous medical experts help was seek for the control measures
(Harrison: 2001).

1.4.2 Management, Act and Policy of Epidemic under the British rule
The epidemic spread in India brings out the nature of medical systems of the world.
Seeking religious ritual, herbal medicine, local healers and familiarity with the
western science medicine, the government and the people were looking for every
possible means. Cholera epidemic had adversely affected the mortality of the British
and Indian troops. For the colonial, losing their army from epidemic was a big
concerned. It has been reported in 1863 that the British troop were dying more
because of cholera, dysentery, and diarrhea rather than in war. The government of
India paid heed with the loss of many lives of the soldiers. The government then
assigned to research on diseases like cholera, kala-azar, beri beri to T.R. Lewis of
Army Medical Department and D.D Cunningham of the Indian Medical Service
(Kumar: 1998). The Indian Medical Service was assigned the job to deliver health
and medical assistance of the Indian soldiers and the British soldiers were entrusted
to the Army Medical Department. The Indian Medical Service (IMS) employed
staffs who ran necessary works in attending patients in hospital, asylum, prison and
volunteering in sanitary services among the Indian Army. The IMS service reach the
layman of the Indian population, however it is argued that the best medical
equipment and facilities were the reach of only the Indian army and the colonial
officials. The larger Indian population was denied of accessing the resources of
western medicine denoting the picture of “colonial mode of health care” (Arnold:
1993).
The measures and precaution of diseases were taken seriously after many soldiers’
mortality rate increases due to epidemic. So, the western medicine and colonial
conquest introduce most of the measures and policy against epidemic in the
nineteenth and early twentieth century. The colonial government is forced to as it
involves the health and wellbeing of its own white people. The Royal Sanitary
Commission reinforce development in the colonial residence area like the hills, civil
lines which segregate the colonials from the larger population insanitary livelihood,
keeping themselves safe zone from diseases. The lack of political will power or
economic interest in the market led to fall back of conducting scientific research for
the epidemic diseases.
When the epidemic of smallpox largely swept the population of India, it was a big
concerned for the government to take immediate necessity. Before Jennar’s
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vaccination was used in 1802, the least the government can propose was variolation.
Edward Jennar’s work appeared to succeed variolation that the British community in
Bengal gave 4,000 pound as gratitude. However, the vaccination did not succeed to
fully eradicate the smallpox epidemic, and cases of smallpox were visible especially
among the economic weaker section. In 1827, Bombay System of Vaccination was
introduced in Bombay under the supervision of European superintendent who carried
out his work throughout the district under his supervise and hired vaccinators. Later
this system of vaccination is adopted in the other province and areas. In 1839,
Bengal launched its own vaccination in dispensaries. Arnold (1993) highlighted that
unlike the Bombay and Madras provinces, Bengal were not in direct contact with the
rural population. Due to this differences and the popularity of variolation in Bengal,
vaccination is far less advanced than Bombay and Madras.
The sanitary and educational background of the vaccinator was often questioned.
The vaccinator were mostly low educated and did not earn much respect form the
larger population with a small income. The sanitary commissioner of the North-west
province raised question on the safety and sanitation of vaccination popularly used in
Bombay. Since the Bombay vaccinators were not government employee, it was
suggested to adopt the practice of Agra by hiring government trained and paid
vaccinator for further safety and precaution.
Mortality rate of smallpox took place even after vaccination system. One reason that
slows down the condition was the practice of variolation. In 1804, two years after
Edward Jennar smallpox vaccination was introduced, variolation was banned by
Lord Wellesley’s government. However, it was not successful until it was brought up
again by Lord Dalhousie stating that it was not possible to prohibit variolation. The
government of Bengal reinforces the compulsory practice of vaccination with the
recommendation of the Smallpox Commission 1850 by prohibiting variolation.
Failing to obey was punishable with three months’ imprisonment or rupees two
hundred amount find as penalty. Due to the outbreak of smallpox in the province of
Bombay during 1860-70, the government introduced a new Act known as
Vaccination Act, 1877. This Act enforces the compulsion of receiving smallpox
vaccination to every new born baby within six months. Disobedience may result to
six months imprisonment or rupees one thousand fine or both. The compulsion of
vaccination brought an opposition from a large number of Indian masses mainly due
to ignorance and this led the government only a gradual extension of the 1880
Vaccination Act. The incompetent and inefficiency of police and authority led to the
unpopularity of the Vaccination Act.
Treatment and prevention of the cholera epidemic was a headache for the colonial,
western medical practitioners and the indigenous medical experts. In 1817, the
Bengal government issued instruction for the treatment of cholera outbreak. First
was to revive the energy of the patient using alcohol, then concentrating on soothing
the stomach ache, helping the laxative with senna, calomel or salt and finally
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restoring the health of the patient with oil free diet (Arnold: 1993). Arnold also
mentioned the adoption of local medical practice y the western medical experts. The
vaidya and hakim would treat patient by supplying black pepper, ginger, borax and
cloves. Cholera outbreak emphasizes the desperate of healing through western
medicine and religious ritual. The Medical Board of Madras met with Hindu priest in
attempt to work out alternative healing in collaboration with Ayurveda medicine.
The Madras Medical Board as well as the western colonial medicine was skeptical
about cooperating with the indigenous medical experts, still hold the superiority of
its medical efficacy in spite of not meeting the required medical treatment. Arnold
argued that vaccination was supported by the colonial from the beginning through
which they can show their superiority over the colonial subjects economically,
socially, politically and medically. However, due to political turmoil of the 1857-58,
the colonial could not forcefully impose more vaccination in fear of revolt and
resistance of the Indian masses.
The Epidemic Disease Act, 1897 was introduced to provide for the better prevention
of dangerous epidemic disease. This Act passes that whenever the state is threaten to
a particular disease, the government should act responsibly to see measures and
precaution. If find the outbreak as threatening, this Act allows to inspect port and
ship vessel and can detained any suspect as such. In the case of kala-azar fever,
Dutta (2008) exclaimed the insufficiency of treatment until 1920. New found drugs
such as urea stibamine and neostibosan were found and the government dispensaries
provided good amount of western medical supplies under the government fund and
grant. In the scenario of Bihar kala-azar, the government routinely inspect the policy
for a decade with as many as 20 centers were set up in North Bihar district alone.
Under the provision of the Epidemic Disease Act, 1897, treatment for kala-azar was
made compulsory which before was a voluntary of the patients. This new regulation
strictly imposed treatment of kala-azar without fail, and those who failed or
discontinued taking treatments were reported to the sub-divisional officer. This
enforcement of Epidemic Disease Act seems to have positive results which
encourage reinforcing to other areas for preventive and treatment measures.
However, the insufficient grant for medical expenses for anti-kala –azar was too less.
The local people of Bihar ended up seeking help from local medical practitioner like
quack for resources. The negligence of the people by the government promotes ill
response from the layman as well as the community health welfare. Dutta argued that
the people of Bihar were not reluctant to receive medical aid from western medicine,
but the unavailability of fund and road connectivity made it not possible for the
people to access treatment religiously.

1.5

HEALTH AND MEDICINE IN CONTEMPORARY INDIA

Post-independent India witnesses the popularity of western medical system where
the re-known Indian medical practitioners, committee board members who frame
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health policies and propaganda belong to the western scientific medical background.
This is not surprising with the medical school, research institutions or laboratories
being set up during the colonial supremacy in India. The colonial carried out the
hegemony of biomedicine over indigenous medicine; however, it is the indigenous
who continue to hold medical hegemony and authority of biomedical knowledge in
the post-independent.
When the Bhore Committee was set up in 1943 by the government of India, the
focus was on the public health care system. This committee is also known as The
Health Survey and Development Committee. This Committee Report has
recommended the preventive and curative service at all administrative level.
Secondly, recommending the development of Primary Health care at two stages- a
short term and long term program. And thirdly, Bhore Committee seeks to train
medical practitioner both in the preventive and social medicine. Gupta (1962) stated
that India has undergoes rapid socio-economic growth and one of the problem and
important fact was the growing population of Indian masses. Drug industry and
Pharm Company has taking its place within the community health system. The
Bhore Committee recommended that the government will be the final responsible in
order to meet the medical and supply requirement. The Health Survey Committee on
one hand criticizes the Industrial Development and Regulation Act implemented for
the drug pharm. The Committee argues that the development of pharmaceutical
industry should be based on the consumer rather than the industrial policy of the
government.
With the growing population, development and socio-economic change the Indian
government in the 21st century is looking for the nationwide program reaching every
population for the benefits of health and reducing mortality rate. When the National
Health Mission (NHM) was launch, it aims to reduce malaria, leprosy, anemia, infant
mortality rate, eliminating kala-zar fever. NHM also target to set up a communicable
and non-communicable control at every state level and finance the necessity
expenses. Under the NHM, two sub-missions, the National Urban Health Mission
and the National Rural Health Mission were launched. The National Rural Health
Mission (NHRM) was launched in 2005 by the government of India focusing more
on the North East States, Jammu and Kashmir and Himachal Pradesh. National
Urban Health Mission (NURM) whereas launched in 2013 aim to see the needs and
provide health to the urban population.
The proposal of National Health Mission looks very efficient and responsive to the
needs and demand of health care of the people. But the participatory of both the
NRHM and NURM needs to reflect on the failure and delimits of the health policy
and mission introduced by the government before NRHM and NUHM. Banerji
(1984) stated that Indian government has faced both in quantitative and qualitative
problem in fulfilling promises made by the leaders after Independence. This has
affected the public health policy. Banerji argued that immediately after Indian
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independence, the leaders failed to provide an alternative mission after the
disbandment of Indian Medical Service. The political leaders were giving the
supremacy of power like colonial period to the officers in the Centre of Health both
in the state and central, yet failed to assign qualified health administrator. It is argued
that the government of India failed to hire good experts in the field of community
health services and this brings loophole in the management and administration of
public health.

1.6

LET US SUM UP

With arguments of Arnold (1986, 1993), Harrison (2001), Kumar (1998), Pati (2001)
reflecting on the colonial and western medicine, brings out many debates on power
of medical system even today. The debate on the colonial conquest of the colonial
subjects, body and health, power and legitimacy of medicine is still determining
within contemporary health studies. From the colonial conquest of medical system to
post-independent epidemic diseases and communicable diseases is one focus of the
health ministry. Research institutions, virology studies, tropical disease school and
many others institution has come up in attempt to study, provide cure and treatment
to epidemic diseases as well as chronic diseases in India. Public health care policies
established by the government require not just qualified experts and administrator,
however, a serious debate is required in the field of academics and media. Follow up
program of debate and argument is necessary in introspection of the policies of
health care by the government for the masses. What emerged with community health
care and public health system is the problem of the ignorance and uneducated
masses. Health, prevention and treatment do not just meet the necessity of the public
health through Acts, Committee or policy, but with the responsibility of the people.
The success of health policies and Act and to examine if public health care reaches
every citizen relies on the feedback and responsibility of the people, for whom the
policies are made.

1.7

GLOSSARY

Health for all:

Health services:

Health system:

a programming goal of the World Health Organization,
which envisions securing the health and wellbeing of
people around the world.
all services dealing with the diagnosis and treatment of
disease, or the promotion, maintenance and restoration
of health.
the organization of people, institutions, and resources
that deliver health care.
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INTRODUCTION

Prior to growth of allopathic medicine, during the 19th Century, medical care was
largely a private activity in the household and the community. During this period, in
most developed and developing countries, healers who had some formal training,
either philosophical or empirical, dealt with wealthy patrons while treatment of
ordinary people remained in the hands of a number of lay practitioners who used
traditional and magical remedies. In India, indigenous systems like Ayurveda,
Unani and Siddha were largely the domain of individual practitioners who provided
services for a price which was paid mostly in kind.

2.2

LEARNING OBJECTIVES

After studying this Unit, you will be able to:
 explain the concept of Privatization of health Services in India;
 examine the role of Indian state in promoting private health care; and
 analyze the reasons underlying high cost, unregulated health care in India.
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2.3

STATE AND HEALTH CARE

Accounts of Ayurvedic practice during the 19th Century, indicate that the kings
patronized Ayurvedic practitioners by offering large sums of money. The rest of the
population depended on a variety of healers and paid for their services. The state
played a minimal role in assuming responsibility in providing services to the people.
It was not until the end of the 19th C that efforts were made for some form of state
intervention in health care anywhere in the world. The earliest effort was made by
Bismark in Germany in 1883 when he introduced a health scheme for the working
classes. Subsequently other western European countries introduced similar schemes.
In 1911, Britain introduced national health insurance scheme which covered wage
earners in industries but excluded women, children, the unemployed and selfemployed. The scheme was introduced partly in response to political discontent of
the working classes as well as to improve ‘national efficiency’.
By the beginning of the 20th C, considerable developments had taken place in the
field of medicine. However the high cost and poor organisation of medical care
prevented it from being accessible to the majority of the population. Hence, the
importance of state intervention in providing medical care was realized as early as
1911 bot consequent efforts covered only certain sections of the population. The
1950s and 1960s marked the most substantial growth period for the welfare state
where in several developed and developing countries invested in social services.
This was short lived due to the worldwide economic recession of the 1970s. The late
1970s saw a cut-back of investments in the social sectors and the debate on
privatization gained importance. These developments were by no means restricted to
developed countries but had ramifications for developing ones as well.
In the Indian context, privatization of healthcare is a complex phenomenon because
the private sector has not grown independently of the public sector. Since
independence, the Indian state has invested in infrastructure, training of medical and
paramedical personnel and medical research. This has provided the base for the
growth of the private sector and is therefore interrelated to the public sector at
several levels.

2.4

ORIGINS OF PRIVATE PRACTICE DURING THE PREINDEPENDENCE PERIOD

The origins of private practice can be traced to the 17th century with the
establishment of the East India Company, following which European doctors were
employed on a regular basis in India. Originally the company engaged the services
of British doctors designated as `surgeons’ mainly for ships which were bound for
India. Later, some doctors were asked to remain in India on special request from the
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merchants. By the late 17th C, surgeons were hired and the east India Company
started employing medical men to treat their resident European employees. Many of
the British surgeons found it an attractive proposition because one could derive
income outside the formal job of surgeon to the company. In company hospital,
surgeons were paid for each patient they treated over and above their salary.
The company surgeons had private medical practice probably treating mainly nonofficial Europeans and families of officials, but also including `native gentlemen’ or
members of the Moghul or Indian courts. Through the 18th and 19th C, the number
of medical officers grew and a bureaucratic structure was established in India to
organise recruitment and create a hierarchy of appointments.
Allopathic medicine was introduced by the British during the late 18th C, in order to
protect and treat the employees of the east India Company. Over time they extended
these services to the Indian population as well and therefore expanded the network of
hospitals and dispensaries in the various presidencies. The expression of medical
care facilities required trained personnel and this is what prompted the British to
invest in medical education during the late 19th C to train subordinate staff who
would work in the newly created facilities.
Many of these medical colleges not only recruited persons to be trained as
subordinate staff but also admitted private students. Although the main objective of
medical education was to supply subordinate staff, many of these colleges also
admitted private students. As early as the 1880s, these private students had
established private practice in major towns and were competing with European
doctors for the private market. By 1900s, a substantial number of graduates had
established themselves in private practice in the main towns.

2.5

PRIVATISATION OF HEALTH
INDEPENDENCE PERIOD

IN

THE

POST-

A mixed provision of services existed even at the time of Independence and the state
has not only accommodated but also protected private interests. Over the years, the
private sector has grown and diversified its operations. Studies have shown that the
bulk of the private sector consists of individual practitioners and that their services
are used extensively in rural and urban areas. Of course, these private practitioners
were both trained and untrained personnel. There was more reliance on the private
practitioners for outpatient care.
Prior to Independence the British played a major role in introducing allopathic
medicine. After Independence, the experience of the British in providing welfare
services influenced the political leaders in India which actually shaped the structure
of health care provisions. Like in Britain, health care delivery was financed and
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supported by the state. However, private interests in the form of practice by
government doctors, private beds in government hospitals and supportive inputs like
the pharmaceutical and medical equipment industries which are largely controlled by
private capital, were also accommodated.

2.5.1 Growth of Private Health Sector in 1970s and 1980s
Institutional growth started taking place during the seventies and continued through
the 1980s and 1990s. Rama Baru (1998) says that it was during 1970s that there was
a boom in the private sector which led to the growth of hospitals and insurance
schemes across developed and developing countries. The philosophy which gained
momentum was to roll back the welfare state and give more prominence to the
market in the provisioning of medical services. The advocates of this philosophy
argued that the welfare state consumed resources that would be better used for
stimulating production rather than giving hand-outs. The solution was in cutting
back on state interventions in the economy, reducing taxes, spending on welfare and
privatizing numerous state-owned enterprises.
The distribution of these private institutions in skewed towards urban areas and
concentrated more in some states than others. The influence of developments in
American medicine on the Indian scenario could be seen at three levels. First, the
involvement of multinational pharmaceutical as well as medical equipment
industries in health care sector. Second, the non-resident Indian (NRI) doctors who
are also playing a prominent role in investing in tertiary level care, some of which is
corporately managed and Third, the Indian governments’ offer of 100 per cent equity
to foreign hospital companies to invest.

2.5.2 Private Interests within the Public Sector
In the Indian context, apart from individual private practitioners owning enterprises,
a fairly large number of doctors in the public sector practice privately. The research
studies indicate that mixed provisioning of health care is not peculiar to India as
many countries train personnel through state expenditure while the doctors opt to
serve in the private sector. In addition, those who enter the private sector not just in
India but in several countries, doctors employed in the public sector also practice
privately. With privatization, health care is being converted from a need to a
commodity and since profit becomes the motive, it is bound to thwart efforts at
health service planning. This the assumption based on which it is hypothesized that
the growth of the private sector is not independent of the evolution of the public
sector. Over the years, the private sector has used the public sector for its growth.

22

2.5.3 Bhore Committee and Private Practice
The Bhore committee’s survey of the sectoral employment of allopathic doctors in
India during the 1940s revealed that 27 per cent of the doctors were in government
while the remaining 73 per cent were in private practice. A survey of medical
institutions by this committee revealed that 92 per cent were maintained on public
funds and the remaining 8 per cent were wholly maintained by private agencies. The
fairly high percentage of private practitioners ensured that their interests would not
be jeopardised by the state health services. Although the Bhore committee had
categorically stated that the private practice by government doctors must be
prohibited and did not visualize a role for independent private practitioners in
government hospitals, a shift in policy could be seen as early as 1961 in the report of
Mudaliar committee. The committee took note of the fact that nearly 40 to 70 per
cent of doctors in different states were private practitioners.
The position the committee took vis-à-vis private practitioners was that since there
was shortage of manpower, they should be encouraged to provide both curative and
preventive services. It further stated that private practitioners should be “given
opportunities to serve in government hospitals on a part-time or honorary basis and
hospital authorities should encourage them to admit their patients needing in-patient
care”. This shows that as early as 1961, the demarcation between public and private
sectors had become less clear, especially with the individual private practitioners
being encouraged to use government hospitals to treat their patients.

2.6

STATE POLICY TOWARDS PRIVATE HEALTH CARE

A review of the planned documents as well as committee reports, indicate that there
was no effort made at defining the role for private sector. By not defining its role,
the private sector grew without any controls by using investments made by the state.
In fact, when public expenditures on medical care did not increase, the state started
visualizing more prominent role for the private sector in the provision of health care
as a way of reducing its own involvement. Thus, the statement in the health policy
document recommending utilisation of the yet untapped resources of the private
sector is only a belated legitimization of the already proliferating private sector
which has expanded considerably during the post-independence period.
The government also has offered a number of concessions for the growth of the
private sector. First, the government has encouraged the growth of large private
hospitals by reducing import duties on high technology medical equipment and
special concessions are given for the non-resident Indians.
Second, it has
recognized medical care as an industry thereby making it eligible for loans from
several public finance companies like the industrial development Bank of India
(IDBI). Two measures together have definitely given a fillip to the private sector
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which has resulted in business groups entering the arena.
According to the World Bank’s own data, with China spending 3.5 per cent its GDP
on health, two-thirds on the decentralized public sector, has an IMR of 38 in 1991.
While India spends 6% of its GDP, three-quarters on the public sector, India had an
IMR of 90. Why then does the Bank advocate the privatisation of health care in
India? Instead of supporting and strengthening the decentralized concept of
integrated people based health care as advocated by Bhore model and practice so
effectively by China, Why does the world Bank advocate the policy of further
promoting vertical programmes for selective primary health care (especially for
family planning). The population control programmes have not only limited health
benefits, but have destroyed the primary health care concept. In fact, Bhore
committee visualized that any national health programme without its focus on
primary health care would only alienate the people. Several studies in China, Sri
Lanka, Kerala and Cuba have revealed that between Rs 100 to Rs 150 per capita per
annum would enable a country to achieve effective health care right from the village
to the super-specialty level. This is done by employing specifically trained village
health and paramedical workers who can perform over 70 per cent in terms of
preventive, promotive and curative health functions. Of course, this kind of health
care system requires trained personnel, encouraged and supported by graded referral
system.
Such a decentralized health care system can effectively deal with most of the major
communicable diseases and family planning where the knowledge and technology is
simple, safe, effective and cheap. The key to successful implementation lies in
cultural affinity, constant availability and accountability of medical personnel to the
people. This model is based within the community which knows its own local
problems, people’s health culture and uses all available types of health and medical
care from herbal and folk remedies to indigenous systems – homeopathy and
Allopathy as it deems best; not a single system imposed from above. Above all, it
has interest in its own welfare. Then a socially enabling culture prevails which
accepts unavoidable pain and suffering for which little can be done. Therefore high
cost health care can be avoided as is done in Allopathy and in certain situations one
accepts death as part of life. Prolonging life at any cost in an intensive care unit can
be restricted.
If this assault on our body politic is not halted, it is inevitable that millions of the
poorest representing 150 million populations will die in the next few years as a result
of malnutrition due to increasing poverty and deteriorating living conditions. These
deaths will then be ascribed to diseases like tuberculosis, malaria, cholera,
gastroenteritis and plague. The firefighting approach of the present health services
will hardly be able to tackle the major debacle resulting from economic distress. To
crown it all, the price of essential drugs and vaccines will raise manifold due to
General Agreement for Trade and Tariff (GATT) and Intellectual Property Rights
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(IPR) agreements. Out of the total hospitals, 66% of the hospitals are private owned
while 31% are government owned and 3% owned by local bodies. However, if you
look at number of beds, 35% private owned, 62% government owned while the
remaining 3% local bodies. Out-of-pocket expenditure is growing phenomenally in
India particularly for the poor engaged in unorganized sector in getting health care
services.

2.7

HEALTH
SERVICE
INDEPENDENCE

DEVELOPMENT

AFTER

Although the class interests of India’s new rulers came to the fore after
independence, yet they had to adopt an egalitarian stance given the democratic urges
kindled among the masses and their own egalitarian convictions. This impelled them
to take such actions in health and other fields, in the first two decades of
independence, which placed the country very high among the newly sovereign
countries. An example is that of ensuring protection and promotion of health and
nutrition of the people by placing it in the Directive Principles for the State policy in
the Constitution of India.
According to Debabar Banerji, the motive force generated by the leadership’s
commitment and the experience gained by the health administrators from their work
in the Indian Medical Service (IMS) enabled them to give concrete shape to the
political vision of the rulers. This led to some far-reaching developments in the
health services. Hence, Banerjee calls this period as the ‘Golden Two Decades of
Public Health in India’. Some of the landmarks requiring a mention are: Vertical
programs, primary health centres, social orientation of medical education, indigenous
systems of medicine, Family Planning/ Welfare Program, water supply and
sanitation, nutrition, Minimum Needs Program, the Multi-Purpose Workers’ scheme,
the Community Health Volunteers (Guide) Scheme, and the Statement of National
Policy. (Banerji, 2001: 44).
The political vision to establish a comprehensive health service system in the
aftermath of independence was unfortunately short-lived. Despite this fact, a number
of achievements or success stories are worth mentioning. These include the mass
BCG campaign of the fifties, the National Malaria Eradication Program of the period
1958-63, and the setting up of the National Tuberculosis Institute and the National
Institute of Health Administration and Education to train physicians to inculcate
managerial, epidemiological, social, and political capabilities. Over the next three
decades, there was a sharp decline in the quality of health services in the country.
The year 1967 marked the beginning of a steep decline in the health services,
culminating in the present state of its serious “sickness”. The major forces
contributing to this decline were:
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1. Obsessive preoccupation with Family Planning Program at the cost of serious
neglect of the health service needs of the people, particularly the poor.
2. The imposition of so-called “international initiatives in health”, during the
last two decades, by a formidable combination of “development aid”
agencies of many Western countries and international organizations.
3. Considerable involvement of Western countries in shaping social (including
health), economic, and political policies of the country in the form of
pressures for privatization in the Structural Adjustment Program (SAP) from
the late eighties onwards. (Ibid)
The declaration of self-reliance by the world at Alma-Ata (WHO 1978) brought
swift and sharp responses from the major world powers, which were opposed to the
principles of sharing power and the distribution of resources, and especially to
moving away from a bio-medical model of health. According to Debabar Banerji, a
swift invention of the idea of “Selective Primary Health Care” to nip the Alma-Ata
Declaration in the bud took place. This led to the utilization of the very same health
agendas advocated by World Health Organization (WHO) and UNICEF as virtual
barrage in implementing specific vertical programs selected by them. These included
universal programs for immunization, oral rehydration and other child survival
strategies, and social marketing of contraceptives. (Ibid)
Clearly, these programs were antithetical to the Alma-Ata Declaration. Considerable
damage was inflicted upon the provision of comprehensive health services by
according overriding priority to a single vertical program over the former. Not only
were the vertical programs techno- centric, they were imposed on the people from
above, their cost-effectiveness was not demonstrated; and worst of all, and they
made developing countries dependent upon the North for funds, supply of vaccines,
and other logistic support. Despite the considerable weaknesses of these programs, in
terms of their economic, administrative, and epidemiological sustainability in
countries such as India, they were pushed through for political and ideological
reasons rather than out of consideration for the real need for comprehensive
programs. Thus, these programmes have paved the way for the growth of private
health in India. (ibid: 46)
The most significant and widespread global trend in health care over the past decade
and more has been the increasing share of ‘for profit’ health care and its
marketization across societies. This process in the health care sector has paralleled
the process of economic globalization and it’s intrinsically linked to it.
As Rama Baru observes, ‘while private medical practice and the dispensation of
medical care for a price have been known for a long time, the commercialization,
corporatization and marketization of health care are a phenomenon of the last quarter
of the 20th century. The process received a boost during the late 1970’s and early
1980’s thanks to global recession, which enveloped both developed and developing
26

countries, imposed a fiscal constraint on government budgets and encouraged them
to cut back on public expenditure in the social sectors. This increased the space for
the growth of the private sector in provisioning health care. This process was
accelerated during the 1980’s and 1990’s with the growth of the pharmaceutical and
medical equipment industries and then seeking out markets for their products’. (Baru
2003)
In the Indian Subcontinent, which includes Pakistan, Bangladesh and India, the
Bhore committee report provided the vision and influenced state policy in the
financing, provisioning and administration of services.
In India at the time of
independence there was a significant presence of the private sector, which was
dominated by individual practitioners. According to the estimates of the Bhore
committee, the proportion of allopathic doctors in private practice was 73% and
remaining 23% were in government service (Baru: 1998). There was no effort by the
government to curb the growth of the private sector. The proportion of private
nursing homes and hospitals was insignificant at the time of independence. However,
these institutions started growing during the 1970’s and were restricted to urban
areas and states where there was capitalist growth in agriculture. The cutback in
public spending coupled with government subsidies has resulted in the growth of the
private sector at secondary and tertiary levels of care. Not only this, the impact of
Muralidharan’s committee (1962) recommendations have given green signal to the
government doctors to practice private clinics, which would have resulted the growth
of private clinics, hospitals and nursing homes. In India, it is mainly an urban
phenomenon but in some states there has been a growth in services in peri-urban and
even rural areas. This is seen in AP, Maharashtra, Kerala, Gujarat, Punjab and
Haryana. In these states, the proportion of private beds is higher than public beds
(Baru, 1998).

2.8

NEED FOR REGULATION OF PRIVATE SECTOR

Given the significant presence of the private sector, what are the mechanisms
available to regulate its growth and the quality of services provided? In fact, there
has been little effort to regulate the private sector at both the national and state
levels. Some cities like Mumbai and New Delhi have passed specific acts for
regulating nursing homes and setting certain basic standards for their functioning
(Duggal, 1991). However, even in these cities where some regulatory mechanisms
exist, they have been criticized for being outdated and ineffective.
On the question of regulations, whenever state governments have tried to regulate
the private sector, such efforts have met with tremendous resistance from the doctorowners of these enterprises. As far as the central government is concerned, the only
conditions laid down relate to the import of high-technology equipment. The
government’s condition is that all private hospitals importing medical equipment
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have to treat a certain percentage of in-patients and out-patients free of cost.
However, having laid down these conditions there are no mechanisms by which the
government can check whether they are being fulfilled. In a 1996 report, a survey of
the larger private hospitals in New Delhi reveled that they had been established with
a variety of state subsidies. Most of them had been set up by acquiring land at
concessional rates from the Delhi Development Authority (DDA). The land was
provided on the condition that at least 25 per cent of the total beds would be reserved
for treatment of patients from the weaker sections of society and the other 25 per
cent subsidized for the poor. In addition to subsidized land, all these hospitals have
also imported high-technology medical equipment without any duty. In 1996, the
Delhi administration took a serious view of the fact that none of these hospitals were
abiding by the stipulated conditions. However, what is ironic is that the
administration has not drawn up the parameters in case of non-compliance by these
hospitals.
Apart from the government, the other avenues of control include the Indian Medical
Association (IMA) and nascent consumer groups. The Indian medical association
has generally represented the interests of private practitioners and therefore has
rarely taken up issues for the regulation of private hospitals. The few times it has
taken a stand have always been when the interests of its numbers have been affected.
For example, when the government introduced the village health guide schemes, the
IMA protected against it on the grounds that the government was promoting
quackery.
In the early 1970s, the action committee of the IMA drew attention to the problems
of the medical profession in private practice and wanted the government and health
planners to take better cognizance of private practitioners and realize their potential
in implementing health programmes. However, beyond this there has been little
effort by the IMA to raise issues concerning the private sector. The private nursing
homes’ association in Hyderabad in 1990s initiated proposals to standardize costs in
nursing homes but this did not get implemented. In fact, in the last two decades, the
regulatory mechanism has gone much weaker in all the states in India as corporate
hospital culture prevails everywhere.
In regulating the private sector, efforts to ban private practice by government doctors
has also met with resistance. For example, in states of Uttar Pradesh, Bihar, Andhra
Pradesh the state governments attempted to ban private practice but failed due to
political pressure from doctors. The fact that the medical professionals are both
socially and politically an important force and as a result they are able to ensure that
their interests are protected.
The only avenue of public pressure is via certain consumer groups which have taken
up issues of medical malpractice in both public and private institutions (Duggal,
1991). However, these groups are few and they face an uphill task in dealing with
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professionals.

2.9

LET US SUM UP

The idea of private health care can be traced from the pre-independence period on
wards. The ruling classes and the elite have patronized the private doctors of all
systems of medicine in India. In the post-Independence period, the first two decades
witnessed growth of public health sector significantly and as a result there was
substantial improvement in health standards. Therefore, researchers called the first
two decades as golden phase in the health care services. However, from 1970s,
private sector grew without any investment in medical education or medical research
in India. The trained manpower from the public sector was opportunistically used by
the private sector apart from seeking state subsidies for the establishment of private
hospitals. By 1980s, there was mushrooming of nursing homes and medium level
hospitals. The decade of 1990s witnessed phenomenal growth of corporate hospitals
across India due to economic liberalization. However, the interests of the capital
overtook the interests of sufferers and hence private sector grew without any
accountability. Paradoxically, higher the rate of growth in private sector, the weaker
is the state regulatory mechanism, thus compromising the health needs of the
millions of the poor people.

2.10 GLOSSARY
Primary healthcare:

It is an essential health care based on practical,
scientifically sound and socially acceptable methods
and technology

Alma‐Ata:

major milestone of the twentieth century in the field of
public health and primary health care.

Health services:

all services dealing with the diagnosis and treatment of
disease, or the promotion, maintenance and restoration
of health.
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INTRODUCTION

Public health is good health enforced by the state, implying primarily the state’s
responsibility. It prioritizes prevention over curative services. Government doctors
work at three-tier hospital system i.e. Primary health centres and sub-centres located
in rural areas, community health centres located in semi-urban areas while the
district hospitals and state level tertiary hospitals located in urban areas Private
health services in India began in order to supplement the government health services
initially but increasingly health care has been converted from a need to a commodity
as profit has become the only motive. Private nursing homes have been defined as
those institutions having bed strength below 40 while hospitals usually have bed
strength of 40 and above. A large number of doctors engage in their medical
practice in these private clinics in India. As most of the qualified doctors work in
private hospitals and nursing homes located in urban areas, unqualified practitioners,
alternate medicine practitioners etc., have established clinics in rural areas catering
to the rural masses. Several studies indicated that about 65% of the people go to the
private practitioners, of which a large majority of them are rural private practitioners.

3.2

LEARNING OBJECTIVES

After reading this Unit, you will be able to:
 understand the concept rural private practitioners in India;
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3.3

examine the role of rural private practitioners in providing access to health
care;
analyze whether rural private practitioners deserve to be recognized as health
care providers in India.

WHO IS A RURAL PRIVATE PRACTITIONER?

Rural private practitioners are also called as RMPs an acronym for 'Registered
Medical Practitioner'. The term Registered Medical Practitioner creates ambiguity
because those who have MBBS degree as per law today are the registered medical
practitioners. They are registered with a state or national board and graduated from a
recognized medical college. However, the term RMP is used in colloquial sense to
mean any one who practices medicine in smaller clinics in rural India with or
without legal permission. Given the issues of accessibility to qualified medical
practitioners working in large private hospitals, nursing homes and government
hospitals, the rural communities consider RMPs as doctors not based on their formal
qualification but upon their experience and social acceptability. Rhode and
Viswanathan (1998) point out the formal process of granting registration to medical
practitioners as given below:
“Apparently this practice of granting registration to any practitioner who
could prove that he had been practicing for a long time was extended in the
late 1950s and early 1960s. This is to bring all those currently practicing
medicine in rural areas under some type of control and standardization, a cutoff date for registration was set sometime between 1968 and 1972. In a way,
this ruling was a silent acknowledgement of the worth of empirical evidence
since it implied that if a practitioner had practiced medicine in a locality
consistently for a decade and had not been driven out by force or failure, then
he must be reasonably capable. The ruling would serve to recognize and
permit such persons who had stood the test of time and public opinion to
continue and yet prevent any new entrants into the field, beginning this date”.
In 1971, Neumann described the situation thus: 'In some states there are three
categories of registration: Institutionally qualified practitioners, traditional
practitioners who have produced satisfactory evidence from a magistrate that they
have been practicing successfully for about 10 years, and third, “enlisted”
practitioners who function as RMPs while completing the required period of practice
to qualify for full registration with the state. Some states group the first two
categories together, while other states do not differentiate between the categories at
all.
Mark Nichter has also attempted to define the RMP thus: 'This term covers a wide
range of practitioners officially registered within the state government on the basis of
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either formal or informal academic qualifications. Formal qualifications include a
degree or licentiate diploma from a course in pure Ayurveda or integrated Allopathy
/ Ayurveda; while informal education refers to an apprenticeship and sponsorship by
a hereditary or a trained practitioner. Several different kinds of registration exist in
each state, which have little bearing on medical practice.
A three-tier health service in the government sector with good referral system was
conceived in the post-Independence period. It was presumed that this institutional
mechanism would serve the needs of lower classes especially in rural India.
However, within two decades, the limited availability and accessibility of health
services to the rural masses came to the fore. Therefore, in the early 1970s, in
providing large scale Primary Health Care Services at the village level, the
Government of India proposed that the existing rural practitioners (commonly called
as RMPs) be invited to join the government service accepting a low stipend from the
government as their monthly salary. The pre-condition of the government was that
rural practitioners should complete two years of licentiate degree, follow the
government procedures and norms in their treatment practices, and refrain from
private practice. This proposal was rejected by the rural practitioners as their own
private practice was more lucrative than the government stipend. Later the
government mooted health guide scheme essentially drawing the volunteers from the
local communities. Today, the term RMP continues to be used ambiguously,
ranging from a totally untrained and unqualified practitioner to a graduate of the best
medical college duly registered with the state boards.

3.4

TYPES OF RURAL PRACTITIONERS

By 1970s, it was clear that health services both in government and private sector
were catering largely to urban areas. Although government’s primary health centres
(PHCs) and community health centres (CHCs) were located in rural areas, they were
not effective in providing services to the people in rural areas. Given this situation
of inaccessibility, a range of rural private practitioners emerged. There are
essentially two types of rural private practitioners (RPP) that exist in India. First,
those who have received formal medical training in any type of medicine (Allopathy,
Ayurveda, Homoeopathy, Siddha or Unani) from a recognized college and second
those who have no formal training. Those with formal training could confined
themselves in practicing either to the type of medical system they have received
training or they extended their practice outside their own field of formal training. In
rural India, there are very few practitioners who belong to the first category.
A question that constantly comes up in the discussion on the type of practitioners is
that, are the practitioners who received formal training in Ayurveda, Unani or Siddha
but practice Allopathy also to be labeled as unqualified practitioners. If one takes
into account this factor, then a majority of the rural private practitioners are
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unqualified. The practitioner who has no formal training in all or part of his field of
practice could again be divided into two groups: a) Those who received some
informal training; and b) those who received no training at all. Informal learning
could have been picked up in an informal situation where the rural private
practitioner (RPP) happened to get the opportunity to observe, assist or actually
receive guidance in some hospital or clinic. Clearly, learning by doing (as in the case
of a compounder of medicines or a doctor's assistant) would have more value than
learning from observation alone (as in the case of a sweeper in a hospital or a
watchman at a clinic).
However, even within this category of RPPs with informal learning, there would be
two sub-categories. Those who learnt by observing or working with a formally
trained and qualified doctor and those who learnt from observing a practitioner who
himself did not have proper training. While the former may have some correct t
knowledge, and could be termed an 'apprenticed practitioner', the latter could only be
classified into the same group as those who did not have any training at all.
If one takes into consideration the above described type of practitioners, only a
handful of all rural private practitioners in the villages providing primary health care
today really fall into the 'acceptable' category. The suitability of all others is dubious
but that does not alter the fact that they are the main and the preferred providers of
health care for the people in rural India.
In terms of gender, the rural practitioner is almost always male, with little difference
in age, years of experience, or schooling between those practicing allopathy and all
other system of medicine. Several studies indicated that most of the rural private
practitioners depend upon medical practice as their sole occupation. A significant
proportion of them did not attend school beyond the secondary level, and quite a few
have not even completed high school. A small proportion of them studied up to
undergraduate level and a few did their post graduate studies. Thus rural private
practitioners have diverse backgrounds in term of education, qualification and
experience.

3.5

TREATMENT PREFERENCE AND CHOICE OF A
PRACTITIONER

As practitioners, vary from that of traditional healers to Ayurveda, Unani, Siddha,
Allopathy doctors and hybrid/mix of practitioners in rural India, one presumes that
the local communities will have wider choices in seeking health care. However,
several studies indicated the contrary in terms of treatment preference. For instance,
Meera Chaterjee made an extensive review of literature in four states i.e. Bihar,
Madhya Pradesh, Haryana and Maharashtra. The study states that 63% prefer
private health care while 37% prefer the government facility. Chatterjee concludes
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the following:
a. A significant proportion of rural illnesses are untreated by any means, and
certainly by medicine, be it traditional or modern.
b. The majority of rural “illness consultations” are to private traditional or
allopathic practitioners in preference to government health facilities.
c. Among rural practitioners, modern Allopath appears to be preferred where
available and even traditional practitioners engage in a fair degree of
allopathic medical practice.
d. Those who cannot afford to pay a private allopath’s fee may go to
government health centres, but prefer to approach town hospitals directly
which results in underutilization of community health facilities.
e. Traditional practitioners are cheaper and more empathetic; they are consulted
for women’s children’s diseases, common ailments and chronic conditions,
including some important health problems such as respiratory diseases,
diarrhoea, malaria, etc.
Findings from the above study indicate that availability of health care providers does
not automatically ensure the accessibility. One of the important factors for choosing
a particular practitioner over the other is quick relief for their illness. Then, the
economic factors particularly their ability to pay for the services play an important
role. Thirdly, the distance, where the practitioner is located. If women, children and
dependent population will have to seek the health service, distance becomes
important. Similarly, if it takes a long time to approach the doctor (long waiting
periods, opening and closing time of the clinics, availability of doctor, convenience
and conveyance vis-à-vis time), then time also plays significant role in choosing a
particular practitioner. Impatience for a quick cure is more pronounced when a
person is dealing with a private practitioner, than when one is dealing with a
government doctor. As the private doctor is being paid for his services, patients
exhibited greater assertiveness, and had higher expectations of speedy relief and
cure, usually within 24 hours. Similarly, the issue of medicine supply. If medicines
are made available in the health centre or clinic, then people prefer the practitioner
than those practitioners who prescribe and ask the patients to buy elsewhere.
Therefore, one needs to understand socio-cultural and economic factors that play a
significant role in providing accessibility to health care services.

3.6

QUALITIES OF A GOOD DOCTOR

How do local communities evaluate the qualities of a good doctor? Is it based on the
formal qualification of a doctor? Several studies indicated that it is based on the
perceived notion of effectiveness of treatment, of course, the cost of treatment,
physical accessibility, waiting time, provision (rather than prescription) of medicine,
timings of the clinic, Doctor’s attitude and demeanor towards the patient, cleanliness
of the clinic, Doctor’s qualification and training. Commenting on the formal
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qualification, local communities say ‘We are an uneducated lot. What do we gain by
knowing about qualifications? We are only concerned about the medicine. If the
medicines are effective, we don’t bother about the education’. A study of private
practitioners done by Chuttani et al. (1973) found that out of 230 practitioners
studied from 463Villages in the rural areas of Delhi, Haryana, Madhya Pradesh,
Uttar Pradesh and Rajasthan, not one had an MBBSdegree.33% had qualifications in
Indian systems of medicine.
Several studies indicated that the women respondents were always quick, clear and
precise about their perception of a good doctor. Mothers based on their regular
assessment of the treatment providers, classified doctors into different types. For
instance, a particular doctor was categorized as 'bright and clever', implying that
doctor was only good for first-aid. In larger villages where several practitioners
existed, they often identified different doctors for different types of problems. For
example, those doctors who are efficient in dealing with women and children, those
who are efficient in diagnosing the major ailment and refer to a practitioner outside
the village, a few as `kind doctors’ because they agree to give injections readily etc.
Given their limited choices, rural communities have evolved different parameters for
evaluating the qualities of a good doctor, not just their formal qualification.

3.7

DIFFERENT SYSTEMS OF MEDICINE

Although rural India has formal and informal practitioners from both institutional
and non-institutional systems of medicine, allopathic medicines are preferred by the
local communities. A few studies indicated that nearly 90% of rural practitioners
prescribed and dispensed allopathic medicines in their practice. However, relatively
few were exclusive allopaths, with only 20% confining their entire practice to this
modern medical system. A significant proportion of rural practitioners used
Ayurvedic medicines either exclusively or in combination with allopathic medicines
in their practice. Homeopaths to a large extent used their own system of medicine,
but even they were dispensing allopathic medicines. It is interesting to note that as
non-allopaths regularly strayed into the field of allopathy, non-homoeopaths
occasionally prescribed homoeopathic medicines in addition to their main line of
medicines. All allopathic medicines are considered to be effective both by the
practitioners and treatment seekers. Hence, most of the rural practitioners use
allopathy as their main or exclusive system of medicine while a small proportion
uses ayurveda exclusively. Even among those who practiced ayurveda, they are not
able to sustain practice without complementing ayurvedic medicines with allopathy.
Clearly, practitioners in rural areas throughout the country are predominantly using
allopathic medicines, for which only a very small minority has been properly trained.
A preference for allopathy is found even among those who are trained in various
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Indian systems of medicine. It thus seems apparent that relatively few practitioners
are to be found with appropriate training for the type of medicine they dispense. The
emerging picture' thus indicates that there are rural private practitioners with varying
shades of professional acceptability, ranging from those who would be considered
qualified for their practice to those whose claim to the practice is dubious, if not
entirely untenable.
Carl Taylor has reported through several studies carried out across Punjab, Kerala,
and Karnataka that most practitioners preferred allopathic medicine, even though
they had no formal training in it. However, it was also seen that most practitioners
drew upon several systems in their practice though only a few stated that they
preferred a mixture of systems. While few practitioners in these studies specifically
stated a preference for practicing allopathic medicine, it was found that most fulltime practitioners used allopathic medicines.
To estimate the real importance of the role played by these practitioners in health
care, it would be important to evaluate their share in the total health care expenditure
of the country.

3.8

ARGUMENTS IN
PRACTITIONERS

SUPPORT

OF

RURAL

PRIVATE

Rhode and Viswanathan argue that the existing health care system in rural India is
self-financing which has been accepted by the people or even preferred by many.
From the point of view of the local communities, they prefer rural private
practitioners given the fact that government’s primary health care centres in India
also charge money informally. Unfortunately, the quality of care provided by the
rural private practitioners fall short of the desired level. Therefore, it is essential to
make the existing health care system a strong basis for primary health care and the
foundation for achieving health for all.
Government of India (GOI) attempted to introduce the `registered medical
Practitioner’ (RMPs) in rural India by giving license through the approved courses.
Any graduate can enroll in RMP course and after two years of training they are
eligible to practice medicine. An assumption underlying the GOI’s initiative was
that RMP doctors with two years of training are capable of providing primary health
care services. There were two sets of problems that GOI encountered. One, there
was stiff resistance from the Indian Medical Association (IMA) that RMP
programme will dilute and compromise on the quality of health care in India.
Second, there was a proliferation of practitioners making regulation impossible.
However, it seems very unlikely that the level of supply of health care through
formally trained and licensed Practitioner and the government health services could
meet the existing demand. The informal, illegal sector is already managing 50 to 70
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percent of consultations in rural India. As long as the demand is present, supply is
likely to be generated to meet it. Indeed, as argued above, while the demand may
have led to the creation of supply, the very supply may have increased demand and
may continue to do so.
An alternative suggestion has been to improve public health services to the point that
they would effectively undermine the demand for private service by providing
cheaper and better quality of health care as once envisioned. While this approach
may seem ideal, it is truly unrealistic given the present financial commitment of the
government in terms of health budget. In addition the quality of services provided
through the public systems, especially those in the rural areas was lacking so much
that it is hard to imagine how they could be improved to an extent that they could
effectively win over the public from the existing private health care system.
Rhode and Viswanathan argued that the only realistic option is to accept the reality
of the rural private practitioners (RPPs) and attempt to bring him/her in line with the
desirable practices, accepting him/her as an integral part of the basic primary health
care network.
They also argued that neither the government nor formally licensed practitioners are
prepared to recognize or oversee direct relationship and improve the rural practice.
The study also indicates that choice of drugs by these practitioners is made to a large
extent through interaction with commercial chemists in nearby cities and towns.
Their choice may be dictated not only by the claims of the effect of the drug but also
by the profits offered through its sale.
A more realistic approach would be to recognize that a large array of essential drugs
can and should be used more widely than only by licensed MBBS doctors, a fact
already accepted by the government health care system through their paramedical
staff. A comprehensive list of essential drugs that should be handled by rural
practitioners using standard guidelines for diagnosis and treatment would be a key
feature to improve the quality of medical care. An organization of rural practitioners
will serve to bring them together where they can learn and benefit from each other’s
experience as well as to provide regular inputs, scientific information and improve
the quality of allopathic practice.
A formal organization will enable the government and other professional bodies to
communicate with the rural practitioners and also to learn from their needs and
requirements as seen through their eyes to improve health in the rural communities
they serve. Such a link with a formal health care system in most cases, the
government system, will increase his/her prestige, ensure proper feedback, improve
his/her performance and yet assure a self-financing primary base to the existing
health care structure. By actively discouraging the prevailing practices which are
detrimental to good medical care such as the over use of injections, poly pharmacy in
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the form of multiple medications for a given problem and the extremely brief
duration of treatment offered by most practitioners, more advocacy and better safe
practices can be ensured. The existing network of rural private practitioners (RPPs)
is the de-facto primary health care system in rural India. It enjoys a broad
acceptance through culturally sensitive approaches to the communities in which the
practitioners are located. It is entirely self-financing system which adjusts both its
fees and means of payment to their capacities of the public it serves and therefore, a
far more equitable system than many prevailing in the public sector.
Equity is not often associated with private practice yet this widespread distribution of
these practitioners, their accessibility to the poor, their willingness to provide
services for payment in kind or gratis makes an equitable outcome even in the
private sector. Finally, rural private practitioners are already highly oriented to the
use of Allopathy even if they were trained in other indigenous or traditional
approaches in medical care.

3.9

EQUITY ISSUES IN HEALTH CARE

India being an agrarian society, it is important to understand the socio-economic
conditions of the people in rural India. Ill-health and health expenditures are the
reason for more than half of households which fall into poverty. In 2004-5, about
30.6 million rural Indian fell into poverty as a result of out-of-pocket expenditure
each year. These estimate, one should note that they do not take into account the
impact on people already below the poverty line who are pushed even deeper into
poverty or those groups who are forced to forego health care as a result of the
financial barriers to access.
The financial burden of both in-patient and out-patient care is consistently greater for
rural households compared to urban households. The impact of health expenditures
are greater in rural areas and in poorer states, where a greater proportion of the
population live near the poverty line, with burden falling heavily on scheduled tribes
and scheduled castes.

3.10 LET US SUM UP
Anyone interested in understanding health care will have to analyze a wide range of
rural private practitioners, both qualified and unqualified who have been out there in
rural India. Accessibility is a contentious issue. In the post-Independence period,
Government of India initiated three tier health care systems in the first two decades.
Primary Health Centres & Sub-Centres at village level, Community Health Centres
(CHCs) at block or mandal level and Tertiary Hospitals at district and state levels.
This decentralized, institutional health care by the government had limitations in
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providing health care services in rural India. On the other hand, private health sector
recruited qualified and competent doctors but its interests were skewed towards
urban areas. In filling this void, rural private practitioners emerged. In a sense the
RPPs are accessible. In order to remain in business, RPPs go along with the patients’
wishes. For instance, if a patient likes injections to be given every day instead of
tablets, rural private practitioners would go for it. Not only because this provides
quick relief, but it also generates additional income for rural private practitioners
(RPPs).
The main predicament is whether unqualified, untrained practitioners should be
allowed to remain in practice. What risks does it entail if rural private practitioners
are allowed to practice? Given the vast majority of rural communities and their
sources of livelihood, it is essential that government ensures decentralized health
care system works effectively. At the same time, government needs to bring more
health personnel particularly rural private practitioners into the health services
network by adequately training them. Such networks of strengthening primary care
services are a fundamental step towards redressing the health inequities that exist in
India.

3.11

GLOSSARY

Equity in Health:

Primary Health Care:

It implies that ideally everyone should have a fair
opportunity to attain their full health potential and that
no one should be disadvantaged from achieving this
potential.
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

On 24 September 2001 Tsapi Thathe, a young man living with HIV, was shot and
killed in Soweto by people intent on stealing his cell-phone. Tsapi was a volunteer
for the AIDS Counselling and Care Trust (ACCT).He was also an active member of
the Treatment Action Campaign (TAC), involved in campaigns to reduce the price of
patented essential medicines, thereby hoping to postpone his inevitable illness and
premature death caused by HIV. In April 2001 he was briefly imprisoned for
participating in an illegal demonstration at the head office of the Pharmaceutical
Manufacturers Association (PMA) in Johannesburg. Tsapi's death points to the
tenuousness of 'health' in Africa and other parts of the 'developing world'. (Mark
Heywood: 2002)
Access to essential medicines is a major determinant of health outcomes. In spite of
health being one of the important agendas for Millennium Development Goals
(MDG), the present situation of health indicators in South East Asia and SubSaharan Africa is dreadful and require attention. Most of the countries in these
regions are suffering from double burden of communicable and non-communicable
diseases mainly HIV-AIDS, TB, and Malaria etc. In developing countries, cholera
and tuberculosis - diseases are causing death while in the developed countries, they
have lost their ground. According to the World Health Organization (WHO), six
million children under the age of five die every year due to lack of medical care.
Access to Essential Medicines is a serious problem throughout the world especially
in the developing countries. About one third of the world population lack regular
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access to essential drugs, which is as high as 50% in the poorest parts of Africa and
Asia. (Mandall and Mandal: 2013)
Many African countries continue to rely on chloroquine, an outdated drug, to treat
malaria because the newer, more effective artemisinin-based treatment costs as much
as twenty times more. Hepatitis C, a lifelong infectious liver disease causing
cirrhosis and liver cancer, affects 170 million people worldwide, but the cost of
treating one patient is 30,000 US$ per year.
Governments of poor countries cannot afford such high prices for medicines when
running a health system on very limited resources. High prices also create barriers to
research; for example, the high cost of the new quinolone class of antibiotics has
prevented sufficient research into whether such drugs could be used to reduce the
length of tuberculosis treatment, which currently takes six to eight months (Sinha:
2014). Gehrke (2012), points out that developing a new drug takes approximately 10
to 12 years and Pharmaceutical companies do not specify the exact costs; rather they
project figures of $600-800 million (462 to 616 million euros) as needed to develop a
new pharmaceutical agent. While the US consumer advocacy organization ‘Public
Citizen’ estimates actual costs for the development of a new drug at a maximum of
$110 million. The huge difference stems from the fact that the companies factor in
so-called "opportunity cost": the benefits a company could have had if it had
invested its money in an alternative project. Expensive modern medicine and the
pharmaceutical industry's patent policies are the main reasons for inadequate access
to medicines. In the next section we would discuss about the patent policies and its
consequence in the Indian context.

4.2

LEARNING OBJECTIVES

After studying this unit, you should be able to:
 understand the issues of accessibility and affordability in India;
 examine the barriers to access to medicines;
 analyse the role of state.

4.3

INTELLECTUAL PROPERTY RIGHTS AND ISSUE OF
ACCESS TO MEDICINES IN INDIA

Bhardwaj (2013) notes that India from 1947 to 1970s was dependent on imports of
highly priced medicines due to the Patents and Designs Act 1911. In 1959, Justice N.
Rajagopal Ayyangar submitted the ‘Report on the revision of the patents law’ to the
government. The report outlined the recommendations for the overhaul of India’s
patent regime insisting that patents on medicines should be restricted to process
patents. Based on this recommendation the Indian government enacted the Indian
Patents Act of 1970. This meant that the product that is the medicine could not be
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patented and the manufacturers were free to come up with different processes to
manufacture the same medicine. This process was referred as Reverse engineering.
As a result of this act a strong and a vibrant indigenous generic industry was
developed which for several decades was able to provide a safe, effective and
affordable medicines not just to India but also to much of the global south. By 2000
the impact was felt beyond the Indian borders and India was referred as the
pharmacy of the global south.
The Indian generic industry has often been depicted as a ‘copycat’ industry
implying that everything has been copied and there is no innovation involved. It is
true that India did not innovate new drugs (except for a few which were not
commercially successful). But India did innovate new processes for manufacturing
drugs. In fact the processes developed by the Indian generic companies were often
superior to those developed by the MNCs. Even after the product patent expires
abroad, a generic company cannot enter the market unless it can develop a process
of manufacturing which does not infringe on any existing patented process. MNCs
usually patent a large number of processes to prevent the entry of generics, and
skill is required to create a new non-infringing process. Eli Lilly, for example
protected the production of cefaclor through 32 processes. Ranbaxy managed to
develop a new and superior process, and paved the way for collaboration between
Eli Lilly and Ranbaxy. The Indian generic industry has earned international
recognition for the innovative capability of developing non-infringing processes.
(Chaudhuri: 2007).
An Indian company called Cipla produced HIV-AIDS generic drugs that could treat
a patient for US$300 a year, far cheaper than the branded product’s cost of
US$10,000 a patient a year.
Today, the Indian drug cost has been cut further to below US$80 (RM248). This has
enabled millions more AIDS patients to be treated. India supplies 70% of the HIVAIDS drugs obtained by UNICEF, the Global Fund and Clinton Foundation for
developing countries. And 75%-80% of medicines (not only for AIDS) distributed
by the International Dispensary Association to developing countries come from
India. Therefore, India has been termed the pharmacy of the developing world. Khor
(2012) explains “For millions of poor and sick people around the world, the Indian
pharmaceutical industry has been something of a lifesaver, thanks to its capacity to
produce cheap generic versions of expensive patented drugs. However, some
developments are threatening to undermine India's role as the pharmacy of the
developing world.” The major threat is the intellectual property agreement known as
TRIPS (The Agreement on Trade-Related Aspects of Intellectual Property Rights)
which was established in 1995 along with the World Trade Organisation. It
disallowed countries from excluding medicines from patentability. To implement
TRIPS obligations, India passed changes to its patent law in 2005 so that medicines
could be patented.
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A Brief Comparison of Indian Patent Act, 1970 and TRIPS, 1995
Different Provisions of
Patent Acts
Type of Patents

Indian Patent Act, 1970

Only
process
patent
allowed in the case of
pharmaceuticals,
chemicals and food
Effective Duration of Seven years from the date
of filing or five years from
Patent
the date of sealing,
whichever is earlier
licensing
Compulsory Licensing* Compulsory
allowed after three years
of sealing of patent if the
prices of product under
question
is
above
reasonable level or if it did
not satisfy public interests
Domestic
production
Working of Patent*
alone is considered as
‘working of patent’

Burden of Proof

Transitional
Arrangement

TRIPS-WTO, 1995
Product patent allowed in
all sectors

Twenty years from the
date of filing of patent
application
Restrictive use of the
provision of compulsory
licensing – allowed only
when there is national
emergency/public noncommercial
use/government use
Whether products are
manufactured locally or
imported,
it
would
amount to ‘working of
patent’
The burden of proof
would fall on the alleged
defendant
of
patent
infringement.

In
case
of
patent
infringement, the burden
of proof lies with the
complainant
of the
patents
-Developing countries like
India are given time
period till 31, December
2004.
However, the
exclusive
marketing
rights for patent holders
would start from January
2000.

India’s best patent law of 1972 has been eroded because many new drugs since 2005
have been patented by multinational companies which sell them at exorbitant prices.
Indian companies can no longer make their own generic versions of these new
medicines unless they successfully apply to the government for compulsory licenses
- which is quite cumbersome - or unless they obtain a license from the patent-owning
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multinational, and that usually comes with stringent conditions especially for export.
According to the International health organisation UNAIDS and WHO, Report on
the Global HIV/Aids epidemic, June 1998, “India had made remarkable progress in
antiretroviral (ARV) used in the treatment of HIV.
By mid 1990s, effective treatment for HIV in the form of triple combination therapy
(that is three medicines taken at the same time) was known to the world though it
was largely available only in the developed countries.” UNAIDS executive director
Michel Sidibe (2012) says “Millions will die if India cannot produce the new
HIV/AIDS medicines in future, it is a matter of life and death.” India has had
positive worldwide impact through its large supplies of low-cost, good quality
generic medicines. Millions of lives have been saved or prolonged by this. Many
people from developing countries would buy life-saving generic medicines from
Indian pharmacies and take them to give to relatives who cannot afford the
expensive original products. Patients worldwide suffering from various ailments
have benefited from cheap generic Indian drugs. (Khor: 2012). However there are
certain flexibilities in TRIPS agreement which has facilitated the industry to succeed.

4.3.1 TRIPS Flexibilities and Access to Patented Medicines
The TRIPS Agreement contains certain flexibilities that allows countries to
determine the criteria for an invention to grant a patent, and governments to grant a
compulsory licence to local companies to produce the patented products if the latter's
requests to patent owners for a voluntary licence do not succeed (Khor:2012). That is
restriction on the patenting of insignificant or minor improvements of known
medicines (under section 3[d]); provision of compulsory licensing to encourage
generic competition and reduce prices (under Article 31 of the TRIPS agreement);
pre- and post-grant opposition to patents, etc. By restricting the use of frivolous
patents (which the multinational drug companies have mastered), section 3(d)
disallows pharmaceutical companies from obtaining patents in India that are not
actual ‘blockbuster’ inventions, but a slightly modified version of an existing
medicine whose bioequivalence can be easily established. Large drug companies
often indulge in patenting medicines whose utility or efficacy is already known,
which are typically designed to delay generic competition, and result in higher
prices. Compulsory license is vital for the Indian government as it is a powerful tool
to combat high drug prices and reduces the procurement costs considerably. It is also
important for people who approach the private sector for treatment as 80 per cent of
all out-patient treatment takes place in the private sector. (Sakthi and Nabbar, 2010)
A. Section 3 (d) of Indian Patents Act Limitation on Patentability -The mere
discovery of a new form of a known substance, which does not result in the
enhancement of the known efficacy of that substance; Salts, esters, ethers,
polymorphs, metabolites, pure form, particle size, isomers, mixtures of
isomers, complexes, combinations and other derivatives of known substance
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shall be considered to be the same substance, unless they differ significantly
in properties with regard to efficacy”
Example- Novartis patent application for a CML drug known as Glevic was
rejected in 2006. Grounds of rejection were on many grounds including
section 3(d).
B. Compulsory Licensing Indian Patent Act- Compulsory licensing is the
authorization given by the government, judiciary or even the competition
commission to a third party to produce, market and supply a generic version
of a patented drug, without the consent of the patent holder. Under Article 31
of the TRIPS Agreement, Compulsory Licensing is a legally recognized
means to overcome barriers in accessing affordable medicines.
Example- Natco Pharma requested for a CL for the anti-cancer drug Nexavar
(Sorafenib Tosylate), patented by Bayer and was granted in March 2012.

4.3.2 Constraints in TRIPS Flexibilities
There are many constraints on incorporation of TRIPS flexibilities. There is Pressure
on developing countries not to use TRIPS flexibilities as there is threat of litigation
and lack of IP oriented technical assistance and expertise. There is No mechanism to
assess the impact of patented medicines. The Patent Office plays a vital role in the
implementation and utilization of the TRIPS flexibilities. India incorporated these
flexibilities to curb the practice of patenting of known substances. The Patent Office
has to apply these flexibilities while examining the patent applications and to decide
whether the patents are to be granted or not. Due to the inefficiency of the Patent
Office in applying the legal safeguards to prevent the patenting of known substances,
many patents were also granted on molecules invented in 1960, 1970, 1980 and
1990s. Since these molecules are already available in India these patents may not
affect the availability of these medicines in its original molecule form, but would
deny access to the incrementally modified forms of these medicines. Data also
reveals the growing number of patent applications from the pharmaceutical MNCs.
Pharmaceutical MNCs attempted violate the public interest safeguards available in
the Patents Act by not recognizing India’s sovereign rights to use the TRIPS
flexibilities. MNCs also continue to lobby against Section 3(d) of Patents Act. There
is a consistent campaign against Section 3(d) stating that it denies benefits of
incremental innovation to Indian patients. Pharmaceutical MNCs try to neutralize the
generic industry’s freedom to make use of the pre-grant opposition by providing
voluntary license containing obligation to protect the patent on generic companies.
(Gopakumar: 2010)
However, the Indian pharmaceutical industry is responding in multiple ways,
depending on their financial strength, to meet the challenges of product patent
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regime. The generic industry’s response includes: R&D on new drug development,
patent challenges and innovation on existing drugs. The new drug development
strategy is in a nascent stage and is yet to develop the final product. However, the
patent opposition strategy paid good dividends to Indian companies. It helped them
launch many new drugs, which would have otherwise been patented.

4.4

THE PARADOX OF THE INDIAN STATE

With the help of the flexibilities and other industrial policies the Indian‘s
pharmaceuticals industry has boosted the country into being the ‘global pharmacy of
the south’, exporting lifesaving drugs to developing countries and supplying quality
drugs to the rich nations at affordable prices. The country now boasts of operating
the maximum number of Food and Drug Administration (FDA) - approved
manufacturing facilities outside the United States. In 2013, national production of
Drugs and Pharmaceuticals of India was placing the country in a strong position in
the pharmaceutical world, but ironically, 50- 65 percent of the Indian population
have no regular access to Essential Medicines . Only 0.36 percent of the GDP is
allocated for health care budget in India (2010-2011), which is insignificant in
comparison to the actual need. Moreover, it is anticipated, that medicine prices are
likely to spiral to a great extent in the coming years because of current global
policies, thereby making the problem of non-availability of medicines graver day by
day. (Mandall and Mandal: 2013)
Indian pharmaceutical industry was valued at $ 12 billion in 2013. The market is
primarily driven by exports to regulated as well as semi-regulated markets. In 2014,
India exports drugs to more than 200 countries and vaccines and biopharmaceutical
products to about 151 countries. (Business standard: 2014) India has received
worldwide recognition as a low-cost producer of high-quality drugs and globally,
India ranks 3rd in terms of volume and 14th in terms of value. This has contributed
to accessibility of drugs abroad and reflects strong innovative capabilities developed
in India. Yet at home, most Indian people do not have regular access to essential
medicines.
Selvaraj and Nabar (2010) states “Despite the seemingly commendable performance,
millions of Indian households do not have access to drugs as a result of financial
(lack of the necessary purchasing power) or physical barriers (lack of public health
facilities). India’s health and drug policies have, over the years, tended to benefit the
wealthy and the private sector rather than the vulnerable masses.” Sengupta (2013)
rightly notes “One of the best developed pharmaceutical industries is sitting on top
of the poorest health care systems” The contrast between the success of Indian
industrial policy in developing the industry and the failure of Indian health policy in
ensuring access to drugs demonstrates starkly the need for integration of industrial
and health policies if safe universal access to essential medicines is to be achieved
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(Chaudhri: 2007).

4.5

BARRIERS TO ACCESS

According to Chaudhri (2007) there are three basic elements that are required for
ensuring access to medicines: Availability, Accessibility and Appropriateness:
A. Availability- Medicines are considered to be available if the medicines
required for the relevant diseases exist, are produced (or can be imported)
and distributed and are of proper quality. Diseases prevalent in the poor
countries are often neglected. There are very few or no drugs exist for the
neglected diseases. While diseases like malaria and TB have drawn attention,
there are no drugs for diseases such as African trypanosomiasis,
leishmaniasis and Chagas’ diseases (the ‘most neglected’ diseases). However,
drugs are available for many other diseases which affect the population in
India. Production of these drugs has not been a problem in India. The
problem is distributing the drugs to those who need them and ensuring that
these are of proper quality. Most Indian states do not have a proper drug
procurement and distribution system. As a result drugs are often not available
when they are needed.
B. Affordability – The medicines should be available as well as affordable.
Purchase of drugs is financed by the consumers, by the government or
through private or other forms of insurance. Publicly funded healthcare
and/or subsidized insurance can both influence prices and shift the financial
burden from the poor who are unable to afford the cost and thereby improve
accessibility.
C. Appropriateness- a medicine must not only be available and affordable, It
must also be appropriate to a particular need. Due to many factors like
misleading advertising, lack of education and information, illiteracy and the
lack of effective regulation of prescribing, medicines sold are often not
appropriate. In India thousands of brands are available in the market. But the
vast majority of these are considered to be therapeutically irrational, resulting
in tremendous wasteful expenditure.
Other Barriers are: (a) Unreliable supply system (b) Irrational prescription (c) Poor
quality medicines (d) Unaffordable pricing (e) Inadequate funding for research in
neglected diseases (f) Unfair health financing mechanisms (g) A stringent product
patent regime
Policy options to improve affordability and availability of medicines according to
WHO (2011)
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1. Selection of essential medicines
a. Formulation/updating of essential medicines lists and institutional
formularies
b. Development and use of Standard Treatment Guidelines
c. Development of a therapeutic substitution policy
2. Procurement/ purchasing
a. Limit to an essential medicines list by international non-proprietary
name
b. Base quantities on reliable estimates of actual need
c. Base on formal written procedures and explicit, predetermined
criteria to award contracts (i.e. ensure transparency of the process).
d. Plan properly and monitor performance (results should be made
publicly available)
e. Base on competitive procurement from prequalified suppliers n
Pool procurements at the national level
f. Use pharmaco economics or external reference pricing
(international price comparisons) as a guideline for setting prices of
new medicines (single source)
g. For high-priced products, apply pressure for differential prices and
consider use of TRIPS a flexibilities for medicines under patent
3. Distribution system
a. Maximize efficiency and transparency
b. Control mark-ups with regressive margins and with effective
enforcement
4. Generic competition
a. Establish an effective quality assurance capacity
b. Reduce regulatory barriers to market entry of generic equivalents
(e.g. early working, fast-tracking applications, reduce the
application fee)
c. Permit and promote generic substitution
4. Prescribing and dispensing
a. Introduce incentives to prescribe and dispense generic medicines
b. Improve health professional and public confidence in generics
c. Provide unbiased consumer medicine information
d. Strictly regulate promotion of products by pharmaceutical
companies according to WHO’s Ethical Criteria for Medicinal Drug
Promotion and ban direct-to consumer advertising of prescription
medicines
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e. Separate prescribing and dispensing functions; develop and monitor
good prescribing and good dispensing practices
f. Empower patients through the publishing of prices and availability
g. Establish regular monitoring of prices and availability
6. Financing
a. Encourage pooled and prepaid financing of medicines (e.g.
through employment based or social insurance schemes)
b. Support community-based insurance initiatives that focus on
improving access to essential medicines
c. Establish a social health insurance system covering the whole
population
d. Ensure that social health insurance benefits are comprehensive,
using limited formularies based on cost-effective therapeutic
guidelines, and that patients are not required to seek
reimbursements
e. Abolish taxes and duties on essential medicines
f. Introduce minimal or no patient co-payments in the public sector
or health insurance systems.

4.6

RECOMMENDATIONS BY EXPERTS

Gopakumar (2010) suggests that Policy concerns on access to affordable medicines
demand changes in:
a) Fine-tuning of the relevant provisions of the Patent Act
b) Sound policy measures
c) Capacities building of institutions like the Patent Office and judiciary.
He also warns that mere incorporation of the TRIPS flexibilities in the domestic
legislation alone is not enough to address the concerns of access to medicines. The
flexibilities in domestic patent law should be complemented with sound policy
measures and institutional support. Such complementary policy measures and
institutional support requires investment in financial and human resources, which
most of developing countries cannot afford.
The Planning Commission’s High Level Expert Group (HLEG) report (2011) on
Universal Health Coverage (UHC) for India, in tune with the demands made by the
groups such as the All India Drug Action Network, the Jan Swasthya Abhiyan and
the Medico Friend Circle have recommended (Srinivasan, 2012)
a. Increase public spending on drug procurement to 0.5% of the gross
domestic product and provide free essential medicines to all.
b. Enforce price regulation and apply price control on all formulations in
the Essential Drug List.
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c. Ensure drug and vaccine security by strengthening the public sector
and protecting the capacity of Indian private sector companies to
produce low cost drugs and vaccines needed for the country.
d. Strengthen institutional mechanisms for procurement and distribution
of allopathic and AYUSH drugs.
e. Promote rational use of drugs through prescriber, patient and public
education.
f. Strengthen central and state regulatory agencies to effectively perform
quality and price control functions.
g. Protect the safeguards provided by the Indian patents law and the
TRIPS Agreement against the country’s ability to produce essential
drugs.
h. Transfer the Department of Pharmaceuticals to the Ministry of Health.
However Srinivasan (2012) who is working with LOCOST (Low Cost Standard
therapeutics, a non-profit organisation) is skeptical, about the government accepting
these recommendations. He expresses concern and hopes that in the interest of public
health and for a reduction of impoverishment due to ill health the government
implements the recommendations along with their comments on the report.

4.7

LET US SUM UP

From a human rights perspective, implementation of intellectual property rules
should be governed by those principles which support public health goals and access
to medicines, thus ensuring a rapid and effective response to public health needs and
crises; supply of quality medicines at affordable prices; effective competition
through a multiplicity of potential suppliers; the provision for a wide range of
pharmaceuticals to meet the basic health needs of the population; and equality of
opportunities for countries in need, irrespective of their membership in the WTO,
level of technological capacity, or lack of manufacturing capacity (WHO: 2005)
Gherke (2012), observes that there is not only lack of access to inexpensive drugs
but also lack of health infrastructure, such as doctors, logistics, supply, drugstores
and diagnoses in the developing countries along with poor policies. He adds, hunger
and malnourishment also promote diseases, such as diarrhoea, pneumonia and
malaria. Therefore a strategy that involves the government and the drug companies is
needed to ensure that the local pharmaceutical industry continues to thrive, that it
produces not only the existing medicines but also the new medicines even if they are
patented, and that they are supplied at affordable prices not only in India but in the
rest of the developing world.
Gopakumar (2010) notes that the introduction of product patent protection in India
raises two critical concerns with regard to access to medicines: First, whether the
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grant of product patent would curtail the existing supply of generic drugs? This
concern is emerging due to the mailbox protection under TRIPS. India started
accepting product patent applications from 1995 as per the transitional provisions of
TRIPS. During this period, Indian generic companies introduced many new
medicines in the market for which product patent applications were pending under
the mailbox facility. If patents were granted on these applications, the generic
companies would have been exposed to liability of patent infringement. Further,
patent on existing generic medicines also eliminates the generic availability of that
medicine. Section 11 A of the Patents Act addressed these concerns by allowing the
generic producers to continue the production even after the grant of patent against a
royalty payment to the patent holder. However, no patent holder has claimed
royalties under Section 11. Generic companies used pre-grant opposition provisions
to challenge the patent applications on medicines having generic versions. Second
challenge is regarding the availability of patented medicines at an affordable price.
Compulsory licence and government use provisions of the Patent Act is going to
play critical role in ensuring access to patented medicines. However, both these
safeguards suffer from procedural and substantial limitations. Hence, Gopakumar
(2010), states that these provisions do not offer an effective tool to deal with the
abuse of patents.
Chaudhri (2007), points out that India occupies an important position in the
international pharmaceutical industry, yet fails to give its own population access to
essential drugs. The sense of paradox is armored by evidence that Indian generic
companies have made drugs more accessible for US consumers. These companies
have been able to challenge the patents of the MNCs and speed up the entry of
generics in the US, reducing prices. Lofgren (2013) asserts that the tension between
capital accumulation and public health is reflected in fragmentation and friction
within governments. Policies and programs in the three main regulatory areas of (1)
Safety and efficacy controls for the purpose of public health, (2) Access and equity,
and (3) Assisting industry development, are promoted by different departments and
agencies, which are in turn linked to distinct groups of social and economic interests,
including business associations and firms, health professionals and consumers. Such
fragmentations between agencies and interlocking advocacy coalitions are a
characteristic of pharmaceutical policy in all countries, particularly those with
significant local industries. If accessibility of drugs for all is to be ensured, the state
needs to play a much more active and pervasive role. It is too critical a matter to be
left to the market and private sector. The state needs to regulate the manufacturers, to
exercise bargaining power to influence prices and to fund directly or indirectly the
health care expenses of those who need care but cannot afford it.
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4.8

GLOSSARY

Compulsory Licensing:

Compulsory licensing is when a government allows
someone else to produce a patented product or process
without the consent of the patent owner or plans to use
the patent-protected invention itself.

Patent:

a right granted to an inventor by the federal
government that permits he inventor to exclude others
from making, selling or using the invention for a
period of time.

TRIPS:

the Agreement on Trade-Related Aspects of
Intellectual Property Rights is an international legal
agreement between all the member nations of the
World Trade Organization
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