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About the Jan Swasthya Sabha

Governments & international agencies have toegotien the goal of Health.
for Al by 2000 A.D. Bul we. ihe peaple, ¢annot forgat it 1 is time (o strengthen
& expund people contered imimtives - Jo find mnovative solitions & o pul
pressure on decision makers. governments and the private peetor.

There is o need (o resteride that altsmmg Health for Al means ensuring:
everyone has access to affordable quality medicare, sate drinking wailer and
sanitabion, eleguate naivitho, clothing, sheler ad employment wnd no one (s
discrarinated ogainst on the basiy of clizs. caste, rice or gendet. People noed 1o
te e aware of the Tinks berwesn ginbalization and the worsening health of
the peopile. When structural ddisstment policies waork 10 undermine the vision
uf Alma At renewing the Healfh for All call is an imperative.

With this understanding a large number of people's movements soress
ihve coudtry have jolnly initiated a witional campaign calléd the Jan Swiakthya
Subha. This hax three hroad ohjechives:

# To re-establish health and equitable dewelopment os top priontics in
palicy making with primnary healih care as the smaegy,

* To forge a Iocal, mational and global unity of all democratic forces 1o
wyrk towards building long term sustamable solutions 10 healih.

# . Remnforce the prnciple af health was a broad intér-sectorl mse

The campagn hes a four-pes sructure, 2000-3000 blpcks m 200- 300
istrivts pwitnbize preople on Health For All - Now! and contluct bliock level
enditiries intothe stute of health services. These enquiries culminate in block
werninars lighlighting the findings & helping formulate peophe’'s imitatives for
primary health care, Then, cach district has a disomet levol mobilization
witbmvinating 1 & Distric) Serrdaun A thils bullds g e the Jan Swisibiya Sabha
1o be held in Calcutta from Mov 30th - Dec st 2000, Four wains with
representatives from various parts of the country will arrive al the National
Aszembly. The Jan Swasibiva "-n.uhhn with pyer 200 represantatives - will call
tisr 3 reversal of sirnetral adiustment policies and a renewal of the Health for
All pledge. The assembly will also send it represematives 1o the international
People's Healih Assembly being beld a1 Dhaka from Dep 4 - 87 2800 where
similur reprosentatives. from odlier couniries will gather, Following the Jan

Swaathys Subha. coch intcrested block or district follows up with health
i venticn wid wdvooacy.

The Jam Swvisthy s Snbhais being ¢oordinated by o Natonal Coordination
Ciomnmitiee consising of 18 major al] India networks of peoplos mosements
and NGOw. This book s the fifih book in g § book series braughit oot by the
NCC Toe guicding the hlock, dhistrict pnd stale seminals,
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Chapler |
Introduction

THE INDIWN  HEAmasre Sysram

Introducing you to the world’s
most privatised health care. The Indian
health care system. Twice as privatized as
the United States. Five times ns
privatised as the Swedish system!

Only 22% ol the the health éxpenditure is public funded in Indin ac
compared (o 4% in the US, or 95% i countries like Sweden ot
T5%: 10 all the marker economies of the west taken (ogether

AND NOW WEARE TOLD :

GET MOEKE
PRIVAIZED




But there are lots and lot= of problems with this sim ple solation:
What are the popular causes Tor dissatisfaction against doctors.
and the delivery of health care in Indin today?

These causes are leading 1o an inereasing alionstion of 1he comimunity
fromm the Medical profession, which b a verv unbealthy vemd Clhutlonary
warmngs by professional hadies e alio o pneommon showing thi de
malwse w desper.

“Eirrnal vigitance s required to onsure that the bealth core
system does not get Medicalised, that the doctor-drug-producer
axis does not exploit the people and that the abiondance of droge
does not hedome = vested interes! in ill-hes)th."

ACSSR / BCMB Report oo Heslik for Al

While many doctors are sincere and ¢ommitted Ly the ethical snd ksieniific
Tramewark of their profession and voceton, m oday s increasingly
cortuplim milbenced socro-econnmic-coltural political milley, many.are
PR ed this 1y an ingrdasing argw of Sinsem

The pubiic, the judiziary, the media and civic society sre loning confidence
it the prolessional discipiining mechaman apd peer group contrels which.
have failéd o redecm the situsizon snd hetee the move (o bnng doclors
wnider the Cvneamer Protechion Actin spite of arguments i axclude thim,
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In the first half of this century the image of
medical care was largely.

GGHE’E&L FEACTITONER
SOy
ST leSTITAL

i —

| CHARITY  Haspmae Y

il

Family doctor and fomily friend;
wonld eome (0 our howes;
flexible payment often deferred;
few prescrplions - the compoondor
made wp much of these




Fiercely competitive private practice

# threatened by numerous nursing homes and polyclinics

# swallowed up by corporte hospitals and insurance companies
--and for those who can not pay or are drined of their money
a very weak publivc sector

Pictureat the bonomofabig fishswallowingasmall fish swallowing

a yet smaller fish




The Oridinary Greneral Practitioner today has his problems:

ToeED
| CAnNDT Clge TTHE CLUNiC
TE A SiwgGLE By

g ’f{af

| HAVE TO GUE  INTECTIONS =
Tuow  QUck EEULT

7
(ARG

\,.,{\

But still wherever available
he or she is the most preferred
health professional.

10



At the corporate hospital it Is another story.

Lrbous g THis-scan
warsn Ko & Tromnes,

IHE BREAK EVEMN ANALYSES
Wiz can rapaly the loan
( n e yeare 2z PAK R arest

Tt rams & 4
rETENT mehasle of
Fa 0 anas par mpnti
IF vz e 25 \aurs par
prigesh we sl sara A
Lk e e Piind
#gr Ka 3 zkn mynning
-

et = ks an saredn@nt with )
=0 doctora) [T they give ud g cans per day
et wlll pory et R SO0 per patient !
Rerrytming g i Aeitame

N

A carpanate hospital 8 uf ke an mdualy! It is wn o noxgmee ety o
rrvedtment The numbier of people who need investiganan wil invarisbly be
lags, than thal reeded to braak even - cipacially o1 moee aiid more hospilal:
will dan. Where thereis & high return ol imeastmant v amy sesior in o mare

-sguramy, more units of thol type develop, However this will ot push down
costs ar promote afficiency |1 will rather pramete mor= urastessary
Investignliony, unnecessory hogpdalization, untisceisory surganos i i
urhacessary relermils Some of these ore done o3 malpractica Bul o greuter
frand & 1o shaps modem F“"j,":”! iEnce 5o thot thess & mom and moee
*nead for mvesligiatiors, hospitalization ard surgesy. For any afher commad:ty
il there s competition the price wil dobiliza srdund i valle. Buf since no
ol 5 oo high far humian e, the ahility 1o prce i limitbess, 1t is imed only
by The ability of the consumer fo pay

o That means s ared 507
por gy leare mact b f whoreni

e & arga T alS000 plue Ve AGH)
s aivn The demear, e B 30060 pen
BaAn

1"



But should we get worried about corporate
hospitals? After all only the rich pay?

The cullurn of sach Rospliols redelives medeal somnces, shoow un cost
Leves pubi sty dissebiched and ofien pogpanzed without smpioving 1hﬁ-|r halik
Cinca | i slaptly wesior prafessionals whio wore here fhe winy I*'|E"|- redefing
madcal poence & the singie-greates thesat of thasa hospitals

e, Blem feamm Wi Lreal ths

Pagadachewtha ol

=" Einunethical

Moz iae sy e sdying. Famalld thy 7
nz mara changs Take hirn To Apolia

Likdi|| e L sl oy il Bt (e

mry husibaird's e That s Aot 20 michl

(Tamaorrawe when the lwusband dies, the lemily 15 ar the stroet )

Ligot s hepdach

I Why don Tyou get
amgan ordered, (e tos! b

* Put that famous doctor
whom [ met for my heart problem
on the heplih commitizs™

"A disproportionale  share in
decision making and public
opimion 15 conmboted by the
elite from these hospitals due to
the prestige they command -
though hey have linle or no
expenence of health planning ar
even working with the poor,
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The question is are we individually and
collectively helpless?

WHEN BERpVE 5 Gluvg |NTECTOW
P TOMS HAE T FAL N LINE

wWitesl | g T A poOR, How CaAw
| GUesT M7

o~

Lﬂmwm:mLm&mﬁq

EHWLEFSF
peRsops Wi Na
Tife  MEFICAL TROFESR.

e PRTEAT
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Or are there ways 1o confront
comercialization of health care?

The six components of checking commerdialization:

I Sirengthen public sector in health.

2. Patient education - on rational medical
care and demystifying doctor-patient
relutionshups.

Vad

. Reorient medical education o mest
peuple’s needs; to make medical

practice more ethical and holistic,
ﬁ} 4. Repulation of private medical sector.

b1

Dinlogue with professionad bodies 1o
catalyze, stengthen and support
profession’s inlernal initistives for
relorm

6. Diglogue with all sections of society
including professionals for evolving
ethical codes, norms of care and for
mare open profession.

This book s an effort to ddentify the key issues related 1o
canfmnting commercialisation in health care. The articles for this
bereek are based on papers written for this purpose by some of the
most experienced medical and legal professionals in this area. We
expecially thank Dr. £ R. Sethyraman (JIPMER), Dr. Ravi Dugoal
| CEHAT), Dh. Ravi Nurayan (CHC), De N Madhava Menon
and L. Frances - for theiv contributions. Thix book mist be seen
as pare of the process of tniviating a dialogue rathar than of
asserting degmatic positions.

14




country. Yel, fromically, barbiurae combinations can be frecly
pirrchased even wver the counter. They are commanly combined
with anti nsthima drisgs, This is & dangerous practice is barkitarates
i chisprzss respiration — which e b life threatening in asilmy

patisnta

Combinations of Antibiotics: A large. oumber of combination:
of pwo different antibiotics are availnble in the markel Twis
carcgories of thesz are ratronal - combination of 1rnﬂl:l]1ﬂpf1m s
sulphamethonazole as co-trimonakole and combination of wnti
T8, deugs, These are the only two coambinatiims menticned in the
WHO Tist of Essentiil drigs, Mest other combinations carry the
fisks and dissdvantages associnted with combination products
related enrfier [n the case of wntibiotics the dissdvantages e
greater, one because the side effects tend to be more pronounced.
twe becalise the mersase in cost s greater and three beosuse of
the added riskof developing antibiotic resistance. The commanest
irrational combynations available 18 o combination of Cloxaciihin
with Amexyorllin or Ampiaillin

Combination of Drugs from Différent Systems: Today thers s
a e trend in the marketing of combination of dnigs Trom the:
allopathic system along with drugs from other systems vz
ayurvedn, siddha, unani and evon chimese and Korean sysems. 1t
i olwices that spch combinations are grossly serational os each
of these yystems have differing spproaches to disease and thermpy.
Further, no proctitioner is likely to have the knowledge of all these
systems 1o be competent t preseribe sudh combinations an the
basis of his scientific knbwledge, Thess products need to be
immedintely banned.

Irrational Prescribing

It needs to be understod that the problem is not Hmred o just o
quiestion of wrational oruseless or hurmful drugs. Ranonsl, or exen
life saving drugs can be nsed w an jrratonal minner, The
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cummonisst problem is the unnecdssary weof drogs. Thus, aften
we see expensive antibiotics bemg wied for rrivial infections,
Muoreover this (s often accompanied by wrong dospee whiedules
Anather prablem s the preseription ol o Jpege nunber of deugs for
L atmple nilment, when one or few drogs would huve sufficed.
dovtors, i many cases, When they are notsure of e diagnosis
proscribe b large momber ol drogs o cover forall the possibilities,
Thus 3 patient comeng with faver may de piven some antibrotic. o
deug v preay malari, w dog o teat typhoid, e Trmay e ot
thut the patient wies pust sulfermg from a viral fever: whch conly
have been treated with some pagacetamol tabléts only. Such
prescription practices incréase the cost to the patienl; ubbecessirily
expores the putient W potential side effects, und in the cise of
antibictics leads 10 drivg resistanee, e o situation whes thiss
antibiotics bacome salods when they are really required

Fatients must alvo realise that of o doctor advises no drugs, he s
siing an vitlunhle (0 in some cases mone ) abdvice us smeone wha
prescribes o Juede fueber of drugs. Al dinesses dir not Fegirine
diugs —infact a Large mumbier of illnedsed are “sell lintlting™. 1o
thie bty cures itse Il withioul the use ol drugs. So putients shoukd
fok be impressed by a doowor who presonbes o large number of
expensve drigs i montcases the doctor (5 just hiding his mambity
po reaeh peormet g o by teying t coser Top all eventualities,

NG .F:E'_Jﬁff“'

Sope othet common iratinnal practiess tharneed to be mentioned
Uine is the preference among mitients and dociors alike oy
ijections. Lnder nimmal cireimstinees injectiong are ot required
o bee graven, except in the case of drugs that can be given only by
imjestion, ke ssnling somie peniilling strplimyein. e, Mst
drupe are avallable tn both formss that winch can be wiver by

24



s
Ny ADNICE
NUT For My PRESCRIFTION

injection, and that which can b taken by mowth, A doag thit o
eaken by mouth may tabie Teom T3 miaates U Two Hours 1o start
avting. while an ihjected dewg may take only 2 fies minutes
Uitherwise, wshally, the #ffect of both nre sitnilar So injections ace
requited only when the panent js very sethously 1l e when one
canmol aiford v wiit for hall an hour before a drug stars acting.
Ui thre ather hand, mjections have many digaclvaninges: thiy arn
always more expensive, they can cpuse mOre severs side effocts
{even life threutening ones), and when wterile precautions are
madequate they cun couse infection and ubscess formation At the
silte af inpection, and they con transmil deadly diszases like Hepntitis
B and AIDS

Another prevalent pructice i< the lse of mtravenmis solltions of
plycnee, 4aling, €1c. Lo trell 4 wide range of il defined mlments
ks texhnustiun”, wiakness"”, et Such imnwenoes solutions ure
Hececsary aply in cases where ihe putient canmel take winler anil
ailmerts by moiith, Viz. unconscions patients, pahients wihir hive
bebn recently operated, patients who arc extremily weak and

25
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unable 1o swallow, these with continuods vomiting, ote. They iy
also be necessary in severely dehydrated pationts, or patients in
shock, where the flinds mside 1he body have 1o be replaced very
st Butil a person is conscious and not siverely debiyirated. and
15 able to drink Tluids, mtravenous fluods aee a gross waste of
ey, Practitioners are known to charge 100 10 200 rupees for
adimintstering ane bottle of such solutions. These solutions contain
aboit half a livre of wiiter snd some salts and swgar. The total cosn
of the sume ingeedionts, if wken !.-ry mitwth, will come 10 only one
ar two rupeis. And the henofit would he the sume a5 in the case
where it ks givan by intrivenous injection!

When a patient i ireated by amedical practitioner, the practitioner
is legally bound 10 provide the patient willl a presenption which
st ceintiton ot ledst the following thinge 1y Name, age ind sex
of the putient: 21 Findings made by the practitioner Ln exumining
the putient, viz. pulse tate, blood preisure, condition of the ches

Sk Yok ook

—

N IS THE nvaBSMN
NECESARY T WOUBN'T T T
% A f(,;r |

Irr'I'

\
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dhdnmen, curdiae systemy, ete., 3) Dingnosis artived m by thie
practitioner (even if it 1s provisional); 4) List of diugs prescribed
with the dosage sehedule snd duration of use advised (this
regpuired even I th practitioner himself dispenses:(he prescritied
drugsy 51 Signotore and namee of the practitionze In o laege
number of mstances patients are not proyvided with prescrption
ar all or with mcomplete presenpoons. This 15 a danmerous
prachice as @ paniant is notleft with any recard of the trestment
given and an pssessient of the iliness e 16 suffering Trom. In
firture, im case of un emrgency (doe o the discase worsening of
due 1o the side effect of & drug) it becomes jmpoble to
detuemine the real cusise of 4 patient’s warsening condition. Lack
of o propes record s ol o handicap i o patient decides 1o switch
doctors of 1 he Talls il again.

Finglly, snother dangerols pisctice is that ol misking drigs
wvirilable “over thie counler™, e directly by chemists: without o
dowlors preseription. Mot drugs can jegally b sold by s chonust
only if the buyer produces a preseripuion. There are only n fow
simple drugs which can be sold without a presenption, wiz.
parnzepamol, pspirin, ete. All other dnegs are marked! “To he sald!
on the preserption of o Registered Medical Practitioner only™
is dangarous 1o buy drugs withiul a preseription as all drugs can
have sl effects, and have very specific do's and dint's

All these irmltional practices continie (o Towrish because the five
atctors inthis drarni he goversment as o regulatory suthoaty, the
ditig companies di producers of drugs, the Jotiars as prescribers
of dnigs, the chemiste ns sellers of drugs, and the consumers s
uuers of drypy, at some level or the other dionot Tulfil the required
obligations und wre unmindfol of e potential harm
inappropriate wse of drigd con chuse. Dirugs con save Jives: but
thair inapproptiote use can alse mke fves: Tt is esimped thar 20-
30% aof illnzsses — especially n the aged and ) children are
cavsed by use of duas:



Who is to Blame?

j= XY X TPE

Rational Use Of Diagnostics

Using WHO defimtion of wrationdl drug theropy o the basis,
irrational wae of dingnostcs lincluding laborulory fesis of blond,
urine. spulum, el X-Rays; scans; ete ) may be defined nst ™
diagpostic test 15 awcntionlly wsed when the expected brocfin is
segligible oroil or when i s nop worth the potentinl harm ot the
[

While there is some awareness abod) orational drug wsage, almast
no enoiugh priention has been focused on Jrrafronal use of
dipgnostics, If one reabses thar an irmtional CT-Scon 15 equivalent
i wastage 10 abont 100 bottles of an armational “tonfe”, then the
impartance of rtional wee of diagnostics will be apparent, One
resiv-for this neglect mey be that most medical professianals ane
ot asare of the nistd 1o selectively and eritically use the daginstic
tests wnd avord the e baby syndrome™
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All enlightened health care providers and eekers must be nware of
the ‘tor=baby syndeome” Scientists firsl disvussad thijs phendmesan
i the New England Journal of Medicing in 1886, They described &
coscading process that, after o triggenng event, progresscs
incxorubly to its inescapable conclusion, much like an avalanche
They called it the “Tar Baby syndrome™ based on an okd childeen’s
iofk tole ciilled  Brer Rabbit and the Tar Baby™.

Tl Stary : One day Brer Fox got hotd of some tar
and niade u Tar Baby, He pat a hat on ib it At i
i the nitdedie of the road. Then ke hiel behind o
Bitsh 1o swee whiat weuld happer, Bresently along
i Brer Rabbit. He politely wished the Tae Baby
onoed norming. When {1 clicl et res pranel. he wished
iratgaen and thett et agamn Finally, thinking the
rar haby wits being deliberately rude. he puinched
7 dn the fac and of cowrse. K Vgl gor stoek in
the tar. He punched it with the ather hana and
et st fes got stuick. When he treed kicking it,
i lexs got guck. He could ne free humzelf.

28




How does a clinical cascade begin® A physician or a1 times, o
patient, may be zonded by anxiety and (rustration, the same stimul
that provoked Brer Rabbil o kick the tr baby. Desire to allay
anxiety, t feel in control and to evercame uncertainty provmig the
order of somie 1ests — 2 areminely bemign and safeaction. However
It My win oul to be a misstep that seis W motion o chscads of
chain reactions that got progrossively more risky dnd more
CAPCNEYE,

The tyth of “lshomtory prool™ has to be realissd by all, especially
thee professionals. Masy doctors unfomunately wse Inborstory tests
for suppont rather thae lumunation.

Very few tests can make or hreak o diognosis By giving absolute

proaf that a disease is present or absent. Mos 1ests only affect the
pratabilivy of o disease bemg present or absent (the likelilood raps)

30



Typically 95% ol normal people will conform to the mnge of
“normal vilue™ af a test becanse that s how “normal range™ is
defined whey the test was designed.

It adyo means that 3% of normal population will kave valies
beyond what i considered normal for a fest. They are “false
porsitive” gases: 1T u disease s 50 nre as 10 affect ane m a mitlon
of the population, blind screening for the dississ usning-huch 3 s
will prck up 5000 normal persons (5% of ope millign) s false
positives for every single chse detecied! Thit is a real-life nesdle-
im-the- hay stack situation’

Mindless screeming tests thus intine clincal cascades 1t has been
estimated that o battery of 12 ochemienl tests done by awto-
analyser will produce at least one false positive “ahnormatl™ result
i 46% of heiilthy persani A 20-test battery will produce abnormal
(false posifive) results in about 64% of .Tum'.rh_'.r persons; this will
fendd to further tests to clurify the kssue. Tt s pood for health care
industry but may he risky of ruinows for the patients

The platn truth is thae clinical practice is b treacherous pathway
linod with potential tar babies: Tt is indeed guite sasy to “kick the.
tar baby" and initiate a clinical cascode of funher fests: Beware of
“war baby syndrome” whenaver you go for a battery of dingnostic
tests. Witk clintca! resting, more 19 nof necessarily better.

Prudent Use of Diagnostic Tests

Belare requestng woanyestigation, the clinician should ask hamsell!
hecsell the following quesies:

1. Will the test result-belp me to -

1) Confirm/establish diagnisis,
b} Rule it o dingniosis,

¢ Monitor therapy,

di Estomate progoess, or

¢} Screen forand detect a disease?

3
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Pl

. Can the abnormality | seek in this.case -

a) Exiwt withou! amy elinica) evidence of ic?

b) Even f predem, be in any way harmful fo the patient”
¢} Be treated or controlled? mnd

) Beowaorth the cost and the sk for this patient?

3. Is ther no saler and moré economical altamative?

If, after careful thought, the ingwer to all thase guestions s a clear
‘to’, then there is no need to do the test. If the anywer L any ane
of them is "Yes', the test may need 1o be performed depending on
frs avadlabtlity, predictive values and affordability,

Rationality and Cost-Risk-Benefit Analysis

Any health care apltion can be analyzed in terms of benefits, risks
and cost. Benefits huve to be weighed against risks and against
cust. An enlightensd health care seeker can cope with difficuli
decision making process through analysis. Doclors should
encourage such patients to take decisions Instead of being
paternalistic and talking down to them.
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Clot-benefit and risk-benefit can be simplified into fonr calegories

Cutegory 1

) Lo mink - Lovw lhenefit
by Low cost < Low bensiit

These are inostly riunlsn headth
care tiat ase pontinely done. “Why
nol try 01T Afwr all thame i no
harm” o 1t doos nid ekl moch™

Campory 10

) Low rivk - High benelit
by Lo comt - High benefil

Theie e wdial opdong i be avdiy
pccepred. "It s safe and
dramanicylly smproves auwama” o
"1t i% 1 wteal™ Fre mome srguments

fre aome arguments oot forth 1o || pon forth o promode these oo
promite these optmns
Category 1 Category 4:

i} High nsk - High benefi
by High cost - High' bendfit
Muany moudern mmacles of health
care hélang to this category, Some
examples are transplantation,
hasisted tegroduction, fosinl
surgery and concer chemotherapy.
it often, the benedits are
hijghlighted amd the risks and costs |
are understated v the media and
by health cure providers; Cane
seckors miny riisiake thiele option
1o be of low rigk or lpw east’ If
they buen their fingern due 10
unaffordable cast or odyverse
oufeome, they may reset hadly unid

sk redress!

Wuch health care liigation n
court anses from mistaking a
calegory 3 pplion as i culepory 2
opuon.  Proper pre-treatment
counselling 15 the only effective
solttion.

ad High risk - Low benefi
b) High com - Low benelit

These options should be weeded
ot from rational helth cae,

Somme ressurchers wattie W be the
firsl W piove o point pumkie high
risk-Low benofit optiorm. High
cosl-low hepefit options aro
pruroed by heakih mdosmy’
looks for mow ways of making

pirofies.
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TS Eltot his warned ud agningt action tnken “ned for the goad it
will do but that nothing be lefi undane’, “What other chince do
vl g™ is the question put 10 thee eare seekar Lo justify carigory
4 pptanng, “Thig pursuit of the margin of e impossible hus become
“tedhpological brinkmanship’” in health care (WA, Stlverman:
Parspectivas in Medicine und Brology, 1995; 38 480-95). This
leads 1o the offensive pruotice of the sp-calied 'defensive medicine”
T the mamie of eubing oue possibilitics, u large nmomber of 1ests are
parformed. Testsshould ke critieally selected to "rule in' a disease
rather than “role out’ all other possthilites

FACTORS THAT PROMOTE IRRATIONAL
MEDICAL CARE:

Why 15 it that despite $o miuch training, irrdtiopnl medical cane b
sor widespredd ® And what can be dane to restare the miional practice
of medicine” Below we dizcuss six fpctors that fuveur irational
mpecdicine and then go on o discuss Factors that could promuole
eutional miedical care.

L. Medical Foshions Erode Rationality

Heulth care providers, episodically push certain diseaie labels and
eatments becaude evervone else is doing the samie, and 1t would
ke unfushicinable nat o do so. D Burwm listed some examples of
198T in the New England Jowmnal of Medicine (317: 1220, [987),

I Treatments of fusheon: The use of third gengcation cephalosporm
for community acquired przomonis (unwarranted and irrational ),

2 Diyeawe of Fagiian: Chrone fatigue syndrome which was known
Iy many other nomes éarliet.

3 Favhiony it Syrgery: Historigally, tonsillectomy, stomach- freeze
for poptic ulcer, gastric balloon inflution for obesity ure some
himbling examples of fishion, The cunent coage for - and uncritical
nceeptatce of - all complementary and aliemate medical procuces
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15 an exarnple of 4 fashion barn of collective gullibility of the post-
mudermesociety. This tow shall pass.

2. Munetary Compulsion Erodes Rationality

Bermird Shaw had an nwearioy muight into the working of doctors’
mirds when faced with the dilemma of chotming betweden sthies
and monetary compulsions. In 1906 he wrote thus in the preface to
. pece called “Doctor s Dilemme ™, '

“As o the honour anid consoience of doctors, they
hive ax much as any other class 6f men, no more
and no less And what other men dare pretend 10
be impartin]l when they have 2 itrong pecuniary
Interest on one side?”

"It iy simply unsgientific (o dllege of belleve thul
dociors do not under exisung cifcumstances.
perform unnecessary operations and manufmelure
and prolong lucrative linesses”

The pressure to bring moinchme by unethicdl meuns is much higher
in hespitals run Tor profit by non-techmenl financiers

D Sethuramun, Professor of Medioine in JIPMER, Pondicherry,
reports a stary related by a junior doctor, who was his former
student, and who worked it such a place lmar He said this about
his hospiral: “No mather hod & elianee of wormal dalivery during
the second Balf of every muonth beduuse money had to B senerated
16 pay bock the next moanthly inatallment to the bunk Similarly,
amy one with o chest symptam will be pin bnto the intensive corc
and kegt Tor five days unless they ni oul of maoney and ask for
discharge” When T carsed ethical guerics, He was simply told to
jomanar getont”. He chose to ger oot

Mieters inthe private sector argue, “The patient is happy gefling
the maximum atantion, we are happy collecting our Tees umd the
health cure ndustey 1 happy gensratimgincome and wealth for the
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shareholders i fs ah ali-win situmion.” This 1S 4 vICiCLES argumens
and con attraet the reply, “A deog dealer ora pmpwill aleo wse the
saime bogic and say it ks an all-win situation. Can you or society
uccept it theo T

The biareh teality s that two-thirds of our reral families are i debt
hecanse of bealth care expenditure. I the chan of roral mdebredness
has 10 be broken, planners and health activists have o squirsly
address this jssue and find some lasting salutions. For the
conscientionus doctor, there 1 an ethicil self 1251 that can be used is
a guide: “Would 1 like mysell or my near arid dear 1o be treated
thus?"

3, Advertising and Corruption Erode Rationality

Lrratippal practices are often initinsted and muintained by marksting
achniques of the advertising industry. The drug industry spends
200 of its annual sile ot about Ra. 3,000 erores in advertising. this
works oul (o about Rs, 50,000 per docter peeannum and each ductor
presesibes drugs warth Re. 250,000 per annum, Fathions in
diagnostics are maintaingd by o well established kick-back echeme
all pver Tndia. It s of great concem thit What started in Mumbit in
the 70's hits spread through out the coustey and 15 the muost impartant
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vause for unnecessary health care interventions. PHA 2000 misst
address these growing and cancerous developments in health care
mdustry,

What are commissions :

When a doctor asks a patient to ke a CT Scan, the patients is
chusrged say about Rs. 3000, Of this rupees 1000 is paid 1o the
referring doctor 50 a8 o encourage him to send more referrels to
him. Now this practice has spread to many other investigations and
referrels - even for simple blood test. In many countries such
payments are illegal. In all countries they are unethical

ﬁ7
Young  MmAwv, WE ARE

BUSINESTMEN , MUT™ BLEHOPS . .

4. Case Dumping and Case Grabbing Erode Rationality

Some Tor-profit hospitals engage health care workess, transport
workers and others as touts to fetch cases for surgery and other
procedures. These touts can be spotied in und around other hospitals
ul‘fmngunsmli-:md *helpful advice™ 1o prospective clients. Doctors
in the know, working in the private sector say, “Cases admitted for
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surgery are discharged agninst medical advice and wansferned o
unother hospual. Insiders are involved and get a good commission
for domg this.”

S
e o
o
L
=
%ﬁ-

If cave grobbing is rampant in priviste seCtor hospithly, case dumping
iegually rampanst into the public secior hospitals. En USAL over
250,000 emesgencies were shified from “for profit’ hospitals o
public hospuals because they cannot pay. About ooe 1 ten, Le.,
25000 cases dhe, mostly dee 1o delay in transit {reportad i the
Lancet 1991; 337 38) In Inchia, the sittation of patient dumping is
far worse. The release of Citizens Charter of Health Care Rights in
Government hospatals (see annexure § & 4) is a step in the right
dirzction; but who will implement i1? When?

5, Gullibility Promotes Quackery and Fraud

There area o numberof gullible pertons who fall prey to doubts
and fears fuised by proverbs, howse-Heards, black care, astrologers,
palmisis and numerologists. They abuse modern medical sciznce
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to puntder to Lheir fears and phobias, muny medicul practitionery
are only too happy to olslige them &5 i s gobd Tor the bisingess',
The dividing lide between wist and gollibility 15 o fine one. When
s o 1y 11 here s pressune w7 do something™ and ooy be
fepting o iy unproven remedies.  Health care guackery 14 g
business evan n the developed countnes.  Unethecal sdvenising,
uneritcal mediw bype aod buogn gulltnliny help propagate i, When
the truth about *“the mirmculous cure™ becomes apparent. the
kinkeholder uhifts the focus to prutect the bealth care business
IEresLs,

"The dapaeity of hamzn Beines Mor sell-dilusion slioald aeveér be
underestimaiad; conviction profonndly alfests obsevatwon, 10 you
thank you are rght and can convinee the patient that you dre nght,
then whether you are meby or not mkes very hile difference™
(K. Asher: Talking Sense. Pitman Medical Publishers, 1972)

Adber uleo mode o telling comiment on hope prevalling over reason,
IS better to Belleve n therdpeutic nonsensg than gpenly admit
therupeatic bankrupiey” In the cast of ATDS. during the 80",
modern medicme made the “fatal error” of admoting therapeutic
hankniprey. This led 1o mushrooming of quacks and chatlatims w
LSA and Mexion who mude wild cliomy of core to make “guick
bucks' and then vanish. Simmlar quackery s gomg on in'Indio wday
I tretitkng oy vird] diseases. Informed snd enlightened constierns
sheuld breuk the shackles of age-old myths and supeestitions. Health
and consumer uctivists have another area that needs urpem
intervention o prevent expioittion of the gullible. Same tipe are
listed below. ' )
SuMEHoW  TMUT
GET Rip iF ™I




Ten Tips to Detect possible Quackery or Fraud in
health care

Like politics, health carg hax ales Become the laét refuge Toi
miany sconmdiels.

LH. Young, a professar of lnstory hies compiled the following
uidelines;

1.

ri

3.

f

=

3,

Exploitation of fear and pluatiins or of Wope for a mirsale

Nadms ol miracilous seientile Breakithrough

Promuse of punbess safe tearmen with excellent chaness
of e o conditiop that has resysted treaunent by one
or more other health care providers,)

Reliance on pmecdotes ol festiminlala —They don't
sparate facts feom ophions or cawe and effect fim o
merd cointidence (for examplé-"1 ¢in lell vou of 4 persod
who lobk this drug and right dway wiis cured™’)

Heuvy promotion by sdvertising.

Large sums of mniey payable by clients for mchieving
clare.

The use of Simpletan’ séionce (One-size-fits-all type of
dogmu): dideases have one bisle cailse aokd obe way of
treatment takes care of all diseases: Forexample, water
1% the:basis af all dissases and hydrotherapy cures thean

The ‘victim of scientific sstablishment’ theory “the
entahlishimient bs blind, | im for ahead of tmes and will
be & heeo to future generations”{loes of AIDS cures of this
ot can be found flourishing at present),

Shifting theery o adjudt w0 chuAding cireamstances.

10 Dsiorion of “freedsm of informed choice™ o “freedom

of choee”™ 1o end wp with “freedom 1o be foolish",
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6, Non-complisnce Eclipses Rationality

Dioctors tond to oversstimate compliance of their patients (Norrel
SE: Soc Sci Med 1981; 138: 37-61). They ulign presume that all
the putients diligently follow all their advice and donot even check.
But patients may feel burdensd by treatment advice especially the
life style chunges and unpleasant procedines or medications.

“You must take it Tt is for your own good”, is all that most dectors
can say to coax their patients 1o comply with the treatment.

Some commmon reasons for nan-compliance include:

I, Misunderstanding of the nature of the disease: Patients with
dinbeies or high blood pressure may assume that one course of
meatment will core the disease. Many chronic health problems
need fife-long monitoring and follow up. Effective counselling on
ihe nature of iness may reduce this form ol non-compliance.

2 Wrong assumption thit “control is cure™. This is an extension of
the previous fallacy, The patiente (ake medicines il the blood
pressire, blood sugur, etc., novmalise. Then they stop all treatment
thinking that the dissase {5 cured. Proactive adviee - “when vilues
rench notmalcy, vou have to go on to mamtesance therapy’' - miy
lelp avoid such non-compliance.

1 Mistinderstanding of name of drug or its desage or duration of
treatmeant: Effective communicution, especially when wrimen in o
lungiage that the patient can read, reduces this form of non:
compliunce. Pangats should pot fecl hesitant to clanfy all doubts

regarding treammant.

4, Fear of “addiction” und fear of powerful dreg: Media reponts of
the puric-mongering 1ype are followed by an epidemic of this form
af non-compliance! Patients:must openly discuss their fears with
their doctors and pet clarified on risk-benefit, potential foraddietion
or adverse reactions,
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5 Mistaking “tliness” Tor “disease™: Though the lerms disease and
illness are interchnngeably used in the health profession, medical
anthropologists make o clear distinction. Disease |s what is
dragnosed by the health professional. 1t is the abnormality of the
body or mind. Usually, though not always, there 55 a lesion
(alteration) of argang or tiesues, that can be detected. lliness is whn
the person with or without n disease perceived. 1118 subjective. In
many diseases like high blood pressure, disbewes and early caniers,
a patient may not feel il avall. Cn the other hand, in beaign
cenditons like tension headache and imitable bowel syndrome, the
patients may perceive severe illness but their doctors may say, “You
do not have any disease; all the tests are normal™.

It is important that health core seekers and providers understand
the concept of “illness-disease™ and the possible paradoxical
relationship between them. It is the only way to reduce nop-
compliance among those with o “chronic diséase withoul illness”,
[ 15 lso the only way toreduce "doctor shopmng” by those with o
“chirenie illness without disease”. This iy an area for health activiste
for ron @ major campeign.

6, Social-cultural-religious barriers: Social events disrupt the
schedule of an otherwise complinnt person. Happy evenmts like o
wedding as well us sad events like denth of 2 near and dear result in
temporary nor-compliance because “taking treatrment did not te=m
terribly important then”,

INGzAL e A
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DrSethuraman reporis the case of a Muslim diabetic who thought
ull insulin 15 extracted from pigs. He never verified this suspicion
with any one-else. After nearly two years of non-compliance, he
finally confided in D, Sethuraman, There are many such deep-rooted
sovial, ecomomic, cultural and religious bumes 10 compliange,

7. Non-comphance by denial: Denial is one of the coping
mechanisms that results in non-compliancz.  Denial refers to a
pistient relusing 1o uccept & dingnosis, usually one with a poor
autcome. This is the most difficult to manage. Unless the provider
client relationship 15 strong, mutually respectful, and is able o
address deep most concerns of the client, the barrier of denial cannor
be breached.

FACTORS THAT PROMOTE RATIONAL
MEDICAL CARE

Holistic Care Promotes Rationulity

“Holistic is a buzz-word day - different persons migrpret it in
different ways. 1t is not o mix and match of various sysiems of
medicine as being interpreted now. Ancient physicians like
Hippocrates and Charka have advocated mruly holistic perspective
i medicine.

Hippocrates smd 1 wonld like to know what kingd of person has o
disease rather than whar disease thar pergon has. Just think about
it! Even today, it is difficult to improve upon this simple and yet
aceurnte view of holistio perspective. Considir the diseased persan
as a whole - his'her personality, attitede w life, nowledge, and
socio-economic and cultural standing ete.- in arder 1o understand
the illness from a holistic viewpaint.

1f Medicine had such & "holistic” view, then when and how did it
degenceate to be a dehumanised profession” Asmedical seiences
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acdvaniced, we could understand more and more aboot the causation
of diseases - revolunonary discovencs and progress wiere made in
the field of medicine and therzpy.

Our attenticn shified more and maore 10 the biological sesepces n
the expense af behiviourn] seiences. In-order 1o cope up with the:
advances, specuilisation became order of the day. As noynic had
sand it, “Specialist doctors learn more and more about less and less
wntil they know everpthing abost mothing™. Dr. K. White has cained
the tertn [gnaorant Savant for this broed of specialist dodtors who
nre well informed m their own limited fields but are ignorant of
patients hife-world. TS, Eliot Tamented thus: “Where 18 the
knowledge we have lost in information’ Where ix {he wisdom we
hive lostin knowledge?”

Primary Care Can Promolte Holism

Just us stomach and bowels have a primary non glamrous job of
breaking down complex focd, primary care prmldr: T 1o hirve &
holistic view of & patlent's liness and sert oot hisfer varions
problems,  Soried om health problems huve 1o be specifically
referred for speciolised weatment,

Durng the 70 and 20's, USA went for specialist rreatment inoa
big way. It was a disease orjeated, proceduaral, piece-med! approach
that was ruinously expensive and soon controlled by insurance
indintry. Now advanced socisties have realised this folly wd are
trying to revert back to a primary care approuch that s patient.
rlented, holistie, continuous and comprehensive. Unfortunately,
the third world countries are caught in this quick sand now.
Empowering “fust an MBBS doctor” do shed histher diffidence
and practice rational primary care will go a long way fo recitify
the depressing séenario.



Primary care physicians need to develop into “health care
wdvocates” for their patients. They must reversa the current trend
and help patients 1o svold inappropriste entry to specialist care;
not merely because it is costly, but because | wistes everybody's
time, incurs unneoessary risks and diverts wrention from rational,
mone appropriate and effective solution (Hart JT: Lancet 1992 340
Ti2-T75)

Synergy Fosters Ratlanal Health Core

Health care providers, care séeking public, industry (diagnistic,
therapeutic and nsurance) miedia, activists and governmeninl
machinery are all key players and stakeholders in health care
delivery sysiermn. If they cooperme and stond together o achieve
the goal of “ethical and effective health care forall”, then the system
will be strong 2nd functional. But of each player sets his own agenda
forgetting the common goal, then the system will be weak and
dysfuncticmal. Some examiples are;

Tgnorant, unetiucal or corrugt health-care provider,
Foclish, non-compliant or deviant hehaviour by the care:
secker
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Explomtative hoidth-care mdustry.

Bigsed media that glonfies or vilifizs a health care
Activist with one track mmd resuiting in o stand off
among key players,

A zovernmient that puty prfits before peoples welfan:

The bittom line &5 not profit or kigh technology but rational care
based on provider-secker trade, 1 the bisic trust s utdersnined, o
has happened in the USA. the health care dystem will be in jeopardy
and every player will be o loser. Trust is the glug that keeps the
systam together, Without that, it will il apan like Humpty Dumply
aned we may not bo able 1o put it together again

How Tar can ap 2conomic ayytem that is based on the quest for
persemal profit and eompetition allow 2 system based on tmst and
uhrwisim to grow? Can nmedical profession shaped only by market
forces avier be u noble profession? Theds are some hasic questions
we need to think abont.

Other Strategies Lo promote Rational Care

Many Larget groups need o be oddressed snd mult-
[umgﬂl petion iv reguired. AL Bud prractices wied dyrugs ned
werding our by the government while rotional pmugement
pravticesare 10 by promored by the health care providery, seekery
are oher Ihterested groups

1 Governmental regutation could rgmove ol irrationul
formulations and kelp curh explojwrive health chre, We need 4
strong diig-contiol authority with enoiagh teeth o implément
whatever policy they unnounce from time 10 Qe

2. The health give ond drug indusery’ ¢could be comed by
pressure of the consumer groups and Hy the medecal lobby. Burthe
miedical fratermity treads gently i this regard os " You do et bie
the hard that feeds von™. 11 therefone becomes largely o pask of
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consurmer groups and pubhic opimon o curk the mdusiry ‘s unethical
policies:

3, The medical profession needs to reogient towards rational care
at all Jevels, This meanstwo things periodic updates fr thoss in
praciwe wnd carrealar reforms for those in e medical schoals
Educaters of Rativnal Drop Usage (ERDU- froup) initiated by C1-
ROAF, Penang 1% an example of this approach:

A Luncet editorinl lamented thus: “The treatment hos dotoriorated.
[n consequence of cramming science down misn’s throats, they lad
very litte ldes of GOOD practice”. The yenr was not 1985 bul
I BES!

In real life sivbations, Hife is complex and rational decision making
e h more exacting. The doctor ought to know the socal, culiural
and anthropoiogcal reasons of the health seeking behaviour of the
person sitting in as/her consulianon ronm,

Medical curricula have shown bemign neglect of these “soft
sciences”, resulting in the trmming of *hard botled' medicos bostling
with: scientific information but unable to apply it well. Later-in
their practice, things only gzt worse because, “Otte of the things
the averige doctor does not have 1ime to do is catch up with the
things he did not learn in scheol. [ medicine is a mystecy 1o the
average man, nearly everyihing else ls o mysiery w the average
docton™ (Miltim Muver).

Bohovioural sgiences module needs 1w be introduced o medical
pdocation. pol oy o dratsplabl Teomn the Wesl bt evolved in the
contexl of the realives of the thard wordd,

4. Fanally, consumer education and people mobilisation fa insist
arer iied gt guaaslity aed rationdl health servicd ai a master of rght.
This will ot only be the most efective socio-poliieal strategy bui
the st difficult and doonting one oo, PIEA-2000 is an ambitious
attompt in thix direction. Thereare (wo types of imleryeniion ko
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achizve this. One type like "the 12 questions w o doclor™ are
michstires 10 help the pitient o cope batter with the doctor-patient
celationship. The othérs are institutional und orgamizarionsl
measurss - like making information easily available in books oron
the Ner, or by ceeiting a staaory medical board that would give s
second opinion when needed. Now 5 the rime for all those
concerned with the curmant onisisan kealth care o petyeely support
its mission. Come on, let us all act!

Eight hints to Detect an Uncaring (irrational) Doctor

The followini are some warming signs that indicate that vour
doctor imay nol be doing: hesfher best to belp you.

HaiShe:
1. Poes not listen to what vou wre saying.
2. Dots not probe e your synatoms. amd complaints. (bsually

it (i evesntial for a doctor 1w ask more gquestions regarifing
your complaint belare he can resch a conclusiod)

3. Dores pot examing you completely of forgets W exaning the
argan of body svstem shoul which you huve ruiged sonie
denibite.

1 Seems o be forgetful and pecolinrin behaviour, elther smiles
inapproprinlely or s shor-lempered.

I

Acts in a paternalistic (Dtherly) munner; bs wll-knowing and
tells you “the only way" o monige your problem,

6, Bogy notaducate you on the nature of illness and the mtionale
of lests ondered und tremment advised.

7, Doy nit disoiss tisks and benefits of the wsts, procedures
and medicines advised

B Gets upsat ar reacts defensively whien you sugesst seckmg 4
e=popl apinion,
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What every intelligent patient should ask hisher doctor?

If you want 10 be an informed seeker of health care, discuss with
the: doutiar the following points before agresing (o undergo any
procedure.

1

I

s - S ¥

What i sctuslly wrong with me®{you can ask for the name
of the disedse -if any, that you have)

How serious is: (s discase/condition?

Whiit mmy happen to me if 1leave 1t unineated”

What kind of procedare ure vou planting o do?

s the prodedure dohe for diagnosis, for reatment or for boih?
What nre lhnlm'.ks of this procedure?

What are the chances that the proposed procedune will be
succesaful in my cnse?

WAll thir siecess be n long terin or shof-term banefit?

What alternative procedures/ircatmants are aviulable?

- Ofthese, which do you think would be the best for me? Why'!
- Could you sugypest any souree ul information on this discise

thot | eould read or watcly?

PEOPLES INITIATIVES FOR RATIONAL
MEDICAL CARE:

The Kerala Shastea Sahitys parishad has conduoted widespread
public pwareness progranumes against irrational md hazardous
drugs: Some of the major hozardous drugs on the Kerala
marker experienced a-sharp drop o sales as 2 result of the
CHMpRaEn

CEHAT, Maharashtea has snitlated, with district NGOy, public

campaighy against misuse of intravenous saling infusion by
putting up posters i all private ausing homes and clinics
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decrving the practice. This hus provoked a response from the
locul medical assaeiaian, which hovever conceded {hal the
ledue ralsied Wwis correcl even if sugh postrmg was not the
desired npprooch!

o Member onumsations of 1he ALL-INDIA-DRUG-ACTION-
NETWORK have heen active in neseurchig anil warking up
ists of birned and harmable drgs onthe Indian market which
ke breen pulhished and widely crculated. The failure 0 Ban
ittty of fhese diizs have also bicen oddressed By o numbes of
piblic intereyl litigatioes in the Supreme Court which has
Farped the ditie, controller to titke some action an many of these
drips. Neither policy makersnor health professionuts und their
sasiiciations hove seidom addressed ratlonal Health cane issies,.
Cirie can rightly claim that gong by past experience 3t Ik only
alen coalitons of non-governmental argiintsations that have
acddreased these ssues. Thisessential witchiog rle of the non-
eqgvernmenlal orzanisation peeds (o be omphusised.

Avkmwledgiment:
The permisgion of the prhiisher af Trick v Treaw - anrvivel gekde

o hontth can”, publivhed by Soviereof EQUIF I'H. N & D Natgar
Pomdiclberry, GOS0 i gratefully acknomledgie.
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Chapler- 3

Private Health Sector in Tndia:
A Critical Review

A Historical Introduction

The way we perceive and understand the Health seétor today is
shaped Lirgely by the socinl and economic setting of the duy and
i eritique and contradictions, Heulth oare, as we know it today,
evolved s an institutional system under capiialism, fike mny ofher
secter of the cconomy. In pre-capitalist tmes the health care
provider was an independent producer wha eatered 1o the local
markel Hisfhér skills were acquined through petsotial contact,
usuadly within the fumily, ofcourse, there wers Institutions which
provided  knowlédge and practice <kills, sspecially for higher
levels of Jearnog fnd often under state patronsee, The averuge
producer of health care then was not dependint dn 4ny cxternal
wnpts, whether m trojning, formulaton of medicines sie. The
story foday 1 sery difforent Health care hay today become o
commidity and is fully commercialised thanks (sic) 10 the
disminant privare sector in health este

Before the British came

Friven a far back a4 the Indus valley civilisation, there is evidence,
to sugpest that State parronage lor bach pulbdlic health as well us
medical cars was comiman - well plained urbia coniies, dnivensitis.,
medival texts of ayurveda, siddha and Iaer dnani. While there s
vast documentaton and discussion on the svatems ol medicine,
the philsophical cantexrere ., Inerntuie on health cape provision,
hiedlth care providers, heulth care:spendmeg. orgunisation of heulth
SME services el 1s conspcuous by 1ty shience. Oral history and
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lolk traditions, however, do indicate (hal a loge varety of
indivichunl proctitionegrs sxisted - vauds, herbal healers, snake-bite
specialists, birth attendanis, abortionists, psvchic healers, faith
healers ete.. During this period, which coincides with the pre-
calantal penod, swuciured hedlth care delivery had clearly
cstiblithed three charscteristios. Firstly it was considered a social
responsibility and thus State and philanthiropic miervention were
impoeiant. Secandly the services provided were Tree of cost 10 all
whio coubd ovail them or bad sceess o - ofcourse, casie, olass and
mther such biases were there. And thirdly most of these facilities
were ih fowns thus showing a neglect of the countryside.




Under British rule....

Under cotamalism Indian medical science declined fupidly.

Ayurueda, hoth due 1o ity unvallingness to beoome open and adapt
o changing limes. and dug 10 reduced patronsge with Unnai-Tibb
tecaming domimant in the medieval period, had alresdy suffered a
st back. With the coming of the Eneopeans cven Unnami medicing
got reduted patronige. The impact of colonialism was far reaching.

The gradual destruction of the local ceomimy alsn destroved locnl
medical practices. However, the diffusion of modem medicine which
whs emetging wis poos, especinlly in the ruryl arens. Henes, peiple
Itving in these arcas had 1o reson o whatever temained of what was
now called folk andfor traditionsl medicine.

The Indinn Medical Service (1MSi set up n 1864 caterad mostly to
the neetls of the armed forees. However, by carly 20th century
hospitals for the general populition were established in chief
maoffasil towns, besides the Presidency headquanters. The expansion
af the medical Tgilines followed the devilution of 1he imperigl
governiment, espectally after 1880 with the setting up of

muierpalites and district boards.

However, these medical facilitics had o distinet meiad and urban
Dias: Separnte provisions were made on oriployment and racial
grognds, theigh i some placss non-official Burbpeans might be
allowed accesy 10 hospitals designed foroivil servants. Tn General
Huspitals, wards for Enropeans and Eurasians were separated from
thise for the 1est of the population. The rursl areas had to wan ull
the Govermment of Indis Act 1919 whereby health wos transferred
to the provinesal governments and the latter began to take some
interest in rmnl health care, However, this intérest was confined to
developing for the raral areas d structure of anly preventive haalth
cdre and not hoxpitals and medical clinics, that is the rurl dreus
were (o be given "public health” and not medical dare. There wis
romanice attached (o leaving the nural sreas 1o thetr folk tmditions
and pracrices for their medical cars but intérvention was neaded 10
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matntain public kealth so that epidamics could be controlled | The
result of this was that medical care agtivities of the State were
developed mainly in the urbian areas, and rural areas were deprived
thie devolution of medical care within their reach. This 15 an
important historical fact 1o note because this same differentiul
wrentment for urban and rural areas has contimoed evén i the post-
colonial period, and the international actors, now many more it
number and more aggressive at that, provide for its contimity both

financially and ideologically,
BE{“'E Tha warit Famine |6 Indowa hiflaiy
Independence The Great Bengal Famine :
It hed beer lwmicle yeam Fomipe oval

ond-egidamics swept the jand 21 F
fizthaan | 890 ‘.'IIII.JFI VR i e 4 mllh[m
ey trieyied 1het awer 20 millian diad
of pldgon, sl pos, chalera anil dlllﬂ[l'
mokarin clane - nat 1o speak of '
cther levers and tubmroulas

— Ml oo af gue @il Bl
T s why becauss you nave ruliiad e
i s L prAna s g gur industngs
Bacuybe youars e horeie we il take betser
dirsy and diszased cars (welve got the Srors
N will cileeyou  mportd)

This dualism underlies the histary of development and
underdevelopment snd without kesping this in context the analyiis
of the health séetor will have little meaning. Purther, the imperial
governmiznt in India ndopted meastres that were totally inadeguate
t den] with the problems at hand. Apart from the racial and urban
bias in developiog public health infrastruciure they also igmored
the way the privace heplih sector was developmg. o concern
whatsoever was shown of regulntmg the private health sector: As 3
consequence the number of unqualified practitioners kept
increasitg. Whilethisse coneermied with colonial administration amd
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trvamg tn the encloves had access to the modem health cure services
which were ovolving. the emaining (“natives”) wene l¢ft to the
memcy Of these privawe practitioners most of whorn Were =ilher
“traditional” praciitioners Trying o mtegte with medem medicine
o mitright quacks. By Indépendunce the qualified allopaths hisd
reiiehizd 50,000 and others | 50,000 (See Annexure 1)

The health sector wirld-wide is perhaps the
largust subsector of the economy. No other
sectior of the lyrger seonomy hat g reach as
mitich s the health sector, lis market being
asaured. whatever the odds Given (his basic
leature, modern medicine under capimlism
bnd exploed fully the opportunitigs for
making a profit through provision of health
care. Heomeally, provision of bealth care:
services has moved  away from the
traditiomud, non-insituionisl tradned nd
hoie-hased petty commaodity producer to
the sophisticated, mstitationally qualificd,
murket and copnodity dependent Lervice
provider on' ove hand and the completely
corporate. imstiuton-based secvice on the
ether hand,

Changes with Independence

Independent Indin hos not un vel seen a racligal tmnsformation in
provision of health care sarvicas for ity majority. popilation,
cspecially the misses in the rural areus. This despite @ Natiwal
Health Plin avatluble on the eve of Independence, The detailed
plan set aut by the Bhore Copunittiee was both well studied and
comprrehensive and desigied 10 suit Tndaun conditions. It sought 1o
constrict o health frastruciure which would require an increqse
It resoiiree allocation by thie state of nhoul three titses that existing
then. These stnte lnealth services would be aviailable umiversally 1o
all free of coit wnd would be min by s whiole ime sslaried staff. The
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Bhore Commutes plan wos biased w favour of rural areos with the
ention of cormevting the wide rural urbun disparities m the shorest
p-l.l'nﬂ:lh. time When implernented fully m 2530 years the level of
health services wonld improve ten-lold (ol that existmg n the 2ay
Vorthes ) o 567 hospatul beds per 00000 population, 623 dodiors
e OG0 paputation and 150E murses per 100,000 populstion
spread proportionitely all over the country. This development wonhd
muakie the private health sector disperisable. This level ol health
services wouald have bean about three. fifths that of World Wae [T
Britnin:

On Indepandence Year :
1947,
Papulation - 344 Milles
Lily expectongy” 33 years.

Inant Morality - 14% per 1000 -

Under 5 mostality - 244

Malatia 70 Millien coses and 2

iMillievn doaths pec yoat

TB 2.5 milfion cases 5 lakh
ﬂﬂﬂﬂ‘u pur yrear

Smollpae 70000 deaths per
yean TSR ol all infand dagths
Chalera  1.17.060 denths in
e prowvncn aione|

india Today : 50 years lafer ||

Fopulation - 900 million

Life axpectoney. &1 yeaem
Inford Mardalty = 74 per 1000
Undar & modality : 115
petlanag - F Milliop cones
deiths . over 10,000

T8 . 12 7 mullion coses

5 lakh daothsfyear

Emallpox - Wil Compleiely
el tated.

Chalara | Alsnoyt slimingled bt
now fsing ugoin Gostoarharitls
T

Loty 1 mlbun coe lepfosy Brecreating,

|E: : Bl by 73 mymithn g b b gy bl

"u"fﬂwtd historically the postIndependence state health financing
and Bealth services development was not very different from the
calonial period. The samie pattern of & focus on elite groups
combinued. “’hm:hﬂngﬁd with the propurtion of medical mstitutions.
and Facilities in the private sector. Especially, the last two decades
have wimessed a very high piowth rate of privite hospitals and
dispensyrics: (See Anijewure 2) '
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Todiy hiealth care hus become fully commodified and the private
sectal 16 the dominant provides of health care globally, us well a5
in Iudin (theugh nos neces<arily b finoncing, and especially in the
developed countries whete public fismcing iy the dominant made).
New medicul teghnology hag sided such o developmient and the
charpcter of health care s a service is bemg eroded capidly

Provision of routine modical éone Tor o wide range of disedses ind
symproms is mostly 10 the private sector While govem ment health
centres existacross the fength und breadih of the country they have
fuiled to provide the mssses with the basic health care winch the
lunter expect 1 will suffice 1o say that a fapdy large myvestment by
the public sector n health care is being sasied due W ynproper
planning, tinancing and organisation of the health care delivery
system - the nationul public sector health expenditure teday (s
Hs 20,000 crores ( 1999-2000), being spent an SO hospitals and
550,000 beds, 11,100 dispensaries, 23,000 PHCs, 180,000
dibeentres and varlous prevéntivie and promotive progrime,
including family planning The Stme employs 140,000 doctors and
also tuns 103 tmedical collegas, But the services providesd by the
sate do not meet the expectations of people and as a consequence
the ianter are forced 1ouse private health core whatever be its qitality
and £ or effectveness,

FEATURES OF THE PRIVATE HEALTH SECTOR

Private genzral proctice is the miost commonly used health care
warvice by patiorits in Both vural and urban areas. While this has.
been known all these vears, duoto i the eighties from small micro
studres as well az nutional fevel smdies by the National Sample
Survey and the NCAER. provided the pegessary evidence o show
the overwhelming dommanee of the privite health sector in India,
These studies show that 60-80% of health care s sought in the
private sector for which hotseholds contribute out-of-pecker 4%
w &% of theirincumes This means a whopping R 60,000 10 50,000
erores private health cone market fn the conntry ar teday's market
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prices. This inclodes the hospital sector whers s private sscior
has abval SO% of the market share:

There 1sa clise relutionship berveen the failure of the public sector
apd the growth of o private seeton Firse, the former justifies thy
Intter. Second, there exisis, perhaps the only ploce in the world, o
privaie secror thot Ties well-entrerichied within the public sectir, 1
sedtor that bivs Tully unlized the public séetor for s geowth, and
b never been called wpon (o repay it This tead continied 1 this
duy.

Huow Big is it?

Our cstfmate |s hasad bn indirest extrapolation using the assumption
Fhat alf doctor (compiled Mrom lists of the varlows meédical commcils)
s geeaermment doctors isequal (o (e private sector. Today thees
are about 12,00,000 practitioness registered with virions sysiem
madical coumeils in the conntry and of these 140,000 are in
government seevice (inchuding those m admimisranion, centrat
health services. defence, rilways, st trsumimes te, ) This keaves,
1AL OEHY dloctiors Of sartous systems of medicine floating in the
privite sectof and ome can safely mesume thal atleast 05 of them
CRSOL DY are deomomically sotive snd ahout 805 (680,000 of 1he
lunter are working a6 tndividual peactitioners Apae from this tere
are as muny unqualified prictiloes aceording t anestimate hased
on a sty dome by UNICEFSSRI-IMRB. in Uttar Pradesh, and if
wie ueeepl this estimate-then the toral medical prichitoners active
becomes abatit 1400000, that s one such practitioner per 700}
pupmlation! Eveén il we count only qualified. active practitioness,
thee it 0% ome Lot about | 160 popnlation - nol bad al all

Whiere is it?

Virhan concintration of health care provaders 184 well known fact
= 30% of the county’s pracunoneni as per 1987 census (73%
alloparine ) ane jocuted wn cities, ard especially mistropebiton ones.
For imatance, of all allopathic medical gradunten in Maharashie
S3% ore lecatad in Bombay city alone which has ooly 12% of the
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state's population! This selective comeentrtion af health care
providers then becomes a mapr comeerm 1o be addressed, especially
since the heallh care markzt |s supply induced and when peeple
(il 1 they are wholly sulierable and forced 1 siceumb w the
digtites of sugh market Th conseqquenye of this s thit necess to
Dealth eare providers gers sparicted o those lving i bt and
developed packets and the vast majosily of th mral popislace hive
tey ke do with Guacks or travel o the urbin areas for satisfying
thetr health care needs. Infiet] stadies hove shown thir tase fivimg
i varal wress spend abaut asmch on heslth cace ag those in towns
annl honce refocation can become econpmacuily violile forquabifed
PrvLE prsOReTs.

What systems constitute it?

Modieal groctice in India s o modi-sysien discipline: Some of
tha: rragor tecoinived systems e allopathy or madem medicine,
hoenoeopathy, oy urveda, unam, and siddia Apart From ihese there
are pihery ke naturopathy, yogs, chiropractic ew. asulko 4 vary
large mumber of practitionars whi do not have any gualification
From any resognissd sysiem A1 this credles afcrrrq;rlun; which
ks fnformation mpagemenl, mnrdlﬂg. mon{mrmg glic_ 4
danting uask and 8o this very diversity and compliexity which is
i it eesponsible for the Chaad and lnek of rejgulation aid guality
chntridl Thus, & major guestion which neegds 1o be addressed 15
how do we view proctitioners of differem systems of medicing,
T shiouhd they ke disinbuted in the population and what type of

gare should ench group be allowod 10 administer. We strongly el
that this 1 an impartaat iiue of concern furpolicy makers. I some
steps 1 the direction supgeyled ace ot undertiken with dus
sertollsmiss then the existing system learchics (with aflopathy as
desrminint and homoeapahy and ayurveda qualifications seiving
ue a legitimaes to practice modern meédicine or ds altemiile to
allpathy Tor the patent whidn thi Tanér fails w6 cire) will continie
ane giuality care or care with basie minmmum standards will teves
be sghigviad.
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How are they licensed to practise?

Logally speaking registration gives the qualified practitioner the
Fight to practice medicing and ji is the duty of the cancemned
suthority to assure the consumers of such health care that no
pracutiomer withow sppropriate registrntion 15 tealing paticats. It
15 well known that the vanoos medical councils have been lax and
neglizent and have not been performme their stututory duties: Ad
n consequence of the later the medical pracistioners have piso
beeome lax and a large number of them are practicing today not
only without proper registration but also wathout the: requisite
qualifications. All this then becomes a threat o the patient who
is thrown at the meroy of doctoes who may tot hase (he necessary
skill and who pructice with half-baked knowledege. Thus, even
samething for which there i o Lo and b suthornity 1o admingses
it, 1t ie being neglected

What types of care does it give?

When peaple fall ill the first line of contact 15 vseally the
neighbotrhood general practitiones (GPY or some government
facifity like & dispensary or primury health centre or 4 hospital.

That the CF is the mout sought after health care provider hus been
confitimed now by o number ol shudies, and this ranges fmm 60%
o B5F of all non-hospital care which putients seck. In o cmall
proportion of palients, aboit one in tan, the GP may peed 10 refer
the patien to o specinhst: While modern medicine Kas dimplifisd
weniment of mos ifinesses and symptoms to afew deugs (even
making. many of us self-presenbers) ity commercinlisution hus
birotight fn more problems than the benefits 1 has created, The
phirmaccutical indwstry and the medical equipmeant industry have
bath cawsed much hirm to the character of the medical profession

Thair marketing practices have lired a lnrge magority of medical
prrofessionals (and not the angualified quacks alone) to increasingly
resont W unnecessary and irmtional prescriptions of diogs, the
overse of dingnitic tests, espeeially the modem bnes like CAT
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Sear, ultrnsound, ECG erc... and uncalled for relerences 1o
speeinlists und superspecialists (for all of which 2 well organisad
iikback syslem opernies - the greers and beneficiones calluiy i
comnussionl)

PATTERNS OF GROWTH-FROM PPRIVATE TO
CORPORATE

The Mimsines of Health have shown littke concern for planned
development of the health sector in India. The Planning
Commission’s concern was with only the public sectar inspite of
knorwing that the priviate health ssetor is the dominant one md such
plonnime s no nesning i the private seetoris lefyout of the ambit
A u consequance of this the ovailubility of data on the private
lealth sector is & major problent. The anly definitive set of privale
sectardnta 1 on the nomber 6f hospitals and bedi and st ko iy an
Hhderesinole 35 vanous miero studies have revealed. Another seét
of durg on the privae health secior whoch 13 somewhu definitive 1s
pharmacentical production wheee 90-95% of Tormolations ars
mnifoctured 10 the private secior,

In Tndig the limited data we hive shows thar thas process of mpid
inerease i the number ol privide hoypitals and theireupacity began
in the mid-sevepties and has advenced progressively, increasing
from o mere 4% of hispltalsin 1974 to 685 in 1995, This period
of rapil private secter expansion e the hospital segment alsa
comecides with newer medical technologies being mode ovailahle
ax wall as lorge scale increases in the pumber of specaline bang
chumed eut fromm medical sehooks

The private hospital ssctor is presently in the process ol making
another ransition in its upid growth. This |8 the incressed
participution of the orzanised corporate seetor The new medical
techhologies have made the concentention of capiral poasitie In
the medical sector, These new technologies are Ingreasingly
reducing the importinee of the heilih core professional. S/he is no
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longer the central core of health cade decision making and corposute
thanagets are incredsingly gaining conteol of the health care soctor,
Mew medical technolagies have opered new avenuss of corpirle
mvestment that s goang 10 bring abeut e reaching changes in the
strugrure of health care delivery, With priviste msuronce-alsg on (he
anvil healih care 100 will soon make 1ts way into the big league of
memopaly capital

Productinn and Growth of Medicsl Human Power : The traiming
and edocation of doctors of the modam system is predominamly
inthie public sector Until the list decade the private sector showed
litile Interest in medical education and the entire borden of
producing dacior and nurses wos ot the State. But in recent yelrs
privite- medical colleges are increasing i numbeds mpidly, many
withowt gering the necessary permussion of the Medical Coangil
of Indin because they lack the necessary faomlities essential for
wmparting such education amd frammmg. This temd had been birpely
dire 1o lack of any regulition on the growth of the private sector,
the states unwillingness, and rightly so, 1o Increase the number
of medical seisin the pullic sphere aod the large demund of doctors
in mid-énsy and western countries. [t must be noted that inspite
of various resirictions outmigration of allopathic dociors remding
very high with abuoit 4000 o SO00 dodiomn lenving the country
every vear which &l tedsy™s prices means i lass of Rsaii - 500
crares; assuming By, 110 lakhs as tbe cont of production of a-doctor

In enpimost, production of doctoms under ayarved, homoeopathy,
uniini. siddha etc.. 1 largely in the privats sector with very limited
subisiclies frem the state. Even thesse doctors are lugely prixineed
fir the prrivate miarket. Al with lack of any mealstion of medical
practice maost of them indulge in whole-seale Erosspractice,
especinlly allopathy. Infact it is un open secret i the norallopathic
alalificy tian is o via media for cetting up the more profituble practice
bf modern miedicine.



The story shoul nirses ts & Lutle differsit frdm that of doctors,
Firstly, we do not prodocs enough nurses and what 15 peoduced is
aither phsorbed by the state or more often by outmigration. Tt s
fumny. bul we produce mere dociors than nursesan Iadia! Secondly,
the demand for qualified nurses o the prvate sector m India is
very small becanse the privite hospitals and nursing homes div noy
follew any stundard practices and profer 1o employ pursing
persormel who are trained only s aoxillaries er womse still are
trained an the pab. Keither the Nursing Couneil of Medicul Council
ot the Stite have shewn amy interest in regulating this sspect of
privite care.

Towdny with an estimated 700,000 qualified practithonsry of various
syatems and an equal sumber of ungualified practitioners in
individual private practice we bave the largest private health sector
w the workdund one which v campletely unregulated. This segment
of the private heaith sector 18 providing only caritives services an o
fee-for-rervice hasis

Production of Dirugs and Midical Equipment @ With o turnover
af over Rs. 16,000 crores and more than 90% of this beang in the
private sector the privite pharmacentical wndustyy 18 the engine of
the private health sector m Indla, 1t has penetrated the reemctest of
rtiru] dreits dnd hos ot deterred from usingcven the large tngual ified
segment of practitioners to expand its matket. If someone bas any
infermation an privite medical practice it is the pharmaceitical
Industry. [ well orpunised network of medical representaiives know
the private medical seator in and obt. The aonellopgathic drug
imdustry, mainly ayurveds and homogopathy, is also fubly lorgee
pat orgamsed miormaion on it i dot wiailable: Alvo there are no
known compleie estamues of nomover or drug production, However,
there are wnumber of ayurvedic drg manufcturers whose tumover
is in hendreds of crores, und ugam mostly m the privare secror.

For the consumer the major concern (5 the rapid. incrensie in drug
prices, During the last two to thees vears pricesof many essentinl
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dregs have doubled and this mokes seeking of health care more
capensive not only m the povare health ssctor butalso in the public
health sector becanse the latter’s drog bodigsts have not increased
wilh the ncrense in drug prices.

The mecheal equapmment idusiey i fnada s mech saalfer than the
pharmaceutical industry and India still has to rely hewvily on
tmpois, espectally of ttech 2quipment. But thetre 15 every Indication
thit it s Onf the verge of growing very vapidly,

THE PUBLIC AND THE PRIVATE

One of the myths that we need ta guegien is tha the privite sector
trews by s menst ond its induserlousness, while the public sector
callapies doe 1o lock of motivatwin amd publie support. In eeality,
i state policy that undermines the public sseton and Pudds e
prvine seetor, Direesand mdirectsopport o the privare beafih secor
by the state 15 the mmn form which privatisstion takes o India,
Some instances are as undpr

< medical education as indicated above s overwhelmingly state
Tinmneed and (s magor heneficiary 15 the doctor who sets op
privie practice afier histher training -the government provides
eomeessioms and subsidies o pr}vat.: medical professionals and
hnﬁpimh o st private pructice and huspn;ah It provides
incentives, tox holidays, sohydies to private pharmacentical
and medical gquipment industry. [t mamfactires and supplies
riw materals (bulk drugs) to private formulstion anis at
subsidised ruteMew cost, Ttallowsexemplionsin tixes and dulies
mimpartingmedical equipmentanddmgs, especially the mehly
expensive new medical iechnology,

 thegovemmenthas allowedthe highly profitable private hospital
sector o funcron s tusts whichare exempt from paxes: Hooce
they don't sommibute o the stae excheqeereven when they
charge potients 2xocbimant!y.
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Thegovernmient has been comtroctm g out ifs programsand heafth
servicesselectivelyroNGOsmrural areas where iisownservices:
are ineffecuve. This will further discredit public health services:
uni} pave the way for further privatisation,

the government has ploneered the mtroduction of modern health
care seryices in remofe areas by setting up FHCs, While the
Lanter introduces the local population o modern health care,
but by being mefficient it also provides the private fector an
entry point to sof themuelves up. Often if 18 the sume doitor
employed in the PHC who opens up practise in private.

construction of public bospitaly and health centres are gencrally
contractad out o the private secior. The Tatter mokes # lot of
money but & large part of the infrastruciure thus created,
especially in rural areas, |5 inadequately provided and hence
cunnol meet the health care demands of the people

The government also acguires land for corporate hospiimly
untler land scquisition acts which are meant {ur the public
gl und gives it to the corporate sector wt well befow murket
rates but in return the corparate hospital has no commitments.
The government alse allows lorge corpormte hospials o
impon over crores worth of equipment, fiee of all import
duties, on the grounds that they are providing free care for
over 409 of their patient. But then covemiently forgets to
implement the iatzr; The governmants loss is estimated at over
500 crores on this wlone

medical and phormacentical research and development (s
largely carried out In public institutions but the mijor
beneficiary is the private sector. Development of drugs, medical
anid surgical techniques etc., are pioneered in public indtitutions
but commescinlisation, marketing and profit approprintion is
left with the private secton Many private practitioners are also
given honorary positions in pablic hospitals which they use
openly to promite théir personal interedts.
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O inrecent yenrs the govemment health services have inroduced
selectively fee-far-services at its health facilitizs, This amounts
to privatisation of public services becase new ufilisation of
these services would depend on availability of purchasing
power. [ncieasing private sources of income ol public services
wiould convert tham into elitist institutions, ad is evident from
the fonctioning of certain speciality depurtments of pubbc
hospiints:

3 the governmant has ullowed the private health sector to
prolifecae uncontralled. Nawher the government nor the
Medical Council of India have any control over medical
peactice, its ethics, its rationality, its profiteening et

The above ore a fow illustnions of how the stafe has helped
strengthen the povate health sector in India, Tn rodey ‘s Hiberalised
seonario, and with World Banks advice of state"sole bemg restricted
to selective health cure for & selactive populntion, the private heulth
sector is ready for anather leap in s growth. And this will mean
further appropriation of people's health and & worsening health
care scenario for the majority population.

REGULATING THE PRIVATE HEALTH SECTOR

The private healdy secior isTesponsible for nearly thres-fourths of
all health care in the country and yet 1t 15 vot megulated in any
significant manner by any authonty even when there are Acts
established for that purpase. For instance the Councils of the various
systems of medicine are supposed (o assure that anly thoss having
the appropeiate qualifications and those registored with them may
practice the particular fomm of medicine. But evidence shows that
this does not happen in practice and hence unqualified persons set
up preclice, thete is rampant crosspractice, imational and othet
malpracticks are common, thare are no fixed schedules of charges
for vartons services being rendered, hogpmitals and nirsing homes
do not follow any minimum standards-in provision of services.
practice may be set up in any place etc. Wherzas the public health
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sector doe to boreapcrang procedures is forced to mainrmn atieas
suine minimum requirements, (for imstance, they will not employ
nohiualifred technical saft) will carry ot tasks only if minimom
ccnditions or basic facilities are available, and is subject 10 poblic
audiy, the private health sector doesn't pay beed toany such thing.

Private medical practice has now existed toa long withom any
controls and regulation. Tn the last decadé or so an increasing
pressure is being exerted on the private health sector to pul its hinse
mnorcar. Patients, consumer bodies and other public interest groups
aretargeting malpractices and negligence in the private health sector
and demanding compensation. accountibality, setting up of
minimum standards etc.. Apan from geiung the concerned
mithorities to implement existing Acty, lows etc:. there 15 3 peed 1o
bring in an entirely new range of comprehensive regulations as
existing in countries which huve nedr universal heallh care provision
with predominantly privitely munaged care. This means druitic
changes in health policy und reorganisation of the entire heaith
care sysiem. We recogmse that privaiely provided health care has
comie 1o stay but we also beélieve that it needs Lo be brganised in o
appropriats manner (o evolve o public-private mix which provides
umiverszl health care coverage.




Thenew strategy should focus both on strengthening the stinte-secior
andat the same time also plan foraregulated growthand invoivement
of the private health sector, There is a need (o recognise that the
private health sector is huge and has cast its nets, irespective of
quality, far wider than the state-sector health services. Through
negutation and involvement of the private health secior an organised
public-private mix could be set up which can be used 1o provide
universal and comprehensive care 1o all. The need of the hour is
to look at the entire health cure system in unison to evolve some
sint of a national system. The private and public health care services
need to be organised under a common ambrelln to serve ane and
all. A framewurk for basic minimum level of care needs to be spelt
out in elear terms and this should be accessible to all without durect
cost to the patient at the time of receiving care. It 15 interesting
to mote that though World Bank has pushed privatization forcefully,
the pressure to regulate it is s0 muted. Yet every Western country
does have soch regulation,

Today we are at the threshold of ancther transition which will
probably bring about some of the changes like regulation, price



cotitral, guality assurance. rationality in prociice e1c., This s the
caming of privaie health insurance that will lay rules of the guine
for providess to swir its own for-profit motives. While this may
improve qualing and nocountabifity tosiome extent it will be of viry
little help 1o the poor and the underserved whio will anyway no
have secess 1o this Kind of a system. Worldwide experionce showy
that private muitunce unly pushes opeosts and serves the inenesis
of thies luve. 1 equity in aecess 1o basic health care nmst remm the
goal then the State cannot abdicute its responsibality m the. social
secton. The stule nead not become the prilmiry provider ol healih
care services but this does not mean thi iF has no stske i1 the
health sector. As long as thwre wre puor the state'wal] have th remmain
i sngmfieant player, and imerestingly enough, a¥ the experience o
must developed cbontries show. the stute becimios i even sttongs)
plaver when the number of poor hecomes very small!

Immediate Policy measures needed

Whale reorganisation of the health secioc will ke 115 own Hime,
ccrtiin poditive chunges are possiblé within the exsting setup
nhmug: meto pnlu:}' firt s,

Thense are

Al the medienl connils should be direcred 4 pulting their fiouse
in order by being ptrice and vigilant about assuring that only
those qualified ind registered should practice medicine

by comtinuing wwdical edueation (CVIEY shintlit be compulry
At renewil of regitration may be nked 1o it

er medical ginduates passing ot of pubilic medical schools muost
putin compulsory public seriee of atbeast fivie y cars of which
three years must be o PHCs and rural Biospitals (this should
b assured ot through bonds or poymeents but by providing:
only @ proviswonal heense o do supervised proctive m state:
Trealth care mstitutions and abso by wiving the aght o ponsue
memtgrachae stndies only 1o those swhe have completed their
thoee vears of rorl medical service)
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d) rezolating the sproad of provare climes amd hospitals thoough o
strict locatiomal policy wherehy the local anthority should be
ghvith the rght to determine bow many doctors or how mmany.
Terspital beds they nesd b thesr anéi (v for family practice.
prﬂtiltlﬂmn pupulation and heed : resritistion ratios, il
incentives bor remmte ind underserved dreas ind strong
disinceniives and huhwr e fov irbun amd overserved ameas
eleLan be Lised ) '

el reguluting the quality of care provided by hosplitaly and
proctitinners by settlog ip o standonds 1 be Tollowed

1 putting in plice compulaonry healih insirance (e the szansed
sectio gimplovecs {strnctytng the existing ESIS and meraing
it with the common natianal hieplth cile system whiere each
emiployee has equil righti and cover but contrilsites as per
eurming capacity, for exampie o gach employee contributes
2% of therr earmmps and the emplover odids another 3%: then
neirly K 100 bylbon epeld be mosed throoeh this al ope),
speciil tanes and cesses for health can be chargad 1o genernte
ailditiomal reseurces Gloohinl, clgirrettes, projienty owners,
vehiitle owners @ic. are well nawa gty sl something
liks e pereent o sales tienover for e products and 2 valye
tan on the avset conld bring th s bauntial resinees)

il al'lri*:.murr af existing resources in -_rruhlh esctit’ can he
rationalisod hetter thriugh preservitie liceepible mtis of
salary @ ponsuliry spending and sstiing up woeeforml <ystem
far seconiary and temary care. For speécialise, dingoostic
servives and hdapiinl cire & veleridl svstem st be put In
ploge and sueh cari mest be availoble only on reference fmim
o genenil proctitionier. except |0 an emergency,

Theke ome shly soine exmbples of what cin be dome (hringh macee
polivy imifiutives
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What should a Comprehensive Legislation seeking
Regulation include?

The following suggestions on regulation encompassthe entire fiealth
sector. However, they. sre not on exhimistive by bur omby soone major
impnrtant areas needing regulation

I. Nurying Hames and Hospitals :

O Soiting up minimum decent standards and reguitements for
each type of unit; generl specifications for gehérl hospimly
and nursmg homos and special roguitements Tor specaalist cire,
exumple mateenicy. homes, cardise units, MISHSIVE COre wnits
cte.. This:should melude physical standards of space
requirements and hygiene, equipment requitements,
humuppower tequirements (adequate purse:doctar and
doctor:beds eitios) and their proper gqualifivations et

U Maintenance of propes medical and ather recoeds which shoild
be mude asvailable statutorly to patients and on demand o
mspecting authoniies.

(d Setting sip of a siricl referml system for hospitalisation and
secondary and 1erthary core

D Mxing reasonable and seandard hospind, professional ond
serviee vhirees:

4 Filing of minimtim dati retims to the appropite Lihorities
fior exartyple duta on notifable disemes, detailed deuth and birh
records, putiegnt and treatment data, finandial netims cle

10 Hegnlarmedical shd prescription audits which niust be repaned
to thie appeaprinte authorily

O Regulur inspection of the facllity by the appropriate authority
-.uth siringent provisions for Mouting norms and requirements

 Perindival renwwal of tegastiation after a thoroogh mudit of the
facility
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2. Private Practitioners :

£
Q

D O O

Cl

Ensnr:ng that only properly qualified persons set up practice

Compilsery maintenance of patient records, including
prescriptions, with regubar sudit by concerned authorities

Faxmg of stumdurd reasonable chirges for fées mnd services
Regulating a proper geographical disteibting
Filing uppropriate datn returns about patients ind their treatment

Provision for continuing medicul education an a periodic basis
with heence renewal dependent on its completion

3. Diagnostic Facilities :

o
d

a
a

Envuning quality standards snd qualificd personnel

Standard reasonable charges for vatious diagnostie tests aod
procedunes

Audit of tests and procedures ta check their unnecessary bse

Praper geographical distribution 1o prevedit over concentrition
in cErtsin arens

4. Pharmaceuntical industry and pharmacies ;

a
B

a

Allawing munufacture of only essential and rational drugs

Regulotion of (lis mdustry ot be switched 1o the Health
Mmustry from the Chenvienls Ministry

Formulation of a Nutional Fermulary of genenc dougs which
muit be used for presenibing by doctors and hospitals

Enkuring that pharmacies ure run by pharmscists through
regulir inspection by the authorities

Pharmuiies shonld sccept only generie drus preseriptions and
st retan) a copy of the prescription for audit purposes
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Who should regulate professional practise?

A regulntory authooty will have 1o be s2t up at national and state
levels w momion, sudit and assure that the health secior functions
in a reasonable manner aned as pes ngreed and sock pled normes. Such
a body will necessarily have qualified and reputed health
professiomals, but neither will il be exclusively health prafessionaly,
nor will the professionals on the body bie choden only by othier
professionnle. Both the state apporatus, respongive 10 o political
process and institutions of civil society whe have a trick record on
workitg for professional reform and for more equuable health
systems need to be pan of 1S compasiion.



~ Chapter - 4
Medical Ethics, Medical Education and
Health Care

Concerns and Challenges from a Peoples
Health point of view
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I f.. Whirt are th popiiar causey for divegiiyfaction qgm'_mr
doctors and the delivery af health care in India today?

® There bre complainis of inndequate vars snd demand of
ExcessIve e Tor giviig alennon.

#® Docties are chueged with recommending UNTIEEERSATY
Livesnypafions and prescribing svpnlable reatments.

# There e reports of explnitation of the ignorance of

patsents anl ol auting in vialatan of the mitonomy of
ek



& There gre repons of overwhelming emphasis on
thezapealic migdicine 1 the total exclusion of preventive
afid social medicme.

# Thera 15 concentration of kealih care services and doceor
i the: urban ares and nesr wtal peglect of village and
rural tnibal aroas.

¢ Thens e frequent seports of neglect of patients by doctors
and hospital staff and sometimes even malireatmient and
unethical and sometimes gvitn ctiminal behaviour,

White many doctors are sinccte and commitizd to the ethical and
soiennfic framework of their profession and vecanon, m1oday's
increasingly corrupnien influenced pogie-eoonomic-culwral polioal
milies, many are not and this 1 an mereasing area of concerm:

e approach o taekling this is legal amd pdministetive. We have
discussied this n the earlicr chapter, But bringing them under
condumer protections act and dther such law's i noend initself T
Brangs its own problemis (defenseve medidme. burpeoning fegal costs
etc. ) and though scceptabie as an immediate mearure: s no solution
ro the hasie problems.

The question thit needs to be asked is - whutis wng with medicl
education that all this is happening, Are aotdoctons irained to serve
the rural nreas and (he poor-at least 1o practice ethically,

And other than education what are the prolessionmal bodies doing
ibomt i

Who guides the doctors on ethical ond social concerns?

The present Uncasy truee is neither conducive to the promation of
trust and professionalism in medical practice nor a healthy
environment in which an ethical and conselentious medical
[ractitioner con seek to practice his vocation. We hake 1o examine
what are the main problems in medical educition and what can be
done about it. We have to look ol how ethical guidelines are creisted
wiel promaoted and how they can reflect poblic concerns befter We
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also hive (o note recent trends thar are worsening the situation rather
than improving iL

2. What are the distirbing trends in the institutions that train
and produce doctors and nurses and other health
professionals for the health care defivery system in India?

|

¢ The major problem of medical Institutions have been
that they largely deaw students froem the more urban and
afflutnt sections of sotiety who culturally are not
attunedl to serving the needs of the poor orservimg i
rural aress. The other major problem with these
institutions are the preoccupation of medwal educators
with disease care in tertzary cure centres and low priority
for primary health and community health care. These
two factors by them selves are wdeguite to lead 1o the
production of dociors who are inappropriate for our
s
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& Tomay niso be stated that nspects like behavioral sciences,

athical conceens, yn understanding of coonomic pressures
that distort medical seience; cultural gaps that impeded
doctor-patient comrunication are all glmost completely
missing from the syllabus, The doctir smerges with a
frigmented abd techmocratic vision of disease and health,
puther thin a hollstic parspective.

In the lost two decades the above problems have got serivously
exacetbated by a nuiviber of factors. The most important of these

anrel

#* The growth of prvale capistion fee colleges, which pre

ineyeasingly commercialising all aspects of medical
educaiion

# The mushidomimg of wstitutions hased on caste and

commmunal affilistions & the mushrooming of privace bigh
technolegy diagnastio centres and the concurrent
gloaficanion of high technolegy, through high-pressare
advertising it the media il in medicul edueation.

The unresolved and probably incressing problem of
private practice among full time teschers of medical
culleges;

The increasing "doctar-drug producer axis” with “vested
mterest’ i ‘ahundance of il health” which includes all
sors of nfts and perks from pharmaceutical compainies
fot doctors - n precess that startd From (he medical college
hospital onwards.

Thee mmpant cottuption thal seems to be adcepted as
routine practice und the increasing erodion of norms of
medical sthics, with resulting Tncrease in medical
malpractici even among faculty of medical colleges.
The increasing trend to floul norms for admission!
selection procedyres snd sunctioned numbers by Siate-
Governments and universitied that hive 10 be regularly
challenged by judicil Soiisin,
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Taken together, they are beginning o have: “an msidious puy
delintive eroding effect on the foous und onientation of health
service development in the coantry as well as the natre of the
human power education investment of the State’.  Fven more
dasturhing s the fact that young doctors in formution are n:.pum:d
to unethical prociices during the formative years, which influence
their knowledie, attitude and practice of medicine in the future.
While 2l the above tremis are increasingly widespread in medical
colleges - the cankes 15 spreading 1o pursing, pharmacy, dental and
all other institutions taining health human power development in
thi comntry.

‘ 3. What's wrong with ‘Capitation Fees Medical rul‘l‘egu.fér il
health professionals? ”

-n'umng all the: above yrends, the one that is mast insiduous s the
growth of capitation tee medical colleges and various pther related
rends incliding NRI quotas which are commerclalising the while
medical education scene
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Miny people ngk what™s wrong wuh private medical anlleges
allowing admissions by students whose parents are willing topay
lurge amounts of capitation Fees to ensure admissions? I this mot
o good example of self-finaneng colleges? I there nol a need for
increasing involvement of private sector in higher educotion? [f
people are willing 10 pay more for spacinl food, clothes, shoes,
consumer good what's wrong with buying seats in o medical
college?

OF Course the capitation fee for our
miedical course includes charses
for @ pussport, visa and
emigration formalities,

losypiman T W | eisns

¢ First its important to note that the Supreme Count
judgement in a special wril petition From Andhra has
established that capitution fess are:

Whislly arbitrary,
Unconstitutional according 1o artiele 14-equaliny

bafiore liw and are evil, wireascnnble, anfair and ualit
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Enubles the rich to take admissions where asthie poor
hive 1o withdraw due to fnanciil inability and

Therefore are not permissible wany farm.

& From repons in the media and anecdotnlly in Medieal
professional cireles there s incrensing evidencs thot the
cupitatinn fees ethos i% contributing to o fall in gualianye
sundarde. The seleenian of dwdents and their initial
crientition, the guality of feilities available m many of
these centers, the emphasis given Lo medical educatic
and the power of money and influence at the time uf
examinatians all adversely affect the outcame While
theie are incteasingly problems even i goverrment
colleges, in he grivate seetar the Jevels of deterioration
ire erihanced and nvert -

& The mushrooming and totally unregulated-growth of
capilitiin fees calleges and the fall in feaching ad ethical
sunndards ix even more disturbing hecause this is going
on inspite of stated policies against this type of
Lommercialisation by Central and State Ciovemment and
professional associAtions and Councils, a1 well a&
Supreme Court guldelines,

& Whili inrecent years some judicinl activism has set same
controls in this matter, in the medicat college sector itk
Siill tatally unregulated inmissing, phammacy. ddental amd
other instittions. The contrals set by the judiciary in
medical education, especially as regards the ceiling
miouints for charging fees, arc alst ohserved mainly in
il Breach .

& The problem is further worsenad by the active
involvement of medical College and professional
lendership - seniory in the medical profession - iy of
whomnt by virtuz of being compromised personally are
uriahle 1o take o public smnd against the jsse Even if
they do so, it is often a blatant dauble standard,
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[[ 4. Are ikere Human Rights tiviss n health care? |

3

The enarmous strdes in miodermn medicine, dingnostic technigues,
surgery and health care systems have raised problems in regpect of
standards of care, extent of human rrghts protection and adequaces
of systems of accountability, Time tested standurds; ethical norins,
conventions and practices are biing guestioned in the light of new
knowledge and better understanding of health care,

# The determination of whether & person is medically or
legally dead s full of intricate problems relating to ethics,
mathlity and law.

# Keepiniza body funcrioning with o respirator. pacemaker,
mtravenous feeding, renal dialvsis grc now invites a
vanety of legal 15sves concerming homicide, neglgence
cliims, insurance claims. transplontation of organs,

probute law gnd s0 on
B1



#* The development of arttffeinl insemination and surmoge
parenthoud raises prollerms w the esmblished laws ol rape,
aduleery. legitimacy of offspring apart from jssues of
ethics uid morahiy

* Amniocentesis and abortion are wedical pricticss, which
linve bed o b of concern around basic homan rights
bssies. Sen seloetive aboetion i a spectfic example of m
immaral proctice. clearty mude illegal by legislntive
uction. tht nevertheless coitinues 66 flourish and sjpreid

# There pre now fegal aod ethicul soues o the care of
mentiully 115 those an poson and ather custodial
mnstitutions; and gven the uss of drigs sl pschotropic
substances by medivil and health personned,

Erhical isanies and dilemmas for e docoor and hospaol stall e
gonstintly imoreiding.

@ Should “aterminally U patient be keptalive indefininely
by costly 1ife sustabning upparitus or medicine whenLhere
are oo chinces ol recovery *

* Should & deformed foetas he allowed 10 be bom alive™

& Shouwlda dactor make somve of thivse décisiees Dimsal ol
shiiuald athérs b corisulbed?
& Can hie be gulded by the infoemed consent of the patient
aline?
& Whii 15 expected of hing os o professional pound by the
Hippocmtic oath™
A% seignce privgresses more nid more hunian rights issoes and
eibieal dilemimas wall emerge

There is another s2t of (ssues of ethics tha relute direcily to
privatizution of health care;

If n emergeney dage is brotght o a piivate hispial can the paticnt
he tured away for [ack ol nability to pay. Even i inmediatety
aiiesded ioowho deoides when 1o send them olf The Supreime Cour
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hos ruled that §f o sick patient canniot be handled by a health
institition for lock of facilithes then it is their duty to arrange for
the transport of the patient 1o the nearest place where such facility
exisis. (see annexure 4) Bin this doés not happen. And the private
scctor has nover accepted such a responsibulity, Rather providing
pmibulance services 1 often an especially lucrmve pan of unning
s home,
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How far does the responsibility of the state lie. Mast wonld Tuld
forenamiple thit the stte must be able to provide servides forchiid
-hirth in complicated cises —irrespective of the ability ot £he patreny
to ity for it 1t woild be o denial of the right to health if this were
ol available. But could we so inxist that the siate should provide
tir chionic hemodialysis or wansplantanen o kidney fathare for
ull cuses — ns is provided m many countnes of the west

The central question that einerges is who deckles toduy and whi
factars influence the decision?. And hiw do we think such decision:
mking ought to be shaped?

5. How can these isiues in Medical Ethics, .H'ﬂf:'rI
Education and Health care be tacklod?

;Ei S.J THEE 5 free MaRker!

CHfige  ar T
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The problems discnesed <o fir are comples and the sinution s
changing all the wme, due to nol anly technotomcal prigress bt
also due o pew eevininie policies of Liberatizanon, Privinizaion
and Globalieation, The so-gilléd LPG policies drstont health cpne
systoms lnd alfect doctor-patient relationships. [nessenee they lead
to less and less regulanions and tend 1o legitimice anvihing that
ke mors peofits for vestors in health industry while dil ather
congleraiomnsare of wecondary importunce. The zssunipiwn is that
since consumers will asseat their chosce the bew and most penpie-
friendly oprions will grow. Bat as we have sgen from the earlier
comvideritions this has not happened

To understand the probiem comprehensively and supgest
alictnmttves, one needs a very thorough soso-econumc-political-
<ulbtural and plilosophical ¢fitigque of nut only the evolving medical?
health aan: system bt also the souial comest il mbiew in which
they are changine amd evolving. Thal s bevond the scope of this
bouk. Hiwever thers 1s a Consersus that same regulatione pne
gssential W ensire thal such edneerns are respondid 1w,

6. How should regulation be organized? Should the |
rigulatory reims requived be plinishment led or ethics
driven?

Regulunons are inevitable for sny public hetivity
But apy sart of regulatory regime roses 3 bese dilemmao

Should the regulation be through eislation and legal measnis,
which are essantinlly pimishment driven” Cr cun there be there
be alternptive approocies,

Thiesenrlier sechion on cegilntiog the private sector has discussed
the varous gspects of mgulonons, The ssues diseocied include
ihie gquestion ab wha should regulate, and how 1o reguloe ?

Bur we now consider the aspect that any regulitory approgch has
some imhersnt prohlems. So evenas we énsure minimumresulitions

85



losafeguittd the publiccancems we need 1o baild on complemientary
measures to ensure ethical practices.

The regulatory regime now in place is largely o legal-cum-
bureaucratic mode,  The traditional principles of common law
liahility are superimpased wilh a statutory arrangement of consumer
protection procedures. However if things are allowed to develop
only tn this strocture, it s feared that we will soon have escalation
in costs of health care and lots of unmecessary pvestigation and
imervention as ‘defensive practice’ Le. doctoss protecting
themselves agninst further cases by putients for malpractices by
subjecting them 1o all sorts of tests and procedures. Cnly insurance
business will benelil, neither the doctors nor the: pabants.

Tt wiould be mucih bener 1f w2 could intervene in medical education
ard medical tratning to znsure that ethical values are iternalized.
Tt would be much better is we-could build imstitations. thit would
znsure that ethical practice iy prosctively promoted.
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Father:
My son wis all night
till yesterday, Then he dies
during o minoreye surgery,
| demand an aye for an eye ]’

Dsetor:
"Hut mistakes can happen!’

Father!
"But you told me you e the
' bestcentas) mkhe world!”

So what is to be done?

At the level of help to the individual patient:

% Bringing Medical seevice under the preview of the Consiimer
Protecrtion Act hias been the firs of these roguired changes.

= Uhng: can mlso talk of sening up medical boards, where puatients
are 0ol seeking redressal bt at lesst can geta reliable second
apinion when they are in doubt about the comrectness of
treatment ina given case,
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PFUNE MEDICAL BOARD

“Thsctors: | have been
udvised 10.go i foran
e remcval

operation. Is it redlly
neaded ™

At the level of civic action:

s Promoting public debate, review and scrutiny of existing
codes, a regulation and practices und planting dufogues foe
refaril and reorientution hasto be the neststep. This would
be brotigin shaut by the involvement of pepples / consumers
tepresemtatives at all levely of the system-be it service.
IEbning ar reseurch,

w Promotine public mvolvement in the evolution af clinical
guwdelines:

Are there treatpent promcoly availahle 7

Are there mudelines available on swhen it is expecied for a docior
tororder imvestigation *

Are there clear ertiical gwidelines avuilable regarding in
cantrovraial areds or mewly emerging technologies:

Abe siich gridlelines drawn up af thie level pf o hospltalor sfdie or
central government o af the professional bodv afier aefegitle
disenssion wheee different sectiony of sociery, eipecially those
representing women and the poor, are heard.
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Such guidelines help the doctor to aveid the practice of defensive
medicine.( that js taking investigations or procedures just to keep
himself safe from possibility of misguided legal action though
medically speaking this was not needed.)”

s Are there adequate patient information material availible?
{this emables mformed consent decision making and lessens room
farr [itegattion

|

\ - -
re Witchdioy role:

Civic sonety in close collabordtion with the ethical secbons of the
bealth professionals should mcreasingly play o waichdog role in
Heaith Care inthe country. What are the levels of health and health
care? How do they relats to existng and proposed policies? Many
issues noed W be looked at and momtored, quickly bringing 15 public
scrutiny transgressions or even areus of confusion where a social
conssnsus is called for or mere social dehate is required. For
examiple in the introduction of genetically modified foods.
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v Socisl mobPization for medieal reform: Given the poesiuces for
commmercinligation of medical oure with all s awendom
problems, whist 15 peecad 1o strong coumervailing movement
by heatth and development activists; people sgience movemen)
ACTVIELS; consumens orgamzations not-Tor-profit health care
providers and peoples movements that will bning medical
education and their 2thical anentstion, hah on the political
agenels o the cotmtry -as part of the eltort w ensure un adequate
Trealtheare for all its citizens

In summary:

Thié thrust dreas or central congerns which need to be addressed

by people’s mevements and mstiotons of civil-society are:

& Toomake bealth plamgbng binse itself on the intricate relationship
betwieen poventy and sickneds . Al the rodt of 11 health {5 an
(g ot mned unjust desoibuon of the vaeans & healin, Al
headth progruommes st therefore be ananiegral part of hnman
development and poverty allevustion progmmme. Cnly constan
pressure from the representatives of the poor can ensare that
this focus 1% retaimsd.

& The growing commercinlsation of health care and the growing
markel economy related distortions i health care options and
health eare responses need 10 e countered corefully. We hove
to fisht for more comprehensive solutipns evalved socio-
epidamiolpgteally and not allow top duwn, selective
lechnologicsl fises pramoted by an inernational market
ccancmy in health

# Health haman power development nstitutions and calleges
should be challenged to be less ivary towered, less Wigh
technology centered; and hecimg nmn:q.mnnmnit:f ovlented and
primary bealth care mspired. This can only be done if faculiy
and students wre expised and lavolved In primary care and
commmuity health sitiutiors within the curriculun lramewod,

@ Strengthening the university and Medical Conneil rezulutory
striinres and counilening the nesus betdesn e capitation fess
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college lubby and the politicsl system throueh active lobbying
st couner the Commersialistion of e=dical edication,
* There 15 urgem need w sty the trends @ privatizaton and in
prrvate secion il th cone to ensure that they contribute 1o Health
care il medical tdication util not distort them fuaher throoh
the pecmertion of am untegulited markes eontioiy.

* There 1§ umpent need 1o oliange the focus from Dectors o nurses.
bieallh warkers, raditional bl attendunts 1 establich & sense
of pririty and focus an Prmary Health care and (o gve serions
comnsiderations foriuality enbancement of these arades of healih
workers and thiti irining PR,

The Peoples Henlth Assambly at Dhaka, the Tuna Swosthyu Sabhas
in all the states and finally the National Sabha i Calcuna and al|
the distout level méetings need to anclade these issues o thesr
apenly

The focus of the Penples Health Assembly s on

¢ Recommendationd to Government and professivnal bedics gy
maasures - legal snd ddnvinisirative needed to check 1)1s
commerciatization mod kesp medical prictice elledjve, safe,
cheap and holise

® On proplex mitintves and nuds mobilization 1o éducate e
peeple on thoir righis; help thein with strategies 10 cope
individnally and-as communities with ihe problems due 1o
commersiiczation of healticare and o build up public
awareness far reform of the medical soctor

All thase coneemed about Peoples Health needs and Peoples Henlth
will have o takoe an this emerging challenge o we begin the piew
mifienmum. - Cur effurns will determine whether in the vears (o
comie. health care and madical education will primanly respond to
the peoples health needs and aspirations or will professicnal
expectations am market phenomena conimoe o distort the process.

Market or Peaple? i choica?
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Albsure - 3

MODEL CITIZEN'S CHARTER
FOR GOVERNMENT HOSPITALS

bintraact of hatier No ZISNTE 7319641, daved 11021996 from the
Mustiver of Heaith and Famly Welfire, Gavt uf India. New Duthy
1 Mrenmbyle

Govurnment hospituls exisd i prowhils every eillzn of India with
Desli vl wwithinl resourtes and Tauilited dvillsble Sueh cang is 1o be inode
avmlable withour diserimimanion by age, sex; religion, caste, political
affiffation, economic and socin| suiis. This Charter seeks to provide &
framewaric which enables eitizent to ko whint servioes ure Bvisiinhie. the
gualily ol fiervices they me entitled to qnd wnfarm {lem sbéut the means
thioegh which somplamty regavding denial or pror guabioy of service will
by rddyessed
L Ohjectives ;

21

]

L-I-

=5

T make avatlable medical veamment and relaed facilnes, for
cltbnens who seek treatmend ut thed [oapilal

Ta pravide the appropriate advice, trestment and support that
wonld lielp eure thie albment withe extenl medically possible
To essiare that theatrient s based on well considored |mdgement

is timely and comprehensive and with the consent of the citizen
being rented.

To éiniluire users sre aware ol the nature OF allmenl. progeeis of
rregnment, duration of eatrment and mpact on tiesr hehlih and
lvos, and

To redress uoy peisvance in this regand,

J. Componentiof serviee st hospitals -

il

32

33

Accoss o hospital and professional medical care Lo blL

haking provislon for emergeniy care afior main (egtmert hours,
whenewver needed,

Infoviming usees alodl bvailoble facillties coms involved. dnd
requirements expecied of them with cegard to rreament as well
13/ use af hospital facilities, in olear amd smple terms,
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f,

Pnflrming psers of equipments aut of vider,

I.:.ujiu.ﬂl_ll.-'ﬁ thit sers cah sek clarificatiims on nnd assintance by
riieking uae of medical reatmont and lospital facilities,
Eollpsting fees aml chirpes that ure reasanable and well known
i publie, and

Tieforming users about seps to be carried it in cade of mon of
he eommsn dellciencies To uervice

Cummilments oF the Charter @
4.1, Toprovide azcesy 1o available focilities without discrminotios,

42
4.7

HA4

4.5
4.h

Topovide aiergency care, il needec, on resshing fhe i),
Ta pronhile adequate number (10 be dilined) o notiee bodrs

et iTiny Jocotion of all factlifles,

T provide writien |nformation o didgnosis, oestment being
adminisiersd, und costs that will be recovered, each div in case
of in-putients.

T provide u receipt of oll payiients made for-medigal care,
To record coiplaints cound the clock, and desighnte Medieal
Officers who will respand ot n appoimied time thesame dev in
case of in-patients and the pet day in cise of oul-patients.

Coriovance redressal ;

5l
%3

¥3

S

Grisvanced Mt gitronshove wil] be recorded rommd the clock.
Tliste will be o desiznnted medical offices w respond o eguesn
deemed urzent by the persen recording tHe grisvances
Aprieved usenl would, after having ther complain! recordid
be altoweed w seel o geomd apimion from within the hosprmi,
Have 3 Publie Grievances Commimee outside the hospral so deal
st grievances thar are aot resolved within the hospinl

Stops Ut Wil be taken

&

62

Hogptal stafT, Deparumem.of Tesith and cinzens represantutives
will dincams the utility and content of the Charfer tefore 1
fprmiblged.

The firees om wihvich btamdards ars peeteribed will be selected on
the basls of feedback from uters of problems and debichencles,
colbeiied by o ndependent bods

Sustenmaric Bifior will be madi to'ereste wide awarensss that a
o horter exisiy, smong the usss of the hospoal, gnd
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Te

6.4

Performance in aress where standaris nave been specifed i
the Charter will be compiled and displaved pubficly.

Responsibilities of the Users :

Tl

V.2

i

14

tisers of hospitals would uttempt to understand iie commuments
wmadle i v Charter snd dermaiul adherence.

Lisers would not insrst on service above the standards set in the
Charter, particularly becnuse i could negatlvely affegt the
provizion of the arinimum acceptable level of service t another
sk,

Instructions of the haspilal personsel would be fellowed
singerely, and

In caae of grevanee, the redressal machinery wonld be used by
osers withoue delay,

Feedhnck from the woers :

L8

12

The perceptions of users on the qualiny of service of hesprah
would be systematically. eollected ‘and analysed by an
indopendent apency, and

The feedback, would cover arebs where standards have been
speclied as well as other srens where staridinds are proposes o
be st ugp,

PFerformance sudic und Review af ithe Charter :

9l

2,

o3

9.4

Performante sudit may be conducted tirough o pess reviow eviery
FERr ol every Iwo years.

The sodit’ woold lopk dt wier feedback. records oo
aitherence o committed seandards, the performancge on
parametzrs where stindiards lave nof yet been sat, and ather
Indicators of suceestful gonl realisation

[dentlfy areas where standards can 'he introduced, tightened, e,
oppornitities for coat reduction, and areas where capatity
tuilding i required, and

Therrugh ré-assossment 0F the conteitd of the Chamer svety five
YR
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Annexure- 4
EMERGENCY SERVICES IN HOSPITALS

{Extract of lotter No. F2801 513196, dated 13-12- 1048 from the
Mimiztry of Health ard Fomily Welfare, Gour af fndla, New Defhil

The Homourable Supreme Court in (Heir judgemont de 6596 in SLO

1Ty MG 1962 - Paschim Banpa Khet Mazdoor "liII'IFI‘_I’ and others Vs Seate
of West Reapal and mnother suggested remedial measwres to £1bure
imiredinte medioal attenticn knd westment (o perdnas it real need. The State
Goveomment of West Bengal alone was o Party in the proceedings of the

cise. Fhe Hon, Court hat given directions that other States though not parties

!J'nu:.'l:! alsn Eake niceidary steps in e light of recommendations made by
the Enquisy Comimittoe wiiich wis set up by the Seate Govérment of Went
Bengal and further directions as-given by the Court

The following goidelines may also be Kept i view while dekling

with emergency cases in addinion 1o the existing gudelmes -

]

vl

wi)

fn the howpatal, the Medical Officer in the Emerpency/ Casusity zervices
should edmit & patient whose conditivn is morhidiserions in
consultation with the speclalist concemed on dufy in the emergency
departmenh

|n casie the vacant beds are not available in the concemed department
10 accommodste such patient, the patient has o be given all necessary
attention,

Sobsequently, the Medical Oicer will make necessary arrangement
b 2ot the patient mansferred to another hospital In the Ambulance.
The position as to whether there Js vacant bed in the concerned

department has 1o be ascermined before trunsfeming the patient,

The patient will be sccompanied by the resident Medical Officer in
the Ambulance

I s wase the patient will be left unuttended for want of vacent beds
i the Emergency/Casualty Department.
Theservices of CATS !llﬂll.'lld_be utilised to the extent possible in Delhi:

The effort may be mide to manitor the finctioning of the Emergency
deperiment periodically by the Heads of the imstitutlon
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Vil The Medical Fectrds of pallents aiéndmg. the SMEFRCACY SETYIES
whould be preservea i the medical record department

viily The Medical Supermtandent may coordinate with sl uther i
providing bistter comergency services

3 With regaed to makmessnce of admission reglsden of pationts, folliwing
may be kopl in view -

) Cleir fecording of the aume, age, sex, address and dineue of the-
patiest by the ariending Medical 4 hficen,

by Clesr cecording of the diste and time of allisndanes, examiation
medm s of the patient; '

o) Clenpindization whether and where the patient ins bect lmitted,
- tranaferred. roferred
d)  Sale costody of the Reginers;
o Periodizal inspecuon of the arrnngement by the Superintendent.
M Fiungof respansibilivg of matmtenance amd sife custicly of the
_ Registers
. With reard to |dentefying the individial wodieal efficer emending o the
mdividual patient appraaching OPDemeorgoney deparoment of a hospiral
ot the basis of gonsalimg the hospinal reoordh. it has bean divected by the
Cour M the - following provedure shortild be followed in futiire
ar A copy of the Dury Roster of Medical Officers should be
prezetved i the Office'of the Supcrintendent mcarpeating tha
modificatigm done forvmaveudable ciremmstances;

by Esch Usparomeny shall mamtain a pezpster for resording ihe
il grature of atterding medical eifleen denothg their orrival and
depurture time:

¢} The aitending medieal officer shall wimte fox full name <learly
and g his sigoarre i the reatment dbcament,

41 The Superintendants of the hospital shall heep ull such peeords
in salke cusiody. '

) A copy iif thee tickoet feoned to the patient should be maintainied
or the felevunt date in this regard should be noted m an
approprss regornd for Tuture guidance

v {8 apprecinted the Hospital Superitendent/ Medizal Officers-in:
chapge miy have diffisulty indmplementing these apldelines dug 1o vatious
canstraints at the grobid lovel and s such. feadbazk ik vital 1o enable
Citivertirnent 1o refine sl modify the order as o will ensung 4 valid working
plan o regulate pdmisston on a just basie Detalled emvments are, therefors,
requested with consiroctive suggestions,
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Book Titles in this Series:

L. What Globalization dogs to Peoples Health!

-Understanding whit globalization 1s all abbur and how it
affiects the heulth of the poor

2. Whateser happened to Health for Al by 2000 .07

-An understanding of the making and unmaking of the Alms
Ata declaration.

3. Making Life Worth Living!

Meeimg the hasic needs of all-Inter-sectoral issues i health
cirg:

4. A World Where WE Matter!

~Health care issues of women, ehildren g the marginalized
sectons nf sockery.

5. Confronting Commerciatization of Health Care!
A Bricfintrodiiction o the ethigal and professional dimensions

und quallty of care implicotions of the gfowing thrust 1o
privatize all health care services,

All the ubive bisoks are priced w Rs. 20/ gich

Rs. 20.00



