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. Madicing f3 npt 4.sociafly ipdepepdent activity. it is always articolated within a spocific mode of praductian. Therafare,

the gominant medical

practice fo India 45 bowrgeois medicine and heafth care helps to sirengthea and expand the capitalist

mode-af predective. It also reproduces the capitalist relstions of productioa at svery level of Itz operation. The development
af. health care dn India is. gxamived jn the. context of the dymamics of socio-sconomic chamges wihich bave taken place

gince fodependence. .. 5~ "
. "My inquiry I.a;_l:l ‘o . to: the conclusipn that
neither legal relations nor, .political forms could be
comprehended whather. by ‘themselves or on tha
basis, of so-called general . development, of the
human mind, but that an the:contrary they originate
in. the_matarial. conditions .of Jife, the totality of
which Hegel, following.the example of English and
Erench thinkers of the eighteenth century, embraces
within the tefm ~civil ‘socioty’;” that thé' anatomy of
this‘civil “socigty. ' hbwevér has {0 be sought in
political economi. * ¢ T
i “ap- it TERDORL Y T i '?'.r.“‘"_ Marx
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E'-qrr human being,-in.the last analysis, after
o removing all-covers of social existence. is natu-
ral and therefore, biolagical. Tha' flesh, blood and
bones comprising-the human body afe too materia-
listlc, for anyone'do” demy:thelr existence. Butthis
natueal  living :-individual-i# not a lone, isolated
entity: Through eenturies of social development, the
individual’ has. evalved socially; -l.‘.vl:ln:ing At inter-
action with. fature and -while ‘tfansforming it, has

himselffhersaif been transforme®h, In the course of |

this social development, human beings haye entered
into,_ varidus, fypes’ “i. relationships in order o,
Hrﬁ{qcaﬁmllnaﬁnﬁuﬂ means of. subsistence and
o ';hpdﬁ:l_tgi:p J:'H:,rh_mhl_:'-_lin-l EF!P'I.‘JH and s0 given
ris¢’ to the complex organisation of, 10 uge” Hegel's
Term, th?:::i‘,\rll society.’, | |+ o

~ * The *natural® or the bioldgical forms the funda-
mental basis&n which:- historically, tha social exis<
tence of Human beings has davelopid. In the course:
of this developmant cemgletely new forms of objec-
tivity have arisen dnd-aithough' siich-objectivity have
no analogy in nature, they still femain socially trons-,
formed. natural objectiviligs.

_ :To illustrate, in primitive societies, the exchange
of:necessary -goods.was ot ‘the rule but, more the:
exteption. Here the natural -use-of those goods, -0

&£ .

satisfy hunger or other needs was the predominant
consideration. But with the evolution of a more
chmplex social drganisation leading to the evolution
of a social system besed on commodity production
such goods which were necessary and useful for life
also scquired, exchange value of their own. Every
commodity in the capitalist economy has therefore,
two characters, the use value and the exchange value.
But this exchange value cannot be located or identi-
fied in the commodity. Exchange valugis then, an
exclusive soclal category. which has no analogy in
pnature, *The main tendency of the developmental
process that arises in this way is the constant in-
crease both quantitative and qualitative of purely or
predominantly soclal components, the ‘retreat of
the natural boundary’ as Marx puts it. “(Lukacs,
1978). :

Health end medicine are such social categores

_which have reference not simply to the biclogical
- axistence of the human being, but to the social

pature of such existence. That Is why the understand-
ing of health has changed according to the needs
of different social systems and the needs of the
ruling elite uflthﬂ gocial system..

_Fuaiuraa of the Marxist Approach to
the Critique of Political Economy of
Health

Four major features of the Marxist approach to

* the political economy of health may be identified—

]

The Social Production of liness : Medical
definitions of health and iliness are located in the
clinical pathology of the individupl. In its narrowest
and most limited form this definition locates the.
cause of disease entirely in-the human body and
digease is seen as 8 consequence of an umwanted
attack of biglogical entities, bacteria, or virus, onthe
human body. The control of disease is seen to mean
the control or eredication of these bacterlal or
egusative- agents. The concept -that ill health is



diractly related to the socio-economic formation and
to the production relations in society has been put
forward by several analysts since Engels wrote the
*The Conditions of the workieg cfass in England”. Turshen
traces the orging of what is termed the ‘clinical
paradigm’ and discusses its weakness. According 10
her the discipline that comes closest to explaining
the notion of collectivities Is medical ecology.

“Medical Ecology, thus asserts a ‘relationship bet-
ween environment, disease and man but selects only
biological and socio-cultural factors as relevant.”
{Turshen 1977). This too ignores the iliness genera-
ting forces in society. Doyal and Pennell in 1_;I]air
book Politics] Economy of Wealth have, elaborated on
the evolution of the chlnical pam:llqm in modern
medicine. They discuss the direct and intimate rela-
tionghip between the process of commodity produc-
fion and destruction of health and between
sconomic underdevelopment and health. (Doyal &
Pennel, 1981). This view does not axclude or deny
the operation of the biological mechanism which

“Tr‘imilft and m:du:m: are social *
calegories which have reference
not simply to the biological
existerice of the human being,
~  but to the social nature of

such existence. %%

cause lliness. The concept that il health can only
be understood as 8 consequence of the dynamics of
class contradictions in  society, and that the occur-

rence of disease is intimately related to the social’

formation within which the biological, physical and
chemical oparate iz one of the major marxist contri-
butions to the crifigue of political economy of health,

Health as labour power: Under capitalism
healih is definkd 2% an integral component of an
individual's labour. power or productive capacity,
Labour power being a commodity under capitalism
has @ specific exchange value — the quantity of
social labour necessary to reproduce it..., just as any
other commaodity does. In other words, the exchangié
value of labour power is the value of consumer
goods and other services necessary 10 keep the
worker and his/her children fit enowgh towork at -a
given intensity of effort. But to maintain this level
of effort, or the maximum level of productivity, a

cartain tevel of physical and mental health is' vitally

nocasgary. Below that level of health the capacity

a0

. to worl falls off. and with it, the amount of surplus

value that will be generated. The capitalist is simply
not interested in the level of health beyond this,
even though the worker will be vitally interested
from the point of view of the quality of life and not
of productive capaciy (Schatzkin, 1978).

From this point of view of heaith as labour
power, Schatzkin aigues that medical care services
arg-designed. for maintaining the reqoisite level of
health, a kind of labour power “repair and mainte-
nance service’. While educational services help 1o
maintain the knowledge and skill component of
work capacity, medical services help -to “maintain
the physical and psychological components. Since
the provision of health is part of maintaining labour
power, it represents to the capitalist, @ part of the
wages he must pay out, directly a8 wages or indi-
rectly as “social 'wagu i the form ni- midical
sarvices.

The commodification of hulth care: A com-
modity is an external object, which ‘through fts
qualities satisfies human needs of whatever kind
and iz Emduuud for exchange in the market. Health
care is oné such commodity. Historically, throughout
most of human history, health care was an organic
part of a communal society. It has often been
indistinguishable from religious or social activities,
none of which wera exchanged (although gifis wiere
often presented to traditional healers). As communal
societies were conquered by feudal and eventually

‘capitalist societies, health care was teken out of-the

hands of traditional healers, and placed in the do-
main of doctors and midwives, who engaged.in
health care for a price L.e. as part of & monay ex-
change: The physician was an independent producer
selling the product of his or her own labour. (Roder
and Stevenson, p. 19-108). 2%

But “capitalist production is not merely the

production of commodities, it is by its very

essence, the production of surplus labour™

(Marx Capital, p. 644), The capitalist can organise
the production of surplus value through' the provi-
sion of health care and can realise high profits in

this gervice industry. It is immaterial whether the -
surplus value s realised directly through the produc-;
tive activities in-the clinics and hospitals owned by,

the capitalist or indirectly, through the provision of
health care by the state 10 maintain or increase the
productive capacity of labour, .

Medicine as a social relation : Vieente Navarrd
has concrétised our understanding of how madicine
should be viewed within the perspective of the so-

cial system. He argues that medicine or health.



services is a soclal relation and reproduces the
dominant relations of groduction. Medicine, there-
fore, has been different under different modes of
production. He argues that since the mode of
production is reproduced not only at the economic
but also at the political and ideclogica! levels, medi-
cine contributes to the reproduction of the mode of
production at the economic, political and the
ideological levels and’ that medicine is always
articulated within a specific mode of production.

These are.the features of Marxist approach or
methodology which we will use to examine tha
political economy of health care in India. But any
aitempt to examine the development of health care
in India in the context of socio-economic develop-
ment brings into focus the subject of the mode of
production in Indian agriculture. We are aware that
this subject has generated a lo1 of debate amongst
Marxists in the last decade and there are divergent
viewpoints. We will not here review the entire
debate that has taken place nor put forward our
viewpoint on the subject and substantiate it. Our
focus is the political economy of health care, We
will, therefore, endeavour to show that, the very
aiforts of the Indian State to penetrate the remotest
cormers of the agrarian _set-up through the prowvi-
sion of health care facilities; is not any isolated and
non-s0cial phenomenon. But the efforts in fact
stréngthén and reproduce the already existing and
expanding capitalist relations of production (whether
in “pure’ forms or intertwined with the pre-capita-
list forms). * '

At the same time, we must admit that this

- analysis is our first attempt and the vastness of the

exercige has made us very aware of the inadequ-
acias in thé sphere of information and data, The
mast evidently thin area of the outline is the lack of
analysis and attention 1o the social roots of ill-
health and disease in India, By and large, we have

"merely assumed that the patterns of illness are

reflective of the class, caste and sexual contradic-
tions andare influenced by the level of develop-
ment, both quantitative and qualitative, of the

_ soclal system. We have also assumed that changes '
2 in the patterns of illness are directly related 1o

changes in socio-economic system, and have proce-
gded to focus on the changes in health care in
light of-the change in the mode of production. Qur
objective is 1o locate the crisis in health care and

medicing within the larger political - perspective for _

class struggle.
Health care under. British imperialism
Western medicine came to India in the 17th

ceptury. The first medical men to set fool on the
sub-continent were the surgeons sailing with the
merchant ships of the maritime nations of the- time.
Throughout the century a number of Eutopeans
found employment.as surgeons and physicians In
th l:qurlu of the kings and nawabs. By the end of
the 18th Century all the factories of the.East Indian
Company had at least one surgeon in their employ
and the Indian Medical Service had been founded
(Crawford, 1914).

At that point of time the medicine practised by

“the company doctor was hardly different from local

systems. The doctor of the day had a limited range
of therapeutics end curative procadures : . . . harbal
"mmlill:inﬂs.. a very fow disease-spacific chemical
prepatations, the new ‘exofic’ drug the Peruvian
cortex (cinchona) for intermittent fevers, blood
letting, venesection and other such proceduras which

68Since the mode of production
is reproduced not only at the
economic but also at the political
and ideological levels, medicine
contribules to the reproduciion
of the mode of production at
the economic political and
ideological levels and that
medicine is always articulated
within a specific mode of
production. V9

had been in vogue “since the-time of Galen, Tha
birth of modern scientific medicine was yet to be, In
the following century however, thers were anormaus
developments in the content, theory and practice of
medigine in Europe. Mot only had the knowledge
base of medicine expanded but it was being struc-

" tured to meet the needs of the dominant class, For

instance, the two major disease casuvality theoras
that were competing for acceptance, the ',:ﬂmamnn
theory and an environment theory were more than
medical theories and theirincorporationinto conten-
porary medical thought was dependent on how they
affected the operations of the dominant class of tha
time. During the first half of tha 19th cantury (he
contagion theoty which suggested quarantine
measurs as a means of controlling disease, was the
best acoepted,. But with the increased movement of
goods and of people towards the middle of tha 19th



cantury, quarantinge measures proved ruinous tothe

= naw antrepreneurs and merchants. One important
reason for the acceptance of the miasma. theory
which located the cause of dissase in. unsanitary
conditions was the potentially dizastrous effacts the
acceptance of the contagion hypothesis would have
caused (Tesh, 1982).

By the end of the 19th century, the sanitary
reform movement in Britain had resulted in limited
state intervention in the form of legisiations and in
the creation of institutions for administering them.
But these refoms were actually self-limiting. Although
they affected a section of the capitalists “whose
profits came from housing, water supply and sewea-

rage dealerships, they served the needs of capital by .

decreasing the cost of disease. At the same time
public health work and preventive medicine could
never gain the status nor weild the some influence
as clinical medicine. Fublic health work highlighted
the shortcoming of capitalism and it would mainly
benefit a class which was incapable of conferring
status. (Turshen, 1977). On the other hand, elini-

€60ne of the aims of the planning
was to aid the capital accumu-
lation in the private sector.99

cal medicine with [ts focus on the individeal rather
than the social conditions underlying disease states
offered a means of diverting public attention from
the ills of capitalism.

The origins of the sanitary reforms in India are
rooted in a different set of circumstances. Aften
1867, and the take over by the Crown, the number
of troops on Indian soil increased and the health of
the army became a subject of discussion. More-
oves, cholera which had bean confined to india so
far broke out in a devastating epidemic in Europe.
The British colonial government was prassurisad into
initiating sanitary measures in the Presidency areas.
Butt measures did not give rise 1o a public
health system and the government chose instead, o

" axlsted),

encourage the satting up of medical research facili- ©

ties for the assault on ropical diseases, an  asssult’

master minded in England. (Ramasubban,. 1282},

Qutside the government framework, a numbear
of missionary groeups and individuals had ala_:'u:- begun
toset up hospitals end medical institutions. For

instance, a number of maternity .hospitals and

32

training centres were sel up to teach midwives the
‘modern’ methods.of childbirth. The funding for
these came from wealthy Indians who wished to
sel up hospitals as memorials. (Billington, ‘]EI‘}:!]I

M&dlc-ﬂ] 'l:nlrﬂgau wiare et up to train assistants
and a largé numbm of Indians wera taking avantage’
of the oppdftunity, The uppar castes were spacially
arﬂ:auuragadtn enter these colleges. 'Ftig‘hl. from the
beginning alfopathic medicine in India “acquired an,
upper caste elite base. {Elnﬂ'rll ‘1974). Women too
weare given special concessions, so that the new
maternity homes could be well-gtaffed,

The development of ‘scientific’ clinical medicina
which embedied bourgecis idealogy and relations of
oduction was far ‘more important than the créa-
tion of a public health system which nﬂghtl oxXpoSe
tha true natura of ErFlish :m;mualmm

“The hﬂlth- care . nebwork under ﬂm Enﬂuh
mmpriud desiliorly implementad sanitary measures
and a fair number of hospitals -and dispensaries with
&' growing -number of medical research facilities
undertaking work on tropical dizeases uhder ﬂ-.m
tut-alnga of European doctors and researchess, :

‘Ihu path uf daualngmant cunsr:muslv
adopted by the Indian ruling classes
at the time-of Independenca. - -

The incressing popularity of modern allopathic
medicine amongst the Indlan ¢lite strata was not an
accidental phenomenon, it was rather a past of "the,
pracess of emergence of Indian bourgeoisie as an
economically powerful and politically shrewd class
under British imperialism. As we will show Hater in
this section, the choice of modern allopathie [“scie-
ntific™) medicine’ as a basis of development of
health-care system.in India was delibarate {duspupa
the lm:t ﬂ:at ather choices Elnl:l m:mi:rntﬂ pmpuaar.a.
and wWas in consonante wllh the HH“' of
gOcio- al:.-u-n-nm[t: development al:lu-pted h'y' lhu Indian
ruling classes. To substantiate tiﬂs stqlmm, wwa will
examine the situation at the time of lnd&pmd!m}ﬂ_
under three headings : . 8} the ntmnglh of Indian
bﬂulg&mua at the fime of lndapanqam, b) the
pulllll:al and aconomic mulegy adnptad by the Indian
I:;Iur-ganlsm fawr atlung.th&mng its class. rule, and c}
lhn health care Hra‘t-!ljy' adnplud 88 B pa![
du_u-alupmanl. pamgachw ]

:a} The strength of the Indian:. hnurgml:hlq
at the time of independence: Onithe eve of
independence, although, India’s total amnurm-
wiag overivhelmingly agricultiral, substantial indi-
strialization had taken place. In fact, India was much

-
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batter placed than most other colonial or “zemi-
colonial countries of that tima.

India's domestic capital, at the time of indepen-
dance nearly occupied an aqual place with foreign
capital in Indian economy.!(Battelheim, 1 968), Accor-
ding to the same source, foreign capital's sphere of
influence was particularly in the principal foregin
currency earning Industries (tea, jute and cotton)
gnd In those which were the main sources of power
in India (petrolevm, coal, electricity].

In assessing the political strength of the [ndian
bourgeoisie at the time of independence, two points
should ba undesstood. Firstly, Indian capital had to
develop underthe tight control of British imperialism.
In its confrentation with foreign capital and imperial
policies, it was but natural that a tendency developad
towards developing stronger economic’and political
organisations of its own. Moreover, Indian Capital
did not develop through "free competition."” Due to
saveral intrinsle factors specific to India, and due to
the fact that World Capital was already at the
monopolistic stage, there was naturally a tendency
for Indian industral capital to take monopolistic
forma. This situation helped it to orgenisze Its various
groups with much more ease and also made it more
ghrewd and alert in extending right political
patronage.

Secondly, the Indian bourgeoisie was politi-
cally shrewd enough to understand the importance
of Gandhl's ideclogy of harmony between capital
.and labour. During the 1918 textile workers” strike
in Ahmedabad the newly formed Bombay Mill-
owners’ Association utilised this opportunity 1o
_ostablish contects with Gandhi, Subsequently in
1821, with the launching of the Swadeshi movements
they found in Gandhi a representative leader and in
the Congress their representative Party. It iz impor-
tant to note that from this point onwards, the
bourgeoisia never Iost its political leadership of the
‘nationalist movement. Thus, at the time of indepen-
dence, the party of the Indian bourgeoisie, the Indian
Mational Congress maintained 15 leadership of the
nationalist movemant and very meticulously imple-
mented the strategy of the Indian bourgeoisie for the
pusr mdapnrrdun:a growth of capitalism in India.

b) The political and economic nriumr ado-
pted by the Indian bourgeoisie forstrengthening
its class rule: The Indian independence was not a
social revolution in which, one class through violent
means seizes political and socio-economic power from
another. In fact, independence was just transfer of
political power from Biitish imperialism into the

-
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hands of Indian bourgeoisie, keeping the socio-
economic siructure of the society'mora-or-less intact.

-Moreover, under the Mountbatten plan this transfer
was affected through negotiation and bargain.

Thesefore, sfter taking over the reins of State power,
the Indian bourgioisie did not adopt radical mea-
sures attempting to. do away with |ndia’s pre-
capitalist forces, Inso far as those forces did not
seriously obstruct its plan of gradual transformation
of Indian agriculture through state intervention it
adepted a policy of compromise and accommodation.

At the same time, in the turbulant 19405 the
Indian bourgeoisie feared the militancy of the work-
ing masses. It should be noted that from the later
half of 1920s, the mass unrest had attalned serious
proportion. On the industrial front, the number of
strikes in 1937 reached 379, the highest since 1921.
Between 1942 and 45, the costof living went up by
200 percant. The year 1940 saw another strike wave,
in which workers of cotton textile, jute, oil, coal,
iron, and steel and many other industries particl-
pated. The number of trade unions- went up from

b6The Jndian bourgeoisie opled -
for a model of health care
service in which health care .
could be transformed inlo a
commodity.y?

188 in 1938 to 515 in 1944 with the membership
rising from 3,656,450 to 5,089,084 (Dutt, 1983).

At the same time, the All India Kishn Sabha,
which took a leading role in fighting against govern-
ment repression and had helped- organise self-help
mavements for food and funds, quadrupled its mem-
bership between 1942 and ‘45, (Dutt, 1983..
p. 278). The end of the war saw two significant
peagant movements - the Tebhaga movement between
‘46 and ‘47 in whatizs now Bangladesh and the
Telangana struggle in “46 and ‘51 in Andfira. These
worg the most outstanding indicators of peasant
ferment brewing all over the country,

“The political ferment also ‘spread to the armed
forces in ‘46, The RIN muting and the support it
geined in Bombay from the working class -and
‘middie clagses shook the. Indian bourgeoisie. Thus
although, the Indian left,-because of many reasons
into which we- cannot go in in this article, could
not destabilise the bourgeoisie nor have a perspective



to take control of the national movement, the latber
was lorced to recognise the explosive potential for
militancy among the labouring masses. The reali-
sation that the mass pressure the bourgeocisis had
so far used to theif advantage could get out of
hand, forced them into granting concessions in the
overall plan of development at independence.

In the context of the above, the bowrgeois
strategy that developed after independence was
twofold. Parliamentary democracy was accepted

because it would widen the mass base of the

regime, to give room to the contending socio-econo-
mic forces in the governmental block and fo
provide a safety valve for mass discontent. This
method of bourgeois rule granted universal fran-
chise, formal political democracy, equality before
the law end so on all at one stroke. In the Constitu-
tion, it gave the State Power a clear bourgeois
impress by making the right to private property a
fundamental right. The right to work, the right to
raceive free health care, education and s0 Gn were not
included in the list of fundamental rights but were

88The expansion of capitalism is
dependent on a politically
stable and healthy labour force %9

relegated 1o being directive principles. Also, for he
future socio-economic development of India, plan-
ning with the active intervention of the State in the
economy was adopted as the best way for industrial
development and for the transformation of back-
ward ‘agriculture.

Brigfly, the aims of planning with the active State
intervention in the economy - were the following: (i)
To develop an infrastructure of the heavy industry,
trapsport, communication, and energy. so vitally
necessary 10 overcome the most glaring weaknesses
of industry or the under-developed capital intensive
industries. This development required huge inviest-
ment and 8 long gestational period forinvested capi-
tal, the private sector was not yet ready for this.
{ii} To aid the process of capital accumulation inthe
private sector. This was 10 be done providing private
capital with easy access 1o the infrastructure, by em-
ploying privatefcontractors in the operation of public
gector, by enriching individuals or groups of indi-
vidual bureaucrats and $0 on, and (iii) To camy out
limited agrarian reforms, to provide facilities for agri-
cultural development and strengthen and expand

existing bourgeoise forces leading ultimately to the 4

modernisation of agriculture on a-capitalisiic basis,

¢} The health care strategy adopted as a
part of the development perspective : At the time
of independence, three major reports concerning the
health system in the néw nation saw the light of the
day. In 1339 the national planning committes had
&6t up a subcommittes to prepare a plan for health.
In 1840, the Chopra Committee was constituted at
tha first health minister's confetence. And the Bhare

rt,‘:umrrﬁt‘t-aa began work in 1343, and was charged
with the task of conducting a° survey of the entire
field of public health and medical relief on which to
*ha:a plans for post-war development in the health
field. (Bhore, 1845). It advocated a doctor-centered
systam of health care Elnl:llurgad tha creation of a
vast health infrastructure. Itz main inspiration ware
the Flexner report (which consolidated the establish-
ment of "scientific’ medicine in the. US) and- the
Goodenough Committee  {(which had been a more
récent réport restructuring medical education in
LK), Briefly, the Bhore committes recommended
(i) the main focus of all health meesures should be
1o enable people 10 enjoy life 1o the fullest extent
and 10 help the individeal reach his maximum level
of productive capecity; (i} the future health care
-system should be a doctor-based, hospital-ceptered
system with a proliferetion of health institutions:
(iii) a salaried service should be preferred over

private practice although “any apprehension that -

private practitioner wiil be seriously affected to their
detrimant by our proposals for o state health service
is unfounded.” [Bhore, 1843 p. 16); (iv) occupation-
ol and industrial health was an Important aspect
-of health services; (v) maternal- and child heaith
wis 10 be given a high priority; and (vi) consequent
on the development of .a health infrastructure, the

* pharmaceuticals and the. surgical goods industries

waould have to be encouraged to expand.

The .Chopra committee (the commities on
Indigenous System of Medicine) report was publi-
ghed in 1948 and made recommendations which,
had they been implemented at that time, would
have resulted in a drastically different system of
maedicineg. It saw an wrgent necessity for evolving

. on@ unified system. [t pointed out that the Bhora
Committes had been rather silent on the question of
indigenous systems in their grand plan for the
development of health services in India. The
Chopra Committes, in fact, had drawn up & plan “for
health .services where the primary levels wouold
fostly use indiganous system and the taluk hospital
and beyond would practise ‘synthesised’ medicine,
Almost.all the recommendations were rejected, It



which contributed to

was decided that a full course in modern scientific
medicing was 10 be the basis on which other systems
were 10 be engrafted,

The Indian bourgeoisie opted for a model of
haalth caré serviee in which health care could be

‘transformed into 8 commadity. Even in adopting

the recommendations of the Bhore committes, it
selectively Incorporated those recommendations
the growth of the health
infrastructure and the consolidation of bourgeocisie
and its concomitant organisation. The development

" and consolidation of allopathic ‘scientific’ medicine

was also a deliberate choice which offered several
advaniages ‘which we will ¢laborate in a later sec-
tion. For the moment, it is sufficient to state the
supposed resolve of the Indian bourgeoisia to
develop Indigenous systems did not get translated
into any meaningful programmes and India was
well set on the way to enlarging the world base for

“the practice of ‘scientific medicine’,

First fifteen years of Planning

(a)" Growth of industries hastening captial
accumulation ;: The public expenditure on develop-

ment in -the first three five years plan period was
.85 shown in Appendix 1.

From the second plan, Industry and mining
started receiving the attention of the planners and
in the third plan it got the first priority. The major
investment in this branch was in heavy industry. By
1966, substantial phangas took place m the in-

"dustrial structure, The gross value of output of light

industry increased from Rs. 17,100 milion in 1951
to 36,200 mililon in 1966, i. . itmore than doubled

in 15 years. In this period, the output value increased.

by 8.5 times inthe heavy industry. The share of
heavy industry in the total output of manufacturing
industries went up from 22 to 52 percent. The
investment in heavy industry went up from 43.4
percent of the total investments in the manufacturing

industriesin 1951 to 79.8 percentin 1965, (Shirokav,

1980).

production of food grains recorded a much smaller
growth than-that of cashfindustrial’ crops. The
tiseé in grain prodoction did not outstrip or even
aqual the rise in population. The sectoral allocations
in the first plan gave first priority to-agriculture,
community development and Irigation - which °
together accounted for 35.8 percent of the outlay.

. After that, the percentage share of the outlay in

Thus, at the end of third plan period, the public

sector had set wp productive plants mainly in the

‘sphere of heavy industry. It could do this by recei-

ving soft-term loans from the Soviet and other

*Socialist” countries.

" Even while developing the industrial infrastrue-
ture, in this period a slow but steady transformation

“of the Indian agrarion sector, was also begun.

(b} The Transformation of Indian agriculture
The progressin the agricultural sector in the first

fifteen. years can at best be termed modest. The
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these areas consistently decreased.

Throughout this period agrarian hngiala[lun
strengthened the position of the rural upper classes.
The richer peasantry were able to gain greater free-
dom from their landlords and were sble to increase
their holdings. The big landlords were being. trans-
formed into capitalist farmers. The conditions of the
poorer peasantary considerably worsened during
these years. On the whole there was a slow develop-
rent of rural capitalism. -[Bettelehiim, 1958),

Agrarian reforms were in this perod dirécted
not so much at transforming the modes of produc-
tion in agriculture, as adapting the colonial agrarian
structure to fit the pattern of growth envisaged by

&eJhe programmes like malaria
- control miust be seen as death
conirol prograinmes preceding
the.birth control programmes
of a fater period. 9y

ther bourgeoisie. They were directed at eliminating
the intermediaries and middle men and reducing the
effect of.feudal and semi-feudal relations. Agricul-
tural policles and programmes favoured those land-
lords who had undertaken cultivation on thelr own,
rather than rentier landlords (Joshi, 1969). The
non-implementation or failure of those portions . or
land reforms or the ‘failure of land reforms” was not
surgrising, considering as Davey remarks aptly, that
the state assemblies were dominated by landlords
and kulaks, hkmu:u. land coiling legislation was
easily ﬁn:umvanlud The Failure to ensure security
of tenure has resulted in evictions. ‘In the Punjab
alone, the aumber of tenancies.fell lmm 583,400
in 1955 to 80,520 in 1960 (Davy, 1975). °

The Community Development Programme, laun.
ched with US aid in-the first plan Further strength-
ened the economically and politically domindnt

classes. Later evaluations showed that 70° percént

of the benefits from agricultural-extension went to



the alite groups, the more affluent and infleantial
agriculturists” (Dubey, 1269). The CD projects
worked through existing village institutions which
were more often than not, dominated by landown-
ing groups. The ‘Shramdan” drive which was sup-
posed to encourage pecple’s participation, in terms
of free labour on road construction and repair,
was usually contributed by the poor who had
nothing to gain from roads; while those who bene-
fitted from the roads, the large landholders whe
needed to ransport goods ouf, got away by merely
supervising. The CO programmes not only streng-
thened the rural elite but also created burea-
cratic institutions which acted as a link betweeon
the rural-elite and the government.

Afrer 1350, agrarian policies and programmes
became openly favourable to rich peasanta. The
Ford Foundation sponsored Intensive Areas Develop-
mant Progremmes with its peckages of credit,
modern Inputs, merketing facilities and technical

“46Bourgeois radicalism either in.
the form of reporis or -
legislations.or programmes can
best be viewed .as concessions
gained by working closs
. militancy.?9

advice was one such. This meant also the Increas-
ing use of high vielding varieties and feriilisers,
"Between 1960 and 1966 the consumption of fer-
tilisers more than doubled (Davey, 1975). The two
disastrous droughts in "85 and 67 upset ‘bourgeois
plans of stengthening and developing  rural
captitalism. .

{c} Health Care in a Planned economy: The
avaluation of health services and the growth
of medicing in India can only be analysed in the
‘backgrount! of the development strategies employed
by the Indian bourgesisie. As we have seen the
primary aim of - Indian capitalism at independence
was the consolidation and expansion of capitalist
relations and the transformation and integration of
pre-capitalist mode of production: Accordingly, the
health strategies that were chosen directly or in-
directly supported and -strengthened the drh'a for
capital a:cumufat[m
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There were four factors, one may call them

constraints, which limited the.bourgeoisie’s options
in the health sectar. Firstly, they functioned in an
economy  linked to and subservient to World
capitalism. Secondly, they were committed to
planned development. Thirdly, they had to function
within the garb of a “welfare State’ and fourthly,

in the beginning at least, they had to counterpoise

and diffuse working class demands and tensions.
What were the health plans and programmes of the
period and hpw did they aduanl:a bourgeois aims
and idealogy?

In 1951, the population of India was 361 mll-

2 lion. Mearly 383 of the working population were -
The economic

wage-earnars (Bettalheim, 1968).
growth enviseged required a healthy and pra-
ductive lsbour. However, the recent series of
famines and droughts, increazed exploitation of war,
further deterioration of the abysmal public health
and sanitary services, the post partition exodus had
resulted in a labouwr which obviously could aot con-
tribute its best in terms of productivity. The sifuation
also favoured poliucal instability. The expansion of

~capitalism is dependent on’a politically stable and

healthy labour force and these called for measures
to reduce mortality and morbidity in the Country,
Moraover, the unhampered _bourgeois hegemony
of the national movement had been paid for by
making promizes 10 the working class and itz leeders
as well ag the progressive educated alite. In response
to the growing mass discontent the bourgesisie had
1o make visible gestures which could damamﬂma
Aheir concern and their intention of fulfilling, promi-

ses. The creation of large health institutions, and
huull:ﬂng of medical colleges and resgarch establish-
ments was 8 most appropriate ahatagr

At the same time it wis recognised that the
reinforcing of capitalist ideology and reproduction of
bourgeois - class relations was necessary to  the
growth and development of capitalism. "Scientific’
medicing' which had evolved .and matured under
capitalism was obviously the most appropriate cho-
ice. In this sanse, the adoption of modern medicine
as the dominant system of medicine and the creation

of hmapital infrastructures whers it could be practiged

wasg an Ideological as well as political necessity.

1) Reduction in Morbidity and Mortality : At
the time of independence 50 parcent of all deaths
ware estimated 1o be from eplidemic diseases. The
expectation of life at birth was 32.45 years for males
and 31.66 for females (Haalth Statistics, 1882).
Cholera, Malaria, tuberculosis and smallpox were
major killers. In 1950 malaria killed 75 million and

-
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it was eftimated that 166 million work days were
lost causing a loss of Re. 76 million. PAC Repaort-
1983-84). Moreover, ““aggregation of lsbour in
imigation, hydroelectric and industrial projects s
attanded with severe outbreaks of malara™. (First
F. ¥. Plan, 1952, p. 500-601). Tuberculsais was tha
othar major killer which claimed fives lakhs lives
annually and rendered 25 lakh people il It was
estimated that 900 to 1000 million mandays were lost

':J‘}i_ because of the disease. (First F. ¥. plan 1952).

-
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The Malaria confrol programme co-ordinated all
Malaria control  activities and consisted of DDT
spraying, treatment with antimalarial drugs and pro-
viding malaria enginearing services wharever there
wera developmentsl irrigation and  hydroelectric
projects.

The Tuberculosis Control Programme included
vaccination with BCG, ¢linfes and domiciliary services,
and aftercare. The emphasis was on prevention
with BCG. Both these programmes depended on
international agencies like the UNICEF and WHOQ for
supplies of necessary chemicals and vaccines.

Both these programmes, especially Malara
Control Programme, achieved spectacilar results in
the beginning, after which their success levelled off.
By 1956 the mortality due to malaria had declined to
19.3 million and in the first year of the programme
tne numbar of workdays saved was estimated to ba
116 million.

Thess programmes, especially the malaria pro-

gramme conducted like a military campaign were
concelved in such 8 mannar thet they weare bound
ta fafl, Cleaver (1876) points out that programmes
like malaria control -must ba seen a5 death control
programmes preceding the birth control programmes
of a later pariod. Together they constitiute “the
means for obtaining control over populatian growth
and thus over the supply of labour”. These have
boen the strategies sought by business whendver
they have sought to invest — In US, South, SW Asia
or China.

These programmes have also been used to divert
attention from the real ceuses of iil-health by equa-
ting disease eradication to ‘technical” measures such
as DDT spraying in the case of malarla or BCG
wvaccination in the case of T8, Both eradication and
immunisation programmes constitute the  *medicali-
sation” of socially and ecomomically determined
problems of health.” By introducing disease control
pnd later eradication progreammes, the Indian bour-
geoisie wes ensuring control over labour supply. Its

‘garly spectacular results also uldud the legltimation
of the “welfare state’.

By the “6Us increasing -urbanisation with a 40
percent increase of urban population, inadequate
housing and living conditions, low availability of
food and impoverishment and unemployment had
pushed up disease incidence rates. The health
impact of now industrial processes that were being
introduced went unrecorded. In industry, intensifi-
cation of labour coupled with chronic malnutrition

accounted for a rise in industrial injuries which rose

by 30 percent between 1961 and 1966 while work
force rose only by 16 percent (Ajit Roy, 1573)

¥ 2} Institution Buwilding: Both the Bhore
committee and the First Plan took senous and anxi-
ous note bf the lack of medical facilities. Low health
status was seen as being primarily because of
lack of medical facilities. The major emphasis in the
first fiftegn years was an increase of hospitals, beds
and dispensaries and the numbers of doctors,
nurses and other health personnal. (Appendix 2).

eeThe faithful implementation of
recommendations is.
contradiclory to the interesis
of capital and can be brought
" about only by continued
struggle ¥y

The first plan enviseged an increase of 24 per-
cent in the number of hospitals, a similarincreass in
the number of wban dispensaries, a 11 percent
increase in the number of rural dispensaries and @
10 percent increase in hospital beds. The number
of maternity and child health centres both in urban
and rural areas was also 1o be increased. More ‘than
fifty percent of the budget for medical schemes was
allocated to the E!II-EI!HSI'ImHnt of hospitals and
dispansaries.

Pubilic haalth expenditure want into the provi-
sion of water supply and health sanitation,. the
major share going to Madras and Bombay. Since
training of pergonnel of &ll kinds was so important,
institutions and facilities for trailning were giFen
high priority. The establishment of the All Indian
Institute for standardising and co-ordinating post-
graduate medical education-was also initisted (Flrst



F. Y. Plan). This venture, as wull as others. such as
the setling up of the Virus Research Centre in Fune,
and the expansion.of the All Indian Institute of
Hygiene and.Public Health was assisted by the
Rockfeller Foundation. This trend for Increasing the
medical infrastructure continued throughout the
fifies and the early sixties,,

The Mudliar committee which published its
report in 1961, recommended a strengthening of
the district hospitals as against any expansion of
primary health centres. In its opinion, the resources
in regard to personnel, finance were not available
gufficiently for any further expansion of PHCs.

It must be pointed out that most of the expan-
slof in facilities took place in wrban areas and &
majority of the medical graduates set up pm::'llinu‘ In
cities. Together with this, the pharmaceutical
industry which had made small beginnihgs after the
first world war had expanded a little during -second
world war, By the beginning of the ‘G0s, Ifn!:lia Wwas "
salf-sufficient in all the -galenical preparations, most
of the vaccines and alkaloids. But medicines like
Pencillin, Streptomycin and sulphas were largely im-

¢6The rationale of the JIndian

bourgeoisie in adopting massive
family planning drive was a
means of controlling labour.9
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ported. After 1956, many foreign subsidiaries which
had begun &s trading operations went into the produc-
tion of formulations, and public enterprises such as
Hindustan Antibiotics and Hindustan Organic Chem-
icals were started in the late ‘80s mainly with the
help of Soviet aid and technical know-how. But the
major expansion of production was of the foreign
subsidiaries. By ‘68-'69 the average profits for
pharmaceuticals was 20.3 percent (Rangarao, 1877.)

_ In short, the health care system being developed
was 8 doctor orented, hospital centered, curative
system largely dependent on modern pharmaceutics
“with its locus in urban areas. For the Indian bourge-
oisie, such a health system crested & large base for
consumer durables which were manufactured in the-
private: sector, It also motivaled the gronarth of the
pharmaceutical and- chemical industry. Increase in
the. number of hospitals and medical institutions
also meant many more ‘conyerts’ to both “scientific’

medicine and the growing array of drugs and asso-
clated products, Also, these institulions wera an
emphatic and “visible® asgertion of the State’'s conc-
ern in fulfiling its "“Welfare' goals and in keeping
with the ‘leap frogging” approach to catch up with
developed countrias that was being advocated.

This iz not to deny that the increase in the
numbers of health personnel and institutions was
not necessary or useful. That would be patently
untrue, But arguménts which place blame for the
cyrrent ctisis on  the non-implementation of
‘redical” recommendations of the Bhore committea
are inadequate. Given the path of development .
nh‘uun by the bourgeoisie, the alternative offerad in,
say the Bhore report or the Community Development
Frogramme could never have been implamented.
Boyrgeois radicalism either in the form of reports or
legislations of programmes can best be viewed as
concessions gained by working class militancy. The
faithful implementation of recommendations is.con-
tradictory to the interests of capltal and can be
brought about only by continued struggle.

3) Reproduction of bourgeois social
relations and social control ; The bourgeoisie
always adopts policies and strategies which will re-
produce and reinforce " bourgeois social relations.

(i} The adoption of allopathic medicine as the
daminent m&digai gystem : From the outset, W was'_
claar that the western allopathle system wasto be

 the medicine of choice, In the period between 1948
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and 19680 four commitiees Chopra, Pandit, Dave
and Udupa) were constituted to plan for the deve-
lopment of indigenous systems of medicine in the
country. By and large the only recommendations
which were implemented were those which helped
to suppreas.or discourage the growth of indigenous
systems, We have already noted what happened to
the Chopra Committes meport. Later reports increa-
singly emphasized the need to exemine indigenous
medicine ‘scientifically’. Further, it was genarally
agreed that the only area where indigenous medicine
could play 8 role in the health system was in areo
of drugs and remedias.

Why was the adoption of allopathiz system as
the dominant system of medicine so important 1o the
bourgeoisie  Firstly, the class and sex biased, posi-
tivist individualist ideclogy of modern medicine
reflected bourgeols ideology. The hospital system
reproduces the social structures of bourgeois
society and by doing so reinforces and authenticates
it. Modern medicine with its dependence on mys-
gterious sounding drugs and its array of task specific

%
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functionaries and unfamiliar language facilitated the
monopolisation of knowledge and skills. From this
comes the power and influence to those who have
access to this knowledge viz; the doctor and to a
lesser extent other health professionels. These
professionals, mainly doctors, who shared the same
cless background as the bourgeoisie were nacassary
for the legitimation, strengthening and maintenance
.. of the capitalist order. In recognising and locating
"scientific’ medicine as the dominant system, the
bourgeoisia were also acknowledging and encouras
ging the role of the educated elite.

{ii} The development of maternal and child
health services : Concarn for the health of women,
ss mothers, has & long history in India. At the time
of independence, the sex ratio.(women to 1000
women) had slready started declining. But none of
the health plans nor policy statements were aver
copcerned with this. Howewver, investment in the
kealth of the child (and incidentally its mother) were

_seen as an investment “for building & sound and

healthy nation™ (First F.Y. Plan). These- facilities
were seen as facilities through which women could
fulfil their socially dotermined primary role as
moathers. ” In consequence, women's health neads

became subordinate to the needs of the family, The .

deteroration of women's health and women's status
throwgh the 60z iz to a large extent the resull of the
policies and programmes that have been adopted by
the Indian bourgeoisie,

The provision of MCH service, however ralevant,
in the absence of primary care accessible to women
indirectly perpetuates ‘the myth of motherood” and
the social location of women under capitalism mai-
nly as “reproducers of labour.’

(fli) Health Education. One of the most
important component of “preventive” services
was and has been health education, which

mainly reinforces the victim-blaming ideclogy of
modern. medicine. It also helps to mask the social
roots of iliness and disease. The emphasis on chang-
“ing life styles rather than on changing the socio-
political environment which endanger such Ifestyles

—urotects the existing power structures in society and

the exploitative mechanisms of capitalism,

Changes in Health Policy after 1965

In the health sector the trends which were
discernible in the first decade after independence
continued to be prominent until sbout the “70s. In
this section,fwe will analyse the seemingly drastic
change in health policy and programmes in the mid

"70= in the contaxt of soclo- pnIIlF-l:nI and -conomic
developments,

The two consecutive droughts in the mid- -
gixties had brought impoverishment and ruin to the
rural landless and agricultural labourers. The pro-
portion of rural population below poverty: line
reached a new hight of 57.9 percent (Shah). The
nett per capita daily availability of food-grains. was
ground 402 grams the lowest since 1952, It was in
this situation that the Green revolution was laun-
ched. The concept itself, according to Davey was a
part of America's post war strategies and was an
mxtension of the agrcultural research of the Rock-
fullar and Ford Foundations. The Green revolution

coincided with the glut in the wmhi.iﬂrtlltzﬂ
mnrkﬂt,

In the arease where the green revalution toak
root the crop yields shot up and also altered the

bbReduction of stale inpuls in
“healtly care and a great-
involvement of the privale
sector were the outstanding
features of the national healih
policy and is in keeping with
the objectives of the new -
- bourgeois strategy for health
care. vy

agrarian  structure. There was an incresse in the
numbers of agricultural labourers and despite
mechanisation, the demand for labour also went up.
In time the landless labour gained in strengh and
emerged as a distinct class (Bhalla, 1983). Most of
these also belonged to the deprived sections — the
scheduled castes and scheduled tribes. At the |
same time the introduction of new technolagy and |
easier credit facilities had strengthened the small

and marginal farmers and increased thaijr staying

power. Rich farmers were unable to buy them owt,

However there were no basic contradictions between

the large and marginal/small farmers. These hold-
ings constituted two-thirds of the cultivating house-

helds. In such a situation agraran struggle was
inevitable. Agitations for better wages were also,

in reality struggles against caste oppression.

In areas outside the green revolution area, such
as M.P., Rajasthan, Gujarat, parts of Bihar “and



Orissa and West Bengal, it was the smali and
_middle farmers who gainad most by the introduc-
tion of new technology. They soon began to chall-
enge the economic and political power of the land-
lords, most of whom wera absentae landlords. The
interests of these new rich small and marginal
farmers were contradictory to both that of the
landless as well as that of the politically influential
landlord, Having gained econamically this section
of the peasantry, the middle farmers who were
usually from the middle castes, began to develop
political ¢lout both on the regional and the national
soene, They also began to demand development
" inputs which would enable them 1o gain a qualitas
tively baetter standard of living... Hluclﬂﬂcaﬂan
consumer goods and health services.

By the beginning of the '70s, industrial produc-
tion had stagnated., the rise in national income
being only 4 percent in 1871-72. The population
went on rising, hence the labour force had con”
tinued 10 axpand. The total work force was 184
million, 8 percent or 15 million were unemployed.
While wages had remained stagnant the average
product per worker had increased, So, the employ-
ing class had benefitted, thus polarising income

(Davey- 1975). .

The Fourth Plan’s emphasizs was on rural and
agrarian programmes and the enprmous emphasis
an family planning. This was an attempt 10 postpone
and forestall the crisls and also a recognition of the
new and growing political influence of the middle
peasantry. In the health sector almost half of the
allocation went to family planning.

There have been a number of analyses of why
thers ‘was an emphasiz on family planning, The
most obvious explanation is of course, the enormous
spurt in numbers in the previous decade, which was
mainly because of decrease in death rates. Even-
though epidemic diseases had not been eliminated
there was a decrease in the number of death in each
of these epidemics. Another less obvious reason
was that given the high rates of unemployment and
impoverishmant, the sheer numbers presented a
threat to the stability of the system. Thatthere was
imperialist * pressure, through the wse of conditlonal
international loans and such, cannot of course be
dented, But the rationale of the Indian bourgecisie
in adopting & massive family planning drive was a
means of controlling labour supply 1o suit the expan-
sion of more capital intensive modern industries.

Throughout the first half of the *70s there was
a marked increase in the number- of industrial
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conflicts, strikes, peasant agitations, tribal move-
ments, student and mass movemants most of which
were directly or indirectly concerned with economic
grievances. The Gujrat and the JP movement were
against price rise initially but later made political
demands. The Maxalite movement and the revolt of
the tribals in Srikakulam, were more broad based
and directly challenged class oppression.  That
brutal repressive measure were used 1o break and
suppress tham was an indication of the insecurity
of the Indian bourgesisie. The world economic situ-
mtion had alse changed by the mid ‘70s. Many
advanced capitalist countries were on the brink of a
third techhological revolution. The national bour-
geoisie realised that if they were to forge a new
relationship with the wmld caplalist economy they
had to re-structure the industrial sector by reducing
state intervention and increasing opportunites for
foreign investment. This also meant discipliming  and
confroliing lebour and stabilising the palitical
climate.

Inputs into fural development therefore served
two purposes — firstly,- they facilitated the further
penetration of capital and secondly, "visible® efforts
such as provision of health care, educational facilities,
elactricity, |ow capital intensive "approprlate” tech-
nologies would not only nullify the growing dis-
content and political influence of the new rich
‘middle” peasants and capitalist farmers but also
stremgthen them as a clazs who would associate with
the industrial bourgeoisia in opposing and suppress-
ing working class struggles. Moreover, these efforts
would also mean an expanded market for the new
technological consumer products,’

The Fifth Plans’ Minimum Needs Programme is
just one such stratagy. In the health sectors It was
being realised that a hospital based health system
supported by verlical programmes such as Malaria
Eradication and Family Planning no longer performed
either this ideclogical role or achieved their socia-"
politcal objectives, There had not been any large scake
improvements in health indicators in the past years.
Thelr role as advertisements for the bourgeoisie's
coencern for "welfare” haddong ocutlived its usafulness.
Maoreover, it was no longer & good economic option.
The amount spent for welfare of the working class
comes out of the surplus value being created. If
this no longer achieves the purpose. of either
maintaining and reproducing labour or of strengthen- |
ing class relstions by reproducing and legitimating
the capitalist order, the loss in surplus value cannot
be-justified. The only answer was a change In stra-
tegy. “Sclentific’ medicine gave way o8 ‘community”
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. those sections wheo would be banefitted most...

conscious sé]unca:hanad medicine which was accom-
modating enough to allow the operation of other
systems under its hagamaony.

Through the ‘70s a number of voluntary agen-
cies funded by industrial houses, Christian misslons
or foreign development agencies, and individual
professionals frustrated and disgruntled with the
existing system began to ‘experiment’ with alter-
pative health strategies following essentially the
shealth-by-the people” approach. The rising cost of
health care, of medicines and equipment provided a
further impetus to many. Naturally eanough this app-
roach had an instant appesl to a mass of soclally-
conscious utben and rural youth, plagued by the
threat of unemployment and sensitive to the increa-
sing deprivation of the masses. Many of thesa
ptojects achieved initial sugcess in-improving health
indicators such as infant mortality or maternal deaths,
epidemic deaths and achieving high immunisation
riates.

In 1975, the Srivastava Committee was the first
affizial document which put forward a proposal for
health care which created a new health functionary..
the community health worker. Based on the premi-
sos that most of the commonest health problems are
of the easily proventable kind and may be easily
Iooked after at the village level, the committee pro-
posed the training of selected villagers as the first
contact in the new rural health care structure. It
suggested a well organised and graded structure of
dispensaries, hospitals and referal services.

The alecrity and the speed with which these
propesals were accepted and implemented by the

government is a measure of how appropriate and

urgent they were to those in power. By then, In
1977 the Janata Party, a configuration alheit tempo-
rary, of the commercial bourgeaisic and capitalist
farmars had dislodged the Congress, which then
represented  mostly the industrial bourgeoisie.
The Janata Party saw the provision of rural
health care as a méans of fulfilling election promi-
ges. Moreover, they were tha representatives of just
the
™rural rich and middle pessantry. Democratic selec-
tion processes notwithstanding, the coemmunity

health workers were certainly not to come from

among the poor. .

Around this time several countries, met under
UM auspices at Alma Ata and signed the Declara-
tion which proposed just such a strategy. The
international move confared on the programme a
high status which would play a part in persuading

refuctant and antagonistic prula:ss-mrta[ bodies to
co-operate,

In 1880, the new strategy for rural health was
formalised and integrated into owverall bourgecls
strategy in the form of a nationdl health plan,
proposed by the ICMR-ICSSR committee, This
report, a good indicetar of the bourgeoks radicallsm,

in the ‘803, proposed a pyramid model of health -

care, based on a diffused primary health care
programme relying on limited, cheap, Ililbl:rur-ll'rtﬂn-
sive techniques and technology and a’ smaller,
ﬂapital-ln:enslw mainly curative, referral and speci-
alist service using sophisticated, modern, high tech
resources, and the hospital system. Both the termi-
rology and the spirit of the report was greatly
influenced by Hlich. It saw the organising of primary
health care on a community basis as an  essantially
rpolitical experience’ which would enable people to
fight other battles and this in turn would set in
motion a8 ‘process to strengthen a decentralised,
democratic and participatory soclal order”. [HFA,
1881). The major recommendations of the HEA
were incorporated into the Sixth Plan.

In 1982, the government of India published a
Statement en National Health Folicy. Itenunciated an
integ-ated, comprehensive approach toward the
future development of medical education, ressarch
and health serviges. Broadly it followed and repeated
the recommendations of the HFA, Bui in dolng It
re-gmphasised certain trends which had been baraly
discernible in the HFA and the Sixth Plan. For
instance, it focussed. greater- attention on -reducing

governmental expenditure and ufilising untapped -

resources 10 encourage the establishment by private
practice professionals . ... and financial and tech-
nical support to woluntary agencies (NHP 1982.).
More Importantly, it focussed on the need to
gstablish & referral system which could provide
speciality and super speciality services. Again, to
reduce governmental expenditure privata investmant
in such fields was to be encouraged. In providing
water supply and sanitation too, appropriate tech-
nologies were to be used “to reduce expenditurés’,

The ‘involvement of community’ in the implementa-

tion was also seen a3 & meens of -reducing costs.
Thus,reduction state of inputs in health care and a
great involvement of the private sector are the
outstanding features of the national health policy

* and are In keeping with objectives: of the new-
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bourgaois stratagy for health care.

We will examing briefly how the alternative
strategy fits into the overall sirategies adopted by
the.bourgaeoisie since last quarter of 1870.



(1)} The growing mass of rural poor has [ittle
access to any kind of health care. Disssses which
eould be easily prevented ware still claiming lives.
Maternal and infant mortality rates were still pretty
high. Community health workers, however in-
effizient orinappropriately selectad would amelicrate
glckness conditions to some extent. The credit for this
ih turn, would acerue 1o the party in power.

(2) More importantly the new all:arna.-ti'.'a- is

demystifying medicine Just sufficiently for people to
lgarn to use and to become dependent on
. modern drugs. If until now injections had a ‘magic’
value, soon metronidazole or B-Complex which the
CHVE use will become familiar enough for people to
ask for and demand them. This expands the base of
operation for pharmeceuticel companies. .

(3} Aswe have noted earlier, the medicing
practised by the- community health worker was no
different from the medicine practised by & hospital-
located health functionary. Its content was the same
but its garb was different. Therefore, the dominant/
dominated relations that it embodied are strengthen-
ed and.reproduced. Since the outreach of these
rural health aiternatives is so much larger, bourgeois
ideclogy is being strengthened.. Itis possible that
these programmes are hastening the degeneration of
indigenous practices and local healers,

Ag the main disseminators of health education
messages, tha village health workers are also sprag.
ding the ideclogy of ‘victim blaming® shifting atten-
tion from soclo-political roots of illness and masking
class contradictions. In locating the main focus of
health care in the family, programmes determine sned
lend support to the oppressive institutions which
d@re 8o noecessary to the maintenance of capitalist

order.

Moreover, the villaga health workers have gene-
rally been from among the rich and middle peasants
and middle castes. The acquisition of new techniques
and knowledge has led to a diffarent level of mono-

polisation strengthening the power base of this class, ;

“The existing selection process does not cut across
existing power relations in soclety, including that
of man and woman, and o reinforces them, &«

{4) This separation of primary and referrel
facilitatad the modernisation and development’ of
p;rudm:ﬂv&.iurﬂﬂﬁ of modern medicine on the one
hand, while at the same time appearing to cater to
tha needs of the masses. The new strategy attempted
to resolve tha growing contradictions between the
ralations of production and production forces in

modern medicine, The introduction of CAT scans,
linear accelarators, laproscopy and so on in the last
few years must be viewed in this context. The new
‘medical leaging’ companies which have started to
function will facilitate the introduction of new
technology and instruments in health institutions.

Conel usiﬁn

Medicihe is not a soclally independent activity.
The evolution of medicine and "the development of
health care can only be understod within the larger
perspective of the owverall development of the
Indian eeonomy and the changes ip the relation of

» production that came about. |

The choice of ‘scientific’ medicine and &
hospital-centred structure through which it can be
practisad was a deliberate choice on the part of the
Indian bourgeoisie and was a necessary component
in achieving tha objective of a capitalistic transfor-
mation of India. This also had a profound Impact
on the traditional practices in India, not simply in
terms of making their techniques less effective, but
more 50 by changing the social relationship that
such practices of those. techinques embodied.
Such transformation has further strengthened the
domination of bourgeois medicing.

The community health approach so lauded
sinca the late 70s initislly gave an illusion that
radical- changes were baing brought .about in
health care. We have arguad here that this approach
was never imtended 10 bring sbout eny radical
changes but on the contrary, it was very much a
part of & strategy 0 expand the hosptisl-centred
health care structure at the primary and stcondary
level In the rural areas. Not only. The strategy also
invelves inviting private investment and collabera-
tion in the health care system with state gradually
reducing its inputs in health, The community health
approach also helps the pharmaceutical and surgical
goeds industry (which is largely in the domain of
the private sector) to expand their domestic marker.

Lastly India with her vast area and denze n-ni;u.
lation divided into class, caste, sex, cultural, athnic
and & host of other differences is probably the most
complex of Socio-economic formations rendering
attempts to properly comprehend it @ most difficult
task for the social ‘scientists. There s always the
danger of making sweeping generalisations and
over-simplifications in providing an  analytical
outline of the development of health care in the
context of the dynamics of socio-sconomic changes
in India. We have not taken into consideration in



this analysis the regional differences and the uneven-
ness of socio-sconomic development. But we haye
identified the dominant trend of development at the
general level and analysed how the development
of health care services is integrated with ir. We are
also aware that we have not-included in our ana-
lysis the relative “stréngth and political influence of
medical organisations like the Medical Council of
India nor their relationship with the pharmacautical
and surgical goods industry,

Given the vastness of the subject it was only -

natural that all aspects could not be coverad, E-::t
the article, we hope, will generate enough interest

in this subject so that the
and broadened,
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Rs. in in per Rs. in in per Rz in - in per
thousand ~ cent. thousand  cent thousand - cent
rrillion. milion - millicn
Agriculturs and '
community it E
‘Development 2.8 14.4 B7 11.8 10.68 14
Irrigation and : :
Major projects 4.3 214 6.3 114 6.5 8
Elacticity 1.5 7.4 3.8 7.9 10.12 13
Industry and . . B 3
Mining. - ' = 8.9 18.6 17.54 24
Other Industrias 1.0 5.0 - - — Y
Transport and
Communication. 5.3 26.4 13.8 2849 14.856 20
.S-u-l':ial and other .
m\l'il:ﬂﬂ.. E-1 264 106 1.7 13_& i
Stocks - - — - 20 3
el 20.1 100  48.0 - 100 75.00 100

(Compiled from, Bettelheim, 1968, p. 157, 161 and 163)

* pctual result.
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